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ABSTRACT

Introduction

Codefication must be implemented properly and
correctly by the rules of the International Statistical
Classification of Disease and Related Health Problems
Tenth Revision (ICD-10) because it is one source of data
that will be used for decision making to prevent mortality
due to morbidity. The purpose of this study to determine
the accuracy of inpatient morbidity codification to
support the quality of the report ten illnesses in Cimahi
Hospital in 2019. This research uses a descriptive method
with quantitative data and descriptive quantitative
research design. The population used in this study is the
inpatient medical records in particular morbidity already
codification and have multiple diagnoses in the period
from January until the Month in February 2019 with a
sample of 100 medical records. The sampling technique
used a purposive sampling method. The analysis showed
that the amount of code that is accurate as much as 23%
(23 medical records) and inaccurate by 77% (77 (seventyseven) medical records). As for some of the factors that lead
to inaccurate diagnosis codes in Cimahi Hospital includes
policies and standard operating procedure that has not
been able to accommodate and ensure the accuracy of the
results codification. Implementation codification not by
the rules should be. Officers codification not abstracting
medical records and did not apply the classification of the
rule contained in the ICD10 book. Suggestions should be
made of technical guidelines codification and revisions
to the standard operating procedure, in addition to the
need for the application of the rules of morbidity coding
and abstraction of medical records and improved worker
performance by holding seminars and training coder,
regular meetings at least 1 (one) month to discuss the
problems and obstacles at the time of codification.

Health Information Systems that are able to
produce accurate data and information are needed
to support health services. Results of information
from health services, one of which is information on
patient diseases. Data collection of patient diseases
can be done through clinical codification. The
accuracy of the clinical codification will determine
the results of accurate reporting.

Keywords: Accuracy, Codification, Morbidity, Report of
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The process of coding an inpatient diagnosis
must always begin with a careful review of the
patient’s medical record so as to obtain a clear overall
picture of the medical record documentation about
the problems and care received by the patient. The
encoder selects the conditions and procedures that
must be coded from the available medical records.
After the diagnosis and procedure are determined,
the International Statistical Classification of Disease,
and Related Health Problem Tenth Revision (ICD10) code is chosen (Kasim 2014).
The important thing that must be considered
by medical recorders is the accuracy in providing
a diagnosis code based on the rules contained
in ICD-10. Inaccuracy in the diagnosis code
will affect the quality of the coded information,
because the information generated is not based on
existing standards, other than that if in determining
the diagnosis code the main is inaccurate and
incomplete, the information obtained is incomplete
and inaccurate. According to data obtained from
December 2018 to February 2019 at Cimahi
Regional Hospital, 30 medical records were taken
for morbidity cases. Of the total number of files,
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there were 26.67% (8 medical records were wrong
in the selection of the main diagnoses), 13.33% (4
medical records were wrong in determining the main
diagnosis code), 33.33% (10 medical records were
wrong in the selection of the main diagnosis and the
determination of the main diagnosis code) ). From
these data it can be seen the percentage of possible
error rates in the selection of the main diagnosis as
well as the determination of the main diagnostic
code based on the results of the abstraction of the
researcher and the provisions contained in ICD-10
regarding morbidity coding by 73.33%.
From the results of the preliminary study, data
processing of disease coding will affect the quality of
clinical information generated, one of which affects
the quality of the top ten disease reports.
Method
Researchers used descriptive research methods
with quantitative data. Researchers used descriptive
research methods to explain how the accuracy of
codification of inpatient morbidity that will have
an impact on the quality of the top ten diseases in
Cimahi Regional Hospital.
I.

RESULTS AND DISCUSSION
A. The implementation of inpatient morbidity
coding at Cimahi Regional Hospital
Cimahi Regional Hospital already
has a codified operationalrational standard
procedure entitled “Use of ICD Book 10”
which is contained in documents with
number 05/3045/IX /2016 and the date of
issue September 1, 2016. The operational
standard of the codification procedure does
not yet contain all the steps that must be
carried out in the codification. The contents
of the procedure are as follows:
a.

A coding medical records officer looks
at inpatient, emergency room and
outpatient medical records.

b.

A coding medical records officer read
the diagnosis of the disease written by
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doctors in the medical record, inpatient,
emergency room and outpatient.
c.

A coding medical records officer
records diagnosis of the disease using
ICD books 10 volumes 1, 2, and 3.

In writing the stages of the codification
listed in the standard operating procedure it
is clear but still incomplete because it does
not contain the steps that must be carried out
in the codification. After all, at the standard
operation stage, the codification procedure
still has short comings in terms of content
that should include the codification stages
such as the abstraction, assignment, or
review.
Based on the observations of
researchers about the implementation of
inpatient morbidity coding at Cibabat
Regional Hospital some stages have not
been carried out in accordance with the
steps of codification that should be. This
stage is the abstraction process of the
patient’s medical record. During the coding
process, the officer only determines the
main diagnosis and chooses the diagnosis
code based on the final diagnosis that the
doctor has written on the medical resume
sheet, without looking at the laboratory
results and other supporting results.
In addition to not doing an abstraction
on the medical record, the codification
officer also has not evaluated the activities
and results of the codification, because so
far the officers feel that the coding activity
has been going well and the results of the
coding have supported the morbidity data
report, so the evaluation is not carried out,
whereas the evaluation is very important
to assess whether the activities and the
results of the coding have guaranteed the
accuracy of the coding produced by both
the determination of the main diagnosis
and the selection of the diagnosis code.
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Codification implementation is one of the
medical record data processing activities
to provide codes with letters or with
numbers or combinations of letters and
numbers that represent data components.
The implementation of coding requires an
abstraction process wherein conducting the
coding the officer must look at the results
of other supports to then determine which
diagnosis is the right one as the main
diagnosis.
AHIMA regarding the clinical
coding phase, that doing abstraction by
understanding the contents of the medical
record first is to seeing, reading and
understanding the entire contents of the
patient’s medical record from each sheet of
medical records. Based on the abstraction
theory, information analysis must be carried
out to determine what condition the patient
is suffering from and the information is
sourced from medical records such as
clinical, laboratory, radiological results and
operating records. If this is not done there
will be an error in determining the selection
of the main diagnosis and selection of the
disease code. And this is very influential
on the results of the coding because the
final diagnosis written by the doctor on the
medical resume sheet is not necessarily the
main diagnosis after an abstraction. So that
the determination of the main diagnosis
and selection of the diagnosis code by
reading the final diagnosis written by the
doctor cannot guarantee the accuracy in
determining the main diagnosis or selection
of the disease code.
For example, researchers take cases
with errors in the selection of the main
diagnoses, as follows:
Codefication in the medical record
Main Diagnosis : Pneumonia
Additional Diagnosis :
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(1) bronchitis
(2) dyspepsia
Treatment :
a)

Giving Ceftriaxone & Azithromycin
drugs (to prevent and treat diarrhea);

b) Sanbutamol (to relieve symptoms of
asthma and COPD);
c)

Lanzo (to relieve stomach ulcers and
peptic ulcers)

d) PCT (to relieve headaches, aches,
minor aches, and fevers)
Results
of
supporting
fecal
examinations: Thorax, Pathology Anatomy,
Clinical: CAP dd/ KP (Koch pulmonary).
There is no visible active pulmonary
tuberculosis, BP/pneumonia, cardiomegaly.
Anamnesis : 1-weeks fever, sore throat,
coughing, and brown phlegm. The main
diagnosis chosen by a coding officer is
Pneumonia (J18.0).
However, based on the information
available in the patient’s medical record file
regarding treatment, the results of support
and history show that the more appropriate
primary diagnosis is Bronchitis (J40).
If the officer performs an abstraction
of the patient’s medical record by looking
at the entire set of examinations and
treatments, the results of the determination
of the main diagnosis will be more accurate.
The mistakes in the selection of the main
diagnosis and determination of the disease
code, will affect the quality of the morbidity
data and also the quality of the data for
decision hospital management.
The implementation of clinical coding
at Cimahi Regional Hospital, there has not
been an evaluation, while the evaluation
function is to evaluate the results of the
implementation of the codification which
has been run.
The purpose of the clinical coding
evaluation will be to direct the officers in
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conducting the codification activities and
to know how accurately the codification
produced can be accounted for at its level of
accuracy. The events of inaccurate clinical
coding, the results of the information
are also inaccurate which will result in
morbidity data as a basis for reporting and
decision making becomes irrelevant.
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determining the main diagnosis code there
are 26 (33.77%). Findings of inaccuracies can
be illustrated in the bar diagram (figure 1).

B. Accuracy of Inpatient Morbidity coding in
Cimahi Regional Hospital
Encoding Inpatient medical records
from 100 samples and having a diagnosis of
more than one (double diagnosis), found an
inaccuracy of 77% (table 1).
Table 1 Accuracy Rate of Inpatient
Morbidity Based on Comparison of Coder
and Researcher Codification Quarter I
(January-March) 2019

Source: Research Results in the Inpatient
Medical Record Section
The inaccuracy rates are divided into
two categories, namely the selection of the
main diagnosis and the determination of the
main diagnosis code (table 2)
Table 2 Inaccuracy of Codification
Based on Selection of Main Diagnosis
and Determination of the Code Quarter I
(January-March) 2019

Based on the inaccuracy in the selection
of the main diagnosis, the researcher found
a case of diarrhea of 9.8% or as many as
5 (five) medical records which were not
appropriate in selecting the main diagnosis.
Inaccurate determination of the main
diagnosis code the authors found in cases
of stroke infarction was 19.23% and ESRD
(End Stage Renal Disease) was 19.23%.
The ones mistake diagnosis of the main
diagnosis because the codification officer
did not read the supporting information in
the medical record. Important supporting
examination information will help the
codifier in determining the main diagnosis.
The second mistake is that the codification
officer does not apply the rules of
reselection to morbidity coding so that there
is an inaccuracy in the selection of the main
diagnosis.
In the case of diarrhea, the codefication
officer did not see the results of supporting
examinations to show whether or not there
was diarrhea, other than that the officer did
not see the history or treatment given to
determine the diagnosis in question.
As an example :

There are 51 (66.23%) medical records
found to be incorrect in the selection of
the main diagnosis. While incorrect in

Main Diagnosis : Gravis Anemia
Additional Diagnosis: Acute Diarrhea
Without Dehydration
ISBN : 978-623-95806-0-5 (PDF)
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Treatment :
1) Administration of Zinc & Lacto B
drugs (to prevent and treat diarrhea);
2) Cefixime & Cefotaxime (to treat and
stop bacterial growth)
Stool examination supporting results:
Shows that the consistency of soft stool, L:
0-1, E: 1-2, dietary fiber (+)
Anamnesa:
Shows that the patient defecates six
times a day and is slimy and pale. The main
diagnosis chosen by the codifier is Anemia
Gravis (D64.8).
However, the information contained in
the patient’s medical record about treatment,
supporting results and history shows that
the main diagnosis is more precisely chosen
is an acute diarrheal disease (A09).
Therefore, codification officers must
read the information that can support and
assist in determining the main diagnosis
and applying the rules of Rule MB1 MB 5 reselections, so that accuracy in the
codification of inpatient morbidity can be
achieved.
Inaccuracy of 77 (seventy-seven)
medical records, the number of inaccuracies
occur because no combination is done
according to ICD-10 rules. There are 16
(20.78%) medical records that have a
combined diagnosis and found 15 (fifteen).
There are medical records (19.74%)
with the wrong combination diagnosis in
the selection of the main diagnosis and there
are 1 (1.3%) medical records with the wrong
combination diagnosis in determining the
main diagnosis code. Findings Diagnosis
that needs to be done following the rules on
ICD-10, namely a combination of (table 3).
Table 3 Diagnosis that needs to be done in
accordance with the rules on ICD-10
242

ISBN : 978-623-95806-0-5 (PDF)

Sample case 1 :
Main diagnosis : Type 2 diabetes mellitus
Additional diagnosis:
(1) Chronic Kidney Diseases ec DKD
(2) Dyspepsia syndrome
(3) Congestive Heart Failure
We can be combined into Type 2 Diabetes
mellitus with CKD (Chronic Kidney
Disease) / Renal complication.
Sample case 2 :
Main diagnosis : Gangrene Ulcer a/ r
Pedis sinistra
Additional diagnosis : Type 2 Diabetes
mellitus
We can combined into Type 2 Diabetes
mellitus with Gangrene Ulcer a/r Pedis
Sinistra.
If the codification officer carries out the
codification, using the Rule MB reselection
rules, Coding of Combination Categories, it
can support the achievement of accuracy in
the codification of inpatient morbidity. After
the researcher interviewed with the officer,
the reason for not doing the combination
was because the officer did the codification
by what the doctor wrote.
If the doctor writes the diagnosis by
adding the word “with”, then the officer
makes a combination of the diagnosis, but if
it does not write “with”, then the officer does
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not make a combination of the diagnosis.
Thus, if we never re-select the
codification, then we don’t get accurate data
or information. In the future, this will also
affect the cost reimbursement process.
Several cases were found by researchers
with inaccurate coding:
1.

Stroke Infarction cases:
An error occurred because of
inaccuracy in determining the code
officer. In the case of Stroke Infarction,
the code specified by the codifier is
the code for Stroke (I64), the more
appropriate code is I63.9.
Stroke is a condition that occurs
when blood supply to the brain is
disrupted or reduced due to a blockage
(ischemic stroke) or rupture of blood
vessels (hemorrhagic stroke) but stroke
(I64) does not specifically describe
the condition as “Haemorrhage” or
as
“Infarction/Blockage”.
Stroke
Infarction is a stroke that occurs due to
obstruction or blockage in blood vessels
that supply blood to the brain and more
specifically as a stroke infarction/
ischemia. The diagnosis of stroke
infarction is usually made by a CT scan
on the head. Cases of stroke infarction
found to have CT head scan results
show: Cerebral infarction in the basal
ganglia and right lateral periventricular
alba substantial. So clearly the coding
that must be given is for diagnosis of
stroke infarction (I63.9). Coding errors
will result in incorrect reports.

2.

ESRD (End Stage Renal Disease) cases
The ESRD (End-Stage Renal
Disease), the code specified by the
codifier is N18.0. The more appropriate
code for ESRD is N18.5. Because the
N18.0 code is not in ICD-10. As it is
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known that ESRD is a condition of endstage kidney disease or known as CKD
(Chronic Kidney Disease) Stage 5. If
the codification officer uses ICD-10 in
searching for the diagnosis code, the
officer will not be wrong in determining
the diagnosis code, because it is very
clear that the ESRD code contained
in ICD-10 volume I explains that the
ESRD code is the Chronic Kidney
Disease Stage 5 (N18.5) code ).
Determination of the diagnosis
code for medical records that have
more than one diagnosis or multiple
diagnoses is very dependent on
determining the main diagnosis. If
the main diagnosis chosen is correct,
then there is a possibility of correct
determination of the code. But that
does not guarantee in full.
A coding officer is required to
be meticulous and careful in the
codification.
Officers must look back on the
Tabular List in book ICD-10 Volume
I. Officers must support accuracy in
the selection and determination of
the main diagnostic code. An encoder
must be able to determine the code and
read the information contained in the
medical record file as a whole.
An encoder must apply the
classification or rules in ICD-10
to maintain the accuracy of the
codification so that it can produce
quality information.
This is evident in the rules made
by AHIMA. According to AHIMA if
the encoder does three stages before
determining the code, the results will
be accurate.
Clinical Coding Key Phase
(AHIMA) has three Key Phases
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a)

Abstraction
1) Reading the entire record of
the health ecounter
2) Analyzing the information to
determine what condition(s)
the patient had, what caused it
and how it was treated
3) The information comes from
a variety of sources within
the Medical Records, such
as clinical notes, laboratory,
and radiology results, and
operation notes

b) Assignment
1) Finding
the
appropriate
code(s) from the classification
for the abstraction
2) Entering the code into the
system being used to collect
the coded data
c)

(51 medical records) and inaccuracies in
determining the main diagnosis code of
33.77% (26 medical records). The impact
of the results of inaccuracies is seen in the
comparison of the ten Big Disease reports
between researchers and codifiers inpatient
in table 4.
The results of a simulation of making
the top ten inpatient diseases can illustrate
that the information produced is not
appropriate. Information on the top ten
diseases produced by researchers is not
the same as the codification officer, this
is because the codification officer is not
right in selecting the main diagnosis or in
determining the main diagnosis code.
Table 4 Comparison of Reports of the
Top 10 Inpatient Diseases Based on Main
Condition By Coder and Researchers

Review
Reviewing the code set
produced from the assignment

In the three phases of clinical
codification, according to AHIMA, it is
very important in codification activities
because it can assist the codification
officer in determining the codification
steps. If the codification officer does
not do so, it will affect the morbidity
data generated from the codification.
With the steps in the implementation of
the codification will facilitate officers
in doing the codification and can also
minimize errors in the implementation
of the codification.
C. Quality Report of the Top 10 Diseases
Resulting from Codification of Inpatient
Morbidity
Researchers found inaccuracies in the
selection of the main diagnosis of 66.23%
244
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The results of inaccuracies in the
selection of the main diagnosis and
inaccurate coding are certainly very
influential on the reports of the ten
most diseases. The report is needed for
management in decision making.
One dimension of data quality
according to Batini (2009), namely:
Accuracy. Accuracy implies the extent
to which the data is true, reliable, and the
value of the data stored in the database is
consistent with reality.
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When linked to the codification
results, the codification data is collected,
classified and processed to produce a unity
of information that is true, reliable and
following the reality that exists to support
the accuracy of the quality results of the top
ten reports of inpatient diseases.
The quality of the top ten disease reports
is the output of clinical information obtained
from the results of the accumulation of the
most appropriate codification based on
the dimensions of accuracy following the
results of abstraction and morbidity coding
rules on ICD-10.
A piece of information that can be
tested for truth and meets the right standards
relating to the dimensions of accuracy.
If it is related to the quality of the top 10
reports of inpatient diseases related to the
dimensions of accuracy, the reports of the
top 10 inpatient diseases can be tested
for accuracy, which when performing
a diagnosis of codification follows the
codification rules according to the results of
the abstraction and rules set out in ICD-10
regarding Morbidity Coding.
Regarding Morbidity Coding, it means
that it must follow the rules and guidelines
for a codification of morbidity that can be
studied on ICD-10 volume 2.
Codification of morbidity is said to be
accurate if it is appropriate in the selection
of the main diagnosis and appropriate in
determining the diagnosis code. The coding
must be complete and accurate following
ICD-10 directives (WHO, 2004).
The accuracy of the diagnosis code
in the medical record is used as a basis
for making reports. If the implementation
of the codification is not done accurately,
it causes the level of accuracy of the
information output obtained to be of poor
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quality. From 77% of medical records
which is the percentage of inaccuracy
codification of inpatient morbidity in
Cimahi Regional Hospital illustrates that
the top ten reports of inpatient diseases
resulting from codification accumulation
are less accurate. Information can be said
to be of high quality if the accuracy of the
report reaches a percentage of 100%.
An accurate and absolute code must
be obtained so that the report made can be
accounted for. Inaccurate report data will
cause inaccurate decision making because
the information used as a reference in
hospital decision making is not yet relevant
to reality.
Medical records are one source of data
that is processed to produce information.
The information has benefits and an
important role in an organization. Disease
code determination activity is one of
the data processing activities that must
be carried out properly and correctly in
accordance with the provisions that are
based on ICD-10. Accurate codification
and report preparation stages will produce
quality reports and can be used as material
for consideration in planning, evaluating
or supervising or being considered in
determining a decision to be taken.
II. CONCLUSIONS AND SUGGESTION
A. CONCLUSIONS
1. There is no policy and procedure
regarding codification that refers to
the rules of morbidity coding, general
coding, and mortality coding.
2. The codification procedure cannot
guarantee the results of codification
accuracy.
3.

Implementation of the codification
of the officer does not read the
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information contained in each sheet of
medical records as a whole and does
not apply the classification rules in the
book ICD-10.
4.

The results of the codification as
the basis for the report of the top 10
inpatient diseases are not qualified.

[4]

A. D. Chapman,. “Principle of Data
Quality”, version 1.0. Report for the
Global Biodiversity Information Facility,
Copenhagen. 2005.

[5]

Departemen Kesehatan RI.,”Pedoman
Pengelolaan Rekam Medis Direktur
Jenderal Pelayanan Medis, “Pedoman
Pengelolaan Rekam Medis Rumah Sakit
di Indonesia”, Jakarta: Balai Pustaka
1997.

[6]

Edna K. Huffman, Health Information
Management, Issue 10. Berwyn Illionis :
Physician’s Record Company, 1994

[7]

Gemala Hatta, “Pedoman Manajemen
Informasi Kesehatan di Sarana Pelayanan
Kesehatan”, Jakarta: Penerbit Universitas
Indonesia, 2011.

[8]

ISO 8000. 2018. Data Quality Part :115

[9]

Kasim, F dan Erkadius, “Sistem Klasifikasi
Utama Morbiditas dan Mortalitas
yang digunakan di Indonesia”, dalam
Hatta, G, editor. “Pedoman Manajemen
Informasi Kesehatan di Sarana Pelayanan
Kesehatan”, Jakarta: Penerbit Universitas
Indonesia, 2011.

B. SUGGESTION
1.

2.

3.

The author suggests a review of
standard procedures in implementing
codification and making technical
instructions for using general coding,
morbidity coding, and mortality coding
as a reference for codification.
Conduct an internal coding audit to
analyze codification activities, detect
faults in the codification system and
identify deficiencies in codification
by forming a Coding Audit Team
that involves the Codification Officer
(Coder), Head of the Medical Records
Section and doctors.
Refreshing codification knowledge on
the coding officer in self-development
by attending training, seminars, and
training related to their field of work.
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