
The Coding Process 

The Rota 

Coders may be assigned to any of the following duties on the rota: 

 DSU 
 Pembroke Suite 
 Endoscopy 
 Obstetrics 
 Plastic Surgery/Minor Ops 
 Urgents  
 Backlog/Phones 

 

Coding in the Office: 

 The rota will indicate which section from the above list the coder is  responsible for.  
 

Each episode with a discharge within the current financial year is coded.  

 

Locating Relevant Clinical Information 

Relevant information relating to the specific spell of care is abstracted from the following 

documents/locations;- 

 Referral Letter/card 

 History Sheets 

 Drug charts 

 Anaesthetic Charts 

 Discharge Summary 

 Discharge Letter (if available) 

 Clinical Letters  

 Endoscopy Database 

 Rheumatology Database 

 Electronic Results 

 Electronic Clinical Documents (Windip/Lorenzo) 

 Electronic Clinical Databases (Tomcat, Theatreman, Medisoft) 

 Chemotherapy Database (ARIA) 
 

Information abstracted 

 Primary diagnostic information (the main condition treated during this episode) If this 
is an injury/poisoning then also how this injury/poisoning was sustained (external 
cause) and where it happened. 

 Other medical conditions treated. 
 Co-morbidities listed on Ref 88: Coding of co-morbidities (Coding Clinic April 2016 

V6.0) and SDH co-morbidities list. 
 Any injuries sustained in hospital that are treated, agreed as clinically significant. 
 Any complications of devices, implants, grafts. 
 Any reaction to drugs given properly or improperly in hospital. 
 Drug allergies if relevant to the current episode. 



 Any other relevant information e.g. why the discharge was delayed/social 
problems/relevant personal and family history/presence of devices. 

 Surgical procedures/interventions carried out in the operating theatres or wards 
 CT, MRI, PET scans, Transthoracic Echocardiography, Transoesophageal 

Echocardiography, Insertion and Removal of (Reveal Loop) heart monitoring devices 
and any other tests/interventions the patient is deliberately admitted for. The date 
and consultant performing the intervention is noted. 

 High Cost Drugs 
 Chemotherapy regimens 
 

Terms that can be coded: 

 definite diagnosis 

 probable 

 consistent with 

 treat as 

 presumed 

 probable 

 

Terms that must not be coded: 

 differential diagnosis 

 possible 

 impression 

 maybe 

 likely  
 

Once the relevant details have been collected: 

 The coder signs the discharge summary in the top right corner (or on the central blue 
line of the front page of paediatric case notes). 

 Attach a plastic pocket to the front of the case notes and insert a label to route the 
notes to the appropriate destination or as described in appendix A. 

 
Casenotes are then either  

 despatched using the PDT system on Lorenzo to the secretaries’ baskets outside the 
Coding Office in the Medical Records Library. 

 Placed in the boxes in the Coding Office for delivery by the Coding Assistant. 
 Despatched to the ‘Urgents’ box(es) in the Coding Office for collection by other Trust 

staff. 
 Despatched to appropriate boxes in the Medical Records Library for collection by 

other Trust staff. 
 Returned to the Medical Records Library. 

  



Using the encoder to find and record codes 

 

 

 

 

 

 

 

 

 

 

  



Process for entering data on the Theatre Module of iPM 

(Endoscopy, Vascular Day Theatre, Plastics Minor Operations Theatre, Ophthalmology Day 

Theatre) 

Log onto iPM 

 Click onto the Theatre Module icon to bring up the Theatre Overview window 
 Double click on ‘Entire Hospital’ (on the left) 
 Click on ‘All Theatres’ 
 Change the date (at bottom of page) to the date of your operation 
 (It may help to maximise the window) 
 The patients are in alphabetical order 
 Highlight the one you want 
 Double click on this line 
 Click on the ‘coding’ tab at the top 
 Click on ‘coding’ box  beside the ‘carried-out-procedures’ window (at the bottom right) 
 Click in the time box beside the date at the top of the window 
 Delete the time and enter a time of 00.00 
 Tab to the next date box and enter the date of the operation 
 Tab to the next box and enter a time of 00.00  (both dates and times must be the 

same) 
 Click in the code box 
 Enter the codes 
 Check them all and click OK (or amend the codes if incorrect) 
 Returning to the list of patients for that day in the theatres you will now be able to see 

the primary procedure code against your patient’s entry on the module 
 

To enter more codes;- 

 Select a new patient for that day or change the date to bring up a new list of patients 
 

After using the Theatre Module minimise the window 

  



ADT Discrepancies on Lorenzo 

The Coding Team have a data quality function for the Trust. 

If unable to locate the patient on the PAS system 

 An electronic form is filled in (Appendix B) and  attached to an email to the Data 
Quality Team (ATD Team). 

 Enter the codes as soon as the correction is done on Lorenzo. 
 

If the Admission details are incorrect. 

 If the admission/discharge dates are incorrect a form is filled in and sent as an 
attachment in an e-mail to the Data Quality Team (ATD Team).  (Appendix B or 
Appendix C for DSU/Endoscopy patients) 

 If the consultant is incorrect a form is filled in and sent as an attachment in an e-mail 
to the Data Quality Team (ATD Team) (Appendix B or Appendix C for 
DSU/Endoscopy patients). 
.  
 

These forms are saved as new documents by the coders and attached in batches to an e-

mail and sent to the Data Quality Team twice a day. Enter the codes as soon as the 

correction is done on Lorenzo  

If transfers to other consultants are incorrect/missing. 

An electronic  form is filled in (Appendix B or Appendix C)  and sent by e-mail to the Data 

Quality Team and the coder can enter the codes as soon as the correction is made. 

 

  



 

Finding the Coding Backlog (add to coding assistant section)irrevelant 

Once a month’s work is complete the Coding Supervisor will print a list of uncoded episodes 
from the encoder.  These lists are initially printed off for a week at a time. 

The second coding assistant uses this list to: 

 Pull uncoded notes for that month from the coding shelves 
 For notes not on the coding shelves the location is checked on iPM and the assistant 

works around the Trust to retrieve the notes 

Once the notes are pulled/found: 

 Scan to a numbered box using the iPM document tracking system 
 Label with destination if they need to be returned to a specific location 

Once the backlog notes have been coded they are despatched to: 

 Specific location indicated on the front of the notes 
 Medical records Library if no location is indicated 

If the notes cannot be located: 

 The coding supervisor will check the document tracking system to try to determine 
the location of the notes 

If still not found: 

 The coding supervisor will check to see if there is sufficient electronic information to 
safely code the notes 

If insufficient information is available: 

 The coding supervisor will pass the query to the Health Records Manager 
 If the Health Records Manager is unable to find any information the issue is 

escalated to the ward senior nurse or directorate management team for action 

 

 


