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1.1. Main findings 

 

The NHS Classifications Service has recommended the following percentage accuracy scores as targets 

(Secondary Use Assurance – Acute Trust Guide): 

 

 

 

Table 10: Levels of Attainment - percentage accuracy targets 

 

Area 

Levels of Attainment 

Level Two Level Three 

Primary diagnosis                   >=90% >=95% 

Secondary diagnosis               >=80% >=90% 

Primary procedure                    >=90% >=95% 

Secondary procedure               >=80% >=90% 

Source: Acute Trust Information Governance Toolkit Requirement 8-505 

 
 
 

 

County Durham and Darlington NHS Foundation Trust achieved the following levels in this audit as 
summarised in Table :  

Table 11: % Coding Accuracy Levels of Attainment  

Area % Correct  Level of Attainment 

Primary diagnosis                   96.5% Level Three 

Secondary diagnosis               96.7% Level Three 

Primary procedure                    100% Level Three 

Secondary procedure               97.7% Level Three 

 

 

 Primary diagnosis errors were mainly due to errors in 3
rd

/4
th
 character selection. 

 Omitted secondary diagnoses included mandatory co-morbidities, published in the March 2011 Coding 

Clinic (Volume 7 Issue 8), being missed when coding from the full medical record. 

 There were 28 non-relevant codes assigned resulting from coders abstracting information from previous 

episodes of care, although these are not counted as errors current National standards state only the 

current episode of care should be referenced for relevant conditions. 

 Overall there was an excellent standard of coding in all areas of the audit. 
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1.2. Conclusions 
 

 

The findings of this audit show an excellent standard of diagnostic and procedural coding at County Durham and 
Darlington NHS Foundation Trust  

The coding arrangements are good.  The coding department is centralised and aims to code all episodes within 
four weeks of the previous month end.   

The standard of the casenote was generally poor with documents not filed in chronological order and although 
there were specialty sub dividers these were not been used correctly.  In Ophthalmology there is no formal 
operation note, this was being documented within the continuation sheets of the episode.  The Clinical Coding 
manager informed the auditor that the Trust is moving to electronic patient records in the very near future so 
hopefully this will improve the documentation. 

 
 It was evident that the coders were not following the four step coding process fully; this was the reason for many 
of the 3 and 4

th
 character errors 

 
There were 28 non-relevant codes assigned which resulted from the coders abstracting information from previous 
episodes of care, although these are not counted as errors current National standards state only the current 
episode of care should be referenced for relevant conditions.  
 

Histology reports are not checked for patients having a cholecystectomy; this resulted in the incorrect 4
th
 

character assignment. 

 

The electronic discharge summary within the casenote often did not have a primary diagnosis and rarely had 
comorbidities documented, this resulted in the coder having to search the casenotes to find the additional 
information. 
 

 
There is no formal documentation in the casenotes for patient’s admitted from A and E as to when the decision to 
admit was made, this resulted in the coding of CT scans that had actually been performed before the decision to 
admit been coded twice, once in A and E and then again by the coders on the inpatient episode. 

 
There were a couple of data quality issues affecting the audit one being that the dates on the electronic discharge 
summary did not always correspond to the episodes being coded and on the occasions where a clinician worked 
across two specialties the correct specialty was not always assigned to the patient. 
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1.3. Recommendations 

 

Number Recommendations 

 

Timeframe 

1 Ensure the Ophthalmology clinicians are completing a formal operation 

note. 

3 Months 

2 Feedback all errors highlighted throughout the audit and reiterate the 

importance of following the four step coding process. 

Immediately 

3 Ensure coders are only abstracting information from the episode of care 

that is being coded. 

Within 1 month 

 

4 

 

 

 

 

Implement a process to review and update all histology results including 

cholecystectomy patients. 

Within 1 month 

 

5 

 

Review the electronic discharge summary with the relevant parties to 

include a primary diagnosis and all relevant comorbidities. 

6 months 

 

6 

 

Implement a process to determine the time the decision to admit was 

made for all patient’s being admitted from A and E 

 

 

3 months 
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2. Main Findings 

There is wide recognition in the NHS of the importance of good quality coded clinical data and the fundamental 

role it plays in the management of hospitals. The Modernisation of the NHS to provide a seamless service for 

patients and a first class NHS requires that the information to be exchanged between healthcare professionals is 

of a consistent high quality. Accurately coded clinical data is pivotal to the success of this and has a major impact 

on planning and commissioning of appropriate and affordable services in the best possible setting; and 

optimisation of treatment effectiveness and quality care. Increasing emphasis on performance and resource 

management through the Payment by Results reform of NHS financial flows puts pressure on organisations to 

ensure they are judged on accurate data. 

Clinical Coding Audit is an essential component of the Payment by Results Data Assurance Framework. This 

method of data quality assurance is designed to measure results achieved by the NHS in a way that is meaningful 

to the public, to healthcare professionals and to NHS managers; and to correlate NHS funding with clinical activity 

and outcomes. Healthcare information at local and national level is crucial to support epidemiological studies, 

clinical audit, disease prevention programmes, management planning and monitoring of healthcare services. 

In April 2006, the NHS Classifications Service of Connecting for Health, in collaboration with the NHS Health & 

Social Care Information Centre, introduced the enhanced procedure classification OPCS (
1
) 4.3. This was further 

updated in April 2007 with the release of OPCS 4.4. This update process continues with OPCS 4.5 implemented 

from April 2009; OPCS 4.6 released in April 2011; and will progress until the universal release and adoption of 

Snomed CT (
2
 ) as part of the electronic health care record. With the introduction of over 2000 new codes to date 

to more accurately represent current clinical practice, there is an on-going requirement for training of clinical 

coding personnel.  Enhancements to OPCS have been developed to underpin version 4 HRGs (Health Care 

Resource Groups), which in turn facilitate the (PbR) financial reforms. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                 
1
 OPCS Classification of Interventions and Procedures 

2
 Systemised nomenclature of medicine Clinical Terms 
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3. Background 

To achieve confidence in information produced as part of any process, the underlying data must be of high quality 

and demonstrated to be ‘fit for purpose’. The provision of high quality data to support a range of initiatives 

depends on the quality of the management processes surrounding the collection, processing and use of data. If 

data collected is routinely validated and audited it is more likely to be recognised as a quality product by the 

users. Good management practice in data recording, abstracting, encoding and processing producing good 

quality data ensures confidence in the information used both within the organisation and the wider local health 

economy, as well as in the NHS as a whole. 

In July 2004 the Department of Health published Standards for Better Health, which includes 24 core standards 

that represent a level of service that all patients and service users should be able to expect from the NHS. In April 

2005, the Healthcare Commission published “Criteria for assessing core standards‟ which includes the use of the 

Information Governance Toolkit. The Toolkit Requirement 8-505 specifies assessment of clinical coding based on 

the Clinical Coding Audit Methodology v7.0 framework, which has been developed by NHS Connecting for Health 

in consultation with the Department of Health and NHS healthcare professionals.  

The Audit is intended to consider how the data is transformed from the point of collection by a clinician, through 

the coding process and entry to a patient administration case mix system. The Department of Health’s far 

reaching revision of financial flows in the NHS, and in particular Payment by Results using Healthcare Resource 

Groups, means NHS Trusts will use a fixed price tariff for specific treatments. At the heart of these financial 

reforms is the clinical coding process. Trusts will have to ensure that their coding is accurate, as errors may 

impact on income and potentially incur penalties. Regular coding audit enables users to develop confidence in 

their findings, provides necessary information to make relevant changes to effect continuous quality 

improvements, and supports robust Payment by Results.  

This audit of coded data quality at County Durham and Darlington NHS Foundation Trust is part of a programme 

of internal Information Governance audits designed to supplement annual external Data Assurance Framework 

clinical coding audit in satisfying requirements to achieve the above objectives for robust data quality. Routine 

audits also provide a mechanism for informing a formal training programme for coders at these hospitals. 
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4 .Terms of Reference 

The audit was based on the methodology detailed in the NHS Connecting for Health publication, Clinical Coding 

Audit Methodology Version 7.0. This document provides guidance on conducting a clinical coding audit.   

4.1. Auditor 

An experienced and registered NHS Approved Clinical Coding Auditor, who has completed the NHS 

Classifications Service Clinical Coding Audit Workshop, carried out the Audit.  

4.2. Source Documentation 

 

The recording of clinical information is carried out by two distinct groups, the clinicians, who are responsible for 

recording medical information in the case notes, and clinical coders, who are responsible for the accurate 

translation of medical information into the appropriate coded format.  The source documentation for coding at 

County Durham and Darlington NHS Foundation Trust is the full medical record. The Department of Health and 

NHS CFH Classifications Service recommended source document for clinical coding is the full patient care record 

(paper or electronic format) [Coding Clinic March 2011, Volume 7, Issue 8] 

4.3. Timescales 

The audit was carried out over a four day period from 14-17 October 2013. 
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5. Aims and Objectives of the Audit 

5.1. Aims 

 The aim of the audit is to evaluate the quality of coded clinical data by making comparisons between the 

information held on the Patient Administration System (PAS) and the information recorded in the clinical case 

notes and discharge summaries.  The audit also evaluates the information processes involved in the recording 

of in-patient activity. 

 The audit identifies any areas that might need improvement; any area of weakness and provide 

recommendations as necessary to ensure the quality of data is maintained and improved.  It also establishes a 

baseline from which to assess training needs within the Trust. 

5.2. Objectives 

The objectives of the audit are: 

 To review and analyse any coding errors found and endeavour to trace the source of the errors 

 To compare the information provided to the coders at the time of the coding with the information contained in 
the case notes at the time of audit 

 To review the information for accuracy and adherence to national standards 

 To identify areas of coding practice that might require improvement 

 To review the quality and adequacy of the information source 

 To promote interchange between clinicians and clinical coders 

 To make recommendations if appropriate, to improve the quality of the coded clinical data 
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6. Audit Methodology 

It was agreed that County Durham and Darlington NHS Foundation Trust’s Information Team would supply a list 

of finished consultant episodes (FCEs) within the specified time parameters for the Medical Records team to 

retrieve case notes containing 200 episodes for audit. This would allow an excess to accommodate instances 

where the relevant episode is not in the folder or the case notes are urgently required elsewhere and therefore 

pulled from the audit sample. They would also extract the necessary information from the Patient Administration 

System (PAS) to support the audit process.   

The audit methodology was agreed and the error types that would be used in the report were accepted.  It was 

agreed that daily reviews of identified errors would take place between Caroline Thomson, the Trust’s Clinical 

Coding Manager, and the auditor  when any discrepancies found would be discussed and either confirmed as 

being errors or agreed as not being errors. All errors would be signed off during the error meetings and it was 

agreed that errors would not be revisited once the auditor had left the Trust. Any disagreement arising from this 

process would be referred for resolution through the Audit Authentication Process provided by the NHS 

Classifications Service and such episodes would be withdrawn from the audit. 

 

1) The Trust’s Information Team provided a data file of the episodes to be audited. The file contained the hospital 

number, episode spell and start and end dates, admission method, patient gender and all diagnostic and 

procedural codes recorded at the time of original coding.  The medical records team provided the case notes 

to match the episodes on the data file.   

2) The auditor extracted diagnostic and procedural information from the clinical case notes and assigned 

appropriate codes.  She applied relevant rules and conventions pertaining to ICD-10 and OPCS-4 

classifications.  She also applied the National Clinical Coding Standards published in the Clinical Coding 

Instruction Manual ICD-10 and OPCS-4 (including amendments to the manual) and changes to standards 

reported in the Coding Clinic section of the Data Quality Review newsletter. 

3) A total of 200 finished consultant episodes were audited covering all specialties. The episodes audited were 

from discharges between April – June 2013. There were no episodes deemed (UTA) unsafe to audit. 

4) A standard audit worksheet was completed for each episode with the auditor’s coding entered alongside the 

hospitals’ codes and appropriate error keys assigned where required (Appendix D).  A full report of the codes 

recorded by the hospitals compared to those recorded by the auditor was created to record the percentages 

for each error type found (Appendix A). 

5) With regard to site and laterality codes from OPCS Chapter Z “Subsidiary Classification of Sites of Operation”; 

the omission or incorrect assignment of a site or laterality code was only assigned an error key where the 

need for a site or laterality code has been published as part of a national standard 

6) Comparisons were made between the information extracted from the case notes by the auditor and the 

information drawn from the typed discharge summaries, and the information provided by the hospitals on the 

PAS extract.  The auditor reviewed the following areas: 

 

 

a) Coding accuracy: 

Codes on PAS were accurate if they described the actual condition of the patient (and any procedures performed) 

as completely as possible within the constraints of the classifications used and as completely as necessary for the 

intended use of the data.  The three dimensions of coding accuracy are: 
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Individual codes Are these an accurate reflection of the clinical statement? 

Totality of codes Do they represent all the relevant clinical details? 

Sequencing of codes Are the codes in the correct sequence as defined by the rules 
and conventions of the classification and the mandated definition 
of a primary diagnosis? 

 

Coding errors were then evaluated as follows: 

 Incorrect main diagnosis/main procedure selected 

 Incorrect three-character category 

 Incorrect four-character category 

 Incorrect fifth-character category 

 Omission of diagnosis/procedure codes 

 Unnecessary codes 

 Incorrect sequencing of diagnostic/procedure codes 

Accurate coded information is essential for many areas of accountability in the NHS.  Information derived from 

clinical coding is used in many areas at Trust, local health economy, regional and national level to analyse 

performance and levels of achievement, and to support the government’s national initiatives to improve service 

quality and deliverance through clinical indicators and clinical governance.  

All information for coding purposes is derived from the information provided by the clinical staff responsible for the 

patient.  It is therefore essential that the l information recorded in the patient’s medical record is documented 

clearly, accurately and completely. 

The audit did not concentrate solely on the accuracy of the coding, but considered other factors influencing the 

coding process.  Without studying the wider picture of how information is created for coding purposes, we cannot 

expect to attain a realistic picture of the factors that determine the accuracy of coding.  

Other areas studied during the audit included: 

b) Documentation Issues: 

 Documentation incomplete 

 Documentation inconsistent, unclear   

 Information regarding the episode is not available in the case notes 

c) Procedural Issues: 

 Lack of clear procedures for coding and abstraction 

 Lack of procedures for reviewing case notes 

 Coded to consultant specification (resulting in a contravention of a coding  rule/convention or standard)  

 Coded to management specification (including unbundling diagnoses or procedures into component parts and 

adding or optimising coded data to alter HRG derivation). 

 Coding errors linked to system constraints. 
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7) The error keys used were based on those outlined in the NHS Classifications Service Clinical Coding Audit 

Methodology Version 7.0 (Appendix B).  

8) Daily reviews of errors took place where all errors were agreed and signed off and case notes referenced 

where necessary.  A Post Audit Review meeting took place on the final day of the audit 17
th
 October 2013, 

where approximate percentages were given and an indication of the main findings and conclusions which 

would constitute the report.   

9) A first draft of the audit report including findings, conclusions and recommendations of the audit was submitted 

to County Durham and Darlington NHS Foundation trust staff for feedback.  A copy of the final report was 

submitted to the Connecting for Health Classifications Service in England to register compliance with the 

Information Governance Toolkit requirement 8-505 for on-going internal audit of clinical coding data quality. 
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7. Site Background  

 

County Durham and Darlington NHS Foundation Trust codes approximately 162,930 FCE’s per year.  The coding 

is carried out by a team of 13.75 WTE (Whole Time Equivalence) clinical coders. 

The Trust’s Clinical Coding Manager is a CFH approved trainer and all the coder’s are up to date with refresher 

training. 

The Trust does not have a CFH approved Clinical Coding Auditor but two senior members of the team are aiming 

towards this. 

The Trust’s Clinical Coding Manager carries out a quarterly programme of internal audit at present. 

There is a programme of clinician validation in some specialties. 

The Trust’s policy and procedure documented was last updated in July 2013. 

The source document for Clinical Coding in the majority of specialties is the full casenote. Certain specialties use 

a proforma or discharge summary. 

The Trust is moving to using electronic Patient Records in the very near future. 

The coding team is centralised with all coding completed four weeks after month end. 

ICD10 and OPCS4.6 classifications are used to carry out Clinical Coding.  The department’s PAS software is 

ECaMIS which has Woodward’s encoder (Simplecode) embedded within it. 

The system does allow for the recording of fifth characters in diagnosis coding. 

.   
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8. General Findings 

 

 Primary diagnosis errors were mainly due to errors in 3
rd

/4
th
 character selection. 

 Omitted secondary diagnoses included mandatory co-morbidities, published in the March 2011 Coding 

Clinic (Volume 7 Issue 8), being missed when coding from the full medical record. 

 There were 28 non-relevant codes assigned resulting from coders abstracting information from previous 

episodes of care, although these are not counted as errors current National standards state only the 

current episode of care should be referenced for relevant conditions. 

 Overall there was an excellent standard of coding in all areas of the audit. 

 

 

 

County Durham and Darlington NHS Foundation Trust achieved the following levels in this audit as 
summarised in Table :  

Table 11: % Coding Accuracy Levels of Attainment  

Area % Correct  Level of Attainment 

Primary diagnosis                   96.5% Level Three 

Secondary diagnosis               96.7% Level Three 

Primary procedure                    100% Level Three 

Secondary procedure               97.7% Level Three 
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9. Summary of Audit Findings 

Diagnostic Coding 

Diagnostic information is required for the recording of both primary and secondary diagnoses for each episode of 

care.  The definition of a primary diagnosis is: 

“The main condition treated or investigated during the relevant episode of care.  Where there is no definitive 

diagnosis, the main symptom, abnormal finding or problem should be selected as the main condition”. 

(Health Service Guidelines HSG (96) 23 20th September 1996) 

In addition to the primary diagnosis, all relevant secondary diagnoses should be recorded.  Secondary diagnoses 

should include: 

 Conditions or problems dealt with during the episode of care 

 Conditions which pre-exist in the patient and impact on the care 

 Any present diagnoses listed in the mandatory co-morbidity list (issued March 2012) 

 Patient status i.e. Dependence on dialysis, etc. 

Secondary diagnoses should be recorded in order to accurately reflect the care received by the patient and to 

ensure hospitals receive adequate compensation through Payment by Results (PbR). Secondary diagnoses 

impact on case mix measurement, outcomes analysis, and meaningful and comparable clinical research. 

Secondary Diagnostic Coding 

In order to reflect accurately the care provided to the patient during a particular episode, it is important that all 

relevant secondary diagnoses are recorded. Secondary diagnoses which should be recorded include additional 

conditions arising during the period of admission that require treatment; pre-existing conditions that require 

continuing care during the admission, or that may affect the management of the patient, for example  diabetes, 

hypertension past medical history and patient status; and any relevant social circumstances. The NHS 

Classifications Service issued further guidance on co-morbidity coding in March 2012. The guidance confirmed 

that the listed conditions must always be recorded regardless of specialty on all in-patient and day case episodes. 

Secondary diagnoses can have significant impact on the patient’s treatment, period of hospitalisation or discharge 

destination, influencing outcome measurements used in clinical indicators and clinical governance as well as 

affect remuneration under PbR.  They can also provide comparative information on resource utilisation against 

case mix and treatment effectiveness. 

Primary Procedure Coding 

Information regarding procedures and interventions undertaken is required for every episode of care.  This 

information should be documented by clinical staff responsible for the patient’s care in the patient case notes and 

on the discharge letter/proforma generated at the time of discharge. 

The procedure and intervention classification OPCS-4 defines interventions as: 

 “… those aspects of clinical care  carried out on  patients undergoing treatment: 

 for the prevention, diagnosis, care or relief of disease; 

 for the correction of deformity or deficit, including those performed for cosmetic reasons; and 
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 associated with pregnancy, childbirth or contraceptive or procreative management. 

 

Typically this will be: 

 surgical in nature; and/or 

 carries a procedural risk; and/or 

 carries an anaesthetic risk; and/or 

 requires specialist training; and/or 

 requires special facilities or equipment only available in an acute care setting.” 

 

 

The procedure or intervention of most relevance should be selected as the primary procedure, for example, the 

main surgical operation in terms of complexity and use of resources. 

Secondary procedures include supplementary procedures such as diagnostic procedures or interventions that are 

less complex than the main procedure. 

Secondary Procedure Coding 

Secondary procedures are any procedures carried out in addition to the primary procedure. It is essential that this 

information be recorded to accurately reflect the care received by the patient and to ensure accurate reflection of 

resources utilised during each episode.   
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9.1 Examples of Errors 

 

9.1.1. Primary Diagnostic Coding 

 

 

 

 

 

There were 200 primary diagnoses recorded, of which 193 (96.5%) were found to be correct.   

The errors were: 

 

Coder Errors 

Two (1.00%) errors were where a third character was incorrect (Error Key PD3) 
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Example 

Organisation Coding Auditor Coding Error 

Key 

Diagnosis Code Code Diagnosis  

Delivery by elective 

caesarean section 

O82.0 O34.2 Maternal care due to 

uterine scar from previous 

surgery 

PD3 

Single live birth Z37.0 Z37.0 Single live birth  

Personal history of 

complications of 

pregnancy, childbirth 

and the puerperium 

Z87.5 Z87.5 Personal history of 

complications of 

pregnancy, childbirth and 

the puerperium 

 

The patient was admitted for an elective caesarean section due to a previous 

caesarean section, the coder has assigned an incorrect primary diagnosis at 3 

character level.  Code O82.0 is only to be assigned when no other code can be 

assigned from Chapter XV Pregnancy, childbirth and the puerperium. 

Three (1.50%) errors were where a fourth character was incorrect (Error Key PD4) 

 

Example 

Organisation Coding Auditor Coding Error 

Key 

Diagnosis Code Code Diagnosis  

Calculus of gallbladder 

without cholecystitis 

K80.2 K80.1 Calculus of gallbladder with 

other cholecystitis 

PD4 

Personal history of 

psychoactive substance 

abuse 

Z86.4 Z86.4 Personal history of 

psychoactive substance 

abuse 

 

The histology report states gallbladder calculus with chronic cholecystitis, the coder 

has assigned an incorrect 4
th
 character code due to not checking the histology 

results. 
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One (0.50%) error was due to a primary diagnosis code being omitted (Error Key PDO) 

 

Example 

Organisation Coding Auditor Coding Error 

Key 

Diagnosis Code Code Diagnosis  

Other specified 

pregnancy related 

conditions 

O26.8 O23.4 Unspecified infection of 

urinary tract in pregnancy 

PDO 

Pain localised to other 

parts of lower abdomen 

R10.3   SDNR 

Infections of the genital 

tract in pregnancy 

O23.5   SDNR 

Candidiasis of vulva and 

vagina 

B37.3D   SDNR 

Vaginitis, vulvitis and 

vulvovaginitis in 

infectious and pasitic 

diseases classified 

elsewhere 

N77.1A   SDNR 

The casenotes state the patient was suffering from a urinary tract infection during her 

pregnancy, therefor the primary diagnosis assigned by the coder was incorrect and the 

additional codes were not relevant 

 

 

One error (0.50%) was due to a primary diagnosis being incorrectly sequenced (Error Key PDIS) 
 

Example 
 
Organisation Coding Auditor Coding Error 

Key 

Diagnosis Code Code Diagnosis  

Pain localised to other 
parts of lower abdomen 

R10.3 K57.9 Diverticular disease of 
intestine, part unspecified, 
without perforation or 
abscess 

PDIS 

Diverticular disease of 
intestine, part 
unspecified, without 
perforation or abscess 

K57.9    

Essential hypertension I10.X I10.X Essential hypertension  
The casenote states the patient was diagnosed with acute diverticular disease but the 
coder has assigned a symptom code in primary position followed by the actual 
diagnosis. 
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9.1.2. Secondary Diagnostic Coding 
 
 

 

There were 513 secondary diagnoses recorded, of which 496 (96.7%) were found to be correct.   

The errors were: 

 

Coder Errors 

Three (0.6 %%) errors were where a third character was incorrect (Error Key SD3) 

Example 

Organisation Coding Auditor Coding Error 

Key 

Diagnosis Code Code Diagnosis  

Cholecystitis 

unspecified 

K81.9 K81.9 Cholecystitis unspecified  

Peritoneal adhesions K66.0 N73.6 Female pelvic peritoneal 

adhesions 

SD3 

Mental and behavioural 

disorders due to use of 

tobacco 

F17.1 F17.1 Mental and behavioural 

disorders due to use of 

tobacco 

 

The patient had pelvic adhesions, the coder incorrectly indexed this condition as the 

patient was female, had this been indexed correctly it would have taken the coder 

ChapterXIV Disease of the genitourinary system. 
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Four (0.8%) errors were where a fourth character was incorrect (Error Key SD4) 

 
Example 

Organisation Coding Auditor Coding Error 
Key 

Diagnosis Code Code Diagnosis  
Coxarthrosis unspecified M16.9 M16.9 Coxarthrosis 

unspecified 
 

Procedure not carried out 
because of 
contraindication 

Z53.0 Z53.8 Procedure not carried 
out for other reason 

SD4 

Rash and other 
nonspecific skin eruption 

R21.X   SDNR 

Essential hypertension I10.X I10.X Essential hypertension  
Atrial fibrillation and flutter I48.X I48.X Atrial fibrillation and 

flutter 
 

Heart failure unspecified I50.9 I50.9 Heart failure 
unspecified 

 

Personal history of 
psychoactive substance 
abuse 

Z86.4 Z86.4 Personal history of 
psychoactive 
substance abuse 

 

Personal history of long-
term use of 
anticoagulants 

Z92.1 Z92.1 Personal history of 
long-term use of 
anticoagulants 

 

The patient was admitted for an elective hip replacement but as there were no high 
dependency beds the procedure had to be cancelled.  The coder had abstracted 
information from a previous admission when the procedure was cancelled due to 
the patient having a rash. 

 
 
 
 
 
Ten (1.9%) of errors were due to secondary codes being omitted by the coder (Error Key SDO) 
 
 
 

Example 

Organisation Coding Auditor Coding Error 
key 

Diagnosis Code Code Diagnosis  
Senile nuclear cataract H25.1 H25.1 Senile nuclear cataract  
  M06.9 Rheumatoid arthritis 

unspecified 
SDO 

It was clearly documented within the relevant episode that the patient was on 
medication for the treatment of rheumatoid arthritis, this is a mandatory comorbidity as 
stated in Coding Clinic reference 88( issued March 2012) but the coder failed to assign 
a code for this condition 

 

There were twenty four examples of irrelevant secondary diagnosis coding (Error Key SDNR).  These codes are 

excluded from the overall percentage calculations, but Trusts should code only those diagnoses relevant to the 

current episode of care. 
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9.1.3. Primary Procedure Coding 
 
 

One hundred and four primary procedure codes assigned by the Trust were audited and all were found to be 

correct.  

 
 

There were two examples of irrelevant primary procedure codes (Error Key PPNR).  These codes are excluded 

from the overall percentage calculations, but Trusts should code only those diagnoses relevant to the current 

episode of care. 
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9.1.4. Secondary Procedure Coding 

 

 

 
 
 

There were 127 secondary procedures recorded, of which 124 (97.7%) were found to be correct.   

The errors were: 

 

Coder Errors 

 
 
 
 
Two (1.5%) of errors were due to incorrect 4

th
 character assignment by the coder (Error Key SP4) 

 
 
 

Example 

Organisation Coding Auditor Coding Error 
key 

Diagnosis Code Code Diagnosis  
Elective lower 
uterine segment 
caesarean 
delivery 

R17.2 R17.2 Elective lower uterine segment 
caesarean delivery 

 

Unspecified 
spinal 
anaesthetic 

Y81.9 Y81.1 Epidural anaesthetic using 
lumbar approach 

SP4 

It was clearly documented in the casenotes that the patient had a lumbar 
epidural but the coder failed to abstract this level of information. 
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One (0.8%) of errors were due to secondary procedure codes being omitted by the coder (Error Key SPO) 
 
 
 

Example 

Organisation Coding Auditor Coding Error 
Key 

Diagnosis Code Code Diagnosis  
Transposition of 
muscle for 
stabilisation of joint 

W77.2 W77.2 Transposition of muscle for 
stabilisation of joint 

 

Other specified 
harvest of tendon 

Y65.8 Y65.8 Other specified harvest of 
tendon 

 

  Z57.7 Hamstring SDO 

Patella Z78.7 Z78.7 Patella  

Right sided operation Z94.2 Z942 Right sided operation  
The coder had not followed national guidance for the sequencing of autografts as stated on 
page Y-16 of the Clinical Coding Instruction Manual which are as follows 1. The code for 
the use of the material, 2. The Y and if necessary the Z codes for the harvest site i.e.) 
where the material is being harvested from.  3. The site code identifying where the 
harvested material is going to.  4. Laterality code as applicable. 

 

There were three examples of irrelevant secondary procedure codes (Error Key SPNR).  These codes are 

excluded from the overall percentage calculations, but Trusts should code only those diagnoses relevant to the 

current episode of care. 
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10. Conclusions 

10.1. Coding arrangements 

The findings of this audit show an excellent standard of diagnostic and procedural coding at County Durham and 
Darlington NHS Foundation Trust  

The coding arrangements are good.  The coding department is centralised and aims to code all episodes within 
four weeks of the previous month end.   

The standard of the casenote was generally poor with documents not filed in chronological order and although 
there were specialty sub dividers these were not been used correctly.  In Ophthalmology there is no formal 
operation note this was being documented within the continuation sheets of the episode.  The Clinical Coding 
manager informed the auditor that the Trust is moving to electronic patient records in the very near future so 
hopefully this will improve the documentation. 

 
 It was evident that the coders were not following the four step coding process fully; this was the reason for many 
of the 3 and 4

th
 character errors 

 
There were 28 non-relevant codes assigned which resulted from the coders abstracting information from previous 
episodes of care, although these are not counted as errors current National standards state only the current 
episode of care should be referenced for relevant conditions.  
 

Histology reports are not checked for patients having a cholecystectomy; this resulted in the incorrect 4
th
 

character assignment. 

 

The electronic discharge summary within the casenote often did not have a primary diagnosis and rarely had 
comorbidities documented, this resulted in the coder having to search the casenotes to find the additional 
information. 

 
There is no formal documentation in the casenotes for patient’s admitted from A and E as to when the decision to 
admit was made, this resulted in the coding of CT scans that had actually been performed before the decision to 
admit been coded twice, once in A and E and then again by the coders on the inpatient episode. 
 
There were a couple of  data quality issues affecting the audit one being that the dates on the electronic 
discharge summary did not always correspond to the episodes being coded and on the occasions where a 
clinician worked across two specialties the correct specialty was not always assigned to the patient. 
 

10.2. Clinical Coding Audit and training programme 

The Trust does not have a CFH approved Clinical Coding Auditor but two senior members of the team are aiming 

towards this. 

The Trust’s Clinical Coding Manager currently carries out a quarterly programme of internal audit. 

This audit has been commissioned as the annual information governance 200 FCE audit. 

The Trust’s Clinical Coding Manager is a CFH approved trainer and all the coder’s are up to date with refresher 

training. 
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10.3. Performance against Coding Accuracy Levels of Attainment 
Targets 

 

County Durham and Darlington NHS Foundation Trust achieved the following levels of attainment in this audit: 

 

Area % Correct  Level of Attainment 

Primary diagnosis                   96.5% Level Three 

Secondary diagnosis               96.7% Level Three 

Primary procedure                    100% Level Three 

Secondary procedure               97.7% Level Three 
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10.4. Performance against requirements for achieving attainment level 
1 for clinical coding analysis 

The Trust has met the requirements for achieving attainment level 1 for clinical coding analysis within Secondary 

Use Assurance as listed in toolkit 8-505 and illustrated in Table 1. 

Table 1: Level one compliance with point 3 of 8-505 

Area Evidence 

10) a coding audit has been completed within the last twelve months 

(NB: completed between 1st April 2013 and 31st March 2014) prior 

to final submission of the Information Governance Toolkit, and this 

should have complied with the requirements and standards within 

the NHS Connecting for Health Clinical Coding Audit Methodology 

The audit was carried out over a four - 

day period, from 14
th

 October to 18th 

October 2013 

11) the auditor must be on the list of registered clinical coding auditors, 

and must have complied with the code of Practice for Coding 

Auditors 

An experienced and registered NHS 

Approved Clinical Coding Auditor, who 

has completed the NHS Classifications 

Service Clinical Coding Audit Workshop, 

carried out the Audit 

12) the audit must include a minimum of 200 Finished Consultant 

Episodes (FCEs) 

200 FCEs were audited 

13) a copy of the Clinical Coding Audit Report should have been sent 

to NHS Connecting for Health; 

Report to be submitted to NHS CFH by 

Joanne Wood ACC once report approved 

by the Trust 

14) There should be an analysis of reasons for the errors identified 

which distinguish between coding errors and problems with 

documentation not being fit for purpose. However, for the purposes 

of this IG Toolkit requirement, an error due to either cause would 

be regarded as an inaccuracy. However, it should be noted that 

many issues with clinical coding may arise not from the coders, but 

from problems with the information given to the coders to code 

from, and that these will need to be addressed. 

Report contains full analysis of errors as 

per Clinical Coding Audit Methodology, 

Version 7.0 

 

 

 



External Clinical Coding Information Governance Audit 
 

29                                                                                    County Durham and Darlington NHS Foundation Trust 

 

11. Recommendations 

Number Recommendations 

 

Timeframe 

1 Ensure the Ophthalmology clinicians are aware they should be 

completing a formal operation note. 

3 months 

2 Feedback all errors highlighted throughout the audit and reiterate the 

importance of following the four step coding process. 

Immediately 

3 Ensure coders are only abstracting information from the episode of care 

that is being coded. 

Within 1 month 

 

4 

 

 

 

 

Implement a process to review and update all histology results including 

cholecystectomy patients. 

Within 1 month 

 

5 

 

Review the electronic discharge summary with the relevant parties to 

include a primary diagnosis and all relevant comorbidities. 

6 months 

 

6 

 

Implement a process to determine the time the decision to admit was 

made for all patient’s being admitted from A and E 

 

3 months 
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13. Glossary 

OPCS Office of Population Censuses and Surveys Classification of Surgical Procedures 

ICD International Statistical Classification of Diseases and Related Health Problems 

PAS Patient Administration System  

HRG Healthcare Resource Groups 

HES Hospital Episode Statistics 

NHS National Health Service 

NHSCS National Health Service Classification Service 

WTE Whole time equivalence  

NEC Not elsewhere classified 

NOS Not otherwise specified 

FCE   Finished Consultant Episodes 

PBR   Payment by Results 

CfH  Connecting for Health 

NHSHSIC   National Health Services Health & Social Care Information Centres 

NPfIT  National Programme for Information Technology 

SUS Secondary Uses Service 

RCP Royal College of Physicians 

 

 Clinical Abbreviations 
CT Computed Tomography 

  

  

  

  

  

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 



External Clinical Coding Information Governance Audit 
 

32                                                                                    County Durham and Darlington NHS Foundation Trust 

 

14. References 

1. Audit Commission 
Payment by Results 
Data Assurance 
Frame Work 

www.audit-commission.gov.uk/pbr/assuranceframework 

 

2. Payment by Results 
(PbR) 

www.dh.gov.uk 

 

3. 

 

Data Quality Audit 
Framework 

www.connectingforhealth.nhs.uk 

 

4 Information 
Governance Toolkit  

www.igt.connectingforhealth.nhs.uk 

 

5 NHS Connecting for 
Health 

www.connectingforhealth.nhs.uk 

 

6 Registered auditors 
list 

www.connectingforhealth.nhs.uk 

 

7. Royal College of 
Physicians Record 
Keeping Standards 

http://hiu.rcplondon.ac.uk/clinicalstandards/genericrecordkeepingstandards.pdf 

 

8. Healthcare Resource 
Group v4 

www.hesonline.nhs.uk 

www.ic.nhs.uk/casemix 

9 Clinical Coding 
Instruction Manual 

Coding Clinic 

www.connectingforhealth.nhs.uk/clinicalcoding 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.audit-commission.gov.uk/pbr/assuranceframework
http://www.dh.gov.uk/
http://www.connectingforhealth.nhs.uk/
http://www.igt.connectingforhealth.nhs.uk/
http://www.connectingforhealth.nhs.uk/
http://www.connectingforhealth.nhs.uk/
http://hiu.rcplondon.ac.uk/clinicalstandards/genericrecordkeepingstandards.pdf
http://www.hesonline.nhs.uk/
http://www.ic.nhs.uk/casemix
http://www.connectingforhealth.nhs.uk/clinicalcoding


External Clinical Coding Information Governance Audit 
 

33                                                                                    County Durham and Darlington NHS Foundation Trust 

 

Appendices 

Appendix A. Analysis of errors and discrepancies  

 

  Number % 

 Total number of episodes examined 200  

UTA Unsafe to Audit 0  

 Actual number of episodes examined 200  

 Number of spells this represents   

 Number or episodes where HRG would change as a result of the auditor’s 
coding 

  

 Number of spells where HRG would change as a result of Auditor's coding   
  

  
  

  

 Number of primary diagnoses correct 193 96.5 
  

  

Non Coder Error   

PDI Information not available at the time of coding   

PDD Primary Diagnosis Documentation issue   

PDM Primary Diagnosis Coded to Management Specification   

PDC Primary Diagnosis Coded to Clinician Specification   

PDSC Primary Diagnosis Coded due to System Constraint   
  

  

Coder Error   

PD3 Primary Diagnosis Incorrect – 3-character level 2 1 

PD4 Primary Diagnosis Incorrect – 4-character level 3 1.5 

PD5 Primary Diagnosis Incorrect – 5-character level   

PDIS Primary Diagnosis Incorrectly Sequenced 1 0.5 

PDO Primary Diagnosis Omitted 1 0.5 
    

  

Secondary Diagnosis   

 Number of secondary diagnoses 513  
  

  

 Number of secondary diagnoses correct 496 96.7 
  

  

Non Coder Error   

SDI Information not available at the time of coding   

SDD Secondary Diagnosis Documentation issue   

SDM Secondary Diagnosis Coded to Management Specification   

SDC Secondary Diagnosis Coded to Clinician Specification   

SDSC Secondary Diagnosis Coded due to System Constraint   
  

  

Coder Error   

SD3 Secondary Diagnosis Incorrect – 3-character level 3 0.6 

SD4 Secondary Diagnosis Incorrect – 4-character level 4 0.8 

SD5 Secondary Diagnosis Incorrect – 5-character level   



External Clinical Coding Information Governance Audit 
 

34                                                                                    County Durham and Darlington NHS Foundation Trust 

 

SDIS Secondary Diagnosis Sequencing   

SDO Secondary Diagnosis Omitted 10 1.9 

SDNR Secondary Diagnosis Not Relevant 24  

ECI External Cause Code Incorrect   

ECO External Cause Code Omitted   

ECNR External Cause code not  relevant   
  

  

Primary  Procedures   

 Number of primary procedures 104  

 Number of primary procedures correct 104 100 
  

  

Non Coder Error   

PPI Information not available at the time of coding   

PPD Primary Procedure Documentation issue   

PPM Primary Procedure Coded to Management Specification   

PPC Primary Procedure Coded to Clinician Specification   

PPSC Primary Procedure Coded due to System Constraint   
  

  

Coder Error   

PP3 Primary Procedure Incorrect – 3-character level   

PP4 Primary Procedure Incorrect – 4-character level   

PPIS Primary Procedure Incorrectly Sequenced   

PPO Primary Procedure Omitted   

PPNR Primary Procedure Not Relevant 2  
  

  

Secondary  Procedures   

 Number of secondary procedures 127  

 Number of secondary procedures correct  124 97.7 

    

Non Coder Error   

SPI Information not available at the time of coding   

SPD Secondary Procedure Documentation issue   

SPM Secondary Procedure Coded to Management Specification   

SPC Secondary Procedure Coded to Clinician Specification   

SPSC Secondary Procedure Coded due to System Constraint   
  

  

Coder Error   

SP3 Secondary Procedure Incorrect - 3-character level   

SP4 Secondary Procedure Incorrect - 4-character level 2 related to scans 2 1.5 

SPIS Secondary Procedure Incorrectly Sequenced   

SPO Secondary Procedure Omitted  1 0.8 

SPNR Secondary Procedure Not Relevant 3  

 



External Clinical Coding Information Governance Audit 
 

35                                                                                    County Durham and Darlington NHS Foundation Trust 

 

 
Coding error rates 

 

 

Total from 

episodes audited 

Incorrect Total incorrect % incorrect 

Coder Error Non coder error 

Primary diagnosis 200 7 0 7 3.5 

Secondary 

diagnosis 

513 17 0 17 3.3 

Primary procedure 104 0 0 0 0 

Secondary 

procedure 

127 3 0 3 2.3 

Overall 944 27 0 27 2.8 
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Appendix B - Error Key Descriptions  

Unsafe to Audit Error Key 

UTA UNSAFE TO AUDIT 

The auditor is unable to audit the coded clinical data against the source documentation.   

For example: 

There is insufficient or no information regarding the episode in the auditor’s source documentation. 

Primary Diagnosis Error Keys 

Coder Error 

PD3 PRIMARY DIAGNOSIS INCORRECT AT THREE CHARACTER LEVEL 

The primary diagnosis code has been allocated to an incorrect three character code. 

 

PD4 PRIMARY DIAGNOSIS INCORRECT AT FOUR CHARACTER LEVEL 

The primary diagnosis code has been allocated to an incorrect fourth character. 

 

PD5 PRIMARY DIAGNOSIS INCORRECT AT FIVE CHARACTER LEVEL 

The primary diagnosis code has been allocated to an incorrect fifth character. 

 

PDIS PRIMARY DIAGNOSIS INCORRECTLY SEQUENCED 

The primary diagnosis code recorded by the auditor has not been sequenced by the coder as the 
primary diagnosis. 

 

PDO PRIMARY DIAGNOSIS OMITTED 

The primary diagnosis recorded by the auditor has not been recorded by the coder in any diagnosis 
field. 

Non-Coder Error  

PDI INFORMATION AVAILABLE AT THE TIME OF AUDIT NOT AVAILABLE AT 
THE TIME OF CODING 

Information available to the auditors was not available at the time of coding.  This is where 
information regarding the episode became available after the episode was coded.  This error key is 
not to be used if the information was not accessed by the clinical coder at the point of coding, for 
example, with histopathology reports. 

This error key would also be assigned by the auditor when the source documentation used at the 
time of coding did not contain all pertinent information required for accurate and complete coding 
and the coder did not have access to this information, for example, coding from proforma with no 
access to the case notes. 

 

PDD PRIMARY DIAGNOSIS DOCUMENTATION ISSUE 

The auditor is unable to code the clinical data from the source documentation and compare against 
that of the Trusts due to unclear or inconsistent information.   

For example: 

Inconsistency between information recorded by clinical staff contained on the source documentation 
and it is not clear which is correct 

The source documentation is illegible. 
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PDM PRIMARY DIAGNOSIS CODED TO MANAGEMENT SPECIFICATION  

There is a clear and documented directive from management to contravene coding to national 
standards.  

For example: 

by unbundling diagnoses or procedures into component parts 

By adding or optimising the coded clinical data to alter the derived HRG. 

 

PDC PRIMARY DIAGNOSIS CODED TO CLINICIAN SPECIFICATION 

There is a clear and documented directive from clinicians to contravene coding to national standards 
or capture those instances where a clinician has requested that coding be done in a particular way 
as it more accurately captures the diagnosis.  

For example: 

by unbundling diagnoses or procedures into component parts. 

 

PDSC PRIMARY DIAGNOSIS CODED DUE TO SYSTEM CONSTRAINT 

Due to the system that the Organisation uses the primary diagnosis codes is technically incorrect at 
some level, omitted or sequenced incorrectly. 

Secondary diagnosis error key descriptions 

Coder Error 

SD3 SECONDARY DIAGNOSIS INCORRECT AT THREE CHARACTER LEVEL 

The secondary diagnosis code has been allocated to an incorrect three character code. 

 

 

SD4 SECONDARY DIAGNOSIS INCORRECT AT FOUR CHARACTER LEVEL 

The secondary diagnosis code has been allocated to an incorrect four character code. 

 

SD5 SECONDARY DIAGNOSIS INCORRECT AT FIVE CHARACTER LEVEL 

The secondary diagnosis code has been allocated to an incorrect five character code. 

 

SDNR SECONDARY DIAGNOSIS NOT RELEVANT 

The secondary diagnosis code recorded by the coder is not relevant to the episode of care. 

 

SDO SECONDARY DIAGNOSIS OMITTED 

Diagnosis that has been recorded by the auditor as relevant but is missing from the Organisation’s 
recorded episode. 

 

SDIS SECONDARY DIAGNOSIS INCORRECT SEQUENCING 

The sequencing of the secondary codes contravenes national standards.  This error key can only be 
assigned for error in the following national standards: 

Outcome of delivery (Z37 and Z38 if not well baby) 

Specific coding conventions in ICD-10 i.e. use additional code 

Extent of body surface in burns (T31, T32). 

Where an external cause of injury code is incorrectly sequenced 
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ECI EXTERNAL CAUSE CODE INCORRECT 

The external cause code recorded by the Organisation is incorrect at any character level. 

 

ECO EXTERNAL CAUSE CODE OMITTED 

The external cause code has been omitted from the Organisation’s recorded episode. 

ECNR EXTERNAL CAUSE CODE NOT RELEVANT 

The external cause code recorded by the Organisation is not relevant to the episode of care 

 

Non-Coder Error  

SDI INFORMATION AVAILABLE AT THE TIME OF AUDIT NOT AVAILABLE AT THE 
TIME OF CODING  

(Includes external cause code incorrect due to information not available at the time 
of coding) 

See PDI. 

 

SDD SECONDARY DIAGNOSIS DOCUMENTATION ISSUE 

The auditor is unable to code the clinical data from the source documentation and compare against 
that of the Trusts due to unclear or inconsistent information.   

For example: 

Inconsistency between information recorded by clinical staff contained on the source documentation 
and it is not clear which is correct 

The source documentation is illegible. 

(Includes external cause code incorrect due to inconsistent or illegible documentation) 

 

SDM SECONDARY DIAGNOSIS CODED TO MANAGEMENT SPECIFICATION  

There is a clear and documented directive from management to contravene coding to national 
standards.  

For example: 

by unbundling diagnoses or procedures into component parts 

by adding or optimising the coded clinical data to alter the derived HRG. 

 

SDC SECONDARY DIAGNOSIS CODED TO CLINICIAN SPECIFICATION 

There is a clear and documented directive from clinicians to contravene coding to national standards 
or capture those instances where a clinician has requested that coding be done in a particular way 
as it more accurately captures the diagnosis.  

For example: 

by unbundling diagnoses or procedures into component parts. 

 

SDSC SECONDARY DIAGNOSIS CODED DUE TO SYSTEM CONSTRAINT 

Due to the system that the Organisation uses, codes are technically incorrect at some level, omitted 
or sequenced incorrectly. 

 

Primary procedure error key descriptions 

Coder Error 

PP3 PRIMARY PROCEDURE INCORRECT AT THREE CHARACTER LEVEL 

The primary procedure code has been allocated to an incorrect three character code. 

 

PP4 PRIMARY PROCEDURE INCORRECT AT FOUR CHARACTER LEVEL 
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The primary procedure code has been allocated to an incorrect four character code. 

 

PPIS PRIMARY PROCEDURE INCORRECTLY SEQUENCED 

The primary procedure code recorded by the auditor has not been sequenced by the coder as the 
primary procedure. 

 

 
PPO PRIMARY PROCEDURE OMITTED 

The primary procedure recorded by the auditor has not been recorded by the coder in any 
procedure field. 

 

PPNR PRIMARY PROCEDURE NOT RELEVANT 

The primary procedure recorded by the coder is not relevant to the episode of care. 

Non-Coder Error  

PPI INFORMATION AVAILABLE AT THE TIME OF AUDIT NOT AVAILABLE AT 
THE TIME OF CODING 

See PDI. 

 

PPD PRIMARY PROCEDURE DOCUMENTATION ISSUE 

The auditor is unable to code the clinical data from the source documentation and compare against 
that of the Trusts due to unclear or inconsistent information.   

For example: 

Inconsistency between information recorded by clinical staff contained on the source documentation 
and it is not clear which is correct 

The source documentation is illegible. 

 

PPM PRIMARY PROCEDURE CODED TO MANAGEMENT SPECIFICATION  

There is a clear and documented directive from management to contravene coding to national 
standards.  

For example: 

by unbundling diagnoses or procedures into component parts 

by adding or optimising the coded clinical data to alter the derived HRG. 

 

PPC PRIMARY PROCEDURE CODED TO CLINICIAN SPECIFICATION 

There is a clear and documented directive from clinicians to contravene coding to national standards 
or capture those instances where a clinician has requested that coding be done in a particular way 
as it more accurately captures the intervention that occurred. 

For example: 

by unbundling diagnoses or procedures into component parts. 

 

PPSC PRIMARY PROCEDURE CODED DUE TO SYSTEM CONSTRAINT 

Due to the system that the Organisation uses codes are technically incorrect at any level, omitted or 
sequenced incorrectly. 

 

Secondary Procedure error key descriptions 

Coder Error 

SP3 SECONDARY PROCEDURE INCORRECT AT THREE CHARACTER LEVEL 

The secondary procedure code has been allocated to an incorrect three character code. 
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SP4 SECONDARY PROCEDURE INCORRECT AT FOUR CHARACTER LEVEL 

The secondary procedure code has been allocated to an incorrect four character code. 
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SPIS SECONDARY PROCEDURE INCORRECTLY SEQUENCED 

The Organisation has not sequenced the procedure coding according to the rules and conventions 
of the classification. 

For example: 

See use as secondary code when associated with… 

 

 

SPO SECONDARY PROCEDURE OMITTED 

Secondary procedure that has been recorded by the auditor as relevant but is missing from the 
Organisation’s recorded episode. 

 

SPNR SECONDARY PROCEDURE NOT RELEVANT 

The secondary procedure code recorded by the coder is not relevant to the episode of care. 

Non-Coder Error  

SPI INFORMATION AVAILABLE AT THE TIME OF AUDIT NOT AVAILABLE AT 
THE TIME OF CODING 

See PDI. 

 

SPD SECONDARY PROCEDURE DOCUMENTATION ISSUE 

The auditor is unable to code the clinical data from the source documentation and compare against 
that of the Trusts due to unclear or inconsistent information.   

For example: 

Inconsistency between information recorded by clinical staff contained on the source documentation 
and it is not clear which is correct 

The source documentation is illegible. 

 

SPM SECONDARY PROCEDURE CODED TO MANAGEMENT SPECIFICATION  

There is a clear and documented directive from management to contravene coding to national 
standards.  

For example: 

by unbundling diagnoses or procedures into component parts 

by adding or optimising the coded clinical data to alter the derived HRG. 

 

SPC SECONDARY PROCEDURE CODED TO CLINICIAN SPECIFICATION 

There is a clear and documented directive from clinicians to contravene coding to national standards 
or capture those instances where a clinician has requested that coding be done in a particular way 
as it more accurately captures the intervention that occurred. 

For example: 

by unbundling diagnoses or procedures into component parts. 

 

SPSC SECONDARY PROCEDURE CODED DUE TO SYSTEM CONSTRAINT 

Due to the system that the Organisation uses codes are technically incorrect at any level, omitted or 
sequenced incorrectly. 
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Appendix C - Clinical Coding Audit Worksheet 

 

Organisation/Trust:  Audit Date:  

Episode Details 

Record ID:  Specialty:  MoA:  

Episode Start  Episode End  LoS:  

    Age  

Source Documentation 

Clinical record  Discharge summary  

Proforma  Discharge letter  

Other (please specify)  

Coding Analysis - Diagnoses 

 Organisation Coding Auditor Coding Error Key 

Diagnosis Code Code Diagnosis 

1.      

2.      

3.      

4.      

5.      

6.      

7.      

8.      

Coding Analysis – Procedures/Interventions 

 Organisation Coding Auditor Coding Error Key 

Procedure Code Code Procedure 

1.      

2.      

3.      

4.      

5.      

6.      

7.      

8.      

HRG Analysis 

Organisation HRG   

Auditor HRG   

Comments 

 

 


