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1. Introduction 

1.1. This document has been created with the intention of promoting good practice and 
consistency of information produced during the clinical coding process at Northern 
Devon Healthcare NHS Trust and supports our statutory duties as set out in the NHS 
Constitution.  It has also been designed to incorporate the requirements of the Data 
Accreditation process to ensure information produced during the coding process is 
accurate and adheres to National Clinical Coding Standards and the rules and 
convention associated with the ICD10 and OPCS 4 classifications.   

1.2. All coding policies and procedures have been agreed with personnel involved in the 
coding process including the relevant clinicians (where necessary). 

1.3. It is therefore vital that the contents of Northern Devon Healthcare NHS Trust’s 
Clinical Coding Policy and Procedure document are implemented by all personnel 
involved in the coding process to ensure understanding of the purpose and 
usefulness of a policies and procedures manual. 

2. Definitions / Abbreviations 

ICD-10 
International Statistical Classification of Diseases and Related Health Problems 10th 
revision 2016 5th Edition 
OPCS-4  
Classification of Interventions and Procedures Version 4.- 
PAS 
Patient Administration System 
HCR 
Healthcare Records 
EHR 
Electronic Health Record 
WHO 
World Health Organisation 
NHSCCS 
National Health Service Clinical Classifications Service 
DHS 
Digital Healthcare Services 

3. Clinical Coding Policy Statement 

3.1. All Clinical Coding staff of the North Devon Healthcare NHS Trust will adhere to the 
following standards:- 

 National Standards, classification rules and conventions as set out by the 
WHO. 

 ICD-10 Volumes 1-3, OPCS 4.9 Volumes 1 and 2, NHS Digital Clinical Coding 
Standards Reference book ICD-10 and OPCS-4, the publication of ‘Coding 
Clinics’ and from the Query Resolution process as provided by NHS Digital. 

 Clinical Coding staff will provide accurate, complete and timely clinically coded 
data to support Northern Devon Healthcare NHS Trust’s commitments to the 
Commissioners and local service providers. 

 Service Level Agreements, National Audit Standards and all such other 
services that provide clinically coded information. 
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 Clinically coded information is to be entered on to the Trust’s coding database 
system within the designated time scales as agreed in local Service Level 
Agreements. These timescales are currently that all outstanding clinical coding 
should be completed within 5 working days post the patient discharge 
(dependent upon ratio of staff to activity, ratio of experienced Clinical Coding 
Analysts to Trainees, and dependent upon the case notes being made 
available and containing sufficient information for coding purposes, upon 
discharge, from the wards) from the Northern Devon Healthcare NHS Trust or 
Community Hospitals.  If this is not achievable, the uncoded activity will aim to 
be completed by working day 5 after month end (dependent upon ratio of staff 
to activity, ratio of experience Clinical Coding Analysts to Trainees, and 
dependent upon the case notes being made available and containing sufficient 
information for coding purposes). 

 Clinical Coding staff will assist in the provision of accurate, timely and 
consistent information to support Clinical Governance and the Data 
Accreditation processes. 

 All Clinical Coding staff will undergo regular training and reviews to help 
maintain and develop the clinical coding skills. 

 The Northern Devon Healthcare NHS Trust will ensure the quality of the clinical 
coding service by undertaking regular audits of the service. These audits will 
be provided by both internal service reviews and by the employment of external 
auditing services (if required). 

 All quality assurance procedures for the Clinical Coding Department of 
Northern Devon Healthcare NHS Trust are detailed in this Policy and 
Procedure document, including audit and data quality measures, to ensure 
continual improvements in the standard and quality of coded data in the Trust. 

 All changes to clinical coding policies and procedures are detailed in this Policy 
and Procedure document in the appropriate manner to ensure all contributors 
are in agreement with the current practice.  Any alterations to clinical coding 
practice will have change and implementation dates provided within this 
document, and comply with the National Clinical Coding Standards and the 
rules and conventions associated with the ICD10 and OPCS 4 classifications. 

 All local clinical coding policy and procedure decisions will be made between 
the Head of Clinical Coding, Coding Service Manager, Clinical Coding Lead 
Auditor and Supervisor, Quality Assurance Lead, and individual clinicians as 
appropriate.  A typed document detailing the local coding instruction will be 
produced and forwarded to the relevant clinician for signing and dating.  This 
will then be disseminated to the Clinical Coding Analysts for implementation.  
All policies or procedures agreed within the documentation will not contravene 
the National Clinical Coding Standards or rules and conventions associated 
with the ICD10 and OPCS 4 classifications.  All local clinical coding policies will 
be reviewed annually to ensure they remain up to date and are still an accurate 
reflection of current clinical practice.   

 All updates to clinical coding standards, as advised by NHS Digital will be 
disseminated to all clinical coding staff via e-mail.   

 All Clinical Coding staff will undertake mandatory training in line with Trust 
staffing policies and will ensure that an awareness of other Trust policies is 
maintained at all times. 

 All Clinical Coding staff must be especially aware of their obligations and 
responsibilities to Data Protection and Patient Confidentiality. 

 Clinical Coding Analysts are responsible for highlighting errors found within the 
admission and discharge data held on TrakCare.  These errors must be 
brought to the attention of the Clinical Coding Quality Assurance Lead for 
logging and correction as per the agreed pathway. 
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 Clinical Coding Analysts are expected to report all breaches of Trust Policy, 
including case note documentation guidelines, either direct to their line 
manager or via the Trust’s incident reporting function (Datix). 

4. Statement of Purpose 

4.1. To provide accurate, complete, timely coded clinical data to support the department’s 
internal and external stakeholders including commissioning, local information 
requirements and the information required for Commissioning Minimum Data Set 
(CMDS) and Central Returns on behalf of the Trust represented by the Clinical 
Coding Department. 

4.2. To adhere to National Clinical Coding Standards and classification rules and 
conventions as set out in the WHO ICD-10 Volumes 1-3, national Clinical Coding 
Standards for ICD-10 and OPCS 4, and publications of the Coding Clinic. 

4.3. To input into the SimpleCode Encoder, as supplied by Woodward Associates, 
accurately verified codes (in line with the four step coding process) within the 
designated time scales to support the information requirements 

4.4. To provide accurate, consistent and timely clinically coded data to support clinical 
governance and the Data Accreditation process. 

4.5. To ensure all staff involved in the clinical coding process receive regular training to 
maintain and develop their clinical coding skills, regardless of experience and length 
of service. 

4.6. To ensure continual improvement of clinical coded information within the Trust 
through systematic audit and quality assurance procedures. 

4.7. To ensure all staff are aware of the Trust’s security and confidentiality policies when 
 using patient identifiable information. 

5. Responsibilities 

5.1. Role of Head of Clinical Coding & Healthcare Records 

The Head of Clinical Coding and Healthcare Records is responsible for: 

 Line management of both the Clinical Coding Service Manager and Healthcare 
Records Manager, overall responsibility for coding quality, commissioning 
audits, meeting deadlines and mortality benchmarking.  

 Responsible officer for the Clinical Coding Policy and Procedure document. 
 

5.2. Role of Coding Service Manager 

The Coding Service Manager is responsible for: 

 Acting as a Deputy to the Head of Clinical Coding. 

 To review and develop the coding process to ensure it delivers to the quality 
and timescale required to support the Trust’s clinical and business 
requirements. 
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 Line management of Clinical Coding Lead Auditor and Supervisor, Senior 
Coder and Auditor, Quality Assurance Lead and Clinical Coding Analysts. 

 Responsible for coding quality and meeting deadlines. 

 Overall responsibility for overseeing the day to day running of the Clinical 
Coding department. 

 
5.3. Role of Clinical Coding Lead Auditor and Supervisor 

The Clinical Coding Lead Auditor and Supervisor is responsible for: 

 The development and implementation of a robust clinical coding audit 
programme, combining audit outcome and feedback. 

 Supervision of the Clinical Coding Analysts and Clerical Support staff. 

 The mentoring of Trainee Clinical Coding Analysts. 
 

5.4. Role of Clinical Coding Quality Assurance Lead 

The Clinical Coding Quality Assurance Lead is responsible for: 

 Analysing, reviewing and amending any data quality/data assurance issues 
with respect to the clinical coding process within TrakCare, and making 
changes to TrakCare to ensure an accurate reflection of Trust activity. 

 Supervisory responsibility for staff in lower bands. 
 

5.5. Role of Senior Clinical Coding Analyst and Auditor 

The Senior Clinical Coding Analyst and Auditor is responsible for: 

 Supporting the Lead Auditor with the implementation of the departmental audit 
plan. 

 Mentoring Trainee Clinical Coding Analysts. 
 

5.6. Role of Clinical Coding Analyst 

The Clinical Coding Analyst is responsible for: 

 Ensuring that all patient notes are coded accurately and in a timely manner, 
maintaining daily coder targets. 

5.7. Role of Clinical Coding Clerical Support 

The Clinical Coding Clerical Support is responsible for: 

 Ensuring that all patient records are tracked using the Trust’s EHR system 
correctly and for collecting and returning patient notes in a timely manner to 
designated areas. 

 Daily monitoring of the uncoded activity and locating as necessary in order that 
the outstanding activity is coded as a priority. 

6. Quality of the Written Record 

6.1. It is essential that all documentation passed to the Clinical Coding Department meet 
the following standards (as ratified in the Trust’s Healthcare Records & Patient 
Documentation Policy). 
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6.2. Any deviation from these standards should be forwarded to both the Healthcare 
Records (HCR) Manager and Head of Clinical Coding & Healthcare Records and, if 
necessary, noted on the Trust’s incident reporting system (Datix). 

 All documentation relating to patient care will be legible and should be made in 
dark ink. 

 All entries into a Healthcare Record relating to patient care or treatment will be 
made in a concise objective and accurate manner and will relate only to the 
Healthcare episode. 

 The entry must not contain subjective or judgemental statements about the 
patient. This does not apply to diagnostic related statements that may be seen 
to be subjective until a definitive diagnosis is made. 

 All entries should be clearly defined as to the date they were made and the 
time the entry was made using the 24-hour clock. Each piece of patient related 
documentation must show a date. 

 A legible signature must be added for each entry. 

 There will be no deletions using Tipp-Ex or similar or by completely obliterating 
the text. If an error has been made, eg in the wrong notes, a single line drawn 
through the entry enabling it still to be read should be made and this should be 
dated, timed and signed by the person who made the amendment. 

 All records should be contemporaneous. If entries are made in the same record 
by different professionals/staff, these should appear in chronological order of 
events and times. Entries must be made at the time of the 
consultation/treatment or within 24 hours maximum. 

 All patient related records must reflect the current health status and needs. 

 Each separate piece of paper must identify the individual patient, i.e. full name 
and date of birth and/or hospital number. 

 Allergies must be clearly documented. The alert box on the front cover of the 
case notes must be ticked and the allergy details recorded in the boxes 
provided on the inside cover of the case notes. 

 Letters dictated and typed should be checked, corrected and signed by the 
doctor who dictated them. On discharge a letter must be sent promptly to the 
GP to allow continuity of care. 

 All health and social care professionals involved in a patient’s treatment may 
contribute to the Trusts case notes. 
 

This must be adhered to at all times. 

6.3. The clinical teams are responsible for ensuring accurate, detailed and relevant 
clinical information is documented in the casenotes. Any ambiguous or inconsistent 
diagnoses/procedures will be returned to the relevant clinical team for clarification. 

NB Further guidance can be found via the following link:-  

https://www.rcplondon.ac.uk/projects/outputs/generic-medical-record-keeping-
standards 

7. Collection of Patient Information for Clinical Coding 

7.1. Patients admitted to hospital 

https://www.rcplondon.ac.uk/projects/outputs/generic-medical-record-keeping-standards
https://www.rcplondon.ac.uk/projects/outputs/generic-medical-record-keeping-standards
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All patients, on admission to a hospital ward or day surgery unit, will have their EHR 
record amended to indicate that a stay has taken place.  Once discharged, the notes 
will be returned to Healthcare Records. 

7.2. Notes returned to Healthcare Records 

Designated members of the Clinical Coding Clerical Support staff will routinely collect 
case notes from Healthcare Records and track them into the Clinical Coding office on 
iFit (the Trust’s casenote tracking system).  Once coded, these will be tracked back 
to Healthcare Records and returned. 

7.3. Urgent/Priority coding 

Case notes requiring urgent coding may be delivered directly to the Clinical Coding 
Department and will be dealt with as a matter of priority. 

7.4. In area hospital transfers 

All case notes for patients transferring from Northern Devon Healthcare NHS Trust 
Hospital to another hospital within the local area must be coded once the patient is 
discharged (prior to the notes being sent to the requested area).  The notes are 
booked and sent via the outlying hospital delivery system.  If the notes are required 
at the other site urgently, photocopies of the Northern Devon Healthcare NHS Trust 
hospital stay are to be sent to the Clinical Coding Department. 

This is achieved by one of the following methods: 

 A ward clerk will bring the case notes to the Clinical Coding Department where 
the notes will be promptly coded. 

 If a Clinical Coding Analyst is unavailable the patient’s case notes for the 
relevant stay should be photocopied and sent to Clinical Coding as normal. 

 Wards notify the Clinical Coding Department of any transfers, a label is 
attached to the notes and the notes are collected from the wards to be coded 
as urgent notes. 
 

7.5. Discharge from hospitals within the district  

For patients discharged from hospitals within the district, case notes should be sent 
to the Clinical Coding Department within 24 hours of discharge. 

7.6. Transfer to hospital outside the district 

Original case notes should not be sent to hospitals outside of the district. Only 
photocopies of case notes should be sent to the hospital with the original case notes 
being processed according to the coding procedures in section 7.2. 

 

 

7.7. Storage of notes within Clinical Coding 

Case notes collected for clinical coding are to be filed in the Clinical Coding 
Department by the date of discharge. 
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7.8. Uncoded notes required elsewhere 

Case notes should not be removed from the Clinical Coding Department before 
coding has been completed. If this is unavoidable, the notes should be returned 
directly to the Clinical Coding Department at the earliest opportunity. 

7.9. Notes requested for immediate care 

If notes are required as part of a patient’s immediate care needs, then this should be 
brought to the attention of the Clinical Coding Clerical Support staff and the notes 
must be returned to the department at the end of the patient’s episode of care. 

7.10. Notes requested (non-urgent) 

The Clinical Coding Clerical Support staff should be notified by the requester and 
details given as to the time frame needed for these notes.  Once coded, the 
requester will be informed that the notes are now available for collection. 

8. Clinical Coding Department Process 

The procedures described in this section apply to activities performed by the Clinical 
Coding Department. 

8.1. Filing of case notes 

On receipt of the case notes via the trolley collection service or the post, the Clinical 
Coding Clerical Support staff track in case notes and file them on to the shelving 
according to the earliest date of discharge to ensure the oldest discharges are coded 
as a priority. 

8.2. Coding of case notes 

The following classification systems are currently in use for Clinical Coding: 

 For diagnoses: International Classification of Diseases 10th Revision, Fifth 
Edition 2016 (ICD-10). 

 For interventions and procedures: Office of Population Census and Surveys – 
Classification of Surgical Operations and Procedures Version 4 (OPCS - 4).  
The Trust is currently using OPCS Version 4.9. 
 

8.3. Remote coding 

The following describes the process for remote coding: 

 The clerical support team will produce an uncoded report to be emailed to the 
remote coder/s. 

 The source documentation for this activity will be purely electronic – discharge 
summaries and EPRO, along with all relevant electronic systems. 

8.4. Coding consists of the following activities: 

 Extracting all relevant information from the case notes (excluding remote 
coding) and any electronic application that is available (such as radiology, 
histology, Theatreman etc) in order to assign the most appropriate codes to the 
furthest level of specificity, and translating it into codes. 
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 Entering the codes on to SimpleCode encoding computer system, this in turn is 
fed into the Trust’s electronic patient management system.  The “coder’s notes” 
facility within the encoder will be populated with an explanation as to the 
source of the information along with the initials of the person completing the 
coding process.  In addition, if there are any queries/anomalies found whilst 
coding, these should be included for reference purposes in the notes section. 

 Any diagnosis requiring confirmation by a histology report at a later date is 
given a relevant temporary code until the histology report is available and 
partially coded on SimpleCode. 

 Ensuring that the information on the EHR (such as admission and discharge 
dates and times, transfers, consultants etc) is accurate prior to coding. 

 Booking the case notes out to Healthcare Records and relevant departments 
when requested. 

 Tracking coded notes on iFit to “Await File” and placing on return shelves for 
return to Healthcare Records.  For patient files required elsewhere, track notes 
to relevant location and place on returns shelf in Clerical Support area of 
Coding office. 

 Newly appointed staff will only be able to enter the codes into the encoder once 
the management team is satisfied that accuracy has been demonstrated. 

 All discharged casenotes collected will be ideally coded within 5 days of their 
arrival in the department; however this is dependent upon the ratio of staff to 
activity, ratio of experience Clinical Coding Analysts to Trainees, and 
dependent upon the case notes being made available and containing sufficient 
information for coding purposes. 

9. Clinical Coding Training Standards 

9.1. It is expected that all Clinical Coding staff will routinely attend National and Regional 
Training courses. 

9.2. In house training will be sourced/provided by the Head of Clinical Coding and 
Healthcare Records or Clinical Coding Service Manager who will issue the NHS 
Digital Clinical Coding Standards reference manuals and ensure staff undertake the 
training exercises and any relevant e-learning exercises. 

9.3. Clinical Coding staff are requested to share any ‘interesting and/or unusual’ coding 
cases with fellow coders and to seek a consensus on the appropriate coding 
outcome. They are also requested to send these queries up to the NHS Digital 
Classifications Support Service helpdesk (with prior approval from the Head of 
Clinical Coding, Coding Manager or Clinical Coding Auditors) for advice and 
guidance.  Any queries sent to the Helpdesk should be included in the departmental 
“Query” spreadsheet. 

9.4. All Clinical Coding staff are required to attend training events organised by the Head 
of Clinical Coding and Healthcare Records or Clinical Coding Service Manager.  
Each Clinical Coding Analyst is responsible for keeping their own clinical coding 
manuals up-to-date, especially upon receipt of any changes to National Guidelines. 
The “Coding Clinic” update will be brought to the Clinical Coding Analysts’ attention 
via e-mail, but will also be highlighted at the team meetings (if appropriate). 

9.5. Non-coding training 
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All Clinical Coding staff are also obliged to attend mandatory courses run by the 
Trust on Health and Safety, non-patient manual handling, Fire Safety, Data 
Protection, Freedom of Information, Diversity and Equality etc and a mandatory 
induction course as well as any other courses considered necessary.  It is the staffs’ 
responsibility to ensure this training is kept up to date. 

9.6. New staff 

All new Clinical Coding Trainees attend a 21 – 25 day Clinical Coding Standards 
Course delivered by an Approved Clinical Coding Trainer, which encompasses all 
aspects of clinical coding, the four step coding process, the three dimensions of 
coding, the uses of data in the Health Service and the role of SNOMED-CT and 
HRG’s.  After completion of the Clinical Coding Standards Course they will be 
mentored by the Clinical Coding Auditors under the direction of the Clinical Coding 
Manager. 

9.7. After approximately 6 months, Trainee Clinical Coding Analysts have an audit of 50 
FCEs carried out, based on the activity that they are coding.  If successful in 
achieving a minimum of 90% accuracy, they can code certain specialties alone with 
periodic audits (every 3 months) of their work.  After approximately 12 months 
Trainee Clinical Coding Analysts are set an examination to assess their ability to 
code in order to study towards the National Clinical Coding Qualification and achieve 
Accredited Clinical Coder status. It is a requirement of the role that ACC status will 
be achieved within the 2 year recommendation for the NCCQ (but no later than 3 
years from commencing in post). 

9.8. On-going Training 

An annual training plan is developed and agreed each year. The budget is part of the 
Digital Healthcare Services training requirement.   This training will comprise for 
example refresher training, specialty training and other training required to maintain 
accreditation. 

10. Clinical Coding Audit Process 

10.1. Validation of Clinical Coded Information 

 Internal audits will be undertaken quarterly on a random sample of between 30 
and 50 casenotes from various specialties. 

 Individual coder audits will take place on a monthly basis as per the agreed 
audit programme. 

 All deceased notes will be validated. 

 Peer reviews. 

 Audits of Mortality and Morbidity (M&M) case note review queries will be 
undertaken, as advised via Clinical Audit. 

 Ad hoc audits will be carried out for benchmarking purposes (Dr Foster, HED 
etc) and upon clinician request. 
The annual DSPT audit requirement will be carried out by the in-house NHS 
Digital Registered Auditors. 

 External audits will be undertaken on a sample of 200 clinical records in line 
with NHS Digital audit methodology and Information Governance requirements. 
 

10.2. Audit methodology for internal and external audits 
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 All internal audits will be undertaken using the latest audit methodology as per 
NHS Digital. 

 All internal audits will be carried out by Clinical Coding Management Team. 
The audits will be led by the Clinical Coding Auditors who are registered as 
such with NHS Digital. The audit findings, conclusions and recommendations 
will be shared with the wider audience as and when necessary. A detailed 
report of each audit will be produced and kept in an audit file for reference 
purposes. The results of the audit will also be fed back to the Mortality Review 
Committee for reference, and to the Information Governance group as 
required. 

 External audits will only be undertaken by Registered Clinical Coding Auditors.  
  

10.3. Implementation of changes in coding practice 

 The Clinical Coding Service Manager will implement changes in coding 
practice that have arisen as a consequence of the audit. 

 The Clinical Coding team will be informed of the changes in writing and will be 
required to confirm that these changes have been read, understood and 
implemented.  

 Implementation timescales will be discussed (if it is considered necessary) with 
the Head of Information Management and the Head of Healthcare Analytics 
and Reporting to maintain continuity of the coded data.  

 Changes in coding practice significantly affecting Payment by Results (PbR) 
will be discussed with the Head of Information Management and Director of 
Finance prior to implementation.  
 

10.4. Compliance with the National Clinical Coding Standards, rules and conventions 
associated with the ICD10 and OPCS 4 classifications is paramount. The Clinical 
Coding Service Manager will not implement any instruction which contravenes the 
National Clinical Coding Standards, rules and conventions. 

10.5. Internal quality assurance measures 

 Regular internal coding assessments will be undertaken to assess consistency 
and accuracy for all Clinical Coding Analysts regardless of length of service or 
experience. Assessment results will be combined with Performance Reviews 
from which team and individual objectives will be set.  Failure to achieve the 
objectives and department targets will result in the implementation of an action 
plan to support improvement which, if not achieved, will result in the 
implementation of the Trust’s capability process and could ultimately result in 
dismissal. 

 A Service Level Agreement (SLA) exists between Clinical Coding and 
Healthcare Analytics and Reporting to ensure that any ICD-10 or OPCS 4 
codes that are required for internal and/or external reporting have been verified 
by the Head of Clinical Coding, Coding Service Manager or Clinical Coding 
Auditor prior to analysis.  Any codes used for reporting by the Healthcare 
Analytics and Reporting team without first having been verified by Clinical 
Coding will be considered null and void. 
 

10.6. In addition, all Freedom of Information requests will be sent to the Clinical Coding 
Service Manager, Clinical Coding Auditors and Quality Assurance Lead 
(ndht.clinical.coding@nhs.net) to ensure that any data uses the relevant codes and 
relate specifically to that request and cannot be used for any other requests for 
information. 

mailto:ndht.clinical.coding@nhs.net
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 The Healthcare Analytics and Reporting team will notify the Head of Clinical 
Coding and Healthcare Records and/or Clinical Coding Service Manager of 
any potential coding anomalies to ensure accuracy before onward 
transmission. 

 The Head of Clinical Coding, Clinical Coding Service Manager and Clinical 
Coding Auditors will be responsible for analysis of the Coding Analyst 
application within the Encoder and will liaise with individual Clinical Coding 
Analysts when errors are discovered to ensure that these are promptly 
amended to avoid impacting upon Trust finances and reporting. 

 The Head of Clinical Coding, Coding Service Manager and Clinical Coding 
Auditors will review all notes for deceased patients once coding has been 
completed, to ensure that the data is accurate for mortality purposes. 
 

10.7. Local clinical coding policies 

 The Head of Clinical Coding, Coding Service Manager or Clinical Coding Lead 
Auditor will discuss with the clinician the local coding policy request.  

 Prior to the implementation of any local coding polices, the Clinical Coding 
Service Manager will ensure the policy does not contravene National Clinical 
Coding Standards. 

 The new policy will be typed and sent to the clinician for them to sign and date. 
The instruction will then be disseminated to the Clinical Coding team along with 
the implementation date. 

 All local clinical coding polices will be reviewed annually to maintain 
compliance with the National Clinical Coding Standards, rules and conventions 
and to ensure the policy remains an accurate reflection of clinical practice. 

 In order to verify the coding of patients for mortality review purposes, the Head 
of Clinical Coding and Healthcare Records along with the Clinical Coding 
Auditors and Coding Service Manager will pro-actively audit the case notes of 
this cohort of patients as soon as they have been coded, in order to ensure 
that, from a clinical coding perspective (and based on the information 
contained within the case notes) the episode(s) have been coded correctly.  
This will be recorded on the locally held mortality review spreadsheet, and will 
be available for use at the Mortality and Morbidity Group if required. 
 

10.8. Amendments to ICD 10, OPCS 4 Classifications and Reference Manuals 

 All Clinical Coding Analysts will be personally responsible for annotating the 
classifications with errata changes as published by NHS Digital through the 
electronic Coding Clinic Collections. 

 Annotation of the classifications is a mandatory objective disseminated to each 
Clinical Coding Analyst at their annual Performance Review which will be 
monitored at the six monthly and end of year reviews. Any coder deemed not 
to be on target with this objective will be placed on an action plan. 

 Information as to the Trust’s implementation of ICD-10 and OPCS 4 from an 
application perspective can be found at Appendix B. 
 

10.9. The Head of Clinical Coding and Healthcare Records and Coding Service Manager 
will participate in the review of clinical coding quality in relation to the derivation of 
HRG’s for commissioning purposes. 

10.10. If required, external auditors will also visit the Trust to ensure that National Clinical 
Coding Standards are being adhered to. 
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11. Consultation, Approval and Ratification Process 

11.1. Consultation Process 

The author consulted widely with stakeholders, including: 

 Clinical Audit lead  

 Healthcare Analytics and Reporting 

 All users of this document 

 Data Advisory Group 
 

Consultation took the form of a request for comments and feedback via email. Hard 
copies were available on request. 

11.2. Policy Approval Process 

 Approval of the policy will be sought from the Head of Department. 

 The policy does not require ratification by the Trust Board in future. 

12. Review and Revision Arrangements including 
Document Control 

12.1. Process for Reviewing the Policy 

 The policy will be reviewed every year. The author will be sent a reminder by 
the Corporate Governance Manager four months before the due review date. 
The author will be responsible for ensuring the policy is reviewed in a timely 
manner. 

 The reviewed policy will be approved by the Head of Department. 

 If this policy has been identified as required by the NHS Litigation Service 
(NHSLA), the author will ensure the Compliance Manager is sent an electronic 
copy. 
The author must update the Document Control Report each time the policy is 
reviewed. Details of what has changed between versions should be recorded in 
the Document Control Report. 

12.2. Process for Revising the Policy 

 In order to ensure the policy is up-to-date, the author may be required to make 
a number of revisions, eg committee changes or amendments to individuals’ 
responsibilities.  Where the revisions are minor and do not change the overall 
policy, the author will make the amendments, record these in the document 
control report and send to the Corporate Governance Manager for publishing. 

 Significant revisions will require approval by the Head of Department. 

 For NHS Litigation Authority (NHSLA) policies, the author will notify the 
Compliance Manager when a revision is being made or when the document is 
reviewed. The Compliance Manager will ensure that the revised document 
meets the NHSLA/CNST standards. 

 The author must update the Document Control Report each time the policy is 
revised. 
 

12.3. Document Control 
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The author will comply with the Trust’s agreed version control process, as described 
in the organisation-wide Guidance for Document Control. 

13. Dissemination and Implementation 

13.1. Dissemination of the Policy 

After approval by the Head of Department, the author will provide a copy of the policy 
to the Corporate Governance Manager to have it placed on the Trust’s intranet. The 
policy will be referenced on the home page as a latest news release and staff will be 
informed that this policy replaces any previous versions. 

13.2. Information will also be included in the weekly Chief Executive’s Bulletin which is 
circulated electronically to all staff. 

13.3. Implementation of the Policy 

 Line managers are responsible for ensuring this policy is implemented across 
their area of work. 

 Support for the implementation of this policy will be provided by the Clinical 
Coding Department. 

14. Document Control including Archiving Arrangements 

14.1. Library of Procedural Documents 

 The author is responsible for recording, storing and controlling this policy.  
 

 Once the final version has been approved, the author will provide a copy of the 
current policy to the Corporate Governance Manager so that it can be placed 
on the Trust’s Intranet site (Bob). Any future revised copies will be provided to 
ensure the most up-to-date version is available on the Trust’s Intranet site 
(Bob). 
 
 

14.2. Archiving Arrangements 

 All versions of this policy will be archived in electronic format within the Clinical 
Coding policy archive.  Archiving will take place by the Head of Clinical Coding 
and Healthcare Records once the final version of the policy has been issued. 

 Revisions to the final document will be recorded on the Document Control 
Report. Revised versions will be added to the policy archive held by Clinical 
Coding Team. 
 

14.3. Process for Retrieving Archived Policy 

To obtain a copy of the archived policy, contact should be made with the Clinical 
Coding Team. 
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15. Monitoring Compliance with and the Effectiveness of 
the Policy 

15.1. Standards/ Key Performance Indicators 

Key performance indicators comprise: 

 Maintaining compliance with National and International Clinical Coding 
Guidelines. 

 Adherence to local Clinical Coding Policies. 

 Maintain the integrity of the Trust. 

 Compliance with Information Governance requirements. 
 

15.2. Process for Implementation and Monitoring Compliance and Effectiveness 

Monitoring compliance with this policy will be the responsibility of the Head of Clinical 
Coding and Healthcare Records, Clinical Coding Department, DHS. This will be 
undertaken by conducting regular internal individual coder audits by the Head of 
Clinical Coding and Healthcare Records carrying out Information Governance audits 
by external auditors and Payment by Results audits by the Audit Commission. These 
will be carried out annually in all cases with audit reports being held by Head of DHS 
and the Head of Clinical Coding and Healthcare Records. Where non-compliance is 
identified, support and advice will be provided to improve practice. 

16. Associated Documentation 

Health Records & Patient Documentation Policy 
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Appendix A:  Local Policies (Special Procedures and Exceptions to Coding Rules) 

 Local coding policies will only be created if it is considered that the National 
Clinical Coding Standards, Rules and Conventions will not be breached. 
 

 Local coding policies can be viewed as hard copies and are contained within 
the Policy and Procedure Document file held by the Head of Clinical Coding 
and Data Quality. 
 

Appendix B:  Date of Implementation of OPCS 4 and ICD-10 updates 

OPCS-4 Version Date of implementation 

4.3 1 April 2006  

4.4 1 April 2007  

4.5 1 April 2009  

4.6 1 April 2011 

4.7 1 April 2014 

4.8 1 April 2017 – not implemented due to 
electronic health record upgrade.  Awaiting 
fix to TrakCare before implementation can be 
carried out. 
September 2017 – OPCS 4.8 implemented 

4.9 1 April 2020 

 

ICD 10 Classification Date of implementation 

ICD 10 4th Edition  The mandated date for implementation was 
1st April 2012 as per Connecting for Health. 
All information relating to CD 10 4th Edition 
was disseminated by way of an ISN. 

ICD 10 5th Edition 1 April 2016 
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Appendix C:  Equality Impact Assessment Screening Form 

Equality Impact Assessment Screening Form 

Title Clinical Coding Policy and Procedure 

Author Claire Prior 

Directorate Digital Healthcare Services 

Team/Dept. Clinical Coding 

Document Class 

Policy 

Document Status 

Review 

Issue Date 

Jan 2021 

Review Date 

Jan 2022 

1 What are the aims of the document? 

This document sets out Northern Devon Healthcare NHS Trust’s system for Clinical Coding 
Policy and Procedure. It provides a robust framework to ensure a consistent approach across 
the whole organisation, and supports our statutory duties as set out in the NHS Constitution. 

2 What are the objectives of the document? 

All Clinical Coding staff of the North Devon Healthcare NHS Trust will adhere to the following 
standards: 

Clinical Coding staff must adhere to National Standards, classification rules and conventions 
as set out by the WHO. 

ICD-10 Volumes 1-3, the Clinical Coding Instruction Manual ICD-10 and OPCS-4 and the 
publications of ‘coding clinics’ from NHS Digital. 

Clinical Coding staff will provide accurate, complete and timely clinically coded information to 
support the Northern Devon Healthcare NHS Trusts commitments to the Commissioners, local 
Service Level Agreements, National Audit Standards and all such other services to which that 
provide clinically coded information. 

Clinically coded information is to be entered on to the SimpleCode system within the 
designated time scales as agreed in local Service Level Agreements. These timescales 
currently agree that all outstanding clinical coding must be completed within 5 working days 
post the patient discharge from the Northern Devon Healthcare NHS Trust or Community 
Hospitals (subject to receipt of the case notes within the Clinical Coding Department and to 
other external pressures), or within 5 working days of month end (as per Clinical Coding 
Statement within the policy). 

Clinical Coding staff will assist in the provision of accurate, timely and consistent information 
to support Clinical Governance and the Data Accreditation processes. 

All Clinical Coding staff will undergo regular training and reviews to help maintain and develop 
the clinical coding skills. 

The Northern Devon Healthcare NHS Trust will ensure the quality of the Clinical Coding 
Service by undertaking regular audits of the service. These audits will be provided by both 
internal service reviews and by the employment of external auditing services, if deemed 
necessary. 

All Clinical Coding staff will undertake annual review training in line with Trust staffing policies 
and will ensure that an awareness of other Trust policies is maintained at all times. 

All Clinical Coding staff must be especially aware of their obligations and responsibilities to 
Data Protection and Patient Confidentiality. 

Clinical Coding Analysts will correct routine EHR admission and discharge errors; more 
complex errors must be reported to the Clinical Coding Data Assurance Lead for further 
analysis and progression of issue if appropriate. 

Clinical Coding Analysts are expected to report all breaches of Trust Policy, including case 
note documentation guidelines, either direct to their line manager or via the Trusts Incident 
Forms. 
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3 How will the document be implemented? 

Policy will be implemented through the Trust Intranet (Bob) and through team meetings. The 
Head of Clinical Coding and Healthcare Records and the Clinical Coding Manager are 
responsible for implementation within 3 months of finalisation.  

4 How will the effectiveness of the document be monitored? 

Standards/ Key Performance Indicators 

Key performance indicators comprise: 

- Maintaining compliance with National and International Clinical Coding Guidelines. 

- Adherence to local Clinical Coding Policies. 

- Maintain the integrity of the Trust. 

- Compliance with Data Security and Protection Toolkit. 

Process for Monitoring Compliance and Effectiveness 

Monitoring compliance with this policy will be the responsibility of the Head of Clinical Coding 
and Healthcare Records, Clinical Coding Department, DHS.  This will be undertaken by 
conducting regular internal individual coder audits by both the Head of Clinical Coding and 
Healthcare Records and the Clinical Coding Auditor, carrying out Information Governance 
audits by external auditors and Payment by Results audits by the Audit Commission. These 
will be carried out annually in all cases with audit reports being held by Head of DHS and the 
Head of Clinical Coding and Healthcare Records.  Where non-compliance is identified, 
support and advice will be provided to improve practice. 

5 Who is the target audience of the document? 

All staff 

6 Is consultation required with stakeholders, eg Trust committees and equality groups? 

Yes 

7 Which stakeholders have been consulted with? 

 Clinicians 

 Finance 

 Information Governance 

8 Equality Impact Assessment 

Please complete the following table using a cross, i.e. X. Please refer to the document “A 
Practical Guide to Equality Impact Assessment”, Appendix 3, on the Trust’s Intranet site (Bob) 
for areas of possible impact.   

 Where you think that the policy could have a positive impact on any of the equality 
group(s) like promoting equality and equal opportunities or improving relations within 
equality groups, cross the ‘Positive impact’ box. 

 Where you think that the policy could have a negative impact on any of the equality 
group(s) i.e. it could disadvantage them, cross the ‘Negative impact’ box. 

 Where you think that the policy has no impact on any of the equality group(s) listed below 
i.e. it has no effect currently on equality groups, cross the ‘No impact’ box. 

 

Equality Group 
Positive 
Impact 

Negative 
Impact 

No 
Impact 

Comments 

Age   X  

Disability   X  
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Gender   X  

Gender 
reassignment 

  X 

There are four new equality groups 
added to this updated EIA. Please 
consider your policy contents and 
complete for these. 

Human Rights 
(rights to privacy, 
dignity, liberty and 

non-degrading 
treatment) 

  X  

Marriage and civil 
partnership 

  X  

Pregnancy, 
maternity and 
breastfeeding 

  X  

Race /  

Ethnic Origins 
  X  

Religion  

or Belief 
  X  

Sexual Orientation   X  

 If you have identified a negative discriminatory impact of this procedural document, ensure 
you detail the action taken to avoid/reduce this impact in the Comments column. If you have 
identified a high negative impact, you will need to do a Full Equality Impact Assessment, 
please refer to the document “A Practical Guide to Equality Impact Assessments”, Appendix 3, 
on the Trust’s Intranet site (Bob). 

For advice in respect of answering the above questions, please contact the Equality and 
Diversity Lead. 

9 If there is no evidence that the document promotes equality, equal opportunities or 
improved relations, could it be adapted so that it does? If so, how? 

Completed by: 

Name Claire Prior 

Designation Clinical Coding Service Manager 

Trust Northern Devon Healthcare NHS Trust 

Date January 2021 

 


