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[bookmark: _Toc2455392][bookmark: _Toc5736532]Definition and objective of the coding guidelines
Coding guidelines is a set of rules that have been developed to accompany and complement the official conventions and instructions provided within primary classifications (ICD-10[footnoteRef:1]  for diagnoses and NCSP[footnoteRef:2] for procedures) itself. [1:  International statistical classiﬁcation of diseases and related health problems, 10th revision (ICD-10)]  [2:  NOMESCO (Nordic Medico-Statistical Committee) Classification of Surgical Procedures (NCSP)] 

[bookmark: _GoBack]The objective of the guideline is to provide guidance for users of primary classifications in order to assure uniform and consistent use of the classifications, improve the coding quality and assure correct assignment of cases into DRGs in Georgia.
[bookmark: _Toc5736533]Definition of clinical coding and importance of it
Clinical coding is 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 recognized to support both statistical and clinical uses.
Clinical coding is the translation of medical terminology into a coded format by using primary classifications.
Diagnosis is the result of an assessment of what disease or health issue the patient is suffering from, i.e. it is a condensed narrative label for describing the patient’s disease or condition. Once the diagnosis is set and described, only after that the code which the best describes the diagnosis can be chosen from the classification and documented into the medical records. The records have to be accurate, complete and understandable to ensure continuity of care.
Clinical coding supports quality and safety of patient care. Appropriate clinical coding also ensures that the information is reliable for health services planning, budgeting, monitoring and evaluation, quality improvement activities, reimbursement, research, epidemiology, national morbidity statistics, comparison of the hospitals and for other purposes.
In addition, diagnosis and procedures codes are used in DRG assignment process and, thus, the quality of coding plays an important role when DRGs are used as a financing tool (an overview of basic principles of DRG grouping logic is presented in Annex 1).
Poor quality of clinical coding can be origin from various reasons as summarised in table 1.
Table 1. Sources of coding errors
· Source documentation (poor quality discharge summaries, conflicting documentation
· Code assignment errors (incorrect use of codes, up- or down-coding)
· Unclear coding processes and responsibility
· Insufficient support of IT infrastructure in the coding process
· Lack of coding guidelines
· Lack of training on using the primary classifications
[bookmark: _Toc5736534]Clinical coding guidelines
Both, ICD-10 Volume 2, Instruction manual and NCSP[footnoteRef:3] provides general guidelines within the classifications which can be used as such or modified depending on country’s needs, history and traditions of using primary classifications and other reasons influencing the local use of the classifications. [3:  The general guidelines have not changed even though the content of the classifications has and single codes have been added or deleted.] 

It has to be noted that ICD-10 is a statistical classification which contains a limited number of mutually exclusive categories (chapters) which are chosen to facilitate the statistical study of the disease. At the same time, the clinicians may use in coding the diagnosis and sequencing the codes the clinical approach based on the etiopathology of the disease which may differ from statistical principles. Nevertheless, the statistical approach should be followed (unless otherwise agreed) while coding the diagnoses in claims data transferred to SSA (Social Security Agency).
[bookmark: _Toc5736535]ICD-10
[bookmark: _Toc5736536]Principal diagnosis (main condition)
WHO definition
The main condition is defined as the condition, diagnosed at the end of the episode of health care, primary responsible for the patient’s need for treatment or investigation.
If there is more than one such condition, the one held most responsible for the greatest use of resources should be selected.
If no diagnosis was made, the main symptom, abnormal finding or problem should be selected as the main condition
Georgian definition
ძირითადი დიაგნოზი - სავალდებულო ველი. იწერება შემთხვევის ფარგლებში არსებული, პაციენტის ჯანმრთელობის მდგომარეობის განმსაზღვრელი წამყვანი ნოზოლოგია
Choose from two alternatives (WHO or Georgian) or create a new one
[bookmark: _Toc5736537]Secondary diagnoses (other condition)
WHO definition
The other conditions are defined as those conditions that coexist or develop during the episode and affect the management of the patient
Conditions related to an earlier episode that have no bearing in current episode should not be recorded
Georgian definition
თანმხლები დიაგნოზი - სავალდებულო ველი, ასეთის არსებობის შემთხვევაში, იწერება ნოზოლოგიური კოდი, რომელიც განსაზღვრავს ძირითადი დიაგნოზის თანმხლებ ნოზოლოგიას.
Choose from two alternatives (WHO or Georgian) or create a new one
[bookmark: _Toc5736538]Additional coding guidelines
· One case (discharged patient) can have only one principal diagnosis. If there are more conditions treated during one hospital stay, the other conditions have to be coded as secondary diagnosis (can be co-morbidities or complications).
· Each diagnostic statement should be as informative as possible in order to classify the condition to the most specific ICD-10 category
· Whenever possible, coding should be done at the four-character level; in general, always code as specifically as possible.
· e.g. H10 Conjunctivitis has eight sub-codes (H10.0, H10.1 etc) which enables coding of a disease more specifically.
· In case the episodes are not linked to the treatment or investigation of current illness or injury and occur  when someone (currently not sick) requires or receives limited care or services the codes belong to Chapter XXI Factors influencing health status and contact with health services (Z00-Z99) can be used
Those situations can be as follows:
· monitoring of previous treated conditions
· immunization
· surveillance of persons at risk because of personal or family history
· seeking health-related advice
· The "special disease" chapters take priority over the body system categories
· Most Chapters in ICD-10 are associated with particular body systems (e.g. Chapter XI relates to Diseases of the digestive system), but there are also some special disease Chapters, which are used to capture types of diseases that might affect either the whole body or many different sites or are considered systemic (e.g. Chapter II Neoplasms, Chapter XV Pregnancy, Childbirth and the Puerperium).
For coding e.g. a malign tumour of digestive system, it is selected from Chapter II and not from Chapter XI
The other guidelines may concern e.g. the coding of 
· Multiple conditions
· Where an episode of health care concerns a number of related conditions (e.g. multiple injuries or multiple sequelae of a previous illness or injury), the one that is clearly more severe and demanding of resources than the others should be recorded as the ‘main condition’ and the others as ‘other conditions’.
· Uncertain diagnoses or symptoms 
· If no definite diagnosis has been established by the end of an episode of health care, then the information that permits the greatest degree of specificity and knowledge about the condition that necessitated care or investigation should be recorded. This should be done by stating a symptom, abnormal finding or problem, rather than qualifying a diagnosis as ‘possible’, ‘questionable’ or ‘suspected’, when it has been considered but not established.
· Radiotherapy
· Alternative 1. Radiotherapy session (Z51.0) is coded as main condition, neoplasm is coded as secondary condition.
· Alternative 2. Neoplasm is coded as main condition and Radiotherapy session (Z51.0) is coded as secondary condition.
Discuss and decided which alternative to choose or add additional option by using e.g. procedure codes for coding the radiotherapy
· Chemotherapy
· Alternative 1. Chemotherapy session for neoplasm (Z51.1) is coded as main condition, neoplasm is coded as secondary condition.
· Alternative 2. Neoplasm is coded as main condition and Chemotherapy session for neoplasm (Z51.1) is coded as secondary condition.
Discuss and decided which alternative to choose or add additional option by using e.g. procedure codes for coding the chemotherapy
· …………..
Add/revise according to the needs [footnoteRef:4]. [4:  Source of ICD-10 guidelines https://icd.who.int/browse10/Content/statichtml/ICD10Volume2_en_2016.pdf?ua=1&ua=1 ] 

[bookmark: _Toc5736539]NCSP
[bookmark: _Toc5736540]Main procedure
The main procedure is the one that in the judgement of the surgeon is the most extensive and requires most of the resources employed.
[bookmark: _Toc5736541]Additional coding guidelines
· Each and every procedure performed should be characterized by a procedure code from the main or subordinate chapters A-Y as precisely and unambiguously as possible
· The supplementary codes (of chapter Z) are always appended to basic procedure codes, and may never be used alone (they serve only as general procedure qualifiers)
· If more than one procedure is executed at the same time, multiple codes must be registered with the main procedure code appearing first and the others in chronological sequence 
· When the same operation is performed on both sides, the operation may be coded as two independent procedures sequentially or by use of the common basic procedure code and supplementary code for bilaterality.
E.g.: 
· NBSJ51 Internal fixation of fracture of humerus using intramedullary nail
· NBSJ51 Internal fixation of fracture of humerus using intramedullary nail 
or
· NBSJ51 Internal fixation of fracture of humerus using intramedullary nail 
· ZXXA10 Bilateral 
· …….
Add/revise according to the needs[footnoteRef:5] [5:  Source of NCSP guidelines http://norden.diva-portal.org/smash/get/diva2:968721/FULLTEXT01.pdf ] 

[bookmark: _Toc435823812][bookmark: _Toc446745833][bookmark: _Toc5736542]Stakeholders participation and their responsibilities in maintenance and update of the coding guidelines
The maintenance and update of the coding guideline is the responsibility of ………. in cooperation with …………. .
Following stakeholders are involved in maintenance and update of the coding guidelines:
SSA - 
NCDC - 
MoH - 
Medical associations - 
Health care providers - 
…….. 
Describe the role and responsibilities of different stakeholders. Add/remove the stakeholders based on the country situation
The coding guidelines are revised and update annually/biannually/based on need/other frequency. 
Decide, how often the guidelines should be revised.
[bookmark: _Toc5736543]Communication of the updates of the coding guidelines
Describe the ways how the coding guidelines can be communicated to the users (e.g. regular Bulletins, emails, updates on webpage, ordinary mail)

[bookmark: _Annex_1][bookmark: _Toc5736544]Annex 1
Basic overview about DRG grouping principles
To be added later by WHO expert.
