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2 Executive Summary  

The NHS Chief Executive‟s report Innovation, Health and Wealth, accelerating adoption and 
diffusion in the NHS (IHW) (December 2011)1 set out plans to support adoption and spread 
of innovation in the NHS. One of the actions identified in IHW aims to drive compliance with 
National Institute for Health and Care Excellence (NICE) Technology Appraisals (TAs) and 
reduce variation by publishing information that relates to levels of compliance with NICE 
TAs. 
 
There are no routinely available data to allow accurate assessment of compliance with NICE 
TAs by NHS organisations, as this would require a review of patient records. This publication 
describes the data currently available and the limitations in using this data to assess 
compliance. 
 
This publication includes an interactive reporting spreadsheet showing data at NHS 
organisation level (the Scorecard), and this report which describes the data used, and raises 
some issues and questions for comment. Users are encouraged to provide feedback to 
enable improvement to future versions of the Innovation Scorecard.  
 
Please note that the interactive reporting spreadsheet should only be viewed in 
conjunction with this report, and the caveats to interpretation should be noted. 
 
The Scorecard brings together data from a number of sources. These include 
 

 Comparisons of expected and observed use based on the report “Use of NICE 
appraised medicines in the NHS in England 2010 and 2011”. 

 Numbers of Defined Daily Doses (DDDs) of NICE appraised medicines used 
predominantly in primary care taken from prescribing data produced by the NHS 
Business Services Authority. 

 Physical quantities of purchases of NICE appraised medicines used predominantly in 
secondary care using data provided by the Commercial Medicines Unit of the 
Department of Health. 

 Physical quantities of certain NICE appraised medicines used predominantly in 
secondary care using data provided by pharmaceutical companies. 

 Information on NICE appraised medical technologies taken from Hospital Episode 
Statistics produced by the Health and Social Care Information Centre. 

 CCG population figures from the Office of National Statistics. 
 
The Innovation Scorecard is intended as an indicative measure in order to stimulate the 
monitoring of NHS compliance with NICE TAs and of assisting the NHS in the identification 
of variation which, through discussion and commentary, can be explained, challenged or 
acted upon. The first Innovation Scorecard was published in January 2013, using data from 
2011. In this second publication, parts 2 and 3 have been updated using data for 2012.  Part 
1 has not been updated as updated information is not yet available. 
 

                                            
1
 http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_131299 

 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_131299
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It is not appropriate to compare the data for 2011 in the first scorecard with that  in this 
second publication, as many factors may be responsible for any apparent variation. These 
include differences in populations served, services provided and clinical practice. 
 
The Innovation Scorecard is constructed to provide information for 2012 but also to be 
applicable to the new NHS landscape.  The Innovation Scorecard recognises that Clinical 
Commissioning Groups (CCGs) have recently been established and that it therefore exposes 
existing variation.   
 

 
This information is released under „experimental‟ status. This is a concept used for statistics 
in certain defined circumstances, largely to develop (with user input) new data sets which 
already have considerable immediate value to users, but are not fully developed and do not 
yet meet the quality standards of National Statistics. It is important that users understand 
that cautions apply to the interpretation of this data. The caveats and limitations which apply 
to the data sets used within the Scorecard are specified in subsequent sections of this 
report. 
 
 

3 Introduction 

In December 2011 the Department of Health (DH) set out plans to support the development, 
adoption and spread of innovation in the NHS. „Innovation, Health and Wealth, accelerating 
adoption and diffusion in the NHS‟ (IHW) is part of the Government‟s Plan for Growth and 
the Life Sciences Strategy. One of the actions identified in the IHW paper aims to drive 
implementation of NICE TAs and reduce variation by publishing information that relates to 
levels of variation and compliance with NICE TAs, locally, as stated: 
 

‘Working with industry, the Department of Health, NICE, the NHS and the Health and 
Social Care Information Centre, we will develop and publish a straightforward 
Innovation Scorecard, designed to track adoption of NICE Technology Appraisals at a 
local level’. 

 
IHW committed the NHS to establish a NICE compliance regime to ensure the rapid and 
consistent implementation of NICE TAs throughout the NHS.  This regime was introduced in 
January 2012, and includes a new requirement set out in the Operating Framework, binding 
the NHS to comply with NICE TAs.  The NHS Planning Guidance published in December 
2012 also states plans to include clauses in the NHS Standard Contract requiring providers 
of NHS services to comply with NICE TAs, and to publish local formularies showing which 
medicines and technologies are being made available locally.  Recognising the need to 
provide support to the NHS to implement NICE TAs, the NICE Implementation Collaborative 
has been established.  This will see industry working alongside the NHS, the Royal Colleges, 
NICE and representative bodies to support the NHS to identify system barriers and identify 
solutions. The NHS is legally obliged to fund and resource medicines and treatments 
recommended by NICE TAs where clinically appropriate.  
 
The NICE TA process assesses the clinical and cost effectiveness of new and existing 
medicines and treatments, and provides guidance on their use by the NHS. The reporting 
period for the Scorecard is the calendar year 2012 for medicines related TAs and financial 
year 2012-13 for medical technology TAs. To the end of June 2012 there were 229 current 
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TAs, covering medicines and medical technologies. This number includes recommended 
and optimised TAs, and excludes those TAs which have been reviewed. 
 
This Scorecard is published by the Health and Social Care Information Centre (HSCIC) on 
behalf of the IHW Board and NHS England. The work was informed by a Task and Finish 
Group with members from: 
the Association of the British Healthcare Industries (ABHI), the Association of the British 
Pharmaceutical industry (ABPI), the Commercial Medicines Unit in DH, DH, NICE,  other 
pharmaceutical industry, and HSCIC. 
 

3.1 Purpose of the Publication 
 
There is no routinely available data to allow accurate assessment of compliance with NICE 
TAs by NHS organisations, as this would require a review of patient records. This report 
describes the data currently available and the limitations in using this data to make any 
assessment of compliance. 
 
The Innovation Scorecard is intended as an indicative measure in order to stimulate the 
monitoring of NHS compliance with NICE TAs, and prompt conversations about variation 
and the reasons for variation in the system.  The Innovation Scorecard has been published 
with the intention of assisting the NHS in the identification of variation, which, through 
discussion, can be explained, challenged or acted upon. It should be noted that it is not 
intended to be used for performance management. 
 
The Innovation Scorecard is constructed to provide information applicable to the new NHS 
landscape; however it recognises that Clinical Commissioning Groups (CCG) have recently 
been established and therefore it is exposing existing variation. 
 
A range of existing data sources were investigated, including that of NHS Business Services 
Authority (NHSBSA) for Primary Care and Pharmex data from the Commercial Medicines 
Unit of the Department of Health for NHS hospital Trusts. Additionally, the  use of Hospital 
Episode Statistics (HES), Clinical Audit data and commercial data sets were also 
considered, where available, to support the development of the Innovation Scorecard. The 
Pharmaceutical Industry was also invited to contribute by providing sales data at hospital 
NHS Trust level. 
 
New data sets currently under development which would better support this purpose were 
also considered, and will be kept under review for any future publications.  Meanwhile, work 
will continue to explore further options for a longer term, strategic solution for Innovation 
Scorecard production.  
 
This report documents the components which comprise each section in the  Innovation 
Scorecard; its purpose is not to describe or interpret results or to reach conclusions.   
 
Feedback and comments are invited in order to support future development and production 
of the Scorecard, particularly on the suitability and usefulness of each component. A 
feedback form/link is published alongside this publication. 
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4 NICE Technology Appraisals 

Technology appraisals2 are recommendations on the use of new and existing treatments 
within the NHS, such as: 
 

 Medicines 

 Medical devices (for example, hearing aids or inhalers) 

 Diagnostic techniques (tests used to identify diseases) 

 Surgical procedures (such as the repair  of hernias) 

 Health promotion activities (for example, ways of helping people with diabetes 
manage their condition). 

 
Some interventions may be covered by more than one technology appraisal. Each 
technology appraisal may contain more than one recommendation. NICE classify their 
recommendations into four categories: 
 

 Recommended - the medicine or treatment is recommended for use: 
o In line with the marketing authorisation from the European Medicines Agency 

(EMA) or Medicines and Healthcare Products Regulatory Agency (MHRA) or 
o In line with how it is used in clinical practice in the NHS (or both). 

 Optimised - the recommendations have a material effect on the use of a medicine or 
technology, and it is recommended for a smaller subset of patients than originally 
stated by the marketing authorisation. This test of materiality takes into account 
advice from clinical experts on the anticipated use of the technology in routine clinical 
practice. In some instances, an optimised recommendation is made because the 
committee considers that a medicine or technology is only a cost-effective treatment 
option for a specific group of people; for example in people who are resistant to or 
cannot tolerate other medicines. 

 Only in research - The medicine or treatment is recommended for use only in the 
context of a research study, for example a clinical trial. Often, particularly in the case 
of promising new technologies, sufficient clinical evidence has not been collected at 
the time of the appraisal and so the Appraisal Committee is unable to recommend the 
technology for use in the NHS until further evidence on its effectiveness is available 
for re-appraisal. 

 Not recommended - the treatment is not recommended. In most instances, a 
technology will not be recommended if there is a lack of evidence for its clinical 
effectiveness or if the technology is not considered to be a cost-effective use of NHS 
resources, compared with current NHS practice. 

 
The technologies included in an appraisal may not be the only treatment for the condition 
recommended in NICE guidance, or otherwise available in the NHS. Therefore, if a NICE 
technology appraisal recommends use of a technology, it is as an option for the treatment of 
a disease or condition. This means that the technology should be available for a patient who 
meets the clinical criteria set out in the guidance, subject to the clinical judgement of the 
treating clinician. The NHS must provide funding and resources when the clinician concludes 
and the patient agrees that the recommended technology is the most appropriate to use, 
based on a discussion of all available treatments. 

                                            
2
http://www.nice.org.uk/aboutnice/whatwedo/abouttechnologyappraisals/about_technology_appraisals.jsp 

 

http://www.nice.org.uk/aboutnice/whatwedo/abouttechnologyappraisals/about_technology_appraisals.jsp
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4.1 NICE Technology Appraisals for Medicines 
 
Guidance for medicines, receiving a positive recommendation, is designed to help the NHS 
adopt efficient and cost effective medicines more rapidly and consistently. 
 
In some situations medicines are recommended as options for treatments. Other options 
may include non-appraised medicines or other appraised medicines. Therefore variation in 
the use of individual medicines would be expected, and assessment of compliance cannot 
be made. 
 
It should be noted that some medicines occur in multiple TAs e.g. rituximab is in 7 different 
current TAs for a range of indications. Some TAs cover a group of medicines or just a 
specific formulation of a medicine. Different formulations of a medicine may occur in different 
TAs. Many medicines and medical technologies previously covered by TAs are now included 
in clinical guidelines or in best practice guidelines.  
 

4.2 NICE Costing Templates and Audit Tools 
 
NICE provides costing tools to support the implementation of most technology appraisal 
guidance published since January 2005. Where the cost impact is estimated to be less than 
one million pounds then a costing statement is produced instead of a costing template. 
Costing templates are intended for financial planning purposes and provide users with the 
ability to estimate the local cost impact of implementing guidance. These figures are 
estimates only and are not to be taken as the NICE view of desirable, or maximum or 
minimum figures. 
 
NICE encourages users of the costing templates to modify the assumptions used in these 
templates to more accurately reflect local circumstances. However, for the purpose of the 
publication: „The Use of NICE Appraised Medicines in the NHS in England‟ (October 2012), 
the general assumptions in the templates have been used to provide an estimate of uptake 
at a local level. These findings have been applied to the Scorecard. Local practice, 
demographics and prevalence may differ from the assumptions used to create the national 
estimates and could be a reason for variation in use. 
 
The assumptions used to produce the costing templates are based on a variety of sources, 
including: 

 Background documents to the guidance. 

 Previous uptake of similar medicines or technologies. 

 Experts advising the committees producing the guidance. 

 Data on co-morbid conditions which might preclude patients from treatment. Where 
no specific data exists then NICE apply estimates of conditions in the whole 
population to the subgroup. 

 Areas that have already implemented the recommended practice ahead of the 
guidance being issued. 

 
The costing template reflects the potential cost impact at the time the TA was issued. 
However both the NHS and the development of new medicines are dynamic environments 
and the information used to generate the assumptions may be superseded e.g. by an 
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alternative source or a change in clinical opinion. Therefore, the information used to 
determine the estimate may be a significant factor affecting the understanding of usage. 
 
NICE costing templates are relevant only to those medicines included in Part 1 of the 
Scorecard. It should also be noted that the estimates were intended to be modifiable and an 
aid to financial planning rather than for the purposes of the Innovation Scorecard. 
 
Publication of the Scorecard may lead NHS organisations to consider carrying out a local 
audit of uptake against selected NICE guidance to ensure the right patients are receiving 
treatment.  NICE has produced audit tools to support such work for many appraised 
medicines.  It is important to note that the audit tools consider whether those patients that 
accessed the medicines did so under the circumstances set out by the NICE 
recommendations. 
 
 

5 Format 

This Innovation Scorecard publication includes:  

 An interactive reporting spreadsheet  

 A report describing the data included (this document) 

 A Data Quality Statement 

 A feedback process  

 Additional information in a „Frequently asked questions‟ format.  
 

Users are advised to read this report when viewing the data within the interactive reporting 
spreadsheet.  
 
Information on compliance by NHS organisations with NICE TAs is not centrally available. 
Due to limitations in the data available, this Innovation Scorecard provides a range of 
different data sets with the aim of showing variation.  
 
For medicines, this Scorecard is based on reporting for the calendar year 2012 and 
considers medicines recommended by NICE before July 2012. Medicines may be used 
predominantly in primary care, in secondary care or across all healthcare sectors. To avoid 
misinterpretation, this report shows data for medicines where predominant use is clear, i.e. 
97 per cent or more in primary care or in secondary care. Medicines with significant use 
across both sectors have not been included, as populations served by primary care 
organisations do not align with those served by secondary care organisations at lower than 
SHA level. For medical technologies, reporting is for the financial year 2012-2013.  
 
A total of 121 TAs are included in the Scorecard, covering 88 medicines and 6 medical 
technologies. 
 
All the data is presented in an interactive reporting spreadsheet. The data is presented in 
tables and in charts showing variation. The interactive component uses macros to allow the 
user to identify the part of the report, and to specify the organisation and interventions they 
wish to explore. This shows available data in a range of formats, depending on source and 
organisation level, as described in the later sections of this report. The interactive reporting 
spreadsheet includes: 
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 A worksheet (Ref tab 1) which shows the PCT to CCG attribution. 

 A worksheet (Ref tab 2) which cross references each medicine against the relevant 
TAs, and shows in which part of the Scorecard the medicine appears.  

 An additional worksheet (Ref tab 3) shows the primary care medicines data by 
Primary Care Trust (PCT) which has been attributed to CCG in Part 2.1. 

 
The data is presented in three parts, with each part having two sections. Further details on 
these are given below.  

Comments are invited on the following issues 

 The suitability of the data for this purpose, and suggestions for alternatives 

 The suitability of the denominators used, and suggestions for alternatives 

 Is a central additional data collection required to better support this work? Or 
would local reporting mechanisms be more appropriate and fulfill the intended 
purpose? 

 What local level initiatives are already underway to support work in this area? 
 

Other comments and views are also welcome. 
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5.1 Part 1: Specification based on the report: Use of NICE 
Appraised Medicines in the NHS in England 2010 - 2011 
 
This is based on the Use of NICE Appraised Medicines in the NHS in England 2010-2011 
report published in October 2012. The report can be found at: 
 
http://www.ic.nhs.uk/catalogue/PUB07985 
 
These reports are published on an annual basis, with the next  „Use of NICE Appraised 
Medicines in the NHS in England: 2012‟ due for publication later in 2013. Therefore the 
information included in both Innovation Scorecards is based on information for 2011, 
originally presented by PCT. See Reference table 3.  
 
However, the conversion of PCT populations to CCG populations has been updated for part 
1.1. This second Scorecard uses Office of National Statistics (ONS) conversion tables 
published in April 2013 (see reference table 1) whereas the first scorecard used estimates 
provided by DH in October 2012. Therefore, values for CCGs may have changed between 
the two publications. These figures are not related to any measure of need (other than the 
total population. 
 
The „Use of NICE Appraised Medicines‟ report  includes medicines where it has been 
possible to estimate the number of patients predicted to be treated with the medicines and 
comparing that to the observed use of medicines at sub-national level. This work involves 
NICE, the pharmaceutical industry and the HSCIC. It is complex due to difficulties in deriving 
estimates of the number of patients expected to be treated and obtaining appropriate 
utilisation data for specific medicines and specific indications.  
 
Medicines may have multiple indications (some NICE appraised and some not). Many 
medicines have the same indications and a TA often recommends a medicine as an option 
for treatment for consideration alongside other options. There are known gaps in medicine 
utilisation data (such as supplies via the homecare route).  
 
These medicines are reported at CCG level in part 1.1 (three groups of medicines) or at SHA 
level in part 1.2 (four groups of medicines). This includes 19 medicines and 13 TAs. Please 
see the publication (link given above) for more details on these medicines included in the 
Scorecard, including the assumptions used and the calculations of estimated and observed 
use. Insulins (glargine and detemir) were removed at the request of NICE as the estimates 
were not suitable for the purposes of the Scorecard. 

Issues and Questions 

 Is it appropriate to use the published experimental statistics in the Use of NICE 
Appraised Medicines in the NHS in England 2010-2011 report, ‘to indicate 
compliance’ in this way? 
 

 What other presentations of the data could be considered? 

http://www.ic.nhs.uk/catalogue/PUB07985
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5.2 Part 2: Specification based on utilisation and population 
data 
 

5.2.1 Part 2.1 Medicines in Primary Care 

 
To expand the number of medicines and TAs covered, utilisation data for those NICE 
appraised medicines predominantly used in primary care has been extracted for the calendar 
year 2012. This is available from ePACT (a system provided by the NHS Business Services 
Authority) at PCT level and covers 12 medicines and 10 TAs.  

Using population figures for PCTs allows publication of volume per head, so comparisons 
can be made. This data is presented in Defined Daily Doses (DDDs) per 100,000 resident 
population. These figures are not related to any measure of need (other than the total 
population). It should be noted that some of these medicines are also included in Part 1.  

This section presents data by Clinical Commissioning Group (CCG) based on the estimated 
proportion of each PCT population which will be served by each CCG. These proportions 
were provided by DH. These figures are not related to any measure of need (other than the 
total population). 

 

5.2.2 Part 2.2 Medical Technologies 

 
This section includes 6 Medical Technologies; all evaluated using the NICE TA process. The 
data was extracted from Hospital Episode Statistics using the PCT of residence of the 
patient. Data is presented by Clinical Commissioning Group (CCG) based on the estimated 
proportion of each PCT population which will be served by each CCG. These proportions 
were provided by DH. These figures are not related to any measure of need (other than the 
total population). 
 
 

1. Cardiac Combined (TA 120)   
a. Cardiac Resynchronisation Defibrillator Device  
b. Cardiac Resynchronisation Pacing Device  

2. Endovascular Stent Graft (TA167)      
3. Laparoscopic Surgery (TA 105)          
4. Spinal Cord Stimulation (TA 159) 
5. Cochlear implant (TA166) 
6. Coronary Artery Disease (TA 152) 

 
Clinical coding advice was provided by NHS CfH, details of this are in appendix 10.1. 

Issues and Questions 

 What other data sources could be used to support the assessment of medical 
technology TAs centrally? 

 Reporting here is by CCG where the patient is resident. Should reporting be by 
the commissioner of the care (i.e. PCT/CCG) or by the provider of the care 
(hospital trust)? 
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5.3 Part 3: Specification based on purchase and sales data by   
NHS hospital trust 
 
Medicines utilisation data by hospital trust is not centrally collected; however data relating to 
some purchase of medicines by hospital trusts is available. This cannot be regarded as 
providing a measure of current utilisation, as there are known gaps in the data collected and 
trusts may purchase on behalf of other trusts.  
 
The NHS hospital trusts included are those as recorded on the CMU database for 2012. This 
information reflects the structure of a particular trust at that time.  A hospital trust may cover 
several separate hospital sites, and there may have been recent changes. 
 
Hospital trusts vary significantly in the size of the populations they treat and the services they 
provide. For example some treat only children and others only provide services related to 
cancer or other specific conditions. The catchment population for a hospital is influenced by 
the condition being treated, so local population figures cannot be used for standardisation.  
 
This part reports on medicines used predominantly (i.e. 97 per cent or more of the overall 
annual cost is incurred) in secondary care. This data allows only very limited interpretation in 
that it indicates variation, but cannot be used to make any assessment of compliance .For 
further details on this data, see section 6.2. These figures are not related to any measure of 
need. 
 
This data is presented in mgs or units per 100,000 Finished Consultant Episode (FCE) bed 
days. 
For this experimental statistic, the number of FCE bed days has been used as a 
denominator, but this may be changed in future publications depending on feedback. 
 

 
 

Issues and Questions 

 How could the Scorecard take account of casemix issues? 

 Are bed days an appropriate denominator to use for these purposes?  
o Are ‘bed days’ appropriate for all the medicines? 
o Other options include using Finished Consultant Episodes (FCEs) or 

estimates of catchment populations developed by the Network of Public 
Health Observatories. We welcome comments and other suggestions. 

 Should the preferred denominator be selected for each medicine as catchment 
populations vary by the condition treated? 

 Should reporting for this purpose be by the commissioner of the care (CCG/PCT) 
or by the provider of the care (hospital trust)? 
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5.3.1 Part 3.1 

 
This shows purchase data, supplied by NHS Hospital Trusts to the Commercial Medicines 
Unit in the DH.   
 
All Trusts were asked to validate the data for inclusion in the Scorecard and were invited to 
provide comments.  Standard comments were selected using a drop down menu. Additional 
comments are also shown, though some of these have been summarised to save space. Not 
all trusts provided comments on each medicine, and not all trusts were able to respond 
within the timescales available 
 
Many trusts reported that for a number of reasons, this purchase data is not appropriate for 
the assessment of compliance, and in their view could be misleading as presented here. 
However, it does show variation in purchase patterns which can be explored further. There 
are known gaps in the data, therefore the figures presented are likely to be an underestimate 
of total purchases.   
 
This part includes 62 medicines.  
 

 
  

Issue and Questions 

 Commercial sensitivity is relevant to both the NHS and industry partners; what 
mechanisms and support would assist NHS partners in validating and 
explaining their data to support the development of future Innovation 
Scorecards? 

 

 As there are a number of factors which mean the Pharmex purchase data is not 
appropriate for the intended purpose of assessing compliance (see section 6.1),  

o How can the value and quality of this data be increased? 
o What other data could be used to supplement or replace this data set? 
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5.3.2 Part 3.2 

 
This section includes NHS Hospital Trust level data provided by the pharmaceutical industry 
for medicines used predominantly in secondary care, from those companies that have given 
permission to publish this data. It was hoped that industry would have more complete 
information on supplies to the NHS, and be able to fill some of the known gaps in the NHS 
available data. 

 
Data included within the Scorecard was provided by AstraZeneca, GlaxoSmithKline, Pfizer 
and Roche Products Ltd. Roche included homecare use in their figures but other companies 
were not able to do so, therefore data from AstraZeneca, GlaxoSmithKline and Pfizer may 
be an underestimate of true sales to the hospital trusts. 
 
This part includes 8 medicines. These figures are not related to any measure of need (other 
than the total number of bed days). Note that these medicines also appear in part 3.1. 

 
 
 
  

Issues and Questions 

 Commercial sensitivity is relevant to both the NHS and industry partners; what 
measures would encourage industry partners to be more open with their data to 

support the development of future Innovation Scorecards? 
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5.4 Standardisation 
 
NHS organisations differ widely in the populations they serve and so data which does not 
take this into account can be misleading.  
 
For CCG data the number of registered patients has been used to take account of the size of 
population served. The smallest CCG (using the number of resident patients in current PCTs 
which will form the CCGs) will be Corby with a population of 61,607 (this is calculated by 
taking 9 per cent of the population of Northamptonshire PCT). The largest will be North, 
East, West Devon with a population of 863,433 (calculated by adding 81 per cent of Devon 
PCT and 100 per cent of Plymouth Teaching PCT). This is a twelve fold difference and 
shows that comparing raw data would be problematic. Simply using the number of patients 
with no additional measure of need is a crude method of standardisation.  
 
A similar issue arises when looking at data by hospital trusts. The number of FCE bed days 
(taken from the Hospital Episode Statistics data) has been used to standardise the data. The 
lowest figure was for Moorfields Eye Hospital with 1,285 bed days. The highest figure was 
for Leeds Teaching Hospitals with 642,952 bed days. 

 

5.4.1 Estimates of the eligible patient population 

 
Data on the number of patients diagnosed with a particular condition, eligible for a specific 
intervention, or receiving an intervention is not routinely recorded and reported centrally by 
the NHS; therefore the eligible population for any TA can be problematic to estimate. To 
develop estimates of the eligible population, information is required to refine population 
numbers down to the particular circumstances where the medicine is recommended by 
NICE; from overall disease prevalence to the proportion of patients within a particular stage 
of a disease and then to the particular indication recommended by NICE. In some cases 
further details are required, for example, the proportion of patients likely to discontinue 
treatment or choose alternative treatments. 
 

 
 
  

Issues and Questions 

 We welcome feedback, on how best to take account of differing need and 
differing populations served by NHS organisations. 
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6 Interpretation 

The Innovation Scorecard is not intended to be used for performance management nor for 
benchmarking purposes. It is intended to identify where variation in the adoption of TAs may 
exist between healthcare organisations and for these organisations to understand, be 
challenged and explain any variation. This is based on the assumption that reduced variation 
will result in improved quality of care. 
 
It is important to be aware that observed use of a medicine or technology may differ for a 
range of reasons and should not be assumed to definitely indicate either „under‟ or „over‟ 
prescribing or implementation. A technology may not be the only treatment for a particular 
condition recommended in NICE guidance, or otherwise available in the NHS. Therefore, if a 
NICE technology appraisal recommends use of a technology, it may be as an option for the 
treatment of a disease or condition. 
 
Variation in the use of medicines or medical technologies between NHS organisations may 
be due to a number of valid factors including: 
 

 Natural variation in populations, both in demographic profile and disease prevalence. 

 Variation in presentation to the NHS by the relevant populations. 

 Variation in choice of preferred treatment option at the local level. 

 Variation in the use of alternative products or procedures. 

 Differences in the extent to which local utilisation information is available. 

 Differences in services provided between organisations, for example differences in 
the extent to which a service is provided in primary or secondary care. 

 Difference in levels of informed patient dissent. 
 
It is not appropriate to compare the data for 2011 in the first scorecard with that for 2012 in 
the second publication, as many factors may be responsible for any apparent differences. 
These include differences in populations served, services provided and changes in clinical 
practice. 
 
It should be noted that a detailed examination of the reasons for variation for individual 
technologies is beyond the scope of this report. Instead it is intended that it provokes 
consideration at organisational level. 
 

6.1 Data Sets: Sources and Limitations 
 
The NHS currently does not have any robust data reporting or collection process which 
gathers data which can be used to measure compliance with NICE TAs. 
 
The data sets used in this experimental publication were developed for other specific 
purposes and are shown here to provide an indication of the implementation of NICE 
appraised technologies. This can lead to problems in their use for the purposes of the 
Scorecard. 
 
Issues related to routinely available data: 
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Patients can receive their medicine from the NHS by a variety of routes. The most common 
is to receive a prescription from their general practitioner (GP) or other community based 
prescriber, and have it dispensed by a community pharmacy. However there are many other 
ways patients can receive medicine which may limit the coverage of centrally available data. 
Some of the main areas are described below. 

 In some circumstances, medicines are supplied directly to a patient without a 
prescription being issued or the supply being recorded in a system which supports 
central collection of data. For example:  

o Some mental health trusts or clinics purchase medicines and supply or 
administer them directly to patients without using a prescription or order in such 
a way that relevant information is not routinely captured in national data sets. 

o Some medicines (e.g. for smoking cessation or contraception) are supplied 
directly to patients and this use does not appear in any central collection. 

o Some emergency supplies of medicines are supplied directly to patients and 
this use does not appear in any central collection. 

 

 Gaps with regards to supply by the homecare route, where medicines are delivered 
directly to the patient‟s home and administered by staff of the homecare organisation, 
and are not recorded on hospital systems. This service is generally contracted to a 
commercial supplier by hospital trusts 

 Some are provided by an aseptic unit where the medicine has been individually 
prepared for administration. In some cases the data for this does not appear in the 
pharmacy records.  

 Usage data can be problematic as some medicines are included in multiple TAs; and 
some medicines are used for other purposes than those covered by TAs. Where a 
medicine is recommended for more than one area by NICE it is not possible to identify 
use by indication. Therefore, use could be evenly split between areas or could be all 
in one area. The Scorecard is unable to identify this and „false positives‟ may arise. 

 

6.1.1 ePACT data 

 
The NHS Business Services Authority process prescriptions dispensed in the community 
and returned to them for reimbursement. The data collected as part of this process is 
provided through a system known as ePACT.  
 
While most of the data relates to activity in primary care (excluding dentists), data is also 
available for those prescriptions written in hospital but dispensed in the community (formerly 
known as “FP10HP” prescriptions). This data has not been included as it cannot be 
attributed to PCTs or to CCGs. 
 

6.1.2 Hospital Episode Statistics (HES) 

 
HES are compiled from data sent by more than 300 NHS trusts and primary care trusts 
(PCTs) in England and from some independent sector organisations for activity 
commissioned by the English NHS.  The Health and Social Care Information Centre liaises 
closely with these organisations to encourage submission of complete and valid data and 
seeks to minimise inaccuracies. While this brings about improvement over time, some 
shortcomings remain. 
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6.1.3 Pharmex data  

 
Pharmex data have been used within the Scorecard with the agreement of the National 
Pharmaceutical Supply Group (NPSG). It has been provided by the Commercial Medicines 
Unit in DH. 
 

 Pharmex data have been published in volumes (mgs or international units) to show 
variation, not variance as there is no benchmark to demonstrate variance against. 

 These data relate to purchases, not use (this is why some trusts are shown as having 
negative values for 2012 as they have returned more than they bought). 

 The data is reported under the hospital trust purchasing the medicines; it is known 
that in many cases a group of trusts will purchase through one of their number (a 
"purchasing hub") in order to obtain bulk discounts or to simplify the ordering process 
and stock control and then distribute the medicines between the trusts. This means 
that some trusts will be shown as making no purchases of certain medicines even 
though they are used.  

 CMU are aware that their data has only partial coverage of medicines delivered via 
homecare; this is where a company external to the NHS is commissioned to deliver 
medicines direct to the patient's home. This homecare market is estimated at £1.5 
billion annually in the UK, and is significant (approximately 30% of total use in 
secondary care). NICE appraised medicines are particularly likely to be supplied via 
the homecare route. 

 Some medicines are purchased through other routes which may not appear in the 
Pharmex data. These include purchase by departments within the hospital other than 
pharmacy or purchases from specialist companies who provide commercially 
prepared IV solutions and ready-to-use premixed medicines in flexible IV containers. 

 The data is not standardised, to allow for the differing demographics and needs of the 
local population and specialist services of trusts.  

 In some cases, trusts have disagreed with the data extracted from the Pharmex 
system. 

 

6.1.4 Pharmaceutical Industry data 

 
Datasets have been received from the following pharmaceutical companies for medicines 
which are used predominantly in secondary care and these have been included in the 
Scorecard: 
 

 AstraZeneca (gefitinib) 

 GlaxoSmithKline (eptifitabide)  

 Pfizer (sunitinib) 

 Roche (capecitabine, erlotinib, rituximab, toclizumab and trastuzumab) 
 
The following should be noted: 
 

 AstraZeneca, Pfizer and GlaxoSmithKline either had no homecare data or could not 
attribute any homecare use to individual trusts and so did not include such use in their 
data. Roche collect homecare use from homecare organisations and included this in 
the data they provided.  
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 DH worked to access data from those companies who are not members of the ABPI 
as well as with ABPI members. 

 
While the companies had confidence in the completeness and accuracy of their data, this 
could not be verified by the HSCIC. 
 
It should be noted that there are a number of discrepancies and inconsistencies between the 
data provided by Industry and that received from CMU. This could be due to a number of 
factors, including varying data collection methods owing to the purpose for which the data is 
originally intended. 
 
 

7 Experimental Status 

This publication is released under „experimental‟ status. This is a concept used for statistics 
in certain defined circumstances, largely to develop (with user input) new data sets which 
already have considerable immediate value to users, but are not fully developed and do not 
yet meet the quality standards of National Statistics. It is important that users understand 
that cautions apply to the interpretation of this data. More details are given within the report. 
 
There is an expectation that this work is developed further, taking account of informed 
feedback from users. Please use the associated feedback form, which includes specific 
questions and also requests general comments and suggestions. 
 
 

8 Summary and next steps 

The aim of the Innovation Scorecard was to assess the extent to which the NHS was 
adopting new medicines and technologies in line with NICE guidance. However this has 
proved complex and the process has exposed the limitations in existing data capture and 
validation in the system 
 
The NHS Commissioning Board, DH and HSCIC are keen to receive feedback on this 
initiative to assist in improving the process for data collection and validation for future 
iterations of the Innovation Scorecard. 
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9 Glossary 

The NICE glossary can be found at this web link-
http://www.nice.org.uk/website/glossary/glossary.jsp?alpha=A 
 
 

Term or 
abbreviation 
 

Definition 

ABHI 
 

Association of British Healthcare Industries 

ABPI 
 

The Association of the British Pharmaceutical Industry  

Acute Trust (see 
secondary care) 
 

An NHS hospital trust, also known as an acute trust is an NHS trust 
that provides secondary health services. 

CCG 
 

Clinical Commissioning Group 

CG  
 

Clinical Guideline 

CMU 
 

Commercial Medicines Unit (Department of Health) 

DDD Defined Daily Dose Defined daily doses (DDDs) are a World Health 
Organisation (WHO) statistical measure of medicine consumption. 
DDDs are used to standardise the comparative usage of various 
medicines between themselves or between different health care 
environments. 

DH 
 

Department of Health 

ePACT data Primary Care Trust Prescribing Data. Data on prescribing by primary 
care collected by the NHSBSA 
 

HES Hospital Episode Statistics 
 

Homecare 
Medicines 

The supply of hospital prescribed medicines direct to patients in their 
own homes. 
 

NHS Hospital trust A hospital trust may include a number of local hospitals, under a 
single overall management arrangement 
 

HSCIC Health and Social Care Information Centre 
 

IH&W Board Innovation, Health and Wealth Board 
 

Industry data Sales data provided by the Pharmaceutical Industry 
 

NHSBSA NHS Business Services Authority 
 
 

http://www.nice.org.uk/website/glossary/glossary.jsp?alpha=A
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Term or 
abbreviation 
 

Definition 

NICE National Institute for Health and Care Excellence 
 

PCT Primary Care Trust 
 

Pharmex Database maintained by CMU of purchases of medicines  by hospital 
trusts 
 

Primary Care Primary care is the term for the health care services provided within  
the local community, acting as the first point of consultation. 
 

Secondary Care 
(see acute trust) 

Secondary care is known as acute healthcare and can be either 
elective care or emergency care. Also referred to as hospital NHS 
trusts. 
 

SHA Strategic Health Authority 
 

T&F Group Task and Finish Group 
 

TA (HTA) Technology Appraisal (Health Technology Appraisal). 
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10 Appendix  

10.1 Coding advice from NHS CfH 
There are 6 medical technologies included, these are: 
 
1. Cardiac Combined (TA 120)   

a. Cardiac Resynchronisation Defibrillator Device  
b.  Cardiac Resynchronisation Pacing Device  

2.  Endovascular Stent Graft (TA167)      
3.  Laparoscopic Surgery (TA 105)          
4. Spinal Cord Stimulation (TA 159) 
5. Cochlear implant - (TA166) 
6. Coronary Artery Disease – (TA 152) 
 
Clinical coding advice was received from the National Clinical Classifications Helpdesk within 
the NHS Classifications Service at Connecting for Health, the following information relates to 
the advice received in relation to the 6 medical technologies. Codes provided which as not 
limited to have been excluded from the data extraction and therefore the number of 
procedures derived. 
 
1. Cardiac Combined (TA 120)   

a. Cardiac Resynchronisation Defibrillator Device and 
b. Cardiac Resynchronisation Pacing Device  
 

Cardiac resynchronisation therapy with a defibrillator device (CRT-D) related to heart 
failure: 
OPCS-4.5 and 4.6 
 
K59.1 Implantation of cardioverter defibrillator using one electrode lead 
K59.2 Implantation of cardioverter defibrillator using two electrode leads 
K59.3 Resiting of lead of cardioverter defibrillator 
K59.4 Renewal of cardioverter defibrillator 
K59.5 Removal of cardioverter defibrillator 
K59.8 Other specified cardioverter defibrillator introduced through the vein 
K59.9 Unspecified cardioverter defibrillator introduced through the vein   
 
Cardiac resynchronisation therapy with a pacing device (CRT-P) related to heart 
failure 
OPCS-4.5 and 4.6 
 
K60.1  Implantation of intravenous cardiac pacemaker system NEC 
K60.2 Resiting of lead of intravenous cardiac pacemaker system 
K60.3  Renewal of intravenous cardiac pacemaker system 
K60.4  Removal of intravenous cardiac pacemaker system 
K60.5  Implantation of intravenous single chamber cardiac pacemaker system 
K60.6  Implantation of intravenous dual chamber cardiac pacemaker system 
K60.7  Implantation of intravenous biventricular cardiac pacemaker system 
K60.8  Other specified cardiac pacemaker system introduced through vein 
K60.9   Unspecified cardiac pacemaker system introduced through vein 
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K61.1  Implantation of cardiac pacemaker system NEC 
K61.2      Resiting of lead of cardiac pacemaker system NEC 
K61.3  Renewal of cardiac pacemaker system NEC 
K61.4  Removal of cardiac pacemaker system NEC 
K61.5  Implantation of single chamber cardiac pacemaker system 
K61.6  Implantation of dual chamber cardiac pacemaker system 
K61.7  Implantation of biventricular cardiac pacemaker system 
K61.8  Other specified other cardiac pacemaker system 
K61.9  Unspecified other cardiac pacemaker system 
 
ICD-10 
Heart Failure 
 
The specific ICD-10 codes which can be indexed under the specific term heart failure within 
the ICD-10 Alphabetical Index are as follows: 
 
I50.0 Congestive heart failure 
I50.1 Left ventricular failure 
I50.9 Heart failure, unspecified 
I51.5 Myocardial degeneration 
Please note that code I51.5Includes but is not limited to degenerative heart failure 
I11.0 Hypertensive heart disease with (congestive) heart failure 
I13.0 Hypertensive heart and renal disease with (congestive) heart failure 
I13.2 Hypertensive heart and renal disease with both (congestive) heart failure and renal 
failure 
I25.5 Ischaemic cardiomyopathy 
I97.1 Other functional disturbances following cardiac surgery 
Please note that code I97.1 Includes but is not limited to heart failure following cardiac 
surgery 
I97.8 Other post-procedural disorders of circulatory system, not elsewhere classified 
Please note that code I97.8Includes but is not limited to post procedural heart failure 
I43.-A Cardiomyopathy in other diseases classified elsewhere 
If the heart failure is a complication of anaesthesia in obstetrics the following ICD-10 codes 
are assigned: 
O29.1 Cardiac complications of anaesthesia during pregnancy 
Please note that code O29.1includesall cardiac complications of anaesthesia during 
pregnancy, not limited to heart failure 
O74.2 Cardiac complications of anaesthesia during labour and delivery 
Please note that code O74.2includesall cardiac complications of anaesthesia during labour 
and delivery, not limited to heart failure 
O75.4 Other complications of obstetric surgery and procedures 
Please note that code O75.4 includes but is not limited to heart failure as a complication of 
obstetric surgery and procedures 
O89.1 Cardiac complications of anaesthesia during puerperium 
Please note that code O89.1includesall cardiac complications of anaesthesia during 
puerperium, not limited to heart failure 
P29.0 Neonatal cardiac failure 
T81.8 Other complications of procedures, not elsewhere classified 
Please note that code T81.8Includes but is not limited to heart failure complicating surgery 
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Please be aware that other codes may exist within ICD-10, but we are unable to provide 
further assistance without information as to the specific type of heart failure 

 
 

2. Endovascular Stent Graft (TA167) 
 
Endovascular stent graft (Infra-renal abdominal aortic aneurysms-unruptured) 
 
OPCS-4.5 and 4.6 
L27.1 Endovascular insertion of stent graft for infra-renal abdominal aortic aneurysm  
 
ICD-10  
I71.4 Abdominal aortic aneurysm, without mention of rupture 
I71.4Includes but is not limited to infra-renal aortic aneurysms.  
Also, please note that the code I71.4 will be used to classify aneurysms not specified as 
either ruptured or non-ruptured. 
 
 
3. Laparoscopic Surgery (TA 105) 
 
Laparoscopic Surgery- totally extra-peritoneal procedure (TEP) and trans-abdominal 
peritoneal procedure (TAPP) for hernia 
 
Within the OPCS-4 Classification the terms trans-abdominal-preperitoneal (TAPP) or totally 
extra-peritoneal (TEP) do not exist. Research indicates these are forms of „laparoscopic‟ 
approach. However, it is not possible to identify TAPP or TEP procedures using OPCS-4 
classification. You have stated that these procedures are for hernia, without specifying type 
of hernia. Therefore, we have included in this resolution all the codes related to hernia 
treatment available in the OPCS-4 classification and we recommend that you seek clinical 
input to determine which of these procedures can be considered totally extraperitoneal and 
trans-abdominal-preperitoneal. 
 
OPCS-4.5 
 
G23.4 Repair of diaphragmatic hernia using abdominal approach NEC 
R01.2 Fetoscopic insertion of tracheal plug for congenital diaphragmatic hernia 
R04.6 Percutaneous insertion of fetal tracheal plug for congenital diaphragmatic hernia 
T16.4 Repair of congenital diaphragmatic hernia 
T19.1 Bilateral herniotomy 
T19.2 Unilateral herniotomy 
T19.3 Ligation of patent processus vaginalis 
T19.8 Other specified simple excision of inguinal hernial sac 
T19.9 Unspecified simple excision of inguinal hernial sac 
T20.1 Primary repair of inguinal hernia using insert of natural material 
T20.2 Primary repair of inguinal hernia using insert of prosthetic material 
T20.3 Primary repair of inguinal hernia using sutures 
T20.4 Primary repair of inguinal hernia and reduction of sliding hernia 
T20.8 Other specified primary repair of inguinal hernia 
T20.9 Unspecified primary repair of inguinal hernia 
T21.1 Repair of recurrent inguinal hernia using insert of natural material 
T21.2 Repair of recurrent inguinal hernia using insert of prosthetic material 
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T21.3 Repair of recurrent inguinal hernia using sutures 
T21.4 Removal of prosthetic material from previous repair of inguinal hernia 
T21.8 Other specified repair of recurrent inguinal hernia 
T21.9 Unspecified repair of recurrent inguinal hernia 
T22.1 Primary repair of femoral hernia using insert of natural material 
T22.2 Primary repair of femoral hernia using insert of prosthetic material 
T22.3 Primary repair of femoral hernia using sutures 
T22.8 Other specified primary repair of femoral hernia 
T22.9 Unspecified primary repair of femoral hernia 
T23.1 Repair of recurrent femoral hernia using insert of natural material 
T23.2 Repair of recurrent femoral hernia using insert of prosthetic material 
T23.3 Repair of recurrent femoral hernia using sutures 
T23.4 Removal of prosthetic material from previous repair of femoral hernia 
T23.8 Other specified repair of recurrent femoral hernia 
T23.9 Unspecified repair of recurrent femoral hernia 
T24.1 Repair of umbilical hernia using insert of natural material 
T24.2 Repair of umbilical hernia using insert of prosthetic material 
T24.3 Repair of umbilical hernia using sutures 
T24.4 Removal of prosthetic material from previous repair of umbilical hernia 
T24.8 Other specified primary repair of umbilical hernia 
T24.9 Unspecified primary repair of umbilical hernia 
T25.1 Primary repair of incisional hernia using insert of natural material 
T25.2 Primary repair of incisional hernia using insert of prosthetic material 
T25.3 Primary repair of incisional hernia using sutures 
T25.8 Other specified primary repair of incisional hernia 
T25.9 Unspecified primary repair of incisional hernia 
T26.1 Repair of recurrent incisional hernia using insert of natural material 
T26.2 Repair of recurrent incisional hernia using insert of prosthetic material 
T26.3 Repair of recurrent incisional hernia using sutures 
T26.4 Removal of prosthetic material from previous repair of incisional hernia 
T26.8 Other specified repair of recurrent incisional hernia 
T26.9 Unspecified repair of recurrent incisional hernia 
T27.1 Repair of ventral hernia using insert of natural material 
T27.2 Repair of ventral hernia using insert of prosthetic material 
T27.3 Repair of ventral hernia using sutures 
T27.4 Removal of prosthetic material from previous repair of ventral hernia 
T27.8 Other specified repair of other hernia of abdominal wall 
T27.9 Unspecified repair of other hernia of abdominal wall 
T97.1 Repair of recurrent umbilical hernia using insert of natural material 
T97.2 Repair of recurrent umbilical hernia using insert of prosthetic material 
T97.3 Repair of recurrent umbilical hernia using sutures 
T97.8 Other specified repair of recurrent umbilical hernia 
T97.9 Unspecified repair of recurrent umbilical hernia 
 
Additions in OPCS-4.6: 
 
T98.1 Repair of recurrent ventral hernia using insert of natural material 
T98.2 Repair of recurrent ventral hernia using insert of prosthetic material 
T98.3 Repair of recurrent ventral hernia using sutures 
T98.8 Other specified repair of recurrent other hernia of abdominal wall 
T98.9 Unspecified repair of recurrent other hernia of abdominal wall 



 
Copyright © 2013, Health and Social Care Information Centre. All rights reserved. 27 

 
To identify that hernia repair has been performed „laparoscopically‟ or „laparoscopically 
assisted‟ it is necessary to combine one of the procedure codes above with the addition of 
one of the following supplementary codes in the secondary field (dependant on the 
procedure performed): 
 
Y75.1 Laparoscopically assisted approach to abdominal cavity 
Y75.2 Laparoscopic approach to abdominal cavity NEC 
Y75.5 Laparoscopic ultrasonic approach to abdominal cavity 
 
There is no need to include ICD-10 codes in this search, because all the procedures are 
specific to hernia treatment. 
   
 
4. Spinal Cord Stimulation (TA 159) 
 
Spinal Cord Stimulation (Chronic pain of neuropathic origin) 
 
OPCS-4.5 and 4.6 
The following OPCS-4 codes classify procedures which are all related to spinal cord 
stimulation. We recommend that you obtain clinical input to confirm whether all of these 
procedures are relevant for your data search: 
 
A48.3 Insertion of neurostimulation adjacent to spinal cord 
A48.4 Attention to neurostimulator adjacent to spinal cord NEC 
A48.5 Reprogramming of neurostimulator adjacent to spinal cord 
A48.6 Removal of neurostimulator adjacent to spinal cord 
A48.7 Insertion of neurostimulator electrodes into the spinal cord 
 
ICD-10 
“Chronic pain of neuropathic origin” is too broad a term and not recognized by the ICD-10 
classification. We therefore recommend that you obtain a clinical input to establish which 
conditions and diseases can be considered “chronic pain of neuropathic origin”. If you 
provide us with a list of specifically named conditions, we will be able to provide ICD-10 
codes. 
 
 
5.  Cochlear implant - (TA166) 
 
The following ICD-10 codes are indexed under the term „deafness‟: 
 
Please note where the whole category is included these codes have been given to three 
character level only. 
 
H83.3 Noise effects on inner ear 
H83.3 Includes but is not limited to noise induced hearing loss 
H90.- Conductive and sensorineural hearing loss 
H91.- Other hearing loss 
A50.0D Early congenital syphilis, symptomatic 
H94.8A Other specified disorders of ear in diseases classified elsewhere 
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The above two codes include but are not limited to syphilitic deafness and must appear 
together in the order stated prior to April 2012, the codes can appear in either order after 
April 2012 
 
A52.1D Symptomatic neurosyphilis 
H94.8A Other specified disorders of ear in diseases classified elsewhere 
The above two codes include but are not limited to syphilitic deafness and must appear 
together in the order stated prior to April 2012, the codes can appear in either order after 
April 2012 
F44.6 Dissociative anaesthesia and sensory loss 
F44.6 Includes but is not limited to emotional, functional, hysterical and psychogenic 
deafness 
Q78.0 Osteogenesisimperfecta 
Q78.0 Includes but is not limited to deafness with blue sclera and fragility of bone 
T70.0 Otitic barotrauma 
T70.0 Includes but is not limited to aviation deafness 
 
The appropriate OPCS-4.6 codes to classify insertion of a cochlear implant are: 
 
D24.1 Implantation of intra-cochlear prosthesis 
Or 
D24.2 Implantation of extra-cochlear prosthesis 
 
To identify whether the cochlear implant was unilateral or bilateral, one of the above OPCS-
4.6 codes would be assigned followed by a code denoting the side upon which the operation 
was performed, the following codes identify the laterality of a unilateral operation: 
 
Z94.2 Right sided operation 
Z94.3 Left sided operation 
 
A bilateral cochlear implant would have the following OPCS-4.6 code assigned following one 
of the cochlear implantation codes: 
 
Z94.1 Bilateral operation 
 
 
6. Coronary Artery Disease – (TA 152) 
 
The ICD-10 code to classify coronary artery disease is: 
I25.1 Atherosclerotic heart disease 
 
The OPCS-4 codes to classify the insertion of drug-eluting stents into the coronary 
arteries are: 
 
K75.1 Percutaneous transluminal balloon angioplasty and insertion of 1-2 drug-eluting stents 
into coronary artery 
K75.2 Percutaneous transluminal balloon angioplasty and insertion of 3 or more drug-eluting 
stents into coronary artery 
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