
 

 

 

 

 

 

 

 

Document Background and Overview 

In the autumn of 2011, the National Casemix Office (NCO) began to develop the scope of its 
next iteration of HRG4, called HRG4+, which is scheduled to be launched in March 2013 with 
the HRG4+ Reference Costs 2012/13 grouper. 

 

A significant development within the scope of HRG4+ was the introduction of recording 
diagnoses in an Outpatient/Clinic setting via the Outpatient Commissioning Dataset (CDS). 

 

To gather opinion on the feasibility of this development, an online questionnaire was produced 
to enable EWG colleagues and other interested parties to share their views.  The questionnaire 
was released to EWG members in December 2011 and subsequently to finance and information 
colleagues via the regional SHAs and Specialised Service Groups in February 2012. 

 

The report on the findings of the consultation relating to the use of diagnosis in outpatients 
grouping has been finalised and an options appraisal has been produced as a result of the 
findings, which will form the basis of future development work in this area no earlier than 
Reference Costs 2013/14. 

 

Section One of the attached paper reviews the findings of two online questionnaires, designed 
to consult with key stakeholders on the development of the introduction of recording diagnoses 
in an outpatient/clinic setting.  Section Two investigates the different options available for the 
utilisation of ICD-10 codes within the Casemix Classification System for activity within the 
Outpatient setting. 

 

The National Casemix Office is presenting these findings to Expert Working Group (EWG) 
Clinical Leads at the Clinical Leads Forum and the Department of Health (DH) Clinical Advisory 
Panel (CAP), which includes representatives from Monitor and the NHS Commissioning Board, 
in November 2012.  This paper will also be forwarded to finance and information colleagues 
who responded to the questionnaire and will be made available online after the meetings have 
taken place. 

 

In addition, the NCO has been commissioned by the Department of Health to develop Patient 
Pathway Groups for long term conditions and to support year of care tariffs. The NCO 
recognises that a cohesive approach to the future development of identifying and utilising 
diagnosis in an outpatient care setting is fundamental to this long term deliverable, and must be 
supported by a collaborative working arrangement with partner organisations. The NCO are in a 
position to lead the alignment of the separate work elements, that will ultimately provide 
realisable benefits to the NHS, policy and key national organisations, and feed into the wider 
clinical agenda of the respective Royal Colleges and Academies. 
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Executive Summary 

In future iterations of HRGs, and as part of the enhancement process for HRG4+ development 
for diagnosis beyond the admitted care setting, the interaction between new and existing 
HRGs will be paramount. Considerations are not limited to the interaction between existing 
outpatient (default subchapter WF*) HRGs, but will need to acknowledge the potential 
interaction between new diagnosis-influenced HRGs and redefined core HRGs for admitted 
patient care.  Attention needs to be given to assess the extent to which policy (in terms of 
costing and/or funding) requires that the identification of setting needs to be intrinsic to grouper 
output. 

 

There are a number of strategic benefits from undertaking this work, as follows: 

 An improved flexibility in the options available to the Department of health policy in 
funding Best Practice 

 The ability to identify Specialised Services to support the remit of the NHS 
Commissioning Board and Clinical Commissioning Groups 

 Support for improved clarity and accuracy in NHS resource use identification, enabling 
improved responsiveness of pricing methodologies as utilised by Monitor 

 An improved interface between care delivery settings to enable development of 
Department of Health Year-of-Care funding models, as well as Patient Pathway Groups 

 The facilitation of an improved understanding of NHS service delivery to aid service 
redesign, business planning and inter-organisational care provision 

 

Section one of this paper sets out the findings of an online questionnaire regarding the 
feasibility of this project.  Section two then reviews the options available to successfully 
achieving the aims set out above. 
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Section One – Consultation and Findings 

 

Background 

The utilisation of diagnosis in grouping non-admitted patient data provides movement towards 
an understanding of the clinical reason for patient care being delivered in the outpatient 
setting, rather than just reflecting the activities undertaken (such as an attendance). 

 

Attributing clinical care to a diagnosis, or subsets of diagnoses that patients present with, 
affords the opportunity to differentiate between routine and more specialised care, at the 
patient level, much earlier in the care delivery continuum. 
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Findings from the two online questionnaires 

Two similar versions of the online questionnaire were sent out to 

 Expert Working Group (EWG) and Expert Reference Panel (ERP) leads 

 SHA PbR and Specialised Service Commissioning leads. 

 This meant we were able to gauge both clinical opinion and finance/information opinion. 

 

EWG and ERP Clinical Lead questionnaire results 

The questionnaire was sent out to 41 EWG/ERP leads.  Out of these, 16 responded, 
representing a response rate of 39%.  Please see Appendix 1, at the end of this document, 
for the questionnaire. 

 

 94% of those that responded stated that the diagnosis of a patient does affect the 
resources used when treating patients in an outpatient/clinic setting 

 31% of those asked already collect diagnoses in Outpatients, with a variety of electronic 
(e.g. PAS) and paper based (tick sheets) methods for capturing the information 

 42% stated that it would be easy to collect diagnoses in Outpatients, giving reasons 
such as “We already collect outcome data for 18 week monitoring” and “Computer 
system has the facility to do this” 

 58% stated that it would be difficult to collect diagnoses in Outpatients, giving reasons 
such as “Staff training and resource would be the issue” and “It‟s not easy to diagnose a 
patient after their 1st consultation” 

 Using a scale of 1-10 (with 10 being the most useful to record diagnosis), 83% of 
respondents scored 8 or above, stating that it would be very useful to capture diagnosis 
in Outpatients 

 Benefits foreseen by the Clinicians included: 

o More accurate patient activity 

o Improved Pathways 

o Auditing the whole system 

o Improve medical specialties where diagnosis is key driver 

 Using a scale of 1-10 (with 10 being the most burdensome to record diagnosis), 47% of 
respondents scored 8 or above, stating that it would be very burdensome to capture 
diagnosis in Outpatients.  33% of respondents scored 3 or less, stating that it would not 
be burdensome to collect diagnoses 

 Obstacles/challenges foreseen by the Clinicians included: 

o Patchy data acquisition, dependent on mandation of collection 

o Lack of IT infrastructure 

o Reluctance of clinicians, especially in areas with high volumes of activity 

o Time and resource 

 Using a scale of 1-10 (with 10 being the most supportive to record diagnosis), 73% of 
respondents scored 8 or above, stating that they would be very supportive to capture 
diagnosis in Outpatients 

 Other observations made by the Clinicians included: 
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o Significant differences between specialities, especially those that are 
predominantly Outpatient based (e.g. Dermatology) 

o It is essential but do not underestimate the problems of doing so 

o Close co-ordination between coders and clinicians 

o A good EPR is the only realistic way to provide this information.  Implementing 
this using a paper-based system would be impossible 

 

SHA PbR Lead and Specialise Service Commissioner (SSCs) Leads 
questionnaire results 

The questionnaire was sent out to 46 SHA PbR leads and SSC leads, the majority of whom 
forwarded the questionnaire on to Providers and Commissioners in their region.  Out of all of 
those who received the questionnaire, 46 responded. 

 

 52% of those that responded stated that the diagnosis of a patient does affect the 
resources used when treating patients in an outpatient/clinic setting 

 33% of those asked already collect diagnoses in Outpatients, with a variety of electronic 
(e.g. PAS) and paper based (tick sheets) methods for capturing the information 

 16% stated that it would be easy to collect diagnoses in Outpatients, giving reasons 
such as “The process is easy” and “Not difficult but would require an increase in 
resource” 

 70% stated that it would be difficult to collect diagnoses in Outpatients, giving reasons 
such as “An administrative struggle” and “Huge volume of outpatient attendances 
coupled with a lack of skills” 

 Using a scale of 1-10 (with 10 being the most useful to record diagnosis), 43% of 
respondents scored 8 or above, stating that it would be very useful to capture diagnosis 
in Outpatients 

 Benefits foreseen by the Finance and Information staff included: 

o At the moment, Outpatients is a “black hole”.  This would enable proper care 
pathways for patients 

o Analysis of First to Follow-up ratios would improve 

o Supports audit and capacity planning 

o Correct splitting of activity leads to correct charging 

o Essential for identification of Specialised Services 

 Using a scale of 1-10 (with 10 being the most burdensome to record diagnosis), 57% of 
respondents scored 8 or above, stating that it would be very burdensome to capture 
diagnosis in Outpatients 

 Obstacles/challenges foreseen by the Finance and Information staff included: 

o The volume of activity is huge 

o Clinicians would be reluctant to participate in onerous data collection process 

o Lack of IT infrastructure 

o Sheer scale of the change required for business processes, system changes, 
training 

o Time and resource 



Ultilisation of Diagnosis Iin Outpatients (combined) v0.10 

 

10 Copyright © 2012, The Health and Social Care Information Centre. All Rights Reserved. 

 Using a scale of 1-10 (with 10 being the most supportive to record diagnosis), 53% of 
respondents scored 8 or above, stating that they would be very supportive to capture 
diagnosis in Outpatients 

 Other observations made by the Finance and Information staff included: 

o This will need to be a staged process, starting with those areas where a 
procedure is undertaken in Outpatients currently 

o I see this as being of no benefit to the NHS 

o We want to do this, but don‟t know how 

o Volumes involved mean that this is nearly impossible without clinical coding by 
clinical staff 

o The NHS will need time to implement this, and any plan to implement would 
need to be financially supported 
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Section One Summary 

It is clear that the NHS feel that the diagnosis of a patient does affect the resources used when 
treating patients in an outpatient/clinic setting and that there is significant benefit in recording 
ICD-10 in an outpatient setting. 

 

However, there is significant concern regarding the amount of additional burden that this will 
bring, bearing in mind the huge volume of activity that flows through Outpatients each year. 

 

The feedback received shows that there is not one option that fits all specialties, but a number 
of Specialties were named specifically, in both questionnaires, as those that would suit the 
approach of utilising ICD-10 codes. These were: 

 Dermatology 

 Ophthalmology 

 Gastroenterology 

 ENT 

 Diabetology 

 Gynaecology 

 Respiratory 

 Haematology 

 

Out of the Specialities named above, Dermatology was noted by a number of participants, 
along with Ophthalmology and Haematology. 
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Section Two – Options Appraisal 

Options for the utilisation and implementation of ICD-10 codes in 
an Outpatient setting 

 

Context and Purpose 

This options appraisal seeks to understand how the NCO can plan for the implementation of a 
new design, whilst mitigating for an evolving operating landscape.  The NCO is acutely aware 
of the need to ensure that the classification designed meets the need of a number of 
stakeholders and therefore the associated development and product delivery timelines must 
be complementary to the requirements of the NHS Commissioning Board (NHSCB), Monitor 
and the Department of Health Payment by Results team (DH PbR), as well as the wider NHS.  

 

Risks and Issues 

The risk assessment provided uses the standard Health & Social Care Information Centre 
(HSCIC) scoring of Likelihood (rated 1 to 5) multiplied by Impact (rated 1 to 5).  Similarly, the 
assessment of issues is based on the Impact (rated 1 to 5). 

 

Summary Benefits 

The utilisation of diagnosis in grouping non-admitted patient data provides movement towards 
an understanding of the clinical reason for patient care being delivered in the outpatient 
setting, rather than just reflecting the activities undertaken (such as an attendance).  Attributing 
clinical care to a diagnosis, or subsets of diagnoses that patients present with, affords the 
opportunity to differentiate between routine and more specialised care, at the patient level, 
much earlier in the care delivery continuum. 
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Strategic benefits 

There are a number of strategic benefits from undertaking this work, as follows: 

1. An improved flexibility in the options available to the Department of health policy in 
funding Best Practice 

2. The ability to identify Specialised Services to support the remit of the NHS 
Commissioning Board and Clinical Commissioning Groups 

3. Support for improved clarity and accuracy in NHS resource use identification, enabling 
improved responsiveness of pricing methodologies as utilised by Monitor 

4. An improved interface between care delivery settings to enable development of 
Department of Health Year-of-Care funding models, as well as Patient Pathway Groups 

5. The facilitation of an improved understanding of NHS service delivery to aid service 
redesign, business planning and inter-organisational care provision 

 

Options 

Four options are outlined in this appraisal and, whilst no specific timescales have been 
allocated to the options, should it be deemed necessary to the classification to validate 
completion of the diagnosis fields in the Outpatient Commissioning Data Set (CDS), approval 
by the Information Standards Board for Health and Social Care (ISB) will need to be sought.  
This would involve a change to the Standard, with notification to the NHS via an Information 
Standards Notice (ISN), with either six or twelve months advance notification, dependent on 
ISBs classification of the change as minor or major. 

 

Table 4 at the end of this section provides a summary of the options considered, along with 
benefits and disbenefits for each. 
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Option 1 – Do nothing 

No change to the existing approach to Outpatients, in that ICD-10 will not be used in the 
assessment of resource usage and will not be built in to the HRG4+ design of Outpatient 
activity. 

 

Risks and issues for Option 1 

Associated risks and issues with this option are detailed below. 

 

 

Risk/Issue 

 

Mitigation 

Issue 

Impact 

Risk 

Level 

(Pre) 

Risk 

Level 

(Post) 

There is a risk that External 
stakeholders, for example the 
Specialised Service groups, 
within the NHS have expressed 
their support for the utilisation of 
ICD-10 in measuring Outpatient 
resources.  Therefore, the 
reputation of the National 
Casemix Office will suffer 

Significant discussion would 
be required with all relevant 
stakeholders to explain the 
rationale behind leaving the 
design as it currently is 

 20 8 
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Option 2–Replicate what is done for Admitted Patient Care 

This option would involve using the diagnosis code on a patients‟ record in an identical way to 
how they are used for Admitted Patient Care (APC) grouping. Currently in APC grouping, 
OPCS-4.6 codes generally drive grouping but there are a number of ways in which diagnosis 
codes are utilised: 

 

 When a procedure driven HRG has a length of stay check and the episode exceeds this 
length of stay – the diagnosis code is then used to drive grouping 

 When a procedure driven HRG has a diagnosis code as a qualifier so that the HRG can 
only be derived if a combination of an OPCS-4.6 and ICD-10 code are recorded 

 When a patient has had no procedure their diagnosis code drives HRG grouping 

 

Table 1 below shows the current coverage levels of valid diagnosis codes for outpatient 
attendances; 

 

Table 1 – Diagnosis in Outpatient Attendances 

 

 

As can be seen in table 1 above, although there is improvement in the recording of diagnoses 
in an Outpatient setting year on year, less than 4% of all Outpatient attendance activity has a 
valid ICD-10 primary diagnosis recorded. 

 

Table 2 below shows the impact of option 2. The same data extract of outpatient attendances 
was run through the APC Reference Costs 2010/11 HRG Grouper. The data in table 2 shows 
the number of HRGs that would be derived if diagnosis were used in outpatients grouping (in 
the same way as for APC data) for the top ten subchapters, based on activity. 

 

Table 2-The top 10 subchapters showing additional records that would attract a 
diagnosis driven HRG if Option 2 was chosen 

HRG subchapter 

2010/11 
OP data 

run 
through 

APC 
Grouper 

WD Treatment of Mental Health Patients by Non-Mental Health Service Providers 356,756 

WA 
Immunology, infectious diseases, poisoning, shock, special examinations, 
screening and other healthcare contacts 228,287 

UZ Undefined Groups 153,737 

JA Breast Procedures and Disorders 147,137 

Year

No primary 

diagnosis

Invalid 

primary 

diagnosis

R69X 

primary 

diagnosis

Valid 

primary 

diagnosis

Valid 

secondary 

diagnosis Total

% valid 

primary 

diagnosis

% valid 

secondary 

diagnosis

2009-10 63,719,580 66,270 750,090 1,899,292 343,961 66,435,232 2.86 0.52

2010-11 66,531,617 41,509 618,968 2,246,825 409,199 69,438,919 3.24 0.59

2011-12 (Full year forecast) 67,653,879 123,890 558,816 2,646,279 527,210 70,982,865 3.73 0.74
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HRG subchapter 

2010/11 
OP data 

run 
through 

APC 
Grouper 

CZ Mouth Head Neck and Ears Procedures and Disorders 145,109 

LB Urological and Male Reproductive System Procedures and Disorders 130,067 

PA Paediatric Medicine 105,562 

FZ Digestive System Procedures and Disorders 102,263 

HD Musculoskeletal Disorders 94,144 

BZ Eyes and Periorbita Procedures and Disorders 83,524 

 

Reviewing the data shown in table 2 above, it can be seen that, within the top ten subchapters, 
there are a total of over 1 million records that would generate a diagnosis based HRG, if 
Option 2 was implemented.  This activity would previously have output an Outpatient 
attendance based WF* HRG. 

 

Risks and issues for Option 2 

Associated risks and issues with this option are detailed below. 

 

 

Risk/Issue 

 

Mitigation 

Issue 

Impact 

Risk 

Level 

(Pre) 

Risk 

Level 

(Post) 

There is an issue that not all 
EWGs would endorse this option 
– following the consultation of 
EWGs, a number of concerns 
were raised about how feasible it 
actually is to record a valid 
diagnosis code for every 
outpatient attendance.   

Convene EWG meetings to 
discuss concerns and 
investigate possible solutions 
that address the issue 

4   

There is a risk that it may be 
difficult for Trusts to cost on 
diagnosis led activity for 
outpatients. 

Develop robust Costing 
Guidance in conjunction with  
the relevant  agencies, for 
example Monitor and the NHS 
Commissioning Board 

 16 8 
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Option 3 –Diagnosis qualified, procedure driven HRGs only 

This option would be a subset of option 2 and would use diagnosis codes in the same way as 
for APC grouping for HRGs which are procedure driven but have a diagnosis qualifier attached 
to them. For example, AB11Z Cognitive Behavioural Therapy can only be derived if a relevant 
procedure code is recorded along with a relevant diagnosis code. This would be a much 
smaller subset of HRGs which could be derived than for option 1 but would be a „softer‟ 
approach to the use of diagnosis codes in outpatients. 

 

Risks and issues for Option 3 

Associated risks and issues with this option are detailed below. 

 

 

Risk 

 

Mitigation 

Issue 

Impact 

Risk 

Level 

(Pre) 

Risk 

Level 

(Post) 

There is a risk that this misses 
some useful HRGs which are 
entirely ICD-10 driven and 
relevant to derive in an outpatient 
setting.   

None available  15 15 
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Option 4 – Create new Outpatient HRGs based on assessments for conditions 

This option would involve the use of the following OPCS-4.6 codes: 

 

 X62.1 Assessment by uniprofessional team NEC 

 X62.2 Assessment by multiprofessional team NEC 

 X62.3 Assessment by multidisciplinary team NEC 

 X62.8 Other specified assessment 

 X62.9 Unspecified assessment 

 

These codes should, according to clinical coding rules, only ever be used in an outpatient 
setting. Therefore, creating such HRGs would essentially make them setting-dependent.  

 

The option for use of these codes would involve creating HRGs for the assessment of clinical 
conditions (e.g. X62.8 Other specified assessment) by using the ICD-10 code alongside it (e.g. 
assessment for diabetes). Table 3 shows Outpatient attendances where a Cancer Diagnosis 
or possible cancer diagnosis (Breast) was recorded. 

 

Table 3 

ICD-10 Primary Diagnosis  Grouping 
OP 
Attendances 

C509 Malignant neoplasm of breast, unspecified Cancer 1,912 

C56X Malignant neoplasm of ovary Cancer 829 

C61X Malignant neoplasm of prostate Cancer 788 

N63X Unspecified lump in breast Breast 782 

N645 Other signs and symptoms in breast Breast 780 

 

Reviewing the data shown in Table 3 above, it can be seen that the usage of OPCS-4 code 
X62* is not very prevalent in Outpatient data and where it is used, the diagnosis codes are 
limited and often vague. 

 

Risks and issues for Option 4 

Associated risks and issues with this option are detailed below 

 

 

Risk 

 

Mitigation 

Issue 

Impact 

Risk 

Level 

(Pre) 

Risk 

Level 

(Post) 

There is a risk that HRGs would 
not be setting independent 
(contravening the Casemix 
Design Framework).   

The Casemix Design 
Framework notes that some 
Specialised Service activity 
may not comply to design  
rules, allowing HRGs to be 
developed  

 

 15 4 
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Risk 

 

Mitigation 

Issue 

Impact 

Risk 

Level 

(Pre) 

Risk 

Level 

(Post) 

There is a risk that, as this is time 
consuming; it would involve 
extensive engagement with 
EWGs and NHS Connecting for 
Health. 

Realistic timescales would be 
implemented, following 
discussions with the NHS 
Commissioning Board, 
Monitor, EWGs and other 
relevant stakeholders 

 20 4 
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Summary of Options 

The following table provides a summary of the four options, including potential benefits and 
dis-benefits, for stakeholder consideration. 

 

Table 4 

 

Option Description  Benefits Disbenefits  

1 Do nothing - No 
changes to the 
existing approach 

- Stability of the 
classification 

- Does not increase the 
number of HRGs within the 
classification 

- No response to changing 
clinical practice 

- Lack of interface with other 
areas of clinical informatics 

- Fails to support future 
development of PPGs 

2 Replicate what is 
done for Admitted 
Patient care, utilising 
patient diagnosis to 
group to HRG 

- Straight forward 
implementation base on 
proven framework 

- Meets current Casemix 
Design Framework 

- Specialised Service 
organisations support it 

- Meets forward 
compatibility requirements 
of Patient Pathway Groups 

- Unnecessary granularity in 
classification may be difficult 
to cost 

- Likelihood that cost 
differentiation will be less 
pronounced than that for 
APC, especially for diagnosis 
driven activity which 
traditionally costs on length of 
stay 

- May be a disincentive to 
collect data where net result 
is a decrease in provider 
income 

- May increase the number of 
HRGs within the classification 

3 Using patient 
diagnosis as a 
qualifier for 
procedure driven 
HRGs 

- Straight forward 
implementation base on 
proven framework 

- A more reserved 
approach ensures stability 
of the services 

- This only partially realises 
the forward compatibility 
required for Patient Pathway 
Groups 

- May only be applicable for a 
sub-set of healthcare 
activities where identical 
procedures utilise different 
resources as a direct result of 
the underlying diagnosis 

- Likelihood that cost 
differentiation will be less 
pronounced than that for 
APC, especially for diagnosis 
driven activity which 
traditionally costs on length of 
stay 

- May be a disincentive to 
collect data where net result 
is a decrease in provider 
income 

- May increase the number of 
HRGs within the classification 
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Option Description  Benefits Disbenefits  

4 Using a specific 
subset of procedure 
codes (X63*) 
alongside diagnosis 
codes to assess 
clinical conditions 

- Specific and relevant 

HRGs could be developed 

- A more tailored approach 
to subchapters can be 
made, making the outcome 
more accurate and relevant 

-Relatively low 
administration burden on 
the NHS, as activities can 
be linked to specific local 
clinics/consultants 

- Supports identification of 
specialised services across 
care settings 

- Supports future 
development of Patient 
Pathway Groups 

- May provide a useful 
interface with Community 
Information Dataset (CIDS) 

- Signifies a move away from 
setting independence 

- May only be applicable for a 
sub-set of healthcare 
activities (at TFC level) where 
diagnosis affects consultation 
time/resource 

- May be a disincentive to 
collect data where net result 
is a decrease in provider 
income 

- May increase the number of 
HRGs within the classification 
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Next Steps 

The National Casemix Office is planning to undertake a phased development of 
implementation, commencing with Option 4, which was supported in the findings of the 
questionnaire.  Option 4 will use a specific subset of procedure codes alongside diagnosis 
codes to assess clinical conditions, with a number of benefits that will ensure possible future 
devlopments are catered for. 

 

To ensure that this phased development remains relevant to the NHS and appropriate 
Specialties, the National Casemix Office will work with relevant Expert Working Groups 
(EWGs) and Expert Reference Panel (ERP). 

 

 



Ultilisation of Diagnosis Iin Outpatients (combined) v0.10 

 

23 Copyright © 2012, The Health and Social Care Information Centre. All Rights Reserved. 

Appendix 1 – Example of questionnaire (as referenced in Section One) 

 



Ultilisation of Diagnosis Iin Outpatients (combined) v0.10 

 

24 Copyright © 2012, The Health and Social Care Information Centre. All Rights Reserved. 

 

 

 


