Coding method change during COVID-19: A catalyst to improving the quality of electronic discharge
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Aim: To improve the quality of content of electronic discharge summaries at East Surrey Hospital
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Improving discharge summary quality has many benefits including accurate coding, patient safety and handover of correct information to community teams. Following Areas for discussion
the data collection a SMART action plan was created and presented at the medical divisional meeting, leading to a body of work to improve the quality of discharge

summaries. The coding team highlighted that it is 60% faster to code from electronic records, but the quality of the discharge summaries currently makes this
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Conclusion and Action Plan

impossible. A collaborative approach between clinicians, coding and the information technology team is encouraged for improving healthcare informatics. *  MDT involvement in writing discharge summaries
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Work with IT to remove ‘defect’ of pulling initial diagnosis through to final discharge letter — ‘systems freeze’ a barrier to change
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