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Introduction 

This document provides a comprehensive glossary of the types of 

clinical coding and data quality audits that are carried out in the 

service currently. It also contains definitions for other terms used 

within the Clinical Coding Audit Methodology document.  

 

Audit Definitions 

External Audit 

In the context of the clinical coding audit methodology, this usually refers to an audit 
commissioned by an organisation or individual external to the NHS acute or mental health 
Trust, e.g. the old Payment by Results audits commissioned by the former Audit 
Commission, National Tariff Payment Systems (NTPS) audit, an audit commissioned by an 
Integrated Care System (ITC) (formerly known as a Clinical Commissioning Group (CCG)). 

External audit professional | ACCA Global definition: 

An external audit is an independent examination of the financial records prepared by an 
organisation. The main objective of an external audit is to verify that the accounting records 
for a company provide a true and accurate picture of the organisation’s finances and that 
statements are prepared in accordance with the set laws and accounting standards. External 
audits also add value by identifying areas where efficiency in the business can be improved 
and where controls and processes may be made more effective. 

An external auditor is an independent, third party, professional who performs an impartial 
review of the financial records of an organisation. They are responsible for examining their 
client’s accounts and financial statements, and preparing impartial reports of the findings, 
including any irregularities. They will typically report to an audit committee, consisting of 
senior management and provide improvement recommendations. 

External audits can also extend beyond financial audits - external auditors also provide 
assurance in other areas of the business or help companies address specific problems in 
areas such as health and safety, IT, and social responsibility. 

Internal Audit 

NHS Internal Audit Standards defines ‘internal audit’ as follows: 

Internal auditing is “an independent, objective assurance and consulting activity designed to add 
value and improve an organisation’s operations. It helps an organisation accomplish its 
objectives by bringing a systematic, disciplined approach to evaluate and improve the 
effectiveness of risk management, control, and governance processes”. 

Internal Audit vs. External Audit: What’s the Difference? | Quantivate 

 
Internal auditors take a holistic view of their organisation’s governance, risk, and control 
systems (in other words, primarily non-financial information), while external auditors are 
either concerned with the accuracy of business accounts and the organisation’s financial 
condition or, in some industries, the organisation’s compliance with laws and regulations. 

https://www.accaglobal.com/vn/en/qualifications/why-acca/competency-framework/job-profiles/audit-and-assurance/external-audit-professional.html
https://www.gov.uk/government/publications/nhs-internal-audit-standards
https://quantivate.com/blog/internal-external-audit-comparison/
https://quantivate.com/blog/internal-external-audit-comparison/
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The internal audit function is preventative and ongoing, providing insights and suggestions to 
management encompassing all governance, risk, and control processes, whereas an 
external financial audit tends to happen annually, or at least once every five years, with a 
scope limited to financial statements. For compliance audits, the scope is determined by the 
regulatory body conducting the audit. 

Internal audit, as part of its role in providing governance assurance, reports directly to senior 
management, the board of directors, the audit committee, and/or other groups within the 
organisation’s own governance boundary. External auditors, as part of a wholly independent 
third party, report to a different audience which may include company members, 
shareholders, investors, customers, or regulators that are not part of the organisation’s 
internal governance structure. 

Internal auditors may come from a variety of professional or academic backgrounds, while 
external auditors are certified accountants (for financial audits) or compliance professionals 
or government employees (for compliance audits). In some cases, potential or existing 
customers may request an audit to verify that an organisation is meeting their requirements. 

For internal auditing, objective and independent assurance is a key principle, so despite the 
fact that internal auditors have a vested interest in their organisation, they should still be 
independent from the activities they audit. 

Local Audit 
In the context of clinical coding audit, this term refers to any audit that is conducted to meet 
local data quality requirements; the scope and targets of the audit are determined by the 
individual NHS acute or mental health Trust. 

National Audit 
In the context of clinical coding audit, this term refers to any audit that is mandatory for all 
NHS acute and mental health Trusts to conduct to meet national performance targets (e.g. 
DSPT), or compliance against national datasets (e.g. the Myocardial Ischaemia MINAP 
(heart attack) audit which uses HES data). 

 

Audit Types 

Automated Audit of Standards 
This would primarily look at sequencing of codes related to specific national coding 
standards, e.g. sequencing of external cause codes in ICD-10, sequencing of Y97-Y98 
radiology codes in OPCS-4. 

Costing 
Costing data provides detailed business intelligence summary on the activity a Trust 
delivers, how much it costs to do this, why it costs that much, and how much income is 
received for that activity.   

Inaccurate coded data results in inaccurate costing data.  
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Data Quality 
Can include EPR documentation audit. For example, assessing if structure notes / 
documents provide enough detail to complete the coding process, particularly if limited 
options for users to select or input extra information.  

Data Security Protection Toolkit (DSPT) Audit 
The DSPT Data Standard 1 which covers both acute and mental health trusts includes 
confirmation that regular data quality reviews of electronic and manual records must be held 
to ensure the information continues to be accurate and adequate for the purposes of 
processing (for which it was collected). This includes the assessment of clinical coding 
based on this audit framework, developed by the Terminology and Classifications Delivery 
Service in consultation with Department of Health and Social Care (DHSC), NHS Digital and 
NHS health informatics professionals. 

The assessment of an organisation’s clinical coding using this audit methodology is a key 
element of the Secondary User Assurance within the framework of the DSPT.  Clinical 
coding audit ensures an organisation’s coded data supports all secondary uses such as 
health care planning, commissioning, and public health improvement. 

A DSPT audit is an internal coding audit performed by all NHS Trusts and is therefore 
considered to meet national audit purposes. 

Effective use of resources 
This type of audit involves using coded clinical data to assess how effective resource usage 
is within a Trust. 

Examples include:  

HVLC: High volumes, low complexity  

BADS: British Association of Day case Surgery – an audit to provide assurance that the 
coded data is reflective of the care received. Activity may (if coded incorrectly or 
documentation is lacking) appear to have been undertaken in a sub-optimal setting. 

This type of audit generally includes benchmarked data and publications from GIRFT etc.  

EPR versus Case note Audit 
This type of audit can be carried out during, and to support transition to EPR. It is essential 
to determine if the EPR contains sufficient information to complete the coding process and to 
ensure that there is no loss in quality and granularity of coded data. 

This type of audit can be beneficial to determine and inform when it is appropriate to change 
the source document for the purpose of coding during a period of transition from paper case 
notes to fully electronic systems and to highlight where engagement is required with EPR 
developers and clinical teams.  

HRG Deep Dive Audit 

Using coding audit to ensure correct HRG grouping or an audit around HRGs not expected 
for a particular specialty.   

Examples include:  

HRG Chapter H in a Medical specialty potentially indicating that the T&O beds are at 
capacity with outlying patients not under the care of an appropriate clinician. 

https://www.dsptoolkit.nhs.uk/Help/big-picture-guides
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Using audit to assess the top 10 loss making HRGs within service line reporting. 

Individual Classification Code Audit 

This type of audit could be undertaken to review assignment of a single ICD-10 or OPCS-4 
code. 

Examples of this being COVID code assignment within category U07 in ICD-10, ventilation 
support code assignment at category E85 in OPCS-4. 

Individual Coder Audit 

Undertaking an audit into the episodes coded by an individual coder(s) for the purpose of 
monitoring their work, assessing their individual training needs, influencing promotion etc. 

Local Policy Audit 
Examining how well clinical coders are following local coding policies that do not contravene 
national clinical coding standards. 

Mortality Influencers and Audit 
The level of signs and symptoms coding [ICD-10 Chapter XVIII codes] is important because 
it has inferences on the quality of care and has an impact on the calculations used to create 
SHMI. High levels of Chapter XVIII codes may imply lower access to senior medical opinion 
and later commencement of appropriate treatment. If Chapter XVIII codes remain as the 
primary diagnosis through the first few episodes of a patient’s pathway, this could be 
indicative of multiple handovers within a short period of time, i.e. during the period of 
diagnostic investigation. Chapter XVIII codes remaining as the primary diagnosis for the first 
two episodes affects the calculation of the SHMI, often in an adverse way. SHMI uses the 
primary diagnosis of the first episode to assign the CCS Group of that admission. If the 
primary diagnosis of the first episode is a Chapter XVIII code, then the primary diagnosis of 
the second episode is used. However, should the diagnosis of the second episode also be a 
Chapter XVIII code, then SHMI will revert back to the first episode’s primary diagnosis. The 
CCS groups that Chapter XVIII codes map to have relatively low mortality rates and, 
therefore, low numbers of expected deaths. If a Trust has a high level of Chapter XVIII 
coding, then it is more likely to have a higher level of deaths with a Chapter XVIII code as the 
primary diagnosis (first and second episode). 

Levels of coding are important for several reasons. Accurate and comprehensive recording 
of co-morbidities will better reflect the state of health of the patients that the trust is treating. 
Lower levels may be due to:  

• this information not being recorded by the clinician in the patient’s notes  

• this information not being recorded clearly enough  

• this information not being recorded fully on the Trust’s PAS  

• healthier patients.  

Levels of co-morbidity are used in both SHMI and HSMR. A relatively high level of co-
morbidity increases the expected number of deaths in these calculations and so has the 
effect of reducing the standardised mortality ratio. 

Comparative levels of co-morbidity are arrived at using the Charlson Co-morbidity Index. 
This Index assigns a weighting to 17 different conditions – the higher the weighting, the 
higher the impact of that co-morbidity on a patient’s risk of dying. 
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Specialty Audit 
Looking at the quality of coded data in a particular specialty, e.g. Orthopaedics, and / or a 
certain area within that specialty, e.g. fracture reduction/fixation procedures. 

 

Other terms 

Activity 

Outpatient, Emergency Department (ED), Admitted Patient Care (APC) which refers to 
inpatients and day cases. 

Audit Commissioner 
The person who has requested and/or pays for the audit. 

Auditor 
The person / persons conducting the audit. 

Hybrid 
Hybrid in the context of the clinical coding audit methodology refers to a system combining 
part paper and part electronic medical / healthcare records. 

SMART Recommendations 

Specific 

The recommendation must be linked to a rate, number, percentage, or frequency. 

Measurable 

You must be able to measure the extent to which a recommendation has been achieved. If 
you’ve successfully created a specific recommendation linked to a rate, number, percentage 
or frequency, this will be easier to measure. 

Achievable  

A recommendation is achievable if, with a reasonable amount of effort and application, it can 
be achieved. 

The ‘A’ in SMART can also refer to Attributable in respect of who the recommendation has 
been assigned to for action. 

Realistic 

The recommended outcome sought must be something that can feasibly be impacted upon. 

Timely 

There needs to be a stated timeframe by which the recommendation should be undertaken. 
If there is no timeframe, the recommendation is not SMART. 

 

 


