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INTRODOCTION 

Terms ot Reference 

The Group was established by the Minister for Health and given 
the following terms of reference: 

"To advise the Minister on policy in relation to t he 
collection of activity data in the hospital system; to 
consider the format of reports and analyses required as a 
basis for medical and health services research and as an 
input to health policYi and, in particular , to a dvise on the 
f u rther development of the Hospital In-Patient Enquiry Scheme 
(HIPE ) . " 

Working arrangements 

The Group met on a total of eight occasions. During its work it 
invited written submiss ions from a wide range of interests. 

The Department of Health/ESRI HIPE Unit undertook a detailed 
survey of hospitals to identify the problems that hospitals were 
experiencing i n collecting HIPE data . The result s o f this survey 
are incorporated into our report. 

Acknowledgements 

We were greatly saddened by the d e ath of Dr. Ciaran Barry during 
the course of our work. He made a considerable contribution to 
our discuss i ons and we hope that this is adequately reflected in 
our report. 

We are grateful to Prof. Brendan Whelan who attended meet ings in 
an advisory capacity and the staff of the ESRI HIPE Unit for 
supplying information on the operation of HIPE. We would also 
like to thank Mr. Rayrnond Srnyth, Department of Health and Dr. 
Miriarn Wi ley, ESRI, Health Policy Research Centre, for their 
assistance. 

The Report 

Our report is divided into two parts. 

Part One contains our analysis of how the scheme is currently 
operating, i ncluding data quality and coverage issues, a review 
of recent developments, espeCially the introduction o f micro
computers, and our recommendations for improving the scheme. 

Part Two examines the potential u s es for HIPE data and provides 
a more detailed analysis of the issues raised in Part One and of 
our proposed solutions. The report concludes with a review of 
procedures for protecting confidentiality. 

-
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Background 

Modern health care systems have become increasingly complex and 
costly. They resemble large business enterprises in many 
respects. The lack of comprehensive audit proc edu res is a 
barrier t o the development of management mechanisms to provide 
realistic estimates o f future financial requ i remen ts o f health 
care and to enable the many requests for increased s pending to 
be properly assessed and given an appropriate priority rating. 
In particular there is insufficient accessible quality 
information on the thr oughput of the hospital sector. 

The ever- increasing demands b eing placed o n the health services 
have to be accommodated within the limitations i mposed by a 
finite resource . It is an imperative that the allocation of 
resources is seen t o be bas ed on objective criteria and is fair. 

Lack of quality epidemiological information is a major problem 
for those involved in health care planning and in the resourc e 
allocation process. Even when high quality data become available 
much work will need to be done to examine the relationship 
between quantity and quality in terms of patient care. 

Until substantial progress has been made on the above i ssues, the 
quality of health care planning will be restricted in terms of 
the ability to forecast treatment needs, measure hospital 
efficiencies and estimate both current and capital expenditure 
requirements . 

Our terms of reference require us to (I ) advise the Minister on 
the collection of hospital activity data in general and (2 ) to 
advise on the development of the HIPE scheme in particular. 

Cl) Establishment of a National Oata Network 

There is general recognition in our health services of the need 
for hospital activi ty data which properly reflec t the level and 
range of a ctivity , are as current as possible , are of identified 
and acceptable quality, and are accessible to users in a format 
which meets their various requirements. 

National hospital activity data are available from a number o f 
sources. The HIPE is the most important source. In fulfilling 
our terms o f reference we have concentrated on reviewing the HI PE 
scheme which we see as the core data base for hospital activity 
analysis . Other important sources are the Perinatal Reporting 
System (PRS), the recently established National Cancer Registry 
and the National psychiatric In-Patient Reporting System (NPIRS ). 
The Department of Health collects some basic in-patient and out 
patient data separately and these are published in its annual 
Health Statistics book . 

• 
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A review of the data available from the various systems reveals 
that important data are available but the different databases 
fall short on one or more of the above criteria. What emerges 
i s a picture of systems being established for specific reasons. 
Some have then developed in a direction of their own, while 
others have stultified. There are also gaps in the data 
available, especially in relation to OPD and day case work. 

It is our view that t he needs of the health s ervices for hospital 
activity data can best be met by linking these databases in a 
national network which would constitute an integrated and 
comprehensive data set while maintaining the independent role of 
each unique element. Information technol ogy will play an 
important part in its development in that it offers the 
possibility that da t a from physically separate and even remote 
information bases can be integrated and processed as one. 

There are important advantages in this network approach. Each 
of these systems collects a particular type of data for specific 
purposes and consequently has particular requirements related 
either to the range of sources it collects data from or related 
to the nature of the ac tivity it covers. 

A network of independent systems will allow each system to be 
developed separately to its full potential while avoiding 
wasteful duplication of effort and resources. For hospitals this 
coordination s hould minimise the effort required in supplying the 
data and encourage compliance. 

A priority now must be to bring an element of cohesion to these 
systems and to establish some basic criteria for data collection 
and processing, especially in the areas of data coding and the 
definition of terms used where a national policy is urgently 
needed. Lack of information about what data are available is a 
major obstacle to their wi der use and also has a detrimental 
impact on the commitment at hospital level to collecting t he 
data. This must a lso be addressed. 

The individual systems also require to be reviewed to improve 
their operation. It is noted that a separate review of the 
National Psychiatric 1n- Patient Reporting System is currently 
under way and that a review of the Perinatal Reporting System 
will begin shortly. 

The establishment of a network will require several years of 
planning and implementation and can only be done in conjunction 
with the agencies involved in the different systems. It will be 
necessary to establ ish a mechanism for this. 

, 



6 

Proposed Strategy 

We recommend that a priority should be the establ ishment of a 
Standing Committee on Hospital Activity Statistics to act as a 
focus for national pllmning of statistics gathering . The 
f unct ions o f the Committee would be: 

to advise on the integration o f the national data set s into 
a national data net work; 

to r ecommend a national policy on the c oding of data; 

to recommend standard definitions of terms used in these 
data setSi 

to provide an input from data users int o the management and 
development of these data sets, especially the HIPE scheme. 

The Committee should be r epresentative of experts in the medical 
statistic s field, in particular thos e cu rrently invol ved with the 
ex i sting database s , the different user groups, and the Department 
of Health. It should be a small group which would work through 
sub-gr oups onto which non -members could be co-opted. The 
Committee should be chaired by the Department which has overall 
respons i bility f or the supp l y of health statistics and provides 
the funding to these systems. 

There should be a formal link with the Department' s stat i stics 
and HI PE sect ion which would provide it with administrat ive 
backup. 

The committee s houl d 
experience. A number of 
level which would be of 

draw on national and i nternational 
initiatives are going on at the European 
particular relevance. 

In 1982 the European Community defined the Minimum Hospital Data 
set [MHDS]. Several EC projects are now deve l oping data 
standards. The Hospital Comparisons in Europe [HOSCOM] p ro ject, 
on resource management and strategic planning, has trans cended 
the 1982 MHDS. Its Euro Health Data Base (BHDBJ has both medical 
a nd resource items: the medical set expands on t he o r iginal MHOS 
i tems. 

The European Standards Au t hority {CEN] is s tudyi ng the a utomatic 
coding and proc essing of clinical data. Technical Committee 251 
(TC251 ] has commenced work on this area and will rely on the work 
of other European initiatives. 

The EC Strategic Heal th Informatics Networks For Europe (SHINE ) 
programme has a s its main objectives the creation of a coherent 
European infrastructure for health care information and to 
facilitate integrat ion , modularity and standardisat ion of health 
care equipment, software and terminology. 
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Acute psychiatric services are increasingly being provided in 
acute hospitals and are now regarded as part o f in - patient 
activity. A p riority task for the new Committee should be to 
undertake an examination of how the National Psychiatric In 
Patient Reporting System can be integrated with the HIPE s cheme 
as a single system. 

A hospital activity analysis programme s hould also be a priority 
development. It woul d be for use by hospital managers who are 
availing of HI PE data. The programme should take account of 
patient confidentiality. 

(2) Review of the RIPE Scheme 

The HIPE scheme will form the core of the data network and, in 
accordance with our terms of reference which refer specifically 
to this scheme I we concentrate in t he rest of our report on 
reviewing its operation and on recommending how it can be up
graded. 

It is evident that the HIPE scheme is not widely used and is not 
seen as relevant to the day-ta-day operation of hospital 
services. Two principal reasons can be identified for this 
situation. Firstly, the data is regarded as inaccess ible at 
hospital level, although this view predates the introduction of 
micro-computers into hospi tals. Secondly, and more damaging, has 
been the perception that the data are unreliable. 

On examination, we found the quality of the HI PE data to be 
reliable and this is borne out by a number of independent studies 
of the data, see section 2.2 in Chapter Two below. There are, 
however, problems relating to timeliness and the fact that 
multiple hospital admissions for an individual patien~ are not 
linked across hospitals. 

Out -pat ient consultations are not covered s o the HIPE data alone 
do not r eflect the full range of acute hospital activity. In the 
main, these deficiencies have arisen because the data base has 
not been routinely reviewed since it was established to take 
account of the changing pattern of hospital activity. This can 
be rectified. 

On average , the scheme collects between 40 and 60 percent of 
acute hospital discharges in any year. Our analysis of the 
reasons for this incomplete coverage, in Chapter Two, reveals 
that the non - participation of 5 acute public hospitals, which 
account for 5.5 percent of all discharges and of the private 
hospitals, while an important issue , is not the main problem . 
The majority of hospital s, 49 out of 63, are participating and 
three others are being prepared for entry/re-entry. 
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The main problem in relation to coverage is the incomplete 
coverage of discharges from participating hospitals, in 
particular from the voluntary teaching hospitals. 

Only 48 per cent of data were returned by these hospitals in 199 0 
compared to 73 per cent for the health board regional hospitals. 
We analyse the issues of data accuracy and coverage in Chapter 
One. 

Hospital management are not giving sufficient priority t o HIPE. 
This is reflected i n staffing problems. In many hospitals the 
value of RIPE coding skills is not given the appropriate 
recognition. Staff are frequently taken off coding work for 
protrac ted periods and put on other clerical duties. This gives 
out a negative signal to staff about t he value management place 
on HIPE work and severely disrupts the collection process. Poor 
staff morale is a problem which is reflected in t he high staff 
turnover. We analyse the staffing iss ue in Chapter Seven. 

The lack of timely and complete clinical summaries causes 
backlogs which are difficult to clear. This is the other major 
cause of poor returns, which is exacerbated in hospitals where 
there are also staffing problems (see Chapter Seven ) . 

The Department of Health must ensure that adequate technical 
support for the micro -computer system is available to hospitals 
so that problems can be resolved quickly and to enable technical 
development to continue. 

Proposed Strategy 

Resolving these problems will require determined action. The 
active support of consultants and hospital managers must be won 
by imaginative and aggressive selling of the direct benefits of 
the scheme to them. we identify many tangible benefits for t hem 
in our report . 

Hospitals must be required to supply HIPB data as one of t he 
conditions f o r receiving an allocation from public funds and the 
data collected used to improve the informat i on on which 
individual allocations are decided. 

There has been a number of important developments in the 
operation of the scheme i n recent years which this report seeks 
to build on, see Chapter Two. Our recommendations for the 
development of the HIPB scheme can be condensed into a five point 
strategy : 

(1 ) 

( 2 ) 

Achieve part iCipat ion of all hospitals 
and set targets for achieving full 
discharges from participating hospitals; 

in two years 
coverage of 

Encourage greater use 
managerial practice by 
scheme to these groups, 

of HIPE 
• • l.mprovl.ng 

Chapters 4 

in clinical 
feedback from 
& 6; 

and 
the 

• 
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(3) Identify shortcomings in the scope of the data 
collected, develop linkages with other data bases , 
improve the data auditing procedures and provide for 
periodic review of the scheme, Chapter 5 ; 

(4 ) Improve HI PE management and staffing arrangements. 
Standardise data collection procedures to speed up 
data collection and improve comprehensiveness , 
Chapters 7 & 8; and 

(5 ) Continue the computerisation of HIPE. 

Our recommendations for action on each of these points are 
detailed in Chapter Three. 

Confidentiality is e ssential to the HIPE scheme and all the 
recommendations made in our report take account of this. Because 
of its importance we devote Chapter Nine to an analysis of the 
i ssues surrounding confidentiality and data use. 

HIPE is currently undergoing major change with the incroduction 
of computerisation and must continue to adapt to changes in 
hospi tal practice and developments in informat ion technology. 
Our five point strategy is a further step in this process rather 
than a f inal blueprint. 

-
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SUMMARY OF MAIN RECOMMENDATIONS 

The following are 
recommendations are 

our main recommendations. 
in italics. 

The priority 

DEVELOPMENT OF RIPE 

* 

* 

* 

Hospi tals should be required to supply HIPE data as a 
condition for receiving an allocation from public funds and 
the data should be used to improve the activity information 
on which decisions in relation to individual allocations 
are based (page 32) # 

A brief operational report should be circulated regularl y 
to bospi tals outlining the level of returns and the resul ts 
of audit (page 46)_ 

The Department of Health should draw up a hospital-by
hospital plan to realise full RIPE coverage. The plan 
should include an estimate of the resources necessary to 
achieve this target (pages 25/26). 

REPORTS SYSTEM 

• A national HIPE summary report should be published annually 
for wide circulation, to generate awareness amongst 
potential users. Tbe report should be published wi thin tbe 
year following the data year (page 32). 

• The annual report should contain an up-date of developments 
in HIPE in addition to analysis of the data base (page 46) . 

• In conjunction with the annual report, an appropriate 
summary database or a set of tables based 00 the annual 
report should be published annually on computer disc (page 
46J _ 

• Tbe micro-system programs sbould be developed to extract 
locally an appropriate subset of the annual tahles for eacb 
hospi ta 1 (page 49). 

• The routine procedures for obtaining ad hoc reports and 
data extracts from HIPE should be publicised in the Irish 
research journals to ensure appropriate use of available 
HIPE data (page 47) . 
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THE DATA BASE 

• The JaPE record should include the identification of 
hospi tals to or from which the patient is transferred (page 
39). 

• The possibility of acquiring the Oxford linkage programs 
should be investigated (page 39) • 

* The Source of Admission and Discharge Codes should be 
examined to improve the detail of information (page 40). 

• The BSRI aud! t programme should be structured to allow 
routine publication of the results of their audit quality 
checks on the data (page 42). 

* The appropriate clinical specialty for each case should be 
entered OD HIPE (page 40). 

• The day case indicator should be replaced by a more general 
ward- type indicator {page 40}. 

* Tbe feasibili ty of small area coding should be assessed 
wi tb a view to introducing it as soon as i s practicable 
(page 42). 

• A priori~ task for the Dew Statistics Commi t tee should be 
to undertake an examination of bow the National Psychiatric 
In-Patient Reporting System can be integrated with the HIPE 
scheme as a single system (page 7) • 

FACILITATING THE USE OF HIPE 

• Tbe data needs of consul tants sbould be assessed wi Ch them 
and an appropriate suite of data files prepared for the 
micro-collputer system sui te to meet their specific 
requirements (page 33). 

• The HI PE data set should be examined to assess how 
can be employed to support medical audi t and 
appropriate outputs (page 41). 

best it 
develop 

• Appropriate HIPE data should be supplied to GPs. A pilot 
study should first be undertaken (page 33). 

• 

• 

The Department should encourage greater use of HI PE data by 
the health boards (page 35). 

Medical schools should make students aware 
importance of the BIPg scheme both in their own 
practice and to the effective management of the 
service as a whole (page 51). 

of the 
clinical 
hospital 
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DATA COLLECTION AND CODING 

• A standardised clinical Slllmnazy fOnD sbou1.d be prepared by 
the DeparDLen.t/ESRI HIPE Unit and be supplied to hospitals 
as a model. The form sbou1.d set o ut tbe data required from 
consul tants to enable coders to cOl2[Jlete the HIPE entzy 
(page 50 ) . 

• The clinical s"nnnary should be completed by the discharging 
clinician and reviewed by the consultant (page 51). 

* The patien.t file should be available to the coder wi.thin 
two weeks of discharge (page 51.). 

• Coding of HIPE data should be carried out by professional 
full time staff of an appropriate seniority (52) . 

* The availability of a formal training programme sho·J.ld be 
widely publicised by the ESRI RIPE unit. The Unit should 
review the programme regularly and routinely supplement it 
by follow-up support training in hospitals (page 53 ). 

• A review of the staffing structure 
function in hospitals shouJ.d be 
Depar tment of Health (page 52)_ 

of the HIPE coding 
underta iceD by the 

* Hos.pita1 clinicians should include an audit of the coded 
HIPE data withjn a regular review of a sample of charts 
(page 53). 

* Standard measures should be developed for local use which, 
with minimum effort, will enable the hospital to assure 
users of data quality (page 53). 

MANAGEMENT OF THE HIPE SCHkME 

* A HIPE unit should be establisbed in Cbe Depart:ment of 
. Healtb (page 56). 

* A senior administrator shouJ.d be given the role of HIPE 
manager in each bospi ta 1 (page 56)_ 

CONFIDENTIALITY 

* Patients' record numbers can already be released only with 
the written consent of the doctor. However, even with the 
doctor's written consent, the data should be accompanied by 
a statement that this is aggregate data intended for 
research and management uses. The statement should 
emphasise that no individual entry should be regarded as 
the medical record of an individual patient (page 60). 
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(,RAPTER ONE 

THE CORRENT OPERATION OF HIPE 

1.1 Introduction 

We have identified a clear need in a ll branches of the health 
services for HIPE data . We are also satisfied that tec~~ically 
the scheme, as ope rated through the micro- computer system in 
hospitals and the centrally maintained data base in the ESRI, is 
capable, with some modificat i ons and improvements, of meeting 
these needs. However, despite the pressing demand for this type 
of data, the HI PE scheme remains under - utilised. 

Two reasons are put forward for this under - utilisat ion of the 
data. The fi rst has been the relative inaccessibility of the 
data. In the past , Consultants wishing to access their HIPE data 
had to contact the HRB to request special analysis and the only 
source of HIPE data in the hospitals were large-sized cumbersome 
bound reports. Micro-computeri s ation has effectively removed 
technical barriers to access. 

The second and more serious reason is the perception that there 
is a low rat e of participation by hos pitals in HIPE and that 
overall the quality of the data is poor and of littl e use to 
clinicians . 

Data quality is undoubtedly the most 
review of the scheme. In thi s chapter 
under the -following headings: 

important i s sue in any 
we examine data quality 

- the accuracy of the data i.e.accurate case recording, 
correct assignment of codes 
a nd comparabi lity of data 
from dif feren t hospitals; 

- comprehensive ness of cove rage i.e. complete capture of 
each hospital ' s discharges 
and complete coverage of all 
acute hospitalsj and 

- timeliness of returns. 
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1.2 Data accuracy 

The most impor tant a nd comprehensive assessment o f HIPB data 
quality, especially its accuracy, attempted t o date was carr ied 
out by Dr M Wiley o f t he ESRI a nd Dr. R Fetter in the ir study 
Measuring Activity and Costs in Irish Hospitals (ESRI, 1990 ) . 
In this study, one possible approach t o the definit ion and 
measurement of hospi tal output, the Diagnosis Related Groups 
(DRG ) pa t ient classification system, was a pplied to HIPE data. 

One of the main purposes o f the study was to determi ne whether 
HIPE data was o f s u fficient quality to be used i n this type of 
analys i s. The DRG sys t em of patient classificatio n was chosen 
i n the s tudy because internationally none of the other systems 
of class ification has proven more reliable i n operation. 

I n the study, records which had an operat ing room procedure 
unrelated t o t he principal d iagnosis , or whi ch had an inva lid 
principal diagnosis, or which were considered ungroupable f or 
other reasons, were assigned t o one of three spec i al DRGs. The 
number of RIPE cas e s assigned to one of these DRGs is t here f ore 
a good indication of data quality. The DRGs were appl ied to five 
years of HIPE data . Only one per cent of the cases were assigned 
t o each of these DRGs. The report concluded: 

"The fact tha t the proportion of cas es falling into the 
three residual groups for t he analysis o f Irish data is s o 
small is a very good result and inspires some confidence in 
the data . " 

A recent international study* by Palmer and Reid confirms t his 
assessment . This study involved a comparative examination of the 
quality of coding of data from 14 countries. The data for each 
country were aggregated into disease r elated groupings and 
quality was judged on such criteria as groupability, u s e of non
specific codes, existence of co -morbidity, e tc. The study 
indica tes t hat the quality of the Irish data is somewhat better 
than the internationa l average. Out of nine identified c r iteria 
for judging the quality of the data, Ireland ranked best out of 
the 14 on one criterion and was in the top five for a further 
four criteria . Us ing a s coring sys tem where 1.0 is the most 
favourable res ult, the Irish data a chieved a mean rat ing of 5.4 
against an international ave rage of 7. 5 . 

While the available data are therefor e of an acceptable quality, 
the data set as a whole has a number of shortcomings. The 
geographical l ist ing is too general f or epidemiological purposes 
and the absence of a GP code e ffectively renders the data of 
l ittle use in general practice. Whil e it is acknowledged that 
HIPE is an in-patient system , the absence o f OPD and AlE data 
means t hat HI PE al one does not represent the current pattern and 
volume of activity in the hospital s ector. 
-- - ---- ----- - --- - -- - - - - - - - --- - ---- --- -- ---- ---- ----- -- - - - - - - - -

* Palmer, G. R. a nd Reid B. Paper to European Federation for 
Medical Informatics - Working Conference 89 on DRGs. (Brussel s , 
June 1989 ) . 
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1.3 Comprehensiveness of coverage 

HIPE co llects acute hospital activity data. The re are sixty 
three acute public hospitals in Ireland (excluding District 
Hospitals ) , all of which should be participating in HIPE. There 
are 18 private hospi t als in the country which account for 
approximately 9 per cent o f all acute discharges. Their 
participation is necessary for complete coverage of acut e 
activity . Private patients in public hosp i tals . are i ncluded in 
HIPE. 

In analysing HI PE coverage, hospi t als can be divided into four 
categories: participating hospitals (i.e.those supplying data ) i 
hospitals being prepared for entry (i.e. the micro-computer is 
being instal led) ; maternity hospitals (currently not 
participating - obstetric data are collected by the Perinatal 
Reporting System)i and other hospitals not participating. 

This last category can be divided into private hospitals , the 
majority of which never participated and two of which dropped out 
in 1989 , and public hospitals which are not participating in the 
scheme. 

Table 1 s hows the number of public hospitals in each of these 
categories and the percentage of acute discharges they account 
for. The Tabl e demonstrates that there is a high participation 
rate by the public hospitals. 

TABLE 1 
PARTICIPATION OF PUBLIC HOSPITALS IN HI PE 1991 

HIPE St a tus No. of % of Acute 
Hospitals Discharges 

Participating Hospitals 49 75.1 

Preparing for Entry to HIPE 3 8.7 

Non participating Hospitals 5 5.5 

Maternity Hospitals (Not 6 10.7 
participating in HIPE) 

TOTAL 63 100.0 

Source: Department of Health 

- . 
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Table 2 se t s out the t otal number o f retu rns to HIPE compared 
with the total returns to the Depar tment's In~patient Reporting 
System for the years 1987 to 1991 in relat ion to participating 
hospitals. Discharges not pres ently covered by the HIPE system 
(e. g. matern i ty cases) have been excluded from the data in Table 
2 so as to compare HIPE's actual coverage with what it should 
ideal ly be collecting from hos pitals currently participating. 

Due to the exi sting time delay in receiving HI PE data, the final 
outturn for 19 9 0 and 1991 can be expected to be considerably 
higher than given here. This Table demonstrates that the 
principal problem i n relation t o coverage i s in obtaining 
complete returns from participating hospitals. (Table 1 above 
note d that non-participating hospitals other than maternity 
hospitals accounted for only S.S per cent of all di s charges in 
1991 ) . 

Year No. of Acute Acute Discharges As .. of Total 
D • coll ecte d RIPE D1 

1987 4 004 0.0 

1988 482 984 348 342 72 . 1 

1989 4 319 660 . 7 

1990 520 323 277 971 53.4 

1991 • 203,054 .2 

Tabl e 2 gave details of HI PE returns by reference to the 
hospitals participating at present. Table 3 below contains 
information on discharges from all acute hospitals to illustrate 
the extent to which c overage would have t o improve in order to 
include all acute cases. 

TABLE 

Ye ar All No. in RIPE \ in RIPE 

1987 499 73.2 

1988 52 2 984 348 342 66.6 

....:1:..::9~8"-9 ____ +-_....:5c:4c=l =~ __ __ :.:::.. 59.1 

1990 568 063 277 971 48. 

* Figures s upplied by Planning Unit, DOH , and include day cases. 
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Table 4 compares the HIPE retu rns from the voluntary teaching 
hospitals and t he health board regional hospital s with the number 
of discharges notified to the Department under its Hospital In
patient Reporting system (in -pat ) and gives the percentage (t ) 
of cases being returned fo r each category. This Table 
demonstrates that there is a particul ar problem i n relation to 
the voluntary hospital s , where coverage has been declining since 
1988. This is in pa r t explained by the f act t hat s ome of these 
hospital s dropped out o f th~ scheme temp orarily and have only 
recently rejoined . 

Another reason for the lack of complete coverage is difficulties 
at hospital l evel in abstracting the data from records which is 
giving rise to serious backlogs . These difficulties were 
identified in a s u rvey o f hospitals and are set out in Table 5, 
below . 

1988 

89 

1990 

I n-Pat 

116 599 

131 432 

1 37,893 

Teaching 

HI PE 

82 773 

85 717 

335 

71.0 

48.1 

In-Pat 

105 631 

113 516 

116 099 

IIIPE 

74 610 

83 411 

84 141 

Source for al l tables: Department of Bealth and ESRI 

7 0 .6 

73.4 

72.4 
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In the HIPE survey, hospitals were asked to identify the main 
difficulties they were facing in collecting HIPE data. Tabl e 5 
details the p roblem listed by each respondent as the main 
hindrance to collecting the data. The two bigges t problems 
identified were in locating charts (22.2 per cent ) and in a lack 
o f specific detail in charts (20.4 per cent ) . 

Chart lacks 

No d i 

ifie details 

No written s 

Sub total 

Locat Charts 

Slow return of dis summaries 

of staff 

Other 

Sub total 

TOTAL 

20.4 

0 

9.3 

• 7 

22.2 

13.0 

7.3 

57 .3 

.0 

Source: RIPE Survey, BSRI and Department of Health,1991. 

1.4 Timeliness of returns 

The problems associated with the transfer of the HI PE scheme to 
the ESRI and the subsequent introduct i on of computerisation 
inevitably caused a backlog in data collection in hospi tals. The 
backlog in 1990 data has been substantially cleared in the 
regional hospitals outside the Eastern Health Board area. Within 
the Eastern region there has been a problem in achieving this but 
three of the major voluntary hospitals are now taking steps to 
resolve the problem. The emphasis is now on getting the 1991 
data returned. 

This backlog has made it impossible to estimate the length of 
time it takes before a discharge is notified to the ESRI HIPE 
Unit by hospitals under normal working conditions. However it 
is possible to indicate the frequency of HIPE returns from 
hospitals and this is set out in Table 6 below . 
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TABLE 6 
FREQQ'ENCY QF HIPB RETORNS I 1~~0 AND 19~1 

~Of~ 
~Of Returns November , 1991 Decemher, 1990 

Every week * 1 2 

~ t wo weeks '* 1 3 
. 

~ 23 21 

~ two months 18 3 

More than two months , 13 

SI :~ 7 -
Total 53 42 

* Making paper form returns 

Source : BSRI 
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CHAPTER TWO 

RECENT DEVELOPMENTS IN HIPE 

2.1 Introdu c tion 

The HIPE scheme ha s been the subject of a number of r eviews since 
it was es tablished in 1971, and a number of the recommendations 
contained in this l atest report wi ll al s o be f ound in those 
earlier reviews. Reforms were made more difficul t by a lack of 
continui ty in the management of HIPE in recent years. The 
establis hment of the Health Resea rch Board (HRB ) in 1987 resulted 
in the transf e r of the scheme from the defunct Medica-Social 
Research Board. 

Following an internal HRB review, the s cheme was t ransferred to 
t he Depa rtment of Health in January, 1989 although the Board 
continued to operate the scheme until December of that year. 
Operational res pons ibility for the s che me was then moved to the 
Economic and Social Research Institut e (ESRI ) on a contract 
• • oasl.s. 

Furthe r uncertainty was created by the withdrawal of computer 
processing fa c i lities by the Government' s Central Information 
Technology Service (CITS ) a t Ki lmainham and by problems of 
access ing pre-1989 d a ta which remained t h e property of the HRB 
after the t ransfer. It i s noted that the ESRI now maintains the 
data from 1 989 on their own HIPE computer and, following the 
appointment of a senior analyst , is now able to carry out the 
analysis of the data. The p re- 19 89 d a ta is _t o b e added to the 
ESRI d a ta base s hortly f o llowing agreement with the HRB. A 
period of stabili ty in the management of the scheme is now 
e ssential. 

A programme of improvements in HIPE was i nitiated by the 
Departme nt of Health when it took over the scheme . Those 
improvements are outlined below. The Group has r eviewed those 
reforms and reconrrnend that they should cont i nue. We will be 
s uggesting a number of other i mportant measures in the next 
chapter. 

2.2 Computerisation of RIPB 

In 1987 t h e HRB recommended that t h e scheme should be 
compute rise d at hospital level. The Department began developing 
the micro -computer sys tem in 1988 and continued the wo rk when it 
t ook over the scheme. 

-
• 
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Information technology will have a major impact on the 
development of the database. It is providing much of the thrust 
for standards and offers the possibility of data from information 
systems which are physically separate and perhaps remote from 
each other being processed as one. 

Standardisat ion encompasses not jus t the simple definitio n o f 
terms but the validation and the interactive dialogue through 
which the data is entered. Encoders are a particular form of 
this. The NHS have found that encoders do not reduce the coding 
time or the required coder expertise, but their use by trained 
coders improves the consistency of c oding. There is thus a 
qualitative improvement to the database through use of standard 
software. 

The u s e of computers may a l so introduce systematic bias into 
statistical data. This is particularly so in the automatic 
conversion of data from one coding structure to another. As a 
simple example, this can be seen in the t ransfer of "Source of 
Admission" .from patient administration systems to HIPE. The 
categories of s ource code on many such systems do not match those 
in use in HIPE. Even t hough the coder can check and change such 
cases, this is unlikely to compensate fully. 

In the long - term computers offer us the freedom t o process very 
unstructured information, such as plaintext notes, but in the 
short-term they require clear stable definitions. The lack of 
good definitions is the main barrier to data shar ing. 

The Inter-Departmental WP on Corporate Information Management is 
reviewing information likely to be of use to many agenc ies with 
a view t o agreeing standards. 

The European Standards Authority [CEN] is studying the a utomatic 
coding and processing of clinical data. Technical Committee 251 
[TC251] has commenced work on this area and will rely on the work 
of other European initiatives. 

It is important that the development of the HIPE da tabase take 
account of this process of standardisation not only for 
comparability but to ensure economic acce ss to third party 
software. 

The HIPE Micro-computer 

The decision to int roduce a special micro -computer system f o r 
HIPE was determined by the overriding imperative of ensuring 
uniformity in the data supplied by hospitals. The use of the 
micro-computer ensures this in several ways. 

- It guarantees that the same validity checks are carried out 
on each hospital's data. Before computerisat ion , data was 
sent on forms to the HRB where it was put on compu ter and 
validated. Queries had to be checked back with hospitals 
and this slowed things down considerably. Val i dation is 
now carried out at hospital level where errors can b e 

• 
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quickly rectified . Hospital based validation is essent ial 
if the data are to be u sed within the hospital and it has 
also s treamlined ent ry of the data onto the central master 
file. 

Every hospita l is supplying data in the same format which 
is essential to the efficient compilation of the master 
file . 

. With eve ry hospital using the same system, changes or 
additions to the system are e asily under taken as onl y one 
s o ftware programme needs t o be amended. This is a 
particularl y important feature if the changes being proposed 
in thi s report are to be implemented. 

- The micro-computer system off e rs the necessary flexibility 
to take account o f the di fferent levels of computerisation 
in hospitals. Hosp itals with Patient Adminis t ration Systems 
(PAS) can down load administrative data on to the system and 
if desired can up load HIPE data onto t heir PAS. The 
majority o f these hospitals have now implemented this 
arrangement. The system is easily instal led in hospital s 
which have no computer facilities. 

Currently 47 of t he 52 hospitals now participating or preparing 
for ent ry have the micro · computer sys t em. As indica ted in 
Table 6 above the system i s improving the timeliness and response 
rates o f HIPE returns. 

2.3 Introduction of ICD-9-CM Code 

The coding o f HIPE was up-graded in 199 0 by 
the ICD-9 -CM (Cl inical Modification ) code. 
i nt r oducing thi s code were: " 

the introduction of 
The advantages of 

1 . It is the only coding system which i ncorporates codes for 
both diagnosis and procedures; 

2. It is the most widely used code f or procedures; 

3. It is regularly up -dated by the Wor ld Health Organisation; 

4. Software for validation and coding s uppor t is available; 

5. It has been adopted by t he VHl; and 

6. Other coding systems are national only and have little 
inte rnat ional comparability value . 
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2.4 Improvements in the Central Data Processing Facilities 

At the same time as the Department took over the scheme it was 
advised by CITS , Kilmainham that it was withdrawing its RIPE 
central data proc es sing services as part of a general 
restructuring o f its operations. This necessitated a complete 
review of HIPE computer s ervices . It was decided that the s cheme 
should have its own computer process i ng facilities and master 
file to be developed in conjunction with the hospital micro~ 
computer sys t em. The ESRI was chos en to provide central computer 
facilities and to manage the na tional data base because of its 
expertise in social statistics and related data processing and 
computer skills. 

The ESRI HI PE Unit has taken over the work of compiling the 
master file and of generating reports from it following the 
withdrawal of CITS , Kilmainham from the scheme. This has speeded 
up both the compilation of the master file and the production of 
reports. A senior analyst has been appointed to the Unit to 
undertake this work and to continue s oftware devel opment. 

The Unit has a lso evaluated a clinical data edito r and this is 
now being us ed to identify what additional checks should be added 
to t he micro-computer system . 

• 
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CHAPTER THREE 

STRATEGY FOR FuRTHER DEVELOPMENT OF RIPE 

3.1 Introduction 

HIPE is undergoing a process of change which will be continuous. 
Our recommendations are a further step in that process. We have 
anal ysed the current operation of HIPE and c onsidered what' 
direction f urther reform should take. We have taken the current 
state of information technology in hospitals into account in 
recommending a particul ar approach to data collection based on 
the u se of a dedicated HIPE micro - computer and full -time coders. 

An alternative approach suggested was to collect the data on 
Patient Administration Systems but these are in only a few 
hospitals. In addition, the Systems of this kind that are in use 
differ from each other and are still undergoing development. 

The most important requirement of HIPE at this time is for 
comparable data from a ll hospitals and this is best achieved 
through a single computer system which can be used in all 
hospitals. Another important advantage of this approach is t hat 
technical improvements which are still being developed f o r HIPE , 
particularly validation checks, can be easily introduced as only 
one system is being changed. 

We would anticipate that at a l a ter stage HIPE would be 
integrated fully into other hospital information sys t ems. For 
the present, software is available which will allow the transfer 
of lim-ited administrative data from PAS to HIPE. Those involved 
in the development of HIPE should maintain close contact with the 
agencies developing other hospital information technologies t o 
ensure that both systems develop along compatible lines. 

Our proposals for HIPE are listed below under five headings which 
together constitute a coherent strategy for upgrading HIPE. A 
fuller analysis of the issues raised will be found in Part Two 
of the report. The overriding requirement is to gain the 
commi tment of consul tants and managers to HIPE so that the 
necessary time and human resources are applied at hospital level , 
in a consistent way, to the task of collecting the data. Our 
reform proposals cannot be successfully implemented wi thout their 
active support. 

It is equally important that the financial resources necessary 
to extend the coverage of the scheme are made available. The 
Group recommends that a realistic evaluation of the resources 
necessary to run RIPE be undertaken. 
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3.2 RIPE 5 Point Strategy 

The priority recommendations are in italics. 

(I) Achieve participation of all 
targets for achieving full 
partici pating bos,pitals; 

hospi tals in two years and set 
coverage of discharges from 

The Department should prepare a two-year plan for 
extension of HI PE to all hospitals . Targets must 
achieve complete coverage of discharges from 
hospitals. 

the systematic 
also be set to 
participating 

• Hospi tals should be required to supply HIPE da La as a 
condition for receiving an alloca t ion from public funds and 
the data sbould be used to improve the activity inFormat;ion 
OD which de cisions in relation to individual allocations 
are based (page 32). 

* A b rief operational report should be c i rculated regularly 
to hospitals outlining the progress and results of s uch 
audit and monitoring activity (page 46). 

(2) Encourage greater use of HIPE in c lini cal and managerial 
practice by improving feedback from the scheme to these 
groups; 

A high level of commitment from consultants to the scheme is 
essential. Steps must be taken t o publicis e the value of HIPE 
to consul t ant s and to invol ve them more directly in the 
development of the scheme. In general , t he scheme must be better 
publicised and more fully integrated into the planning and 

_management of hospital and other health services . 

• 

• 

• 

• 

• 

A national RIPE summary report. should be published annually 
for wide circulation, t o generate awareness amongst 
potenti al users _ The report should be published wi th j n the 
year f ollowing the da ea year (page 32). 

The annual report should contain an up-date of developments 
in RIPE in addition to analysis of the data base (page 46) _ 

In conjunction with the annual report, an appropriate 
snmmary database or a set of tables based on the annual 
report should be published ~nnually on computer disc (page 
46) . 

The micro-system programs should be developed to extract 
locally an appropriate subset of the annual tables for each 
hospi ea 1 (page 48). 

The routine procedures for obtaining ad hoc reports and 
data extracts from RIPE should be publicised in the Irish 
research journals to ensure appropriate use of available 
RIPE data (page 47 ). 
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• The data needs of consultants should be assessed with them 
and an appropriate suite of data files prepared for the 
micro - conputer system suite to meet their specifiC 
requirements (page 33). 

* The RIPE data set should be examined to assess how best it 
can be employed to support medical audit and develop 
appropriate outputs (page 41). 

* Appropriate RIPE data should be supplied to GPs. A pilot 
study should first be undertaken (page 33) • 

* The Department should encourage greater use of RIpE data by 
tbe health boards (page 3S). 

• Medical schools should make students aware 
importance of the RIPE scheme both in their own 
practice and to the effective management of the 
service as a whole (page 51). 

of the 
clinical 
hospital 

(3) Identify shortcomings in the scope of the data 
collected, develop ~inkages with other data bases, improve 
the da ta audi ting procedures and provide for periodi c 
review o f the scheme; 

A system of periodic reviews of the scope of the data must be 
implemented to ensure that the data reflect c urrent hospital 
practice. We have identified some additions and changes which 
can b e introduced immediately. 

• 

• 

The lUPE 
hospita 1s 
39). 

record shou.ld 
to or from which 

include the identification of 
the patient is transferred. (page 

The possibility of acquiring the Oxford linkage programs 
should be investigated (page 39). 

* The Source of Admission and Discharge Codes should be 
examined to improve the detail of infor.mation (page 40). 

• 

• 

The appropriate clinical specialty for each case should be 
entered OD RIPE (page 40). 

The day case indicator should be replaced by a more general 
ward-type indicator (page 40). 

* The feasibilit::y of sma1l area coding should be assessed 
with a view to introducing it as soon as is practicable 
(page 42). 

* A priori~ task for the new Statistics Committee should be 
to undertake an examination of haw the National Psychiatric 
In - Patient Reporting System can be iDtegzated with the HIPE 
scheme as a single system (page 7). 
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The BSRI a udi t programme should allow 
publication of tbe resul ts of their audi t 
should be developed to support thj s function 

for routine 
and software 
(page 42)_ 

• Hospi tal clinicians should inClude an audi t of the coded 
HIPE data within a regular review of a sampl e of charts 
(page 53)_ 

* Hospitals should use the monthly export as a prompt to 
sustain active supervision and management of the system. 
(S4) _ 

(4) Standardise data collection procedures to 
collection and improve comprehensiveness. 
management and staffing arrangements .. 

speed up da ta 
Improve HIPE 

A proper management and staffing s tructure must be implemented, 
particular ly at hospital level, and a review of data col l ection 
procedures undertaken in all hospitals. We have identified other 
measures which wil l improve data capture. 

* A standardised cl i nical summary- form should be prepared by 
the Department/ESRI HIPE Unit and be supplied to hospitals 
as a model. Tbe form should set out the data required from 
consul tants to enable coders to complete the HIPB entry 
(page 50)_ 

* The clinical summary should be completed by t he discharging 
clinician and reviewed by the consultant (page 51). 

* Tbe patient file should be available to the coder within 
two weeks of discharge (page 51). 

* Codi.ng of HIPE data should be carried out by professional 
fu1ltime staff of an appropriate seniority (page 52). 

* The availability of a formal training programme should be 
widely publicised by the ESRI aIPE unit . The Unit should 
review the programme regularly and routinely supplement it 
by follow-up support training in hospitals (page 53). 

• A review of the staffing structure 
function in hos.pita1s should be 
Department of Health (page 52). 

of the HIPB coding 
undertakeJJ by the 

* A senior administrator should be given t:he role of HIPE 
manager in each hospital (page 56) 

-
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( 5) Continue the computerisation of RIPE. 

The development of the micro-computer system must be continued 
along current lines with a particular emphasis on s implifying 
data entry and validation procedures and on providing technical 
support. 

• A HIPE JJnj t be established in the Department o f Heal th, 
s taffed to enable the proper level of technical support to 
be provided to ho~itals (page 56). 
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CHAPTER F01]R 

THE ROLE OF RIPE IN THE HE~TH SERVICE 

4.1 Introduction 

Since the HIPE scheme was set up in 1971 there has been a 
. substant ial growth in the volume, complexity and cost of health 
care in this count ry. The number of patients discharged f rom 
acute hospitals has risen from 341, 064 (1970 ) to 652,465 
(including day cases) in 19 90 . This increase in activity is in 
major part due to the introduction of new adv anced medical 
technology which has g reatly increased the scope f or medical 
intervention. However this development has b een accompanied by 
a spi ral l ing o f costs. Total net public expendi ture on health 
services has increased from £72 million in 1970 to £1,513 million 
in 1990. 

There has been growing pressur e on the health services to pursue 
value for money while at the same t ime maintaining quality of 
care. The Commission on Hea lth Funding, the Dublin Hosp ital 
Initiative Group and the Hospital Efficiency Review Group have 
reached simil ar conclus ions about the need for improved 
management to optimise the us e of limited resources . Most health 
care professionals are now in agreement that a good health care 
system will ensure that patients are located in the most 
appropriate site o f care. 

To achieve optimum value in this complex and difficult working 
environment, clini c ians and managers need full information on 
health needs, patterns of activity and the cost and outcomes of 
treatments in o rder to make effective decisions. The Commission 
on Health Funding recognised that most of the necessary data were 
already being collected and i dentified the HIPE as a particular 
source of in-patient hospital activity but one which required 
further development. 

Since publication of the Commission' s report much work has been 
done to up-grade the s cheme and improve the quality of the data 
set. We make a series of recommendations in this report which 
will further this process. Nevertheless, it is true to say that 
the value o f the scheme has not been fully appreciated. The 
recent HI PE survey carried out by the ESRI in association with 
the Department of Health revealed that the system was used to 
look up patient information in only 34 per cent (11) of 
hospitals. In 47 per cent (15 ) of hos pitals it was never 
consulted and in 19 per cent (6) it was infrequently consulted. 

Importantly, it was used 
hospitals with over 10,000 
larger hospitals recognise 
operat i ons . 

frequently in 62 percent (8) of 
discharges, demonstrating that the 
the value of the system to their 

• 



32 

It is not widely recognised that the HIPE data can be used to 
review admission and discharge policy, to see the seasonal rise 
and fall of occupancy, the time lapse from admission to 
procedures, the balance of booked/emergency , t rauma/medical 
emergency, and the level of medical emergency re-admissions. 

The failure in some cases to appreciate the value of HIPB is in 
part due to lack of knowledge among potential users of the recent 
improvements in the operation of the system, especially the 
introduction of micro- computers with appropriate s oftware 
packages which has now made the data readily accessible at 
hospital level to authorised users. 

The Group reco"'iilends the annual publication of a national RIPE 
s1JlD!!!'ry report for wide circulation, to generate awareness 
alDongst potential users. Details of the proposed content of such 
a report are set out in Chapter Six. 

The Group also recommends that Hospitals should b e required to 
supply RIPE data as a condition for receiving an allocation from 
public funds and the data should be used to improve the activity 
information on which decisions in relation t o individual 
allocations are based. 

In identifying possible uses for HIPE data t he Group has made a 
series of recommendations which are intended to create 
incentives, especially to clinicians and managers who may not be 
regular users of t he data , to regard the' system as a major asset 
to them in' their work and consequently to take an active interest 
in the maintenance and development of the system. 

The Group has identified a number of applicat ions f or the data: 

- Clinical Support / Education; 

Clinical and Epidemiological Research; 

Health Service Management; 

Health Service Planning; and 

- Provision of International Data . 

• 
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4.3 Clinical Support I Education 

The support for and the involvement o f clinicians in the HIPE 
scheme i s fundamental t o its operation and development. Although 
individual clinicians have from t i me to time used the data set 
for re s earch and case load analysis, in general HIPE has not been 
see n as having a systematic role in g ood clinical practice. 

The revised Common Contract f or Consultants identifies in the 
role of a consulta nt a number of responsib i l ities, the fulfilment 
of which will require ready access to patient data in a form 
which the HIPE scheme can provide. These areas are: 

- the preparat ion of a practice plan by each consultant, 
including the nature , volume and pattern of work; 

- participa ting in the prac t ice of medi cal audit where t he 
HIPB can be used to identify spec i fic groups of cases; and 

providing information for service planning. 

The HIPE micro - computer in hospita ls is currently capable of 
generat ing local reports from the hospital's HIPE data bank to 
meet the data requirements of cons ul tants f or these purposes. 
Further detail about the reports currently avai labl e is contained 
in Chapter Six. 

The Group recommends that the data needs of consu ltant s be 
assessed with them and an appropriate suite o f data fi les 
prepared for the micro - computer system sui t e to meet their 
specific requirements. 

The Group also considered the potential use to Gener al Practice 
o f these data . It is the view of the Group that the s ystem has 
the potential to provide Genera1 Practitioners with valuable 
inf ormation on their levels and patterns of referral to hospital. 
Thi s would r equire the addition of a GP code to t he HIPE hospital 
entry. The design of the micro- c omputer s ystem inc ludes spare 
entry fields for such purposes. 

The Group recommends supplying appropriate information for this 
purpose to GPs. A pilot study should first be undertaken . 

The value of t he HI PE scheme in education ha s not been recognised 
in all hospitals. The ability t o extract s amples of patients by 
specific diagnosis through the micro -computer i s a useful featur e 
o f the scheme f or educational purposes and is frequently used by 
trainee doctors. 

-



4.4 Clinical and Epidemiological Research 

The role of HIPE as a clinical and epidemiological research tool 
is well established. Typically the items of information most 
often requested are: primary diagnosis; principal surgical 
procedure; age; sex; and area of residence. Researchers use the 
scheme in two ways. The first is to obtain the patient chart 
numbers for cases of a particular condition so that the original 
hospital files can be traced for examination. This. can only be 
done with the consent of the clinician supplying the data. In 
the second case the data itself is subj ect to stat istical 
analysis by researchers. 

The Group emphasises that the effectiveness of HIPE as a national 
research tool is dependent on a standardised format and auditing 
procedure for the data con tinuing to be applied in all hospitals. 

The use of HIPE as a research tool must be encouraged, 
particularly in the Royal Colleges. The publication of a 
national summary report, as recommended above and expanded upon 
in Chapter Six, will provide potential users with a very useful 
index of the data available and information on how to access the 
database. 

The data are already used for a wide range of research purposes. 
The Group would like to see closer links between research and 
service provision encouraged. This is particularly appropriate 
in the area of epidemiology and public health where the data can 
be used in the planning of intervention strategies and health 
education initiatives at both local and national levels. The 
data can also play an important role in the development of a 
national health research policy which focuses OD the specific 
needs of the Irish population. 

The effectiveness of the system as a research tool will be 
enhanced by the development of links with other data bases. The 
intention should be to develop a comprehensive and integrated 
national data base while preserving the necessary independence 
of its different elements. 

Recent work in the area of hospital management has underlined the 
need to be able to describe a hospital's work in terms which are 
meaningful to everyone involved in the management function. 
Traditional measures of output such as numbers of patients 
discharged, bed-days used and total out -patient sessions are 
useful as broad measures of workload, but fail to distinguish 
adequately between hospitals with respect to patient type, 
specialty mix and variety of procedures perfoLmed. The extent 
to which clinicians participate in the work of hospital 
management will depend in part on management information being 
available which reflects the realities of clinical practice . 
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HIPE provides a valuable clinician· driven resource to which 
techniques of casemix analysis can be applied. This allows 
hospital management at all levels to analyse their hospital's 
workload. Such a casemix analysis has already been successful ly 
tested on a pilot basis by the Department of Health with a number 
of hospitals participating in HIPE, and it is planned to extend 
thi s work in the immediate future. 

4.6 Health Service Planning 

The constraint on resources will continue to be a sa lient feature 
of health care planning at national and local l evel for the 
foreseeable future. This indicates a need for a more rational 
process of reconciling supply and demand for health care. 
Nowhere is this more true than in planning the introduction of 
new high - cost medical technologies. By their nature these 
technologies are expensive to purchase and draw resources away 
from other areas of the health service. Decisions on their 
introduction must, therefore, be based on a proper cost benefit 
analysis. 

Health -
identified 
planning: 

The Wider Dimensions 
the following areas 

(Department o f 
as key issues 

Health , 19 86 ) 
for hospital 

- the continuing validity of the basis on which overall bed 
complements are based; 

- the appropriateness now of certain services being provided 
on an irr~patient basis; and 

- the precise definition of the role of individual hospitals, 
the range of services they are expected to provide and the 
population they are designed to serve. 

HIPE data is one of the main sources of information for this type 
o f hospital planning. 

The recent Government announcement on the reorganisation of the 
health services (September,1991) indicated that the Department 
and the new Bastern regional authority will each have its own 
clearly identified role in planning service needs and objectives. 

The Group recommends that the Department encourage greater use 
of HIPE data by the health boards. Arrangements should be made 
for the boards to have access to the appropriate aggregate data . 

• 
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4.7 Provis i on Of Data To International Agencies 

CUrrently the HIPE system is us ed to supply epidemiological 
information to t he World Health Or ganisation (WHO ), the 
Organisation for Economic Cooperation and Development (OECD ) and 
the EC . The international exchange of health data will continue 
to expand, particularly at EC level where there is growing 
interes t in deve loping community hannonisation . and 
standardis ation of medical data ini t ially through agreement on 
a minimum basic data set for hospita l s tatistics. 

It is important that decisions about the development of HIPE 
should c ontinue to be compatible with international developments 
to ensure international comparability of t he data. The 
introduct i on here of the ICD-9-CM code in 1990 was such a 
development. 
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CHAPTER FI VE 

DEVELOPMENT OF THE HI PE DATA BASE 

5.1 INTRODUCTION 

HI PE is a statistical database with national and international 
comparability a s essential qualities. It complies fully with the 
BC Minimum Hospital Data Set 1982 . While the immediate challenge 
is to provide full HIPE coverage o f acute admissions within three 
months of discharge I further development of the database is 
necessary. Such development wi l l increase the v a lue of the data 
and ensure that the cost of captu ring it is matched by use. 
Additions to the data base must be introduced in a p lanned wa y 
to avoid disrupting data collection at hospital level. 

The database is made up of defined i t ems of information collected 
for each a dmission. Changes to the defini tion of these items, 
the addition of new items, and the capture of corresponding 
inf ormation for outpatient visits could all improve the data. 
The consistent adoption of nat ional and international standards 
will f acili tate linkage with other local and national data sets 
and will help to mainta in international c omparabil ity . 

5.2 HISTORY OF DEVELOPMENT OF DATABASE 

The HIPE da ta set has changed li t t le since its inception. In 
1969 it was one o f t he earliest initiatives of the Medica-Social 
Research Board. The scheme was broadly identical to the Scottish 
equ ivalent on which it was based. 

The original paper f orm had fi e lds f o r information no longer 
collected. These items i ncluded occupation, date of entry onto 
waiting lis t, hospital unit, and t ype of bed. It was found that 
these fields were f requently not completed by hospi tals and the 
MSRB was dissatisfied with the accuracy of the returns received. 
They were dropped after a few years. 

While the clinical code reference files were updated and the code 
version advanced from ICD-8 to ICD-9 in 1979, the range of data 
collected r emained frozen unt il the development of the micro
system. Lack of resources and the r i gidity of the mainframe 
batch systems of t he day were the main factors in this s tasis but 
the r e l uctance o f hospitals to give HI PE priority, the fear of 
losing dat a comparability and the transition from ICD - 8 to ICD-9, 
which was a major p roject, were also factors . 

In 1990 the ICO-9 - CM code structure was adopted f or d iagnoses and 
procedures. This t ransition was easier than the p revious one as 
the micro-system could now provide local validation. The us e of 
E- codes were also i ntroduced in 199 0 : these allow the recording 
of external cause of inj uries , including both trauma and 
poisonings . 
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The micro-system introduced additional l ocal fi e lds for control 
purposes: these are not all passed to the national database but 
the hospital coder is now identified there to assist the 
monitoring of training a nd quality. The only new i tem of 
activity inf ormation introduced was the day case indicator. 

The i ntroduction of the micro -system focu s ed attention on the 
inclusion of patient name on paper documents. While never 
entered on the national compute r fi l es .the name was used for 
identi f ication purposes when forms we re returned to the hospital 
for corr ection or where the chart number was incorrect and 
further information was s ought for research. The patient name 
i s now s tored on the local system and can be included in local 
reports. I t is excluded f rom the national data which the 
hospital send s monthly t o the ESRI: the patient name does not 
1 eave the hospi tal. 

5,3 CQRRENT DATA SET 

Appendix One shows the current paper form on which the HIPE data 
set is col lected in those hospitals not using the microcomputer 
package. The data comprises demographic, administrative, and 
clinical items. 

The demographic items are those c ommonly used t o tabulate and 
compare pat ient populations and inpatient activi ty . They are 
age, sex , marital status, and area of residence. 

The administrative items a re dates of a dmiss ion , dis charge, and 
surgical procedures, s ource of admission, and discharge 
destination. These allow the anal ysis of time factors in 
addition to length of stay and the identification of key 
ca tegories of patient (deaths, attempted s uicides, transfers, 
road traffic accidents [RTAs ]) . A code is stored to identify the 
admitting consultant and the c ons ultant assoc iated with each 
diagnosis and procedure . 

The c l i nical items are the primary diagnosis and up to five 
secondaries . 

ICD- 9·CM makes specific recolI""endations bearing on data 
collection and coding . It recommends that t h e responsible 
medical pra ctitioner or other health care professi onal select as 
primary diagnosis the main condition treated or investigat e d 
during the relevant episode of hospital or other care and that 
multiple condition coding be attempted where possible. Diseases 
are to be coded by underlying cause rather than manifestation but 
the manifestation is coded as a secondary diagnosis. 

The ICD - 9-CM codes indicate other related information e.g. site 
in neoplasms and fractures. There are also codes for 
manifestations, f or external causes , for other heal th factors and 
for the morphology of neoplasrns- the l atter is not collected at 
present. The principal surgical procedure and up to three others 
are also collected. 
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5 ,4 IMPROVEMENTS TO THE GuRRENT HIPE RECQRD 

The Management Advisory Committee should r outinely advise the 
Department on additions and del e tions from the data record. 
In the following sections we identify some priority areas for 
consideration by the Committee. 

A hospi tal activity analysis programme should be developed by the 
Committee for use by hospital managers s o that they can avail of 
the data captured by HIPE without intruding upon patient 
confidentiality. 

EPISODE LINKAGE 

Episode linkage al lows the c onnectio n o f several epi s odes for the 
one pa t i ent. It is already possible to do this in processing the 
activity of a single hospital - i n fact the coder i s presented 
with a table o f all episodes on acces s ing the patient . 

Medical record numbers are specific to each hospital so direct 
linkage a c r oss hospitals is not p oss ible through these numbers. 
Other items including date of birth, sex , area of residence, and 
the diagnoses still allow cases to be linke d. If the hospital 
of transfer were stored this would improve this linkage and would 
allow a proper analys is of multi -hos pital treatment. 

The Group recOllWlends that the RIPE record should include the 
identification of hospitals to or from which t he patient is 
transferred . 

The Scottish Office have recently linked several years of 
activity data for the enti re country , using statistical 
techniques pioneered in the well known Oxford linkage project. 
It would be possible to apply the same t echniques her e; they are 
repu ted t o link 90% of cases s u ccessfully. 

The Group r ecommends that the possibility of acquiring the Oxford 
linkage programs b e i n vestigated. 

Local linkage of the HIPE data set is dependent on the 
inf onnat i on t e chnology available a t hospital level. Many 
hospitals now have loca l area networks and the technology for the 
s haring of data on such networks is increasingly available within 
commercial products. 

• 
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O'tHBR DIPROVEMENTS 

There is a problem with the current coding of source of 
admission. This code tries, in one digit, to combine the 
booked/ emergency distinction while also identifying the 
categories of each and separately coding transfers. While very 
efficient thi s has now led to some probl ems. Hosp itals have 
individually identified new categories of admission which are 
important to them and implemented these in t~eir patient 
administration systems. Re-admisSion of an RTA case would be one 
example; re-admissions following trauma in general also being 
of interest. There is no code to recognise the referral of 
fracture cases to day-wards for surgery . The category of 
transfer does not indicate whether this was an emergency transfer 
nor does i t indicate the transfer to and return from tertiary 
centres. The discharge status of the patient could also 
highlight i f a patient i s to return to a review c linic. 

The Group recommends that the Source of Admission and Discharge 
Codes be examined to improve the detail of information. 

MUch debate on hospital a ctivity is in the context of specialty 
since this is the framework within which c linicians are trained, 
budgets are set, and teams are managed . Hospital s provide 
monthly returns of outpatient and inpatient activity a nalysed by 
specialty. Specialty is not currently captured by HIPE. 
Matching detailed activi ty data to specialty is only possible 
using the specialty of the clinician as a proxy which is inexact 
or by a manual assignment of each discharge diagnosis to a 
specialty which is impractical as a standard procedure. 

The Group recommends that an appropriate method of capturing 
specialty be designed taking account of the existing variety of 
hospital practice . 

HIPE has already an indicator for day-cases. Given the 
volume of day cases in some hospitals, special procedures 
be desirable to capture these cases more effiCiently. 
should be f urther investigated. 

great 
wou ld 

This 

The day case indicator alone is not sufficient to reflect the 
full range of ward types currently in use. This i ndicator should 
be replaced by a ward-type indicator which would allow for S-day 
and other units. Such an indicator would highlight other stay 
related difficulties-. For example, HIPE does not recognise days 
spent away from the hospital in calculating the length of stay , 
whether these be days in another hospital or at home. Likewise 
HIPE does not recognise internal transfers between hospital 
departments except by recording the clinicians consulted . 

The Group reco"''''ends that the day case indicator be replaced by 
a more appropriate indicator and that the issues surrounding 
length of stay be examined so that the data meet the needs of 
management for analysing patterns treatment . 
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Medical audit or review will be routine practice in fut ure years. 
It is difficult to predict what mature p ractice will be in either 
the medical or surgical specialties. The data required for 
computerised support o f medical audit inc ludes most of the HIPE 
data set. Since the use of HI PE data in this immediate way by 
clinicians is probably the bes t quality control of HIPE data that 
could be designed, it is crucial that HI PE be us ed in this way. 
In many small hospitals RIPE may be the only s ource of such 
infonnation . 

The Group recommends that the requirements of medical audit be 
examined to identify how RIPE can best be used in its support and 
to ensure that RIPB data is available to dedicated audit 
software. 

The HIPE data set currently holds in-patient and day case 
activity. The importance of hospital outpatient workloads 
demands the inclusion of detailed data on this area within RIPE 
or a related system. 

This type of activity differs significantly from the in -patient 
stays and the arguments for sampling or for different approaches 
to standard coding should be considered. While in many cases the 
significant seconda ry diagnose s and procedures are fewer, the 
overwhelming feature is volume - the numbers preclude the use of 
current coding. 

An appropriate system should be designed to capture outpatient 
activity in sufficient detail to complement that of the inpatient 
HIPE set. 

Other additional information could be justified for 
administrative or epidemiological purposes. In the former case, 
the inclusion of high cost radiological procedures could be 
recommended; in the latter the morphological coding of cancers 
could be introduced. In both these cases the codes are already 
available under ICD-9-CM. 

The interactive validation of data as it is entered allows many 
new developments to the data set without making the typical entry 
over - complex. The program can recognise special cases for which 
extra information is required: 

-

-

the inclusion of other coding axes may be appropriate 
for s ome patients. e. g . the morphology codes for 
cancer patie nts; 
for rehab ilitation units the use of the International 
Class ification of Impairment, Disability, and Handicap 
may be appropriate. 
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While in general all fields o n HIPE should be standard , within 
that structure some could be designed for transient use . Use of 
the mic r o - system would allow ad hoc s urveying of c lasses of 
pat ients or activit ies . It could, for example, collect 
information on mobility or ac commodation for patients over 
seventy - five years age . 

This temporary captu re of additional data would be an appropriate 
method of piloting proposed additions t o the standard data s et . 
It might also be appropriate for the collection of sample 
statistics on outcomes for conditions where these woul d normally 
be recorde d on the chart . 

5.5 SMALL AREA CODING 

The area of residence is coded to the level of Dublin postal 
district, to county level, and to EC country level. It is clear 
that thi s level of area coding is mainly o f adminis t rative value. 
Small area coding, even to DED level , woul d have significant 
epidemiological value but it s implementation would be difficult 
s ince many patients would be unaware of their electoral district. 

The EHB have done cons iderable work in adding DED to Birth 
Notification and Coromunity Index files. 

The Group recommends that the feasibility of small area coding 
should be assessed with a vi ew to introducing it as soon as is 
practicable . 

5.6 Quality Measures. 

Jour nal referenc es to the quality of HI PE or its UK equiv~lent 
are s urprisingly few. It is notable that adverse cr iticisms of 
Hospital Activity Data from publications almost a decade old are 
still quoted . There is a need f or regular publish ed measur e s of 
quali t y which will pu t any such c r itici sm in a curren t context. 

The micro-syst~~ contains an a r ray of logical checks which are 
applied to the data and to which coders respond when entering 
c linical codes. While s uch checks cannot ens ure accuracy they 
s creen out a large proportion of error. This dialogue between 
the coder and the system i s logged and is used by the ESRI in 
moni t or ing the coding process in general and t he work of new 
coders in particular . The f lexibili ty and scope of the logic 
checks is cu rrently being increased . 

The continuous a udi t o f the national database, which includes 
sampling of charts by ESRI staff when visiting hospi tal s , 
complements the ESRI training programme. 

The group recommend that the ESRI audit programme should al low 
for routine publication of the results of their audi t and that 
software be developed to support this function . 
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CHAPTER SIX 

NATIONAL AND HOSPITAL HIPE REPORTS 

6.1 INTRODUCTION 

The concept of a database separates the storage of data from its 
presentation. If the appropriate information is in the database 
new reports can be designed to meet changing requirements. In 
the previous chapter we considered t he database, we now consider 
the extraction of reports. 

A consequence of the limited use of HIPE in hospitals is that the 
normal feedback of queries and requests for change has been 
curtailed. The definition of standard reports and system outputs 
should rely on previous experience. Any new provision will need 
regular review and upgrading in the light of experience. 

By definition HIPE is a national data set from which are drawn 
standard national reports and statistics. In revitalising the 
scheme, however , the local u se and availability of data may be 
more important. Just as in the past the operational delays and 
reduc ed coverage acted negatively, i n the f uture ready access to 
recent and full activity data wil l ensure that its captu re 

, 
cont ~nues. 

There are several critical factors in the provision of good 
information, the first being data which is recent, accurate, and 
complete. Given good data in an accessible format the result 
still depends on staff and software . There is a need for staff 
who are familiar with the data and the programs. Ideally, this 
person should have coding experience and in most hospitals the 
production of reports will be done by the coder. To meet 
requests this person needs appropriate software, both to extract 
cases and to present information . 

In the fol lowing sections we propose a new annual report, 
e lectronic publishing and a quarterly operational report. 
Locally we propose the provision of standard analyses, including 
the annual tables, more flexible e nd-user tools , standard 
activity measures, and support for medical audit. 

6.2 EXISTING ANNUAL REPORTS 

Annual reports were produced for each year as soon as the 
for that year was judged to be as complete as possible. 
following is the range of reports received by hospitals 
year: 

(1 ) Diagnostic and Surgical Summaries 

data 
The 

each 

Summary l istings of all 
procedures in code number 

diagnoses 
order with 

and surgical 
the number of 

-
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occurrences 
total number 
and the mean 

as principal diagnosis / pro cedure , 
of occurrences, the number of bed 
stay. 

(2 ) Diagnostic and Surgical Indices 

Complete listings of all 
diagnostic/surgical c ode. 

(3 ) Tables 

a . Frequency distribution 

cases grouped 

the 
days 

• 1n 

b . Ge ographical distribution of cases showing county 
of residence, no. of cases and bed days by 
diagnostic categories (WHO l ist ) 

Notes: 

c. Analysis by age, sex and diagnostic categor ies (List 
A+C ) 

d. Analysis by a ge , sex and surgical categories (List 
S+P) 

e. Paediatric analysis simi l ar to c & d 

WHO list contains 18 categories of diagnoses 
List A contains 57 categories of diagnoses 
List C contains over 900 categori es of diagnos e s 
Li st S c ontains 12 0 categories of s urgical procedures 
List P contains over 900 categories of surgical procedures 

Unfortunately the delays in submitting data and in the correction 
cycle resulted in reports being produced about eighteen months 
after the year of discharge. This severely discouraged the data 
suppliers. No composite nati onal report of the scheme is 
published which would give an overview of hospital activity fo r 
the year as revealed i n t he HIPE returns. 

The Group recommends that such an annual report be published 
within the year following the data year. 

6.3 A New National Report 

The contract with the ESRI for managing the national HI PE data 
base incorporates a commitment to the production o f an annual 
report in collaboration with the Health Policy Res earch Centre. 
The proposed outline of this report has been made available to 
us fo r comment in the context of our ter.ms of reference which 
require us to advise on the format of reports . 

• 

-
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The proposals which have been put before us are s et out below. 

1. The report wi ll present facts and trends in acute hospital 
activity over the calender covered, together with 
time series information for specif ic areas; 

2. The information will be presented in a concise and clear way 
in an easily readable format; 

3 . Where appropriat e, information presented in tabular form 
wi ll also be supported with graphical representat ions; 

4. The report will be structured to ensure accessibility by both 
the gene ral and the specialist reader; 

5. It is expected that a wide range of reports will be presented 
on all the information areas covered by the RIPE. While the 
following is not intended to be a comprehensive listing, the 
examples p resented here are intended to illustrate the type 
of analyses which it is intended to include in the report: 

a. f or each year within the preceding five year period, and 
for each hos pi tal type and health board area: analyses o f 
number and distribution of hospital discharges, number and 
distribution of bed-days produced, and mean length o f 
stay; 

b. top so diagnoses for al l hospitals and for each hospital 
type and health board area; 

c. for each of t he high ranking diagnoses, estimate 
discharge rate, age distr.ibution, length of stay 
distribution, tota l bed-days and distribution of source of 
admission and discharge status; 

d. top so procedures for all hospitals and f or each 
hospital type and health board areaj 

e. for each of the high ranking procedures, estimate 
discharge rate, age distribution, lengt h of stay 
distribution, total bed-days and distribution of source of 
admission and discharge status; 

f. top 50 case mix groups for all hospitals and for each 
hospital type and health board areai 

g. for each of the high ranking case mix groups, estimate 
discharge rate, age distribution, length o f stay 
distribution , total bed-days and distribution of source of 
admission and discharge status i 

h. distribution, by area of residence, diagnoses and 
procedure for patients outside the Eastern Health Board 
area treated in Dublin hospitals; 
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i. distribution of di scharges by mean length of stay 
categories of 1 day, - <3 days a nd >3 days, together with 
high ranking diagnoses and procedures performed; 

j . summary statistics for each hos pital type and health 
board area covering mean number of primary and s econdary 
diagnoses coded per record, proportio n of records with a 
p r ocedu re c ode; mean number of procedures coded per record; 
mean length o f stay between date o f admission and firs t 
p r ocedure performed. 

We recommend that the annual report should contain an up-date of 
developments in RIPE in addition to the analysi s of the data 
base. 

6.4 ELECTRONIC PUBLISHING 

I t is now standard practice to publish national statistical data 
on magnetic media. It is f easible to supply a more detailed 
analysis of the data in computerised form than in a printed 
publicat ion. Such data is more accessible to information workers 
and wil l increase the value of the data and the overall interest 
. HIP~ ~n _ .I:!O • 

The Group recommends that an appropriate summary database or a 
set of tables based on the annual report be published annually 
on computer disc, in conjunction with it . 

6 . 5 OPERATIONAL REVIEWS 

In the previous chapter we stressed the need for clear audit 
measures a s an assurance of data quality . This audit programme 
would have local a nd nationa l aspects but a feature should be the 
p l a nned review of di f ferent areas of coding. If f or each quarter 
there was a fo cus on a specific specialty, diseas e group or 
procedure type this would help t he ESRI include additional 
val idation appropriate to the Irish experience. 

The ESRI also monitor the flow of data from the hospitals, coding 
backlogs and cover age. Under existing arrangements there is 
li ttle feedback to hospitals on the overall pic ture. Hospitals 
a r e unaware o f the overall state of the scheme and are unaware 
of the ad hoc usage of it. 

The Group recommends that a brief operat ional 
circulated regularly to hospitals outlining the level 
and the results of audit . 

report be 
of returns 
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6.6 AD HOC REPORTS AND DATA BXTRACTS 

The ESRI has continued t o provide support to research workers and 
hospitals in the selection and analysis of data for ad hoc 
purposes. This facility is not widely known and many users are 
ignorant of both this opportunity and of the formal access 
procedures and controls. 

The Group recommends that 
be publicised in the 
appropriate use of RIPE. 

the routine procedures f o r 
Irish research journals 

6.7 EXISTING LOCAL REPORTS 

such acceSB 
to ensure 

The current reports on the micro-system fall into four main 
categories: 
- operat ional reports to support the capture of HIPE data; 
- supervisory reports for monitoring the capture of data; 

list s of cases matching entered criteria; 
- length of stay analyses. 

The first two categories are there to assist medical records 
departments in managing t he capture of HIPE data: the last two 
are designed to encourage the use of data locally. 

The operational reports include end of day lists of all cases 
coded or changed, month by month totals of all admissions and 
discharges, and lists of un -coded cases. There is an outstanding 
charts li s t which can be circulated to consultants to request the 
return of -charts. 

The supervisory reports include analyses by consultant of the 
average time passing between discharge and coding. This gives 
measures for monitoring the flow of charts and when run for 
successive periods it allows improvements in chart returns to be 
quantified. Used with the overall file analyses, coding progress 
and the e limination of backlogs can be measured. 

The lists of cases matching entered criteria are all of a similar 
simple format . Run for a given diSCharge period, they can 
identi fy cases for a specific cons ultant, diagnosis, or 
procedure. They are typically used to se lect cases for chart 
review by a clinician. These lists make redundant the printed 
clinical indices previously distributed as annual reports: 
moreover the data is available as soon as the hospital has coded 
and keyed it. 

There are two length of stay analyses one analyses the 
discharges for a specified period by t he consultant; the other 
provides an identical analysis by patient area of residence. 
Besides the average length of in-patient stay, the analyses give 
totals of day cases, in-patient stays, and bed days. 
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6.6 ENHANCING LOCAL REPORTS 

Local reports can be enhanced by improving the eas e of se lection 
o f data and by extending the range of standard reports. There 
a r e two clear local applications for HI PE data where standard 
report s would be of advantage. These are in relation to standard 
measures of activi ty and to medical audit . 

While the traditional standard measures of activity have to s ome 
extent been s uperseded by the interest in more sophisticated 
measure s there is still a need for broader measures which are 
readily g rasped by all. Two such measures are to found in the 
NHS Health Service Indicators [HSIs): 

the pe rcentage o f patients of 75 years or o lder; 
the percentage by specialty of emergency admissions. 

Other standard measures can be made locally availabl e withou t. the 
maintenance of additional statistics, for example the NHS 
national tracer conditions, these are listed in Appendix Three. 
It is as yet unclear what measures and methods wil l become 
standard in the Irish health service . 

The Group recommends that a profile of standard measures of 
activity be available within the context of the annual report and 
locally on the micro-system programs. 

The demand for information to support medical audit is growing 
rapidly . Audit is to be an integral part of the wo r kload of 
clinicians under the Common Contract and standard systems need 
to be deve loped to support it . There is little mature practice 
on wh ich to base information systems. The cleares t need is f or: 

flexible selection of records, t o be used to pull charts 
f or review; and 

standard analyses and activity measures. 

There are already in existence application packages designed to 
support particular f orms of audi t. These systems also hold codes 
for diagnoses and procedures. It is important to avoid 
duplication o f clinical coding and the HIPB coded data should be 
passed t o s uch systems where possible. 

The Group recommends that the HIPE data Bet be examined to assess 
how best it can be employed to support medical audit and develop 
appropriate outputs. 

If t he information contained in the HIPB scheme at hospital leve l 
is to be used it must be availabl e to staff in familiar standard 
formats. For example, the provision of s o ftware on the micro
system to produce annual tables specific to each hospital from 
its data base, would enable hospitals to take full advantage of 
early data capture . 
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The Group recommends that the micro-system programs be developed 
to extract locally an appropriate subset of the annual tables for 
each hospital. 

There is an increasing d e mand f or cas e mix analysis. The HI PE 
data i s groupable and software is avai l able which c an produce an 
analysis of a hosp i tal's casemix. 

The Group recommends that, where hospitals are using these 
techniques, the grouping facility should be available within t h e 
local RIPE software to produce analyses of casemix . 

-. 
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CHAPTER S&yE!! 

HOSPITAL BASED PROCEDURES FOR COLLECTING HIPB DATA 

7.1 Introduction 

We have identified the failure o f hospi~als to capture all their 
discharges as the key p r oblem with the HI PE scheme. In Chapter 
Two we analysed thi s problem under t hree headings: accuracy; 
comprehensiveness and timeliness. In this chapter we identify 
appropriate hospital based procedures for the collection of HIPE 
data which should improve the flow of data from the consultant 
to the coder. 

Wnere these procedures are fo llowed, the data set's performance 
on all three quality criteria will be better assured. These 
procedures can be readi ly applied in all hospitals. They are the 
critical steps in the collection of HIPE data and take into 
account problems identified in the survey o f participating 
hospitals. 

Step 1: 

Step 2: 

Step 3, 

Step 4: 

Prompt preparation of the clinical summary on the 
patient file by the responsible clinician; 

Direct routing of the chart to the coder for 
extraction and coding of HIPE data; 

Routine aUditing of the data. 

Monthly export o f completed cases to the ESRI and 
work review. 

Thes e steps must be regularly reviewed and updated to take 
account of technical developments and experience in operating the 
system over time. 

STEP 1, CLINICAL SUMMARIBS 

The most common barrier to the extraction of data by coders 
identified in the HIPE survey was the lack of a properly 
completed clinical summary on the patient file when it arrived 
fo r coding. Over 50 per cent of summaries do not explicitly 
specify a principal diagnosis . In only 31 per cent of cases was 
the clinical summary the main source of Clinical information for 
coders. This confirms the experience of the HIPE Unit. In 55 
per cent o f cases the data are extracted from a GP discharge 
letter which i s not designed for this purpose and will frequently 
contain ins uf fic ient information. 

The Group recommends that a standardised clinical s mmnary form 
be prepared by the Department and the ESRI RIPB Unit a nd supplied 
to hospital s as a model. 
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The form s hould set out the data required from consultants to 
enable coders to complete the HI PE entry. Where hospitals 
already have a standardised form in use it shou ld be reviewed to 
ensure that i t provides for the collection of the data required 
for the completion o f the HIPE record and adapted accordi ngly. 
Thi s form should clea r ly distinguish the final diagnos is from the 
patient's chief complaint and the investigation undertakenand 
should record procedures separately . 

. 
The clinical discharge summary should be completed as soon as 
possible after discharge. Where pathology or other tests are 
likely t o affect the principal diagnosis i t is necessary to await 
them before coding. The clinical summa.zy should be completed 
promptly by the di scharging clinician and reviewed by the 
consultant:. 

The practice of completing accurate clinical summaries as well 
as an awareness of the importance of HI PE mus t be fostered duri ng 
medical training. The complet ion of sununaries should be as 
standard as the taking of histories on admission . There is a 
recurring problem of junior doctors leaving backlogs of charts 
when contracts end in June and December. 

The Group recommends that medical schools should make students 
aware of the importance o f the aIPE scheme both in their own 
clinical practice and to t be effective management of the hospital 
service as a whole. 

STEP 2 : EXTRACTION AND CODING OF DATA 

It is essential to the timely production of data that the 
clinical summary and patient fi le are transmitted to the HI PE 
coder for data extract ion and coding as soon as possible after 
the patient is discharged. The recent HI PE survey indicates that 
approximately 80 per cent o f patient files reach the coder within 
four weeks. It is three months before this figure reaches more 
than 90 per cent. 

The Group recommends that 
clinical smnmary, should be 
weeks of discharge. 

the patient file, with completed 
available to the coder within two 

The advantages to the consultant and others of a speedy 
completion of the clinical summary are several. In particular, 
it will assist in ensuring that GPs receive early notice of 
discharge of thei r patients and ensure that t he chart is 
available for the out- patient clinics. 

Queries will arise from time to time in relation to individual 
patient records which will delay coding. It is essential that 
a procedure exi s ts within each hospital which will allow coders 
access to clinical advice so that such problems can be quickly 
resolved. 
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The consistent application of the HI PE coding system (ICD-9- CM) 
to the hospital data is fundamental to the quality of the data 
set. The code is of necess ity complex in design and coders 
require effec tive training and uninterrupted coding experience 
if a satisfactory leve l of individual accuracy is t o be achi eved. 
A detailed description of ICD - 9-CM and of coding practice is 
given in Appendix Two. 

The Group strongly recommends that coding of aIPE data should be 
carried out by professional full time staff of an appropriate 
seniority. 

At present, coding posts are frequently fi lled by junior staff 
who are anxious to be promoted or who will be taken o ff coding 
to make up temporary staff shortages elsewhere . The HIPE survey 
of hospitals indicated t hat over 60 per cent of c oders are either 
working part - time or only occasionally on HIPE. These conditions 
result in low job satisfact i on and a high turnover o f coders. 
The Group recommends that a review of the staffing structure of 
RIPE coding function in hospitals be undertaken by the 
Department. Hospi tal management must also r ecognise the 
importance of dedicating staff t o this work. 

It is es t ima t ed t ha t an experienced coder can code about 10,000 
records a year. This figure is based on practical experience in 
hospital s where there were no distorting factors and the scheme 
was cons idered to be operating efficiently. Staffing levels in 
hospitals should reflect this rate. In hospitals where the 
number of records t o be coded is too few t o warrant the 
appointment of a full-time coder, consideration s hould be given 
to a joint appointment bet ween two o r more hospitals. 

Structured training for coders is essential. It is recognised 
that the current t u rnover o f staff presents a particular problem 
in maintaining a pool of well - trained staff in hospi tals . The 
current ESRI training programme involves: 

(Al Training courses are routinely available in March, June , 
October and December. The training programme involves a 
number of modules as follows: 

( i ) a two-day initial training course 

(ii ) a two-day int ermediate course 

(i ii ) a one-day follow-up workshop. 

{B} At any stage visits to hospitals for ongoing training may 
take place either on request or where data audi t procedures 
indicate a need. 

Any of the training cou rses at (A) above may from time to time 
be based in hospitals. 

-
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The Group recommends that the availability of a formal training 
programme be widely publicised by tbe BSRI RIPE uni t . The Unit 
should review the programme regularly and routinely supplement 
it by follow-up support training in hospitals . 

STEP 3 : Routine auditing o f the data. 

Sensitive. local usage is probably the 
improving quality and feedback from users 
recorded in the system log. 

critical 
should be 

factor in 
adequately 

There is still a need for routine audi t procedures. In the United 
States , the coding o f activity data is integrated into the post
discharge quality assurance review of the chart. Some Irish 
hosp itals have medical records committees which review selected 
charts. Medical audit will greatly increase this type of 
inspection and it is appropriate that the quality of HI PE data 
be reviewed as part of such an overall process. This review 
would complement the monitoring of data quality by the ESRI. 

The Group recommends that hospital clinicians inc lude an audit 
of the coded RIPE data within a regular review o f a sample of 
charts. 

Quality is measurable. In addition to monitoring the proportions 
of cases coded within one month and three months, hospitals can 
log the volume of queries being raised by ESRI and the numbers 
of charts returned to clinicians for c larification . The chart 
reviewers can group HI PE problems by diagnosing , summarising, and 
coding categories. 

The Group recommends that standard measures be developed for 
local use which, with minimum effort , will enable the hospital 
to assure users of data quality. 

STEP 4: Monthly export of cases to the ESRI and work review . 

The target should be that the national database would hold 
complete activity data for any quarter by the end of the 
following quarter so that the data for any year is complete by 
the following April. This is achievable and the benefits are 
obvious. 

If the ESRI is to maintain a quarterly database it is necessary 
for the hospitals to export their data on a monthly basis. This 
is to allow time for a correction cycle and for the tracing and 
coding of exceptional cases. Moreover discharges for a given 
month must be exported in the following month to avoid backlogs 
in hospitals and to give an even flow o f work through the system. 

-
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The export of data is a key event as it is the point a t whi ch the 
hospital endorses the data for use nationally. Hospitals should 
use this monthly task as an occasion on which to ensure that 
correction work is up-to -date, to review the flow of work , deal 
with problem cases, and confirm that the system controls are i n 
order. 

The Group recommends that hospitals use the monthly export as a 
·prompt to sustain active supervision and management of the 
system. 

Hospitals have been request ed to assign a responsible membe r of 
staff to act as HIPE manager and thi s manager is expected t o s ign 
the reports passed to the ESRI. 

The persistence o f backlogs and incomplete coverage have been a 
feature o f the HIPE scheme. The control reports associated with 
the export function and analyses of discharge -to - coding times 
provide ongoing measures which can be used by hospital 
management. 

The Group recommends that the RIPE manager pass a progress report 
on HIPE each month to the hospital administrator . 
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CHAPTER EIGHT 

MANAGEMENT STRUCTuRE OF THE aIPE SYSTEM 

8.1 Introduction 

Management res pons ibility for HIPE is current l y diffus e at all 
levels , but most noticeably in hospi t als where freque ntly no 
membe r of the management team has been allotted t hi s r ole . Lines 
of communication are unclear. Thi s is slowing down the 
resolution of day t o day problems and delaying the fl ow of data. 
It is also evident to us that a more effecti ve management 
structure is e ssential i f the improvements we are proposing in 
thi s report are to be carried through. 

A c learly defined management structure must be established, from 
Department of Heal th level through to hospital level, which 
identifies the r o le and respons i bilities of each level o f 
management. / 

8.2 Role of the Department of Health 

The Department retains responsibility for determining poli cy in 
regard t o t he operation and development of the HIPE system. It 
is import ant that a clear policy on each of these issues exists 
and is known to every one involved with HI PE. It is recognised 
that in s e tting up this Group, the Department has t aken the first 
step towards achi eving this aim. However , the policies which 
e~erge from this review must be kept under review on a regular 
basis and their implementation monitored. 

On a day to day basis the Department is responsib le for: 

- ensu ring participation by hospitals in the system; 

following up hospitals which have stopped making returns; 

- the design, implementation and ma intenance of the micro
sys t em which is used by hospitals for data collection; and 

- approving new uses for t he data. 

It is particularly important that the Department s upplies 
adequate technical assistance to hospital s to enable probl ems 
with the micro- system to be resolved quickly and to facilitate 
the development of new report software from the system so that 
specific requests from users for data can be met. 
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We note tha t a medical o fficer o f the Department has be en 
appointed to oversee the s cheme and to advi se the ESRI HIPE Unit 
on the medical and confidentiality aspec ts of HI PE . It is 
important that the Department continu es thi s practice. 

The Group recommends that a aIPE Unit be e stablisbed in the 
Department of Health. The Uni t should be headed up by a manager 
who can be identified by all those involved in the system as the 
person to contact when problems arise . The manager must be 
supported by the necessary technical staff . 

The Standing Committee on Hospital Statis tics, which we have 
recommended should be established, should also act as a users 
committee for the HIPE sch eme . I t is clearly important that 
users have the means to make a real input into the development 
of HI PE policy at nat ional a s wel l as at hospital l evel. 

8.3 Management at Hospital Level 

The Group has identified a particular problem in the lack of a 
clearly defined management structure at hos pital leve l. Not only 
does the absence o f an individual to take responsibi l ity make the 
resolution of problems more d i fficult, but the absence of s omeone 
senior with an interest in the system means that in general it 
get s a low priority in most hospi t a ls. 

The Group recommends t hat a senior administrator be given the 
role of HIPE manager in each hospital. This manager would be 
responsible for ensur ing the regular supply of data to the ESRI 
RIPE Unit and would act as a contact with the Department. 
Speci fical ly the role of this manager would be: 

to oversee t he col l ection and integrity of the data; 

to ensure that regular a uditing o f the data is carried out; 

to liaise with consultant s and o t her managers on all aspects 
o f RIPE includi ng feedback from users on their requirements 
for data report s from the hospital micro- s ystem; 

to ove r see the implementation of changes to the sys tem 
proposed by the Department; 

t o act as a link per son with the Department, especially in 
providing regular feedback on the operational performance 
of the HIPE system in thei r hospitali and 

to be respons ible for data confidentiality at hospital 
level. 

Regular seminars should be held for these managers to up -date 
them on national developments in HIPE. These might usefully be 
held when t he annual national report is being published. 

-
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8.4 Management Role of the ESRI 

The role of the ESRI in HIPE 
cent ral data base under the 
Specifically this involves: 

. " 19 to rna1ntaln 
direction of 

and 
the 

- c o llecting and processing the data centrally; 

deve lop the 
Department. 

- ens uring data quality through routine auditing; 

- training of c oders and supplying r outine assistance in 
relation to coding issues or problems; 

compiling national reports; and 

processing routine reques ts for data. 

To fulfil these responsibilities the ESRI has to be in routine 
contact with hospitals . This affords it an opportunity to 
identify potential problems early on and to notify the Department 
accordingly. The Department should nevertheless also maintain 
rou tine contact with hospitals. 

The Group notes that a Steering Group, representative of the 
Department and the ESRI, meets r outinely to review the operation 
of the central data base and to resolve problems. These 
arrangements seem to be working satisfactorily . 

• 
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CHAPTER NINE 

CONFIDENTIALITY 

9.1 Introduction 

A key concern of both users and compilers of health care data 
relating to the patient population is that the procedures 
associated with collecting, processing and analysing the 
infonnation maintain the strictest controls over confidentiality. 
The Group has examined this area of the HIPE operation carefully 
in view of its importance. 

9.2 Definition of Personal Data 

The Council of Europe Recommendat ion No. R (83) 10 "Protection 
of Personal Data used for Scientific Research and Statistics tI and 
the draft E.C. Directive concerning the protectio n of indivi duals 
in relation to the processing of personal data both define 
ttpersonal data" as:-

"any information relating to an identified or 
individual . An individual should not be 
"identifiable" if the identification requires an 
amount of time, cost and manpower". 

identifiable 
regarded as 
unreasonable 

Set against this distinction, it is clear that the data held in 
the HIPE data base should not be regarded as "personal data It. 
It would take some considerable effort to trace individual cases 
back from the central data base to the hospital record. 

This interpretation removes the HIPE system from the legal 
provisions of the Data Protection Act in relation to computerised 
data held by third parties. However, the Group believes that 
every reasonable effort must nevertheless be taken to maintain 
the confidentiality of HI PE data. 

9.3 Per sonal Data 

It must be noted that the HIPE system is not intended as a 
medical record of individual patients; it is a statistical data 
set aimed at providing national and regional morbidity profi l es 
for epidemiological and medical research purposes and profiles 
of hospital activity for management purposes. 

-
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It is important that the collection of data which might identify 
an individual patient is kept to the minimum necessary for the 
functioning of the scheme. With this in mind, the present system 
collects only one identifying i tem the patient's hospital 
record n~~er, which is not routinely released. It is only given 
out with the written approval of the consultant who supplied the 
original data. (There is also a code number of each consultant 
in participating hospi tals , but this is u sed only for reference 
purpos es and again is not routinely released ) . 

To remind users of the limitation of HIPE data and its intended 
u ses the Group recommends that where patients' record numbers are 
being released, with the written consent of the doctor , the data 
should be accompanied by a statement that this is aggregated data 
intended for research and management uses. The statement should 
emphasise that no individual entry should be regarded as the 
medical record of an individual patient. 

9.4 Personal Detail of aIPE Records 

A key area of concern in ensuring confidentiality of HIPE data 
is the level of personal identifying detail collected in respect 
of each recorded case. In considering this matter, the Group 
believes that the legitimate needs of HI PE users must be 
carefully balanced with the right to privacy of individual 
patients. This need for balance is recognised in all o f the 
literature on the subject. 

The HIPE form (appendix one ) used to collect HIPE data has only 
one piece of identifying information, that of t he patient' s 
hospital record number. As noted earlier, this is not released 
without the written consent of the appropriate consultant. The 
Group considers that a separate reco rd number in respect of each 
case will continue to be needed. The number is required to trace 
groups of cases with a particular diagnosis, back to medical 
files for research, clinical support and educational purposes. 

The Group notes that the number is not required for management 
or planning purposes, but an identification number is required 
by the ESRI HIPE Unit so that hospital entries which the Unit 
wishes to check can be followed up as part of the normal data 
audit process. 

The Gr oup is satisfied that the data coll e cted on the existing 
HIPE form helps to maintain confidentiality of individuals and 
that the level of personal identifying detail is kept to a 
minimum. Again it would emphasise that a balance between must 
be drawn between the right of privacy and the legitimate needs 
of HIPE users. 
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9.5 Procedures for Protecting Confidentiality 

In achieving this balance between the needs of patients and users 
the Group is also concerned that sufficient account be taken of 
the need for data to be accessible to l egitimate users. The 
availability of these data benefits patients in g ene ral by aiding 
medical r ese arch and facilitating the improvement of hospital 
services through more eff ic ient hospital management. I f the 
procedures for confidentiality are such t hat legitimate users 
experience inordinate difficulty in accessing data, the system 
will be under- utilised and an impo rtant source of resea rch and 
management informat i on will be lacking. The Group believes that 
t his consideration mu s t be borne in mind when reviewing the 
procedures for prot ect ing the confidentiality of HIPE data. 

It is u s e fu l to di s tinguish be t ween the operation of HI PE at: 

(a) central level, and 
(b) hospital l evel. 

The latter invol ves the more sensitive issue of the 
hospital-based micro systems located in the medical records 
department of participating hospitals where there may be a link 
to PAS . 

(a ) Central HIPE Data Base 

At central level no information which would identify an 
individual hospital's o r consultant's workload is released to a 
third party without the prior approval of the hospital or 
consultant. Patient hospital numbers are never given out without 
this prior approval . The Group is satisfied that in these 
circumstances there is clearly no way of i dentifying a patient's 
name at central l evel and that a degree of effort would be 
required to trace a patient case back to the hospital of origin, 
if the number was accessed . 

The Group notes also that acce s s to the ESRI HI PE computer is 
prot ected by a u ser password and it is not possible to access the 
syst em by direct dialling into the ESRI. 

rb ) Hospi t a l Based Sys t em 

In general, security of the HIPE system at hospital level is part 
of the wider issue of security for confident i ality of data 
maintained by hospitals. The Group believes that the measures 
taken to protect that wider data base should equally be applied 
to HIPE information. 

-
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The location of the HIPE micro - computer in the medical records 
area restricts access to those with authorisat ion to be in that 
a rea and allows the system to avail of the general security 
associated with it. In addition : -

a password is required to enter the HIPE sys tem including the 
report functions. This is availaple to authorised users only, 
and 

special and supervisory f unctions, e.g. deleting cases, 
exporting data within the system can only be accessed by use 
of a further password, which is limited to a I1 need-to-know tt 

basi s . 

As further work is done on the micro-system security will 
continue to have a high priority. The procedures to ensure 
confidentiality in the RIPE system must continu e to be accorded 
a high priority. These procedures must, however, achieve a 
balance between the needs of legitimate users of the system and 
patients' right of privacy. 

The Group has also considered the que s tion of achieving further 
protection of HI PE information through the use of data 
encryption. This would have the advantage of making access to 
data by unauthori sed users much more difficult since a password 
and record ntunbers would be insufficient to gain access to 
information. However , it might not necessarily prevent the 
determined user with a detailed knowledge of the system . It 
could also prove expensive to introduce . Nevertheless, the Group 
sees merit in t he use of data encryption to protect RIPE 
informat ion and recommends that its possible introduction be 
considered carefully. 
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APPENDIX TWO 

ICD- 9 - CM and RIPE Coding Pract ice 

1. INTRODUCTI ON 

Th e cl inical code used in the Hos pital Inpatient Enquiry scheme 
i s compl ex in design and in u s e. The following sections describe 
some of the features of the ICD9-CM code and the work of 
a s signing clinical codes in HIPE. 

Coding is central to any statistical system. The choice of code 
d e fine s the ki nd of informat i on which can be drawn from the 
statistics e.g . coding area by county limits the detail of area 
analyses. The consistent application o f the code is fundamental 
to the quality of the data set and underlies other quality 
i s sues. Much of our difficulty in u s ing statistics and disputes 
on interpretation arise from a poor understanding of the cod ing 
structures and method used . 

As the uniform translation of medical terminol ogy into numeric 
codes, clinical coding is much more complex than the assignment 
of a number to a term . 

I. 
n. 
Ill. 

IV. 
V. 
VI. 
VII. 
VII I . 
I X. 
X. 
XI. 

XII. 

XIII. 

XIV. 
XV . 

XVI. 

XVII . 

E-Code 
V-Code 

ICD·9 CHAPTER HEADINGS 

Infectious and Parasitic Diseases 
Neoplasms 

Endocrine, Nutritional, Metabolic Diseases 
and Immunity Disorders 

Diseases of the Blood & Blood-Forming Organs 
Mental Disorders 
Diseases of the Nervous System and Sense Organs 

Diseases of the Circulatory System 
Diseases o f the Re spiratory System 

Diseases of the Digestive system 
Di s eases of the Genito-ur inary sys t em 
Complicat ions of Pregnancy, Childbirth, and the 
Puerperium 

Dis eases of the Skin and Subcutaneous 
Tissue 
Diseases of the Mu s culoskeletal System and 
Conne ctive Tissue 
Congenital Anomalies 

Certain Conditions Originating in the Perinatal 
Period 

Symptoms, Signs, and Ill - defined 
Conditions 
Injury and Poisoning 

Supplement ary Classifications 

External Causes o f Injury and Poisoning 
Factors I nfl ue ncing Health Status and Contact 
with the Heal th Service 
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2. THE INTERNATIONAL CLASSIFIC~TION OF DISEASES 

The prime purpose of a code is to ensure comparability between 
items of information structured according to the codi ng 
framework. For many decades the International Classification of 
Diseases [leD] has been the essential tool for national and 
interna t ional comparabi lity in public health. It has been the 
basis for the classification, presentation and statistical 
analysis of mortality data for more than 80 years and for 
morbidity data for more than 40 years. It is one of the most 
quoted references in journals on epidemiology. A particular 
strength of lCD is the ability to exchange comparable data 
between countries, comparing one population to another, with data 
sets spanning long periods o f time. 

The World Health Organisation has a statutory mandate to maintain 
the ICD code and the Strengthening of Epidemiological and 
Statistical Services unit organises the periodic revisions. The 
tenth revision is being finalised . 

The ninth revision makes specific recomm.endations bearing on data 
collection and coding . It recommends that the responsible 
medical practitioner or other health care professional select as 
primary diagnosis the main condition treated or investigated 
during the relevant episode of hospital or other care and that 
multiple condition coding be attempted where possible. Diseases 
are to be coded by underlying cause rather than manifestation but 
the manifestation is coded as a secondary diagnosis. 

3.ICD·9·CM 

ICD - 9-CM was adopted by the HI PE scheme in January, 1990. It is 
designed to be more us eful for indexing medical records, medical 
care review , and ambulatory care programmes. In the main it has 
subdivided existing ICD-9 categories s o that there is more 
precision , using more four and five digit codes. 

The ICD-9-CM code classifies diseases, injuries , and 
reasons f or contact with health-care services i there 
separate classification of surgical procedures. 

other 
• 
15 a 

The main body of the code has 17 chapters: ten are assigned to 
the major body systems and seven to specific types of condition 
which affect the body generally. There are supplementary 
classifications for factors influencing health status and contact 
with health service, known as V c odes ; and external causes of 
injury, known as E codes. Among the appendices is a morphology 
of neoplasms code which is not collected in HIPE. Beneath the 
chapter structure there are four further categories of detail -
subchapters for related conditions, 3 -digit codes, 4-digit codes, 
and S-digit codes. 

To match clinical/statistical practice the code uses multiple 
axes of classification. While the main axis is , on the whole, 
anatomical other axes are used, e.g. pneumonia is classified by 
aetiology; leukaemia is classified by morphology. While the use 
o..f fourth and fifth digits reflect increasing specificity as 
subdivisions of three digit categories they are often used to 
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provide other axes of classification . For example, the fourth 
digit may describe the stage of the disease, the sites of the 
disease, or the causes of the disease and the fifth digit may be 
used likewise. This aspect o f the code is evident in the 
appendage, below, which shows two pages from the tabular list on 
the c oding of diabetes. 

All diseases can be coded. Within a t hree digit category the 
four - digit categories generally progress from more spec ific to 
less specific forms of a disease, with the use o f the fourth 
digit .8 to signi fy a specific form of the disease quoted by the 
clinician but not l i s ted in the code [NEe]. The fourth digit .9 
is used to indicate that the form of the disease was not 
specified [NOS]. 

The procedure code has a similar structure to that for diseases. 
There are 16 chapters, fifteen for individual body sys tems and 
a sixteenth for miscellaneous diagnostic and therapeutic 
procedures. The code has two, three, and four digit levels. 

The World Health Organisation publish a classification of 
procedures but it has not the same status as ICD-9. The 
compilers of ICD-9-CM have kept to the WHO classification of 
Procedures in Medicine, [esp. Fascicle V 1975], where possible 
while keeping related procedures on one site within one code. 
The structure is based on anatomy rather than on surgical 
specialty. Non-surgical procedures are segregated from surgical 
procedures. 

The procedure code has some features peculiar to it. The 
alphabetic list indexes eponymous p r ocedures under the persons 
named and under their descriptive terms. This index will also 
indicate where the individual components of a procedure must be 
coded. Likewise the tabular lis t may indicate the need to code 
components or related surgery. 

4.CODING 

The coder looks to the standard clinical SUffiW4ry (or GP letter 
if the summary is not ava i lable) on the chart for the principal 
and secondary diagnoses, the principal and other procedures , 
scanning other parts of the record to confirm the picture of the 
episode. 

The coder abstracts from the summary the main terms and modifying 
terms of: 

the primary and secondary diagnoses 

the principal and other procedures. 

In each case the code r will 
- locate the main terms in the alphabetic index 
- tentatively assign the code 
- check to tabular list to confirm code 
- abstr act additional data if r equir ed. 

-

• 
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The alphabetic index, besides listing many options under each 
main term, also indicates which clinical terms are essential and 
some which are likely but unessential in the clinicians 
statement: the essential terms must all be used for the assigning 
of a specific code. 

The tabular list is the c lassification presented in code number 
sequence whi ch contains many additional directions on the use o f 
codes. These directions are on the scope of each code or group 
of codes - what i s included versus what is excluded and assigned 
elsewhere; they a lso specify the use of cer ta in f ou rth and fifth 
digits . The list may also direct that an additional code is to 
be used to complete the description of the case if the 
information is available. In respons e to these directions the 
coder may need to cons ult other chart documents e.g. the theatre 
note or laboratory results. 

The coder assigns the individual codes but must also review the 
totality of codes and their sequence to ensure that the case is 
properly coded . Manifestations must follow the related 
underlying disease. External cause of injury codes, where used, 
must likewise follow the injury code. 

There are detailed rules on many particular parts of the code . 
Important examples of these would be for the coding of 

manif estations, 
· signs and symptoms, 
· late effects o f disease or inj ury, 
· neoplasms, 

toxic interaction of drugs, 
· diabetes, 

hypertension, 
ischaemic hear t disease, 
HIV associated infections . 

The coder checks the chart to ensure that there 
preceding inpatient episode awaiting coding. 

• 
1S not a 

If unable t o code a case satisfactorily , the coder returns the 
chart to the clinician for f urther information. If in difficulty 
the coder may contact the HIPB unit at the BSRI for assistance. 
A proportion of cases are queried by that unit when the data is 
p r ocessed nationally and the coder re·codes these as necessary. 

5.Training 

The current practice is to give new coders a two day initial 
training course. If poss ible t he coder is also given a period 
of work experience with other coders. This is followed up within 
some months by another one o r two day tutorial. At irregular 
intervals often a year apart the coders attend regional 
workshops. This level o f t raining is s een to be insuf ficient and 
has been curtailed by lack of resources and by the turnover of 
staff coding in hospitals. 
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6.ENCQDII!G 

Encoding is the use of a computer to assign the code based on the 
input of the t extual statement of the diagnosis and an on-screen 
dialogue with the code r. This dialogue raises the questions 
wh ich a trained coder is expec ted to address in the manual coding 
procedure outlined earlier. 

The advice received on encoders is tha t there is a real advantage 
in the cons istency of coding achieved by skilled staff using 
encoders. They do not, however, save time in coding. Neither 
do they r educe the skill leve l required of coders since the 
perusal o f the chart I the use o f terminology I and the use of 
judgement is simi lar in both cases . 

. . 
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NHS Health Service Indicators [BSI] Derived. 

By age groups 0 4 14, 15 - 64 , 65+, and all ages 

NT41 
NT42 
NT43 
NT44 
NT46 
NT47 

Average Lengt h of Stay of Episode s; 
% Emergency Admissions; 
% Day Cases; 
% of Specialty Case loadi 
Pre - operative length of stay (for s urgical cases ) ; 
Post-operat ive length of stay (for surgical cases ) ; 
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