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What is Clinical Coding?

“The translation of medical terminology, as written by the clinician, to describe a patient’s complaint, 

problem, diagnosis, treatment, or reason for seeking medical attention into a coded format which is 

nationally and internationally recognised”

Includes clinic attendance, emergency admission, procedure, complications and co-morbidities.

2 Main Classifications:

•ICD-10 – International (set by WHO). Used to capture diagnostic clinical data

•OPCS-4 – UK specific. Used to capture surgical interventions and procedures



Why do we need to code?: The HF Perspective



Epidemiology, Aetiology and Health Trends



Monitoring Service Provision



Measuring Outcomes



Financial Planning 

Payment by Results

Commissioning



The Best Practice Tariff and National Audit Returns 
 
There is now a best practice tariff (BPT) programme for heart failure. At the time of 
writing (July 2016), we’re in the second year of the tariff: the first year was voluntary 
(running from April 2015 to March 2016) for individual Trusts, but starting April 2016, 
participating in the BPT has become compulsory. 
 
For the financial year 2016–2017, the tariff is worth a 5% uplift in the amount your 
Trust is paid for each and every admission. It is an ‘all-or-none’ phenomenon: either 
you get the BPT for every admission, or for none of them. It is not calculated for each 
individual patient. 
 
To meet the requirements for the BPT, you have to meet 2 criteria: 

1. 70% of your patients must have had input into their in-patient care from the 
heart failure specialist team as recorded in your national audit return; and 

2. 60% of the patients coded (in the first position) in your Trust’s HES statistics 
as having had an admission for heart failure must be entered into the heart 
failure national audit. 

 
Note the central importance of the national audit returns. Another item of note is that 
hospital level mortality statistics will be published for the next report (ie based on the 
data being collected between April 2015 and March 2016). Outliers – that is, those 
who lie more than 3 standard deviations from the mean for in-patient mortality – will 
be identified by name. Outliers include those who are returning zero % in-hospital 
mortality: such a thing is not plausible and suggests that patients who die are not 
being entered into the audit. A huge amount is going on behind the scenes to make 
sure that the reporting will be fair and corrected for all relevant variables. 
  
For this to work, feedback between the various parties is going to be much faster. A 
weak link (and the reason for delays in publication of the national audit reports) has 
been the connection between the audit and HES. That will change: 

1. reports will be delivered quarterly, so you will know how well your Trust is 
performing against various benchmarks (such as β-blocker use) 

2. you’ll need to make your entries into the audit much more frequently than 
heretofore: you should perhaps be thinking of altering your systems to allow 
weekly or even live in-putting of data 

3. the software used by the national audit is going to change to allow web-based 
data entry 

 
In the mid-term, the audit is going to be extended to include patient reported 
experience (PREMs) and patient reported outcomes (PROMs). The 12 question 
version of the KCCQ is likely to be used. 
 
It’s likely that these changes will require different working patterns and an increase in 
the resources required for the national audit at local level. You need to be aware of 
the changes now, and think about approaching the leaders of your service to get the 
resources you need. The carrot, of course, is the uplift provided by meeting the 
requirements for the BPT: this should encourage your trust to support you 
appropriately. It is possible that in future years that there may be a bigger penalty for 
not meeting the BPT. 
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BPTNon-BPT

Financial Planning 



Hospital PAS

HRGs

Coding: Pathway to Outcomes
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Difficulties in coding

Quality of source documentation 

Medical records

Procedure reports

Discharge summaries

Co-morbidities often under-recorded

Experience & Training

Quality of IT Coding systems

The Quality of Coding in the NHS, Sept 2014

http://www.chks.co.uk/userfiles/files/The_quality_of_clinical_coding_in_the_NHS.pdf



Iron Deficiency in Chronic Heart Failure

Affects up to 50% of those with CHF(1,2)

ID predictor of mortality and hospitalisation 

in CHF patients(1,2,3,6,7)

Independent of anaemia(4)

Reduces exercise capacity(5) 

Reduces QOL(8)

1. McDonagh T, Macdougall IC., Eur Jour Heart Fail 2015; 17(3): 248-262. 5. Jankowska EA et al. J Cardiac Fail. 2011;17:899-906 

2. Klip IT, et al. American Heart Journal. 2013; 165(4): 575-582 e3. 6. Ponikowski P, et al. European Heart Journal. 2015; 36(11):657-668.

3. Ewa A. Jankowska et al. Eur Heart J 2010;31:1872-1880                                               7. Comin-Colet J, et al. Eur J Heart Fail 2013; 15: 1164-1172  

4. Yeo TJ et al. Eur J Heart Fail. 2014;16(10):1125-32. 8. Enjuanes et al. International Journal of Cardiology 174 (2014) 268–275 

HF patients with concurrent iron deficiency and anemia had the poorest 

prognosis regardless of EF (P for interaction ns)

Iron deficiency and prognosis

EF, ejection fraction; FID, functional iron deficiency; HF, heart failure.

Yeo TJ et al. Eur J Heart Fail. 2014;16(10):1125-32. 



Available treatment

Evidence of benefit from treatment

Cost effective

Iron Deficiency in Chronic Heart Failure



Diagnosing and Treating ID in Heart Failure – ESC 

Guidelines

Diagnostic testing recommended for all 

newly diagnosed HF (IC):

Ferritin, TSAT = TIBC

Diagnostic criteria: Ferritin<100ug/L 

OR Ferritin 100-300ug/L and TSAT<20%

Despite guideline directives, systematic screening of HF patients for ID appears to 

be inconsistent
Weinbergen et al. Am J Cardiol 2016;118:1875-80



How well do we check for iron deficiency?
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How well do we check for iron deficiency?



What about anaemia?
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What do we code for?



Cost to the service?

66 patients not coded for either IDA or latent iron deficiency

Assuming this would increase the CC score 

Financial loss:

between £53,988 and £111,210 (non BPT)

between £59,664 and £123,024 (BPT)



Cost to the patient?
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ICD-10 codes for HF, ID and IDA

Heart Failure

• I11.0 (hypertensive heart disease with [congestive] 

heart failure)

• I25.5 (ischaemic cardiomyopathy)

• I42.0 (dilated cardiomyopathy)

• I42.9 (cardiomyopathy, unspecified)

• I50.0 (congestive heart failure)

• I50.1 (left ventricular failure)

• I50.9 (heart failure, unspecified)

Iron Deficiency 

• E611 (latent ID)

• D500 (IDA secondary to blood loss [chronic])

• D508 (other IDA)

• D509 (IDA unspecified)



Summary

• Coding is an important process, designed to record the 

use of healthcare services

• Informs all aspects of patient care, from service design 

and resource planning to patient outcomes

• ID is a common co-morbidity in heart failure and is 

associated with reduced quality of life, functional capacity 

and negative outcomes

• Recognition (and coding) of ID requires specific tests

• Coding for ID in HF has important implication for service 

provision, financial repayment and clinical outcomes.


