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EXECUTIVE SUMMARY

An assessment team studied ICD-10 implementation and capacity in the health facilities of
Nepal The goal of this assessment was to identify ways to support the full implementation of
the International Statistical Classification of Disease (ICD) through improvements in national
policies, resource allocation, and capacity building. This assessment produced clear
recommendations for improving ICD-10 implementation in Nepal

The Team conducted a mixed-method cross-sectional study of health facilities. Respondents
included: Hospital Chiefs and Medical Recorders from one hospital in each Province; all
Health Section Chiefs in the Provincial Ministry of Social Development (MoSD); Directors of
the Provincial Health Directorates (PHD); Registrars of the Nepal Medical Council, Nepal
Nursing Council, and Nepal Health Professional Council; former Health Management
Information System (HMIS) Chiefs; Directors of the Management Division (MD); and other
representatives from the Ministry of Health and Population (MoHP). Interviews were
conducted using a structured questionnaire and some in-depth and group discussions.
Additionally, forty-nine Medical Recorders were interviewed online through a structured
questionnaire.

The assessment was carried out from November to December 2019, with the informed
consent of participants. Quantitative data were analyzed using the Statistical Package for
Social Sciences (SPSS), Version 20. Qualitative data were coded using NVivo Pro, Version 12,
and thematically analyzed. The study team also reviewed national policy documents,
available academic curricula, and national and international best practices for ICD
implementation.

The findings revealed that all the surveyed hospitals only recorded and reported Inpatient
Department (IPD) morbidity cases, while all the Outpatient Department (OPD) cases were
left unrecorded and unreported. The emergency cases were partially recorded. Examples of
incomplete reporting occur most often when posts are vacant. Mortality codes have not yet
been implemented throughout the health system, and only a small minority of facilities have
received training in these codes to date.

Sanctioned posts for Medical Recorders are insufficient, and additional trained Medical
Recorders are needed in hospitals and the Integrated Health Information Management
Section (IHIMS) of the DoHS. There is virtually no way to monitor ICD-10 implementation
systematically. The findings revealed a critical vulnerability: although private and non-
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governmental hospitals treat a majority of patients presenting with illnesses, they often fail
to use the ICD-10 coding system or report to the national government.

HMIS forms incorporate recording and reporting of ICD codes in OPD and IPD registers.
However, emergency registers only record cases, without ICD codes. Hence, emergency
cases are not coded with ICD codes. Additionally, the B.P Koirala Institute of Health Sciences
(BPKIHS), the only training center for ICD-10 in the country, uses 5-digit ICD codes that do
not harmonize with the 4-digit codes used in the national HMIS computerized reporting
system.

BPKIHS has been providing an 8-day training on ICD-10 morbidity codes and an additional
4-day training on mortality codes. The typical training period was found to be inadequate,
and participants received insufficient practical experience. These problems hamper the
implementation of the ICD-10 disease classification system.

In summary, this research found that substantial improvements are required to improve
recording and reporting practices, current HMIS tools, and training materials. It will also be
necessary to more fully integrate the many private and non-government hospitals into the
national ICD disease classification system, to improve systematic recording and reporting of
morbidity and mortality.

Recommendations

ICD Training:

. ICD training package needs to be revisited and revised as per the requirements of
medical recorders with focused on practical knowledge based WHO ICD guidelines
contextualizing according to the country needs.

o Training program should be expanded to the relevant health workers other then
hospital medical recorders. The health professionals should be well oriented on the
importance of clearly written and well defined diseases diagnosis and cause of death in
recording and reporting forms

o Considering current contexts in the country, the training centers should expanded to at
least one in all provinces.

HR Management:

o The requirement of medical recorders as per present situations needs to be well
assessed and positioned accordingly in health facilities of all level

o Roadmap for carrier opportunities needs to be developed to motivate and retain
medical recorders in particular in the health facilities of remote areas.

ICD 10 and Reporting:

o Uniform software package and electronic recording and reporting should be developed
and gradually extended to all hospitals/health facilities (Public Health Act 2075, clause
59 and 60.1)
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HMIS tools should be revised for better implementation of ICD 10 and also to
incorporate ICD morbidity coding in emergency reporting and cause of mortality in all
reporting system (Public Health Act 2075, clause 38).

For strengthening private sector reporting system, ICD recording and reporting should
be made one of the mandatory criteria while providing permission to establish and to
renew hospital/health facilities by non-public sectors (Public Health Act 2075, clause
59 and 60.1).

Coordination of ICD coding system with Civil Registration and Vital Statistics (CVRS) is
established.

Health Professional Curricula:

Greater efforts are required to incorporate ICD in health professionals curricula.
Ministry of Health and Population can take a lead to coordinate with various academic
institutions, ministry of education, professional councils and public service commission
to incorporate adequate information on ICD in their respective curriculum.

ICD training program needs to be expanded to all seven provinces and refresher
training should be given at regular intervals.
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CHAPTERI - INTRODUCTION

1.1 Background

People around the world speak about 7000 languages. As such, it becomes virtually
impossible to analyze the information on diseases and health-related problems uniformly.
However, the International Statistical Classification of Disease and Health-Related Problems
(ICD), developed by the WHO, provides a shared vocabulary for recording, reporting, and
monitoring health problems. (1) The ICD defines the universe of disease, disorders, injuries,
and other health-related conditions, using a unique code for each condition. The ICD system
allows the world to compare and share information using a common language. It allows for
easier storage, retrieval, and analysis of health information to support evidence-based
planning. ICD similarly permits countries to monitor health trends over time. (2)

The users of ICD include doctors, nurses, health workers, policymakers, researchers, health
information managers, and insurers. Countries use ICD to monitor the health of their
population, to plan how services are delivered, and to determine how to allocate resources.
ICD also allows countries to track changing disease patterns.

ICD has gone through a series of changes since its inception. The International Statistical
Institute adopted the first international classification edition in 1893. The ICD has been
revised, updated, and published multiple times, reflecting advancements in health and
medical science. WHO incorporated morbidity codes for the first time in [CD-6. The WHO
Nomenclature Regulations, adopted in 1967, stipulated that Member States use the most
current ICD revision for mortality and morbidity statistics. (1)

ICD-10 was endorsed by the Forty-third World Health Assembly in 1990 and was first used
by member states in 1994. More than 100 countries around the world now use the ICD code
to monitor the health of their populations and to guide health financing decisions, including
decisions about how to administer national health insurance. An eleventh revision, ICD-11,
was produced in 2019 to reflect progress in science and medicine over the past 30 years. (1)

1.2 History of ICD in Nepal

ICD-9 was first introduced in Nepal in about 1993. In 1996, representatives from Nepal
attended a two-week ICD training course in Thailand. The BPKIHS was designated as the
training center for ICD-10 and continues to be the only designated training center until
today. In 1996, BPKIHS began with a 14-day ICD-10 morbidity training for 40 participants.
Beginning in 1999, BPKIS also began to provide an 8-day refresher course.
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The National Health Service delivery system adopted ICD-10 coding in 1998 for use in its
routine health management information systems with a focus on hospital medical records.
Nepal's Civil Registration and Vital Statistics Systems had also been designed to capture the
cause of deaths. As such, the causes of death are not always assigned by medical
professionals, introducing some inaccuracy.

1.3 Current Situation

1.3.1 Regulatory and guiding documents

Quality implementation of ICD requires that health facilities and agencies have sufficient
management and record-keeping capabilities. First and foremost, a regulatory framework
should be in place to ensure the implementation of ICD. Currently, no national policies and
regulations guide the use of ICD in health data management. However, the national HMIS
guidelines (2075) and Nepal's Health Strategy (2063) include discussions of the ICD code.
Current HMIS tools apply the ICD codes when capturing morbidity and mortality events.
However, the HMIS does not, at present, cover emergency morbidity reporting. There is no
formal regulatory document for private sector hospitals to guide and direct ICD use.

1.3.2 Capacity

A majority of Medical Recorders who trained in ICD-10 have either transferred to other
sectors or have left their jobs. BPKIHS is the only center that provides ICD training, and the
center struggles to meet the demand for training. The quality of training sometimes also
suffers. Except for a few physicians, other health professionals have not trained in the ICD-
10 implementation. Medical curricula in Nepal do not provide adequate information about
the ICD system. Every tier of the reporting system lacks capacity and will require substantial
technical assistance inputs to achieve an acceptable standard of quality.

1.3.3 ICD implementation

HMIS tools capture morbidity and mortality events and apply the ICD code. Health personnel
record out-patient visits using pre-coded forms, while inpatient records are coded manually
in hospitals. Morbidity and mortality data presented in annual reports use ICD classifications.
Recently, the MoHP issued a guideline, The Institutional Medical Record and Certification of
Cause of Deaths (IMRCCD), to improve the management of mortality statistics. However,
these tools require further revision to provide quality information.

1.4 Problem Statement

Although the health system introduced the classification system almost 21 years ago, ICD
coverage, completeness, and quality continue to be problematic. The IHIMS Section strives
hard to implement ICD in Nepal's health facilities. Yet, many hospitals submit reports that do
not employ ICD codes: their data must be recorded by Medical Recorders for entry in the
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[HIMS. Reporting from large hospitals and private health institutions is weak, and data from
these facilities are not reflected often in national reports.

Medical Recorders in public hospitals have all received training in the ICD code. Yet, Nepal's
new governance system has resulted in many staffing changes and transfers, and many ICD-
trained staff now work in other sectors. As a result, compliance is sometimes deficient.
BPKIHS has developed a two-week training package on coding and reporting, which includes
a 4-day training on mortality.

Further assessment is needed to identify problems in ICD system knowledge and use. The
adequacy of the training package, teaching approach, duration of the training, and follow-up
actions should all be assessed. The scope, comprehensiveness, and interoperability of ICD
morbidity and mortality codes should be considered in light of an increased need for data to
support plans for national health insurance and universal health coverage.

1.5 Objectives

1.3.1 General Objective
The major objective of this assessment is to find gaps in ICD implementation in Nepal and
make recommendations to achieve better quality and improve sustainability.

1.3.2 Specific Objectives

e Assess the ICD training package and make recommendations for improvement

e Assess the gaps in human resources, medical record management, institutional
settings, and ICD compliance and suggest solutions for improvement

e Review the various codes and find ways to improve synchronization with ICD

e Assess the curriculums of health professionals, professional councils, and public
service commissions and identify opportunities to improve ICD knowledge

e Review the HMIS tools and their adequacy for ICD compliance and find ways to
improve them

e Review the medical education curriculum and suggest ways to build knowledge
of ICD sustainably

e Make recommendations for operational improvements in capacity building,
recording, and reporting

e Recommend a comprehensive training modality, methodology, and resource
materials.
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Chapter 2 - Methodology

2.1 Study Design and Study Site

The assessment team designed and conducted a mixed-method, cross-sectional study of
health facilities in Nepal to look for gaps in ICD-10 implementation and capacity. Hospital
Chiefs, Medical Recorders in hospitals, Provincial Health Directors, Health Section Chiefs of
the MoSD, and PHCC/HP in-charges were sampled purposively, with one of each type of
health professional included in each of seven provinces. In total, 35 interviews were
conducted.

Additionally, all Medical Recorders working in district- or higher-level hospitals participated
in an online survey. The Registrars of the Nepal Medical Council, Nepal Nursing Council, and
Nepal Health Professional Council were interviewed. Similarly, the assessment team
conducted interviews with the IHIMS Chief, MD Director, four former IHIMS Chiefs, the
current Chief of the Policy, Planning and Monitoring Division, and the current Chief of
Quality Standards and Regulations Division (QSRD) from MoHP. The BPKIHS team also
participated in a group interview.

2.2 Data Collection Tools

The assessment team held a meeting to discuss the study instruments. The Director of the
MD, the IHIMS Chief, a National Planning Officer of WHO/SEARO, an ICD expert, and a
consultant, attended the meeting. The ICD expert drafted the data collection tools, including
structured questionnaires and checklists, as suggested by meeting participants. The
assessment team shared the data collection tools with the WHO and the IHIMS of DoHS. The
Team received feedback and used it to revise the study instruments. Before the research, the
MD of the DoHS approved the study instruments.

The study team developed structured questionnaires to administer to Medical Recorders,
Hospital Chiefs, present and former IHIMS Chiefs, the Directors of the Provincial Health
Directorates, Health Chiefs of MoSD, health facility in-charges of PHCC/ HP, and registrars of
health professional councils. The Team developed an online questionnaire using Google
Forms for interviewing Medical Recorders at district- and higher-level hospitals. Researchers
also developed checklists for assessing the status of HMIS reporting and for observing ICD
coding practices in hospitals.

2.3 Orientation and Field Work

The assessment team provided a one-day orientation to prepare the field team for data
collection, which was facilitated by consultants. Roleplay was done among the field teams to
prepare for face-to-face interviews with the respondents.
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Interviewers completed fieldwork between December 1st and December 24th, 2019. The
field team consisted of a research officer, IHIMS representative, and a documentation officer.
A consultant periodically monitored the work of the field team.

2.4 Quality Assurance

For data quality assurance, the team leaders checked completed questionnaires on the same
day as the interview. Then the data was entered in Microsoft excel and checked once again
for recording errors.

2.5 Response Rate
The response rate for face-to-face interviews was 100%. All Medical Recorders, Health
Directors of PHD, Health Section Chiefs of the MoSD, Hospital Chiefs were interviewed.

The study team achieved an overall response rate of 78%. The online questionnaire was
sent to 63 Medical Recorders by email from the IHIMS of the MD, DOHS. The email address
list was obtained from the IHIMS database. After the first email, a follow-up was done within
a week by contacting non-responders by phone using the number they had listed in the
[HIMS. Among the non-responders, a total of three Medical Recorders were unreachable.
Four Medical Recorders had retired, and six had transferred to other health or municipality
offices. These respondents provided contact addresses for the newly assigned Medical
Recorders. The Team then reached out to the new contacts, increasing the study response
rate. Three respondents couldn't complete the online interview form by the deadline because
they lacked internet access in their region during the study period.

2.6 Data Management and Analysis

The assessment team entered quantitative data in Microsoft Excel and coded the data using
NVivo Pro, Version 12 software. The online questionnaire forms were exported to Microsoft
Excel To resolve inconsistencies in the data, researchers first cleaned the data then exported
them to the Statistical Package for Social Sciences (SPSS), Version 20 for analysis. Data
obtained from the HMIS database were also exported to SPSS for analysis.

Study team members collaborated closely on the analysis of qualitative interview data. The
Team used a content analysis approach to analyze qualitative interview data thematically.

2.7 Ethical Consideration

Interviewers obtained informed consent from all respondents before conducting interviews.
The assessment team assured participants that their responses were private and
confidential and that their data would be used only for research. Interviewers did not record
identifying information. All files were securely stored and made accessible only to
authorized members of the assessment team.
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2.8 Limitations of Assessment

This assessment does not directly assess ICD implementation in private hospitals. The
research also only included one purposively selected government hospital from each
province. The sample may not represent the situation of all hospitals in each Province or the
country overall
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CHAPTERIII - DESK REVIEW

The assessment team reviewed a variety of sources. The team accessed primary research
literature using PubMed and Google Scholar searches. The team obtained government and
multilateral policies, standards, and guidelines on institutional websites using Google
searches. They located academic curriculums and public service curriculums primarily using
Google searches. Additionally, some syllabi were obtained directly from teachers in
educational institutions.

3.1 ICD implementation around the world

Clinicians and researchers increasingly use the ICD system to define diseases and study
disease patterns, as well as manage health care, monitor outcomes, and allocate resources.
ICD has been translated into 43 languages worldwide. More than 100 countries use the
system to report mortality data as a primary indicator of health status. (3)

Since WHO holds the copyrights to ICD-10, those who would like to modify the system must
request permission before doing so. All modifications to ICD-10 must conform to WHO
conventions for the disease classification system. Certain restrictions apply, whereby WHO
limits the type of modification to prevent changes in the concept and meaning of three-digit
categories and four-digit codes. Over the last several years, several countries have received
such authorizations and modified the ICD-10. These include Australia (ICD-10-AM), Canada
(ICD-10-CA), Thailand (ICD-10-TM), United States (ICD-10-CM), Germany (ICD-10-GM),
among others. (4)

About 70% of the world's health expenditures ($3.5 billion US) are currently allocated by
applying the ICD classification system for reimbursement. (3) As in other countries, as
Nepal implements its national health insurance program, the ICD system becomes
increasingly important. The higher specificity of the new ICD-10-CM code will require
improved documentation and record-keeping by providers, increasing physicians' workload
by approximately 3-4% of provider time. This change will have some one-time costs, for
example, training costs for most staff. The government will need to develop "Super Bills" that
include ten times as many codes, new templates, and insurance contracts to reflect changes
in payments and coverage. (5) The IT systems that support the national IHIMS, National
Health Insurance Program, and current hospitals' recording and reporting practices will
need to be established.
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3.2 Sustainable Development Goals

Sustainable Development Goal 3 requires that, by 2030, all births are registered by civil
registration as soon as possible after delivery. More specifically, 80% of deaths must be
reported, registered, medically certified, and disaggregated by age and sex. Causes of death
should be reported using the ICD code by all hospitals based on verbal postmortems
conducted by medical personnel

3.3 The National Health Act, Policies, and Guidelines

The assessment team reviewed national strategies and guidelines for mention of the ICD
coding system, including the HMIS Guidelines (2075), the Nepal Health Strategy (2063), the
National Health Policy (2076), the Public Service Act 2075, and the Nepal Health Sector
Strategy - Implementation Plan (NHSS-IP) (2016/17-2020/21).

Only the HMIS guidelines (2075) and the Nepal Health Strategy (2063) mentioned ICD
coding. The HMIS guidelines (2075) incorporated the ICD code throughout, with discussions
of the system appearing in multiple sections (Sections 1.3, 2.4, 7.4, 8.2, 8.3,9.3, and 9.4.)
Furthermore, the HMIS guidelines require health facilities to use ICD coding when
categorizing morbidity and mortality events and while recording and reporting. Therefore,
HMIS guidelines effectively strengthened ICD implementation in Nepal Similarly, the Nepal
Health Strategy (2063) employed ICD-10 Coding while surveilling a representative sample of
hospitals. This sentinel report observes trends in common health conditions.

A Minimum Service Standard checklist was also developed by the Quality Standards and
Regulation Division, as the basis for identifying gaps and improving the quality of primary
hospitals, hospitals with basic services, hospitals with higher services, and tertiary hospitals.
Among other things, the checklist verified whether or not Medical Recorders were trained
on ICD and the District Health Information Software (DHIS-2). The checklist also confirmed
if the ICD system is used routinely in the diagnoses recorded in OPD and IPD registers.

3.4 ICD in academic curriculums

The assessment team reviewed the academic curriculum from a range of institutions,
including schools granting Bachelor of Medicine and Bachelor of Surgery (MBBS), General
Medicine, Bachelor of Science in Nursing, Bachelor of Nursing, and Proficiency Certificate
Level in Nursing degrees. In addition to BPKIHS, the sample included the Institute of
Medicine, Kathmandu University, Purbanchal University, Pokhara University, Patan Academy
of Health Sciences, the National Academy of Health Sciences, and the Council for Technical
Education and Vocational Training. With some exceptions, these institutes did not include
the ICD system in their courses of study. One university did choose to employ the ICD, yet it
limited its use to Psychiatry and Mental Health degree programs. As such, medical and
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nursing programs only rarely train students in the ICD system, hampering its implementation
in Nepal

3.5 Syllabus of Health Professional Councils

Health professional councils have not yet incorporated ICD in their syllabi. The assessment
team reviewed the syllabi of the Nepal Medical Council, the Nepal Nursing Council, and the
Nepal Health Professional Council These professional councils conduct examinations and
recruit health professionals for positions in the national government. Thus, efforts are
needed to equip these councils to deploy the ICD coding system.

3.6 Syllabus of Public Service Commission

The assessment team reviewed the Public Service Commission's syllabi for Medical
Recorders at the 5th and 7th levels. Although ICD coding is not in in the curriculum for the
5th Level, the Hospital Management topic area includes a sub-heading, "Hospital-based HMIS
tools." The curriculum for Medical Recorders, 7th Level directly includes a sub-heading,
"ICD-10 Coding System." This sub-heading appears under Section A, "Medical Records and
Medical Records Department.”

No other Public Service Commission syllabus includes training on ICD coding. The following
curricula do not provide training to students in the ICD system: Health Assistants; Senior
Auxillary Health Worker, 5th Level; Staff Nurse, 5th Level; General or Community Health
Nursing, 7th Level; and Health Inspector, 7th Level The ICD reporting system can be
strengthened through the revision of these syllabi.

3.7 ICD Training Package

BPKIHS is the only training center that provides training on the ICD system. The training
center uses a training manual prepared by C.L. Walker and Marian Lewis of Queensland
University, Brisbane. BPKIHS has been providing and eight-day ICD-10 morbidity training
and an additional four-day mortality training. Currently, the training package needs to be
revisited and revised to meet the requirements of Medical Recorders better and to suit the
country context. Additional training packages should be developed for other health
professionals to strengthen the implementation of ICD-10 Coding and to ensure standardized
recording and reporting of mortality and morbidity data.
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CHAPTERIV - FINDINGS AND DISCUSSION

The assessment team interviewed a total of 56 Medical Recorders. The Team conducted
face-to-face interviews with seven respondents employed in Provincial Hospitals (one per
province). Additionally, 49 Medical Recorders employed by government hospitals completed
online surveys. The findings from these quantitative interviews are presented below.

4.1 Background and characteristics of Medical Recorders

The majority of respondents were Medical Recorders (77%); the remaining 23% were
Computer Operators, Health Assistants, Auxiliary Health Workers, and Logistics
Management Officers.

Table 1: Background of the Medical Recorders - n= 56

Designation

Medical Recorder (holding the position) 43 76.8
Non-Medical Recorder (Computer Operator/HA/AHW, etc.) 13 23.2
Academic Qualification

Intermediate level 4 7.1
Above intermediate 52 92.9
Major subject of the study

Health 13 23.2
Non-health 43 76.8
Hospital address (Province)

Province 1 11 19.6
Province 2 4 7.1
Province 3 13 23.2
Gandaki Province 6 10.7
Province 5 6 10.7
Karnali Province 9 16.1
Sudurpaschim Province 7 12.5
Type of hospital

Primary Hospital 4 7.1
District Hospital 26 46.4
Provincial Hospital 16 28.6
Federal Hospital 10 17.9

A majority (93%) of the respondents had academic qualifications above the intermediate
level. A majority of respondents (77%) had not completed health degrees; instead, these
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respondents most often reported studying math and science as their main subject area. A
majority of Medical Recorders reported a medium level of satisfaction with their work. One
(of seven) Medical Recorder reported being satisfied with his/her profession. The
remaining six said that they were moderately satisfied (Medium Level of Satisfaction.)

4.2 ICD-10 Training

25 (of 56) Medical Recorders had received ICD-10 training. Only 6 of the trained Medical
Recorders had received ICD mortality training. All but one Medical Recorder had received
their training at BPKIHS. One respondent had received ICD training in Sri Lanka. Only seven
of the 25 trained Medical Recorders reported that their training in ICD coding and reporting
was insufficient.

Table 2: ICD Training for Medical Recorders -n=56

Training related information Frequency %
ICD-10 Training received (n=56) 25 44.6
ICD Mortality training received (among 25 students who 6 24

received ICD-10 Training)
Place of ICD-10 training received (n=25)

BPKIHS 24 96
Sri Lanka 1 4
Frequency of ICD training received (n=25)

Once 29 93.5
Twice 2 6.5
Sufficiency of the training package in supporting ICD 7 28
coding and reporting (of 25 students who received ICD-

10 Training)

4.2.1 Content of the training

Of the 25 trained Medical Recorders, a majority (18) were not satisfied with the content of
the training. Three mentioned that, although they felt that the theoretical content was
adequate, practical training was limited. They asked for more practical exposure to the ICD
system during training.

17% of respondents asked for better preparation in basic anatomical and physiological
terminology and abbreviations before ICD training. One respondent felt they would have
benefited from training in Nepalese language medical terminology.

Respondents suggested that ICD training could be divided into two phases: Phase 1, basic
anatomical and physiological terminology and abbreviations, and Phase 2, practical
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applications of the ICD code. Respondents asked for more opportunities for practical
exposure in hospitals so that trainees would be more ready to apply ICD in the workplace
upon completion of the course.

4.2.2 Duration of the training
Among the eighteen respondents who thought that training could be improved, 44% claimed
that the training duration was inadequate. They did not specify a better length of training.

4.2.3 Coverage of training

Many workers need basic knowledge of the ICD-10 code. 11% of all respondents thought
that ICD training should not be limited to Medical Recorders and doctors. Instead, all
workers who were directly or indirectly involved with the coding system should be trained,
for example, IPD In-charges, OPD staff, and other paramedics. Many Medical Recorders felt
that it was insufficient to have only one medical center providing training in ICD to cover
the needs of the country. According to them, Provincial Hospitals could be equipped to
provide ICD training also.

4.2.4 Quality of the training

About 13% of respondents said that the quality of training would be improved by increasing
the number of qualified, experienced trainers. 32% of all Medical Recorders in the sample
said there was a need for refresher training on ICD -10. Seven percent said that software for
ICD coding needed to be updated.

4.3 Availability of logistics

A majority of the respondents reported that the training materials and other resources were
adequate. For example, they felt that the training rooms, computers, internet access, safety
racks for document storage, and patient charts were sufficient. Six Medical Recorders said
that they had not discussed logistics with their chief before the interview.

More than half of the respondents (66%) reported shortages in medical dictionaries,
anatomy, physiology, and terminology books. Five (of seven) hospitals had all three volumes
of the ICD book. Only one hospital had a copy of the mortality decision table book (Vital
Statistics [CD-10 ACME Decision Tables for Classifying Underlying Cause of Death). Despite
the good availability of the ICD volumes in most hospitals, Medical Recorders reported that
they did not tend to use these reference materials in their work. The ICD books were viewed
as "showpieces" in Medical Section Rooms. The respondents did not fully recognize the
importance of using the book as a reference.
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4.4 Implementation

4.4.1 Knowledge and Practice of the ICD system

This section summarizes the major findings from qualitative interviews at different levels of
ICD implementation. It also includes insights from current and former public health leaders.
The results are summarized under five heading, 1) Medical Recorders, 2) Hospital Chiefs,
and 3) Health Section Chiefs, MoSD and Directors of PHDs, 4) The BPKIHS ICD Training
Team, and 5) Current and Former Public Health Leaders. This rich set of data provides
detailed observation into what is working well in ICD implementation and where
improvements are needed.

Medical Recorders

The assessment team assessed how well Medical Recorders understand ICD terms in an
online survey (N-49). The assessment covered the International Classification of Diseases,
Maternal Mortality (ICD-MM), Perinatal Mortality (ICD-PM), and the StartUp Mortality List
(SMoL). The Team also assessed Knowledge of ICD-11. Out of 49 respondents, only seven
were familiar with the term ICD-MM, five were familiar with the term ICD-PM, and only one
was familiar with the term SMoL. Only eight were familiar with the term ICD-11.

The Team assessed respondents’ knowledge of ICD coding among the six medical recorders
who had received ICD-10 mortality training. Among them, three knew the definition of
clinical coding, one knew the numbers of volumes and chapters in the ICD book, and two
knew that roman numerals identify book chapters. Similarly, only three knew the lead term
and modifier in chronic bronchitis.

During interviews, Medical Recorders expressed concerns about medical registers. None of
the seven hospitals maintained proper OPD registers, including even those with partially
maintained medical registers. IPD and emergency registers tend to report only general
information on patients and diagnoses. ICD coding is used only on discharge cards, which
are completed by Medical Recorders. One Medical Recorder said that the diagnoses recorded
in emergency registers often were not the same as the diagnoses reported on the HMIS
forms.

Six (of seven) Medical Recorders said that mortality events are not coded in their hospitals,
even though the cause of death is specified on death certificates. Medical Recorders said it
was often challenging to understand doctors' handwriting and abbreviations. Medical
Recorders often encounter unclear and uncommon diagnoses written by the doctors.
However, the study team also noticed the ICD coding Reference Volume R69 was often not at
hand, which suggests that coding is usually done extemporaneously.
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Online survey findings suggest that the working environments for Medical Recorders are
generally supportive. For example, 26% of Medical Recorders valued their pre-service
training. However, ten (of 56) Medical Recorders said that supervision and monitoring
functions need to be strengthened and more strictly regulated to improve ICD-10
implementation in health facilities.

Three respondents stated that there is no sanctioned post for a Medical Recorder in their
hospitals. Some Medical Recorders further said that there should be additional sanctioned
posts, for example, at the MoHP, DoHS, Health Directorate, and Health Offices. Some
suggested that a separate section in the MoHP was needed to focus on health data issues.

A few respondents said that Medical Recorders needed opportunities for career
development. Moreover, their scope of the work could be broadened to other areas, for
example, health research. Some Medical Recorders requested incentives in recognition of the
additional work they performed often.

Hospital Chiefs

Interviews with seven Hospital Chiefs confirmed the results from Medical Recorders.
Hospital Chiefs noted time constraints that limit ICD coding. They said that their staff
members frequently lacked knowledge of ICD coding. Four Hospital Chiefs emphasized high
patient flows and staffing constraints. Medical Recorders could be motivated by creating
enabling environments and, more specifically, by providing Medical Recorders with the
necessary equipment, software, recording and reporting tools, and training. Some felt that
doctors would benefit from having an assistant to help maintain registers.

Hospital Chiefs called for regularly scheduled reviews of medical recording practices. ICD
coding standards and practices should be taught to all health cadres as part of their academic
curricula. Three thought that higher authorities could supervise and monitor Medical
Record Sections better and more often.

Health Section Chiefs, MoSD and Directors of PHDs

The assessment team also interviewed a total of 14 Health Section Chiefs from the MoSD
and Directors of PHDs. Four (of 14) said they could not comment on monitoring and
supervision practices, because they had not yet participated in these activities.

A majority of Health Section Chiefs of MoSD and directors of PHDs reported that ICD
implementation in most health facilities is currently unsatisfactory. A director from a PHD
said that even where reporting rates are high, ICD coding is incomplete and unreliable.
Current reporting covers only IPD morbidity. Some called for more advanced diagnostic
tools and a protocol for verifying ICD coding.
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Health Section Chiefs of MoSD and directors of PHDs thought that human resources were
not sufficient for the workload. Doctors do not have time to maintain OPD records, given
massive patient flows.

Some respondents noted that only a small minority of employees had received training on
ICD. Staff who had received training had not always transferred ICD skills to their
replacements when they left for other jobs. Some emphasized inadequate academic curricula
that rarely cover ICD standards. Others concluded that health training should emphasize the
importance of ICD and how to implement the coding system.

A respondent highlighted the leadership of Hospital Chiefs and Hospital Management
Committees in ICD implementation. Many health workers are not aware of the importance of
ICD coding. As such, Provincial Governments can play a role in orienting all concerned health
workers, especially Hospital Chiefs, Medical Recorders, Inpatient In-charges, and emergency
staff of the importance of implementing ICD codes. Hospital Management Committees should
recognize the importance of medical record keeping, and they should be relied on to
improve coordination with the MoSD and PHDs. Medical Recorders can also contribute to
local and Provincial planning processes.

A majority of respondents thought that Provincial Governments should work better to
increase the number of sanctioned posts for Medical Recorders and improve their working
environments. Better team facilitation and stricter supervision and monitoring would help to
maintain the quality of recording and reporting by hospitals. Improved feedback
mechanisms would support further improvements.

Five of the respondents called for improved career opportunities for Medical Recorders, to
enhance their motivation, and to retain the most competent workers. Hospital data is
necessary for research and dissemination purposes, and Medical Recorders can support
these functions. Federal departments also need experts skilled in ICD implementation.

According to a PHD Director, it would be good to complete a more detailed study of ICD
recording, reporting, and coding. Moreover, the Provincial Health Act should place greater
emphasis on the importance of ICD.

A representative from the MoSD called for the development of an explicit data policy covering
ICD implementation and medical recording and integrated supervision guidelines. The
representative thought that a country-specific ICD code would better reflect the local context.
Additionally, the IHIMS should take the lead and give more priority to ICD implementation.
Further, hiring highly skilled specialists to work at the central level would strengthen the
[HIMS.
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Some respondents emphasized human resource constraints and the need for more skilled
workers. Although the Professional Councils were unaware of ICD implementation in Nepal,
they readily recognized the importance of ICD coding when the team explained it to them.
They saw the need to include ICD in training curriculums for all types of health workers.

The BPKIHS ICD Training Team

The BPKIHS ICD Training Team has trained more than 220 participants since 1997. BPKIHS
began mortality coding training only in 2018, and 2 groups of students have participated to
date. In a group interview, the BPKIHS team expressed concern for what they perceived to
be a weak enabling environment for ICD, and they believed that the IHIMS should give
higher priority to ICD coding.

The BPKIHS team identified a problem limiting system interoperability. BPKIHS's coding
software supports ICD codes with five characters; however, the government's DHIS-2
software has the capability to support only four characters. They felt that BPKIHS's coding
system is more advanced than the DHIS-2 software, creating problems in data
synchronization. Therefore, BPKIHS suggested aligning the coding systems in accordance
with WHO guidelines. They foresee problems as Nepal adopts ICD-11, with its more
advanced technical requirements.

Current and Former Public Health Leaders

The assessment team also interviewed four former IHIMS Chiefs, the Chief of the Quality
Standards and Regulation Division, MoHP, the Chief of the Policy, Planning and Monitoring
Division, MoHP, and the Director of the MD, DoHS.

This leadership group was mostly satisfied with recording and reporting practices at
governmental health facilities. Although the recording and reporting practices in IPD's
seemed satisfactory, recording and reporting practices in OPDs and emergency departments
were often inadequate. They suggested areas for improvement, for example, orientations
and training on hospital recording and reporting, improved utilization of ICD codes, and
programs to improve the motivation of Medical Recorders.

A former IHIMS Chief, who had himself received a Master of Trainers Training in ICD
coding, suggested the formation of a robust medical unit with well-trained Medical
Recorders in all provincial and federal hospitals. These units should be equipped with
adequate resources for recording and reporting. The former IHIMS Chief said that hospital
data could be employed to plan and develop the hospitals. Hospital data could also be used
better in planning services, monitoring and evaluation, health systems research, to
determine workers incentives and penalties, and to improve feedback and coordination. One
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respondent noted that different hospitals use different types of software, resulting in coding
discrepancies. He suggested that all hospitals should employ the same software.

This group of current and former public health leaders agreed that human resources for ICD
coding were not sufficient in governmental hospitals; neither do current staff members
possess the necessary competencies. A former [HIMS chief suggested that there should be
sanctioned posts for Medical Recorders in the municipal, district, provincial, and federal
hospitals. He further recommended that the career ladder for Medical recorders be extended
to the 10th level, creating a path for career development. He recommended hiring a group of
statisticians with the designation of Medical Recorder.

One respondent believed that Medical Recorders should be provided with ICD-10 training
before being posted and that some exposure to work in a range of different hospitals would
help them learn. A respondent suggested developing a resource center in each Province and
a mechanism for online ICD training and certification. Furthermore, two respondents
indicated that federal hospitals in each Province could be developed as ICD training centers.

A representative from the MoHP suggested the implementation of a Minimum Service
Standard Assessment at the hospital-level to measure staff performance, adequate
infrastructure, availability of supplies, and information management. The goal of this
assessment would be to ensure routine reporting and good ICD coding practices. This
respondent also noted that multiple diagnoses by doctors were creating confusion for
Medical Recorders. This problem, and others, could be resolved when hospital management
teams and Medical Recorders engaged in regular discussions to find solutions.

This group of current and former public health leaders understood the close relationship
between ICD coding, disease tracking, and surveillance. They emphasized the importance of
developing a mandatory mortality coding system and review mechanism for verification. The
respondents called for close coordination with the Civil Registration and Vital Statistics
system. Three respondents said that an ICD coding course should be included in MBBS,
nursing, and paramedical curriculums.

A former IHIMS chief recommended the creation of a data communication system involving
the DoHS, MoHP, and Federal Ministries, with an assigned focal institution and a dedicated
workforce. A Management Division Director recommended the development of an IHMIS
road map to address problems in recording and reporting systematically.

4.4.2 ICD 10 Coding in Non-governmental and Private Hospitals

Respondents at the national level recognized an important problem; private and non-
governmental hospitals currently manage the majority of morbidity cases, and they typically
do not participate in data reporting and management systems. Greater efforts are required
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to bring them into the national information management system. They called for stricter
regulatory mechanisms to register and renew private and non-governmental hospitals,
including reporting standards that must be met. These respondents similarly called for closer
linkages between federal, provincial, and municipal reporting systems.

4.4.3 ICD 10 Coding in Primary Health Facilities
Seven health facilities, one facility from each Province, were included in the assessment.
Leaders from PHCCs and five HPs were interviewed.

In face-to-face interviews with seven PHCC/HP In-charges or other HP representatives, six
knew about ICD coding. No one in the PHCC/HP had received any training on ICD-10.
Notably, Auxiliary Nurse Midwives was not aware of ICD coding. Primary health facilities
use precoded forms for ICD morbidity classification. Four (of 7) health facilities, including
one PHCC and three HPs, partially practiced ICD coding in their registers. Two HPs wrongly
applied ICD codes in their register. One PHCC did not employ ICD codes in the OPD register.

No health workers in primary health facilities had ever received ICD morbidity or mortality
training. Five (of seven) facilities had DHIS-2 software, and the remaining two health
facilities practiced manual reporting. A respondent said that, although their health facility
had DHIS-2 software, no one had been trained in how to use it. All respondents but one
noted that the HMIS form was inadequate for their health facility and that the ICD morbidity
codes included on the form were insufficient. Two health facilities complained that some
diagnoses were unclear and that they coded unclear diagnosis as R69.

In short, these respondents believed that training is the leading solution to solve problems in
recording, reporting, and software utilization for all concerned health workers. They
believed that training would resolve current issues in completing HMIS reporting tools.
Additionally, diagnostic guidelines and Standard Treatment Protocols are needed at the
PHCC/HP level They suggested that it would be easier for health workers if 232 ICD codes
are listed in a large flex board and kept in OPD rooms.

4.5 HMIS Reporting Status for ICD Compliance

The assessment team reviewed HMIS reporting for the last three fiscal years (i.e., 2072/73,
2073/74, and 2074/75) by extracting and analyzing data from the national database. The
team analyzed data from 120 government hospitals, including primary, district, zonal,
provincial, teaching, and federal hospitals, but excluded specialized and general hospitals.

Analysts further categorized hospitals into two categories: Category A, including district-level
hospitals and lower-level facilities, and Category B, including all hospitals working above the
district-level Overall, there are 68 hospitals in Category A and 52 hospitals in Category B.
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In each hospital, the Assessment Team reviewed data from four departments, including the
inpatient, outpatient, and emergency departments, and prevention programs. Reporting was
characterized as Full or 12 reports per year, Partial or less than 12 reports per year, or No
Reporting. No hospitals had complete reporting. All category A hospitals and 98% of
category B hospitals reported partially.

4.5.1 HMIS Reporting Status

In 2072/73, IHMIS reporting by prevention programs was not satisfactory, with only 4% of
Category B hospitals fully reporting. The status of HMIS reporting by prevention programs
improved in both 2073 /74 and 2074/75. However, prevention programs in higher levels of
the health care system were more likely to report than at lower levels. In 2073 /74, 84% of
Category A hospitals had full prevention program reporting, while only 44% of Category B
hospitals had full reporting. Reporting in 2074 /75 showed a similar trend, with 82% of
Category A and 56% of Category B hospitals with full prevention program reporting.

Table 3: HMIS Reporting Status of Preventive Program

2072/73 \ 2073/74 (%) 2074/75
Hospital Full Partial | Full Partial | Full Partial
(%) (%) (%) (%) (%) (%)
Category A 68 0 7 84 6 82 9
Category B 52 4 4 44 23 56 21

In 2072 /73, HMIS reporting status of OPD services was good, with only 78% of Category A
hospitals and 21% Category B fully reporting. In other years there is almost similar
reporting in 2073/74 and 2074/75

Table 4: HMIS Reporting Status of OPD Services
2072/73 1 2073/74

2074/75

Hospital Full Partial | Full Partial | Full Partial
(%) (%) (%) (%) (%) (%)

Category A 68 78 12 79 15 71 25

Category B 52 21 27 23 25 29 25

Category B hospitals only accounted for 2% of fully reporting inpatient facilities in 2072/73.
The majority (81%) of Category A hospitals in 2073 /74 reported partially, whereas a
minority (44%) of Category B hospital reported partially. Reporting status improved in

2074 /75, with 44% and 17% of full reporting occurring among Category A and Category B
hospitals, respectively.
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Table 5: HMIS Reporting Status of IPD Services
2072/73 1 2073/74

2074/75

Hospital Full Partial | Full Partial | Full Partial
(%) (%) (%) (%) (%) (%)

Category A 68 0 4 0 81 44 37

Category B 52 2 10 4 44 17 27

HMIS reporting status by emergency services seems satisfactory in all three years. However,
Category A hospitals had the highest proportion of full reporting, with 75%, 79%, and 82%
of hospitals reporting in 2072/73, 2073 /74 and 2074 /75, respectively. In comparison,
Category B hospitals accounted for 42%, 54%, and 58% of full reporting in 2072/73,
2073/74,and 2074/75, respectively.

The status of HMIS full reporting among OPD service units fluctuated over the last three
fiscal years. Although full reporting among IPD and emergence service facilities seems to be
increasing, the results remained unsatisfactory. Incomplete reporting results in
underreported morbidity cases.

Table 6: HMIS Reporting Status of Emergency Services

2072/73 2073/74 2074/75

Hospital Full Partial | Full Partial | Full Partial
(%) (%) (%) (%) (%) (%)

Category A 68 75 13 79 15 82 15

Category B 52 42 31 54 29 58 27
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4.5.2 Practice of ICD codes reported by hospitals

Medical Recorders are responsible for recording and reporting data on morbidity and, where
possible, mortality using the ICD codes. The assessment team selected 100 diagnostic
records from each of 7 hospitals to test whether or not the ICD codes used by Medical
Recorders were in compliance with the WHO ICD standard. The ICD data was extracted from
the HMIS 9.4 form using MiDas software or from HMIS 9.4 forms.

Table 7: Practice of ICD Coding

Hospital \ Percent \
Koshi Hospital 99%
Janakpur Hospital 81%
Hetauda Hospital 62%
Pokahra Academy of Health 94%
Sciences

Lumbini Provincial 97%
Hospital

Surkhet Provincial Hospital 75%

Seti Provincial Hospital 100%

Seti Provincial Hospital and Koshi hospital achieved nearly perfect compliance with WHO
ICD standards. High rates of compliance were achieved at the Lumbini Provincial Hospital
(97%) and the Pokahra Academy of Health Sciences (94%). Janakpur (81%), Surkhet
Provincial Hospital (75%), and Hetauda (62%) lagged somewhat behind.

Different types of coding errors occurred. For example, a common source of error was when
different diagnoses were grouped incorrectly under the same ICD code. An example of this
phenomenon would be when Acute Gastroenteritis (AGE) with pneumonia, AGE with
meningitis, AGE with septic shock, AGE with Urinary Tract Infection (UTI) were all coded
under one ICD code.

4.6 Supervision and Monitoring

Responsible parties in Provincial Health Directorates and the Ministry of Social
Development reported routinely monitoring hospitals and their recording and reporting
practices. Yet, none mentioned that they took steps to verify ICD codes in the HMIS systems.

As per hospital norms, medical doctors are supposed to write complete patient histories
with diagnosis in OPD registers, but in reality, they rarely comply. Health system authorities
typically fail to visit Medical Record Sections during supervision and monitoring visits.
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Although health authorities reported making supervision visits during the last three months
to five PHCC and HPs, none of them had provided any feedback on ICD coding.

Integrated supervision is an important strategy for health systems seeking to improve the
utilization and quality of health data. However, supervision and monitoring practices appear
to be weak and inadequate. More specifically, medical record-keeping practices in hospitals
need to be supervised far more closely.
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CHAPTER V -RECOMMENDATIONS

These recommendations are based on desk reviews of relevant policy documents and
academic curriculum interviews with key informants and field observations.

5.1 ICD Training:

ICD training package needs to be revisited and revised as per the requirements of
medical recorders with focused on practical knowledge based WHO ICD guidelines
contextualizing according to the country needs.

Training program should be expanded to the relevant health workers other then
hospital medical recorders. The health professionals should be well oriented on the
importance of clearly written and well defined diseases diagnosis and cause of death in
recording and reporting forms

Considering current contexts in the country, the training centers should expanded to at
least one in all provinces.

5.2 HR Management:

5.3

5.4

The requirement of medical recorders as per present situations needs to be well
assessed and positioned accordingly in health facilities of all level

Roadmap for carrier opportunities needs to be developed to motivate and retain medical
recorders in particular in the health facilities of remote areas.

ICD 10 and Reporting:

Uniform software package and electronic recording and reporting should be developed
and gradually extended to all hospitals/health facilities (Public Health Act 2075, clause
59 and 60.1)

HMIS tools should be revised for better implementation of ICD 10 and also to
incorporate ICD morbidity coding in emergency reporting and cause of mortality in all
reporting system (Public Health Act 2075, clause 38).

For strengthening private sector reporting system, ICD recording and reporting should
be made one of the mandatory criteria while providing permission to establish and to
renew hospital/health facilities by non-public sectors (Public Health Act 2075, clause
59 and 60.1).

Coordination of ICD coding system with Civil Registration and Vital Statistics (CVRS) is
established.

Health Professional Curricula:

Greater efforts are required to incorporate ICD in health professionals curricula.
Ministry of Health and Population can take a lead to coordinate with various academic

31| Page



institutions, ministry of education, professional councils and public service commission
to incorporate adequate information on ICD in their respective curriculum.

e ICD training program needs to be expanded to all seven provinces and refresher
training should be given at regular intervals.
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HigFT THSHT FW 9TF TH F qATIAT (T/7/T) o fafq T FAATHT & TR
U N (1< Y A A
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qo0: gr=t gue: |CD wEi=as ¥ 9ar et JeAE«r

(fAeer: |fe Frewr Tl e aeTEE T gl J9H

H BFAT IO [edIE T 1)

WA A, IRAEEe e Skip to
109 # gz Medical Recorder #1 Job &1 wer o g | (@) faar q
ICD -10 coding #r awar s feit 7 (@) oAMTH B
@@ BT 3
q0% % darer ICD-10 coding #  morbidity and | @) morbidity s ... q
mortality coding training feq wwer & @ (Multiple | @) mortality #r ... 3
answer question) () BT 3T
T.7.994
q03 gfe training faq wuer fadr 9= & dearene faq 9uar | (&) BPKIHS. ... q
foa 7 @) dF  (gAr3ed)
R
q0% afe faae e g 9 Hq 9eF faaaar 7
— = _ s
qo% T AT TG Geh [AAUD WY HA & Gearare [aq Aue f*mﬂ?wq#l?ﬂ? 29T GATIT
BT L
q0¢ gfs BP KIHS are training faq soa#r faar w9 &fq
fe=rr training package ferar (fe)
105 % training # content s ez (@) TT q
@) AfTH R
@ BT 3
q0% # training package @ TwEers ICD coding 7| ) o 9
reporting IT= 9T FEART TATTHT T (@) oo R
190 Training we=ma  yRTeTFaRT  qUTeewedl A HeAaidd | (&) Pre-test ... q
afewar faar (Multiple answer question) @) During session
evaluation ... R
@ Daily review session
.......................................... 3
() Posttest ... ¥
()T (GATI )
9
999 # qurgess Training Te=ma onsite coaching swer | ®) frr . 9
forair? @) faeT R
1R % ICD-10 training package medical record | @) & ... T — TN
assistant == medical record officer =1 =fiT war | (@ .o R
B 7
193 T 99 & % content a7 I Tg 7
9% Fara@t BP KIHS e=m ICD-10 training center @ 9@t develop = qar dgr T+

qeTHT Hearars a6 feedback fa =mera-sy
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994 % darsel degrar ICD-10 &1 volume 1, volume 2 | &) B 9
volume 3 & 32 B 7 (@) BAT oo R ¢ T
99% Ifg B I FEL I ATHT 8T 7
19e & durger  dursel sremarear  mortality coding T T | () B q
qUHT T 7 (= P RO R
4= % darger Fwarar mortality decision table book s 2 | @ & 9
(") B 3
992 % TUTSH FITAT AfGheT TheTdls AME (FF TATHUT qIT AT ATIATS FITH LTI
fefauet g ?
992.9 ATAYE  HIS () B 9
(@) B 2
Q9R.R HFIIX () B 9
(") BT 3
99%.3 Internet () B 9
(") BT 3
19%.% Patient chart () B 9
(@) B oo R
99%.4 ATEALTF ATHAT T W ATH () Bheeoeeoeoeeeeeeeeee q
(@) BT oo 2
19%.% Medical dictionary (F) oo q
(") B 3
19%.¢ Anatomy and Physiology terminology =% books | @ % AAAAAAAAAAAAAAAAAAAAAAAAAAAAAAA q
(@) B R
R0 afg TRTGUPT ST 99 AT ATATIAFATRT AHAT THE@IT BT | (F) T q
T AT (@) TRA o 3B ITAIRR
9 gfg TeHT AT THEA & dodle [ad HaT 7
=R ICD coding T+ H#HT & &1 THST ATZULH B
133 & durgars ICD-10 coding T+ ot SRR | (F) B oo q
THTTTAT FEANT qAT AVF T T G9RTAET STETATT TGS | (@) S BT
fed Tt g 7
9% afg g 99 & Teare faawan
IRt # dargerr seqarerar Doctor #wr final diagnosis =& | () ... q
T U7 FOHT ARafed T U g 7 Ec P 1= AR R
1% % gwarasl OPD fsezamr Doctor & faRmEsesr | (F) S 9
complete provisional diagnosis #fafeT wuar = (@) S R
(TR T ) M BT 3
130 # darzems 1CD-10 code RG9 &1 avar a6l A & 7 | (F) B 9
(@) BT 3
1R= Fursar s ICD-10 coding R69 @ volume
w®IH? (HEn)
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LS afs @ w9 ®d top ten disease A I MWH T 7 () B oo, q
(@) BT 2
130 R69 @ impact =1 amear  doctor @ FwhTa™ T T | (F) B q
TUH T 7 (@) BT 3
13 % Doctor = final Diagnosis =@t ICD-10 code @ | () 8. q
coding T T U By (") BT 3
IER % Doctor z&< medical record @t death certificate | @) ... q
a1 complete #@@m “cause of death” st 7+ wuar g » | (@) BT kS
EEE qurgar seaarasn birth = death certificate WHO &t | @) & ... 9
standard format s quR TlRUE Y (@) BT oo R
93¥ ICD-10 training manual =*fq aer module #r 7 @) 21 9
@) 27 . R
@29 3
93¢ #=1 province @ aft ICD = training center fawma = & qvhTa fod STIA 3 &8
13% qqTEATs HEIT GERF! training srEreasE B 7
939 qursar fa=mer medical recorder w7 background | %) Health
FT HAT AT T T 7 Professionals.............. q
@) Mathematical/
statistical background..?
3= & durgekl  eregaremr - medico  auditing  system | (@) B q
deve|op TTHT T 7 (@) BT R
138 sreqararar medico legal (medico svafra FA) #1 Hiad!  AEAXIHAT Hedd T TTH G
?
1%0 & T AEAATTHT HTTeedl (HebaaTe S iHT Ul foar ? (@) Foram 9
@) e R TA9Y3
%9 & A 3 HigHAT Aol Hepeme A quk faar ? @) faam 9
@) P R TAN¥3
1¥R oy P 99 #fq 9@
%3 afg et s ICD-10 coding @waf fafea feedback | %) far ... q
Fwepr ot ? (@) T R
1¥% % e job |1 e TREfE AT T qURTHT Weg | () ¥ q
18 7 (@) ALIH . B
(M) BT 3
¥4 ICD-10 coding @ &1+ THT T T&(H 51T Hie &7
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# qured CD-10 wwafe qfew fawes & ¢ odt fagwes & s et “v 7 fae ameer 1 [

qOR T YA ATARHT AT HEARNe ATMTH [ATHRT B A TeTehl JeAEe HIelerd Aqar THETerd |

= gug: ICD-10 aw== training faas o gesmiesers Temarr

Tfe FreAT Tl fa @mseE | agsar yeaew (Multiple choice question) st s w=r @@ options w1 fa=
TS THFEAS, |

WA A e
09 What is clinical coding? a. The translation of diseases
*(Multiple answer question) b. Health related problems and
procedural concept from text to
alphabetic/ numeric codes for

!

storage
c. Retrieval and analysis
0% Which of the following statement is used for a a. Toallow easy storage, retrieval
classification? *(Multiple answer question) and analysis of data

b. To allow comparisons of data
between hospital, provinces,
countries

0% What are the main elements to the structure of a. There are 3 volumes
the ICD-10? b. There are 21 chapters
*(Multiple answer question) c. The structure of the code is
alphabetic
R0% What are the names of the ICD-10 volumes?
0% Which of the following volume is the a. \Volumel
comprehensive alphabetical index of the b.  Volume 2

diseases and conditions found in the tabular list? | c.  Volume 3
*(Multiple answer question)

0% The ICD-10 contains 21 chapters, each of which | a. Aroman numeral
is identify by ..... b. Number
c. Alphabetical Letter
d. Any of them indicates
09 The structure of the 3 character category
0% One letter is split between two chapters. Which | a) "H™ is shared by chapter VII
one is it? and V1II
b) "H"is shared by chapter V and
VI
c) "H" isshared by chapter IlI
and IV
d) None of the above
0%, How many letters does chapter xx use? a. A4dlettersv,w, X,y
b. 3lettersv,w,y
c. 3letterw, X,y
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d. 3letter v, w, x
40 Identify the lead term and modifier in the a. Leadterm...............
diagnosis of chronic Bronchitis. b. Modifier ........................
19 A 75 years old woman admitted for cataract | a. One episode
extraction  (ophthalmology specialty) the | b. Two episode
procedure was performed but the patient had fall
a few days following surgery. She suffered a
fractured hip and remained in hospital for
treatment (orthopedic specialty) how many
episode of care occurred during this admission?
ggarg |
gearar favedl A9 ¥ g
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Tool 2: Structured Questionnaire for Hospital Chief
Assessment of ICD — 10 Implementation and Capacity in health facilities of Nepal

FareT THE/3STvHE/MiA gHEerE Qi geeTaen

aft=g — FHT | W) A g1 1  HEAL (Health, Education,
Agriculture and Logistics) Group ®arere  smuar g | HEAL group tsar @ &9 &/ T )
ATRTHE! AT &1 | B9l @l 9T SA9gdl AATdH @ Ja1 a9 dw=aa ey qeremar (MD) @t
@ aead gaar gomer (HMIS) emarsr  Sqasn, Juraer arg wrar gserar ICD (International
Statistical Classification of Disease) #rimam awafer seraw TREH & |

I — T9 FTAaTH qed 3¢vd A7 |CD Frar=adsr FHAT A0H fafa=T qad 987 T qaax qa7 FH HHSRI T

TATES TT oWTE fAwiTesed GuR qar &1 Hriwrawe o Tedle a1 T J97 T 20

MUt AR —qUrEhT Fewrirar T qursel fqquer qequl SAEEs aoq= T AfgegA) Ta-Edr sEa
TN AT FATGEHT ATH FH I FfFaaT |, T T IAfTHT Feeltad T

(FET FEHA ATHT FrotAT ¢V Foaw weEE 1)
T T FATHT AT T FeT A¥hebl g T TF HAATH GeoHT g7 T07 qedd g | []
IR A0
qfedl GUS. JAETATR! [axur

TRAATCH R I AT ‘ EaE]
s 1122 1 O OO | L. H ... ...
Sreaarar faeeel AT RTATADBT ATHL.
TR TR .

qo0: 3=t guve: |CD #a=a ¥ dwar a9ai A&l
WA A, IR EIE] Skip to
300 TH FAATAHT Hieel 3@ FREATT GAE S
903 AATAHT HigheT Yhe ACT JUTATR! HGTATIT  HEal ) T oo, 9  —®*YH90Y¥

) AR T T B

903 IR I T FHA FA FLAT IR TAIH arer?
q0¥ FEqATAd! fata faamTEsa! AT T RS & & & GHEee s WAl 7
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q04 % STRAATAAT ATMYF FRHA TAT T [ARIHEwH TATFHT | ) B 9
HTITEHT T T AAT GEATIT T TUH B @) BT R—TA 909
q0% M G AT 0 BRI
j0¢ %  umgaradr OPD  fwewwn  s@era favrdessr | %) 8. 1 HTA 908
complete provisional diagnosis wfafeq wuer 37 @ @W-MA -------------------------- R .
) ATET BT 3 PTA 0%
q0g afg BT 99 FAT IR T A[HTAT?
q0% % 79 weaarad HMIS =1 fearid ey F) Moo 9
) TR RHTA 993
140 % 79 gEarad morbidity gwafraa s Rafdr ;| #%) Inpatientonly ... 9
@) Emergency
only.......oo, R
m Outpatientonly......... 3
=) All services............ ¥
(3) &AL K
199 afz reporting Teg=s = % ICD coding wfF wifwed FITB. oo q
TUHT @) TMEA 3
) AT BT 3
1R 79 sreqarearAr data management z reporting Ter @i @ software JART g
993 FreqarerHT WAl Aue farHeedr discharge chart #r F) B 9 HTA 9%
final diagnosis, @1 @ #1 ICD- 10 morbidity ) B R
coding wifafes 19 wuF w7
9% afs YT T & BRI 7
994 FE IR T AIpTAT?
99% FeqareaHT A1 AUl patient #  death wwwr death | #) R —— 9 477 995
certificate w1 complete cause of death #r @ma | @ BT R
mortality coding doctor & wfafe T wuar g 7
19 afs B 99 FAG U T FfHTAT?
1= sreqdrere fafa=1 fawmrare smuet fermitewwr medical record keeping @ar reporting 1 Haw T+
TETehl 91T Hel B 7
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Tool 3: Structured Questionnaire for health section chief of MoSD and director of PHD

Assessment of ICD — 10 Implementation and Capacity in health facilities of Nepal

Interview with Health Directorate/ Health Division Chief of Ministry of Social
Development (MoSD)

=g — T | W AW zr 1 w HEAL (Health, Education,
Agriculture and Logistics) Group @=arare  smu#t & | HEAL group tser @@ & &% 1§ )
ATRTHET T 27 | BTHT W@ qo7 SIA9gdl AeAradsel @ed da1  faurT s gy qeremar (MD) &1
ey aea g goer ((HMIS) emamer  dqesn, Saersr arg w@er yzermr ICD  (International
Statistical Classification of Disease) #ri=a e seraw T & |

I — T9 AR g 3¢vd A°h |CD Frar=adst FAAr awH fafa= qaed 9847 T q@ar qar FH FHSR T
FAAES T e favilgedl AR T4T G FTI-aa=eHl |7 Toale Td1 GEHTa T97 T4 21l

Trafraare GRET —qurses! FEdTiTar T qurse fETHUsT 90 AHEREs A= M AMEaagH| Taraar Had

~

THeRT SATRT JATgHT AT H T TqTaad | TebTaT T FEAITHT Seotigd e

(FET Fewd WUET Hta ¢V e JeEE | )
ol TR FAHT AT T IT Ashebl g T TF ALATH eI g I07 qedd g | []
TIRTH Al

109 F dursdr seqaradr recording ¥ reporting #ITHA | F) A TEIATADT TS 9
TS, @) JET AEATADT AT oo, R

) TEAT 3

) ATET BT ¥

0% % e FRaTATeAe qaree feard HMIS s verify | &) 81 q
TS ) TGAT oo R

) ATET BT 3
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103 % qurs AT A A amt |CD - coding %) TS FoABT AT o R q

e g fF g ay fdae s g ) YT AIATAH] ATNT AT T R

) TGN 3
) ATET B ¥

q0% aurgerr gaerr |CD-10 #ri=a=ar sfeciel aaard dawdrar &l S 7

BT oo
q0% Furgat geerar medical recorder gt performance & & ?

BT oo
q0% HATHT TGO ARIART TR TAT EHE ATTATA T AlShel RTEA Feqaree el HIgHhd (hiey [ulfey

FEIeg ATHA AT GUTASART FHAT & HEAT THT TCqHAT?

BT oo
q00 FHTITAH! AT % & JATH T

BT oo
105 AT gaeT sreradet geaarased |CD-10 coding wvafra aw=ame FHTEE 91 TR TH Ja9

TFRATS He RTaee a7 FTeTg-ar

BT oo
90% fafs=r Tazar ICD -10 %1 Yy Rdifagar qur 79 & F&ar Aifawa qehra fad Aedg-ay

BT oo e

e !

F=aaTdl el AT ¥ TRaE:
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Tool 4: Structured Questionnaire foe PHCC/HP in-charge

Assessment of ICD — 10 Implementation and Capacity in health facilities of Nepal
qrafie WEASTER & a1 Wi A6 THEArE Qg gemaEe

afteg — FHT | W) A g1 1  HEAL (Health, Education,
Agriculture and Logistics) Group arete  smuar g | HEAL group tsar @ &9 &/ T )
ATRTHE! AT &1 | B9l @l 9T T9gdl AATddl @ a1 a9 dw=aa ey qeremar (MD) @t
ey gear d gaer yonet (HMIS) smarsr  dqesr, Auresr @ srer gzemr ICD  (International
Statistical Classification of Disease) #rima awafer seaaw TREH & |

I — T9 FTaTH qed 3¢vd A |CD Frar=adsr FAAT AT0H fafa=T qad 987 T qa9z qa7 FHI FHSRI T
TATES TT oWTE fAwiTesed GuR qar &7 Hriwrawe o Tedle a1 T J97 319 20

TafraaTer YR —darses! esiTar T s e U Trqu AHEHEs Jeq= e Afaasql Tataaar $ma
TN AT FATGEHT ATH FH I FfFaad |, T T JEAfTHT Jeeltad T

(FET FEHA AT FrotAT ¢V Faw weEE 1)
T T FIAAHT AT T FeT A¥hebl g T TF HAATH GedRIT g7 I TeAd g | []
ERE T

fSreetrepr AT

SreaTaTar faeebl ATH & TR L

TR WEATRT AT

@ QTR ffam: (%) T ATHRE . 9
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q00: YfgdT GUS: AAETATH! [T

(e afe Frewr e fove @TGHE™ T Gedll Y99 ghHT IOX faUTe TR 1)

101 | & qugars ICD — 10 &1 s SHerr 8 ? (F) B q
@) BT RI—P 7903
10 | SR g 94, *fewt at@ wareAr ICD — 10 coding @1 gz swar ?
......................... ag
103 | ¥ dargehr Fearare DHIS 2 w1 frdifes 9 w1 9wt & ? (F) B! q
@) BT 3
0¥ | ¥ durger gear ICD Coding T 19 swar g ? (F) B q
@) BT 3 — R T Aq0%
(A1) ATET BFA............ 3 —®TAq0%
14 | afz g w1 #=ar ICD-10 #1Ers T ?
............................................................................................................... (AT ¥ 9%
0% | & durget Hearkr OPD fseezan provisional diagnosis | @) 3. q
et T WU 3 ? (@) BT o 3 —»7A905
100 | #fg et e  wA provisional diagnosis # ICD —10 | @) ... 1
codingsmaa ICD — 10 #r volume are @if 3t staar & | (@) 8T o R
?
5 | afg g 9w wEa confirm w8 srey T wuE @ ?
q0% Furger Hearer fraifey 1 HMIS #fa 5. @1 s &1 ? () 23 9
(@) 29 .o R
190 | w=reHr Haaer diseases #1 ICD- 10 coding W 3 7
199 FTE AR Feare & w=re |ICD-10 morbidity | %) morbidity sm .9
Far mortality coding training faq swasr fomr 7 @) mortality srs ... 3 .
(Multiple answer question) () BT 3> TTA¥
4R gfe for 99 & gearer fauer
193 | Flewr T quer oo
99% % qurgen wearer OPD ez [ DHIS 271 fafeg e (%) Paetehr q
frtfeg  format 1 verifyw fe g ((Tua § wigmmar | (@) TR R
verify T 1)
(@fs gor faermr “@”Code AT el TSR
OPD =Sz ...
DHIS2.............
994 | ICD - 107t warm &+ s Alphabet wer =itz Alphabet ICD — 10 =1 wair
TUHT G ?
1% | % HMIS Reporting tools #r data wat #fe @#=r 7 ? () B oo, q
(@) B R — TR
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999 g AT B AT & & 7
19s JHSATET FHTATH I &l ?
— W3 .............. qﬁw ................... Q ,,,,,,, W&mv ........... e q
@ A R —»TA9

R0 | afs faait s ICD-10 coding wwaf=r fafaa feedback ®) faam q

ferwepr forait ? @) faoa R
134 ICD-10 coding @ #+ 4T T Jeter b He 37

ERZELE
Feaarar fd-epT ATH T TXqEd:
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Tool 5: Structured Questionnaire for HMIS chief
Assessment of ICD — 10 Implementation and Capacity in health facilities of Nepal
A ATRTAATAT AT T AHIAHT @ e =1 yorar (HMIS)amar saers diftas geamaeir

=g - AW | WA g1 1  HEAL(Health, Education,
Agriculture and Logistics) Group @=amare st & | HEAL group tser @@ &Hr &9 19 T/
HT‘?TITI'@T T[T &1 | ET‘:?[ SIS EGRIERS ERER] HATAAR] T Fay [qaTT q-aaTd qaedd= He Rl (MD) =t

e FEer e gEar guret (HMIS) smaret  aqesn, surersr arg @er weerarlCD  (International
Statistical Classification of Disease) #rimram awafea srerae g & |

Se— T AAITH T 3¢9 ol |CD wrar=awes FHAT A [aia qaaaer T q@az aar FH1 FHeNT T
FAATES TATeTE [qTese QR qaT &7 FTA-aawE |dT Teale 9T GERTa 997 T4 21

Tﬁﬂﬁl’dﬁﬁa‘f {{ﬁlﬁw— dtusdm FEINTAT T qaTEd Fd‘rmn‘oﬂ TH TAFREE AT AMGAGA| AAaar H1aH

~

TR SATH qUTgehl ATH 37"[ gfe ‘;IICMG"I JHIAA T H(*dld‘-ll Ser@d e @HI

(FET FEHA ATHT FroaT ¢V Foaw weEE 1)
Hel 79 ATIAAHT AT ¥ IET Thebl B T TF AATTHT TedT g7 0T Tewd g []
BRI Hoo o

=ATcH ferareer ‘m

TIITH ATH T ST

9 H. JEATaEs
309 qued HMIS 71 &fq sty @ i war 70 | g
..................... T
q03 AT SATeh (AT AT H’«Jlsmﬁ BERISEEARCEIC] F) AT TET oo, q
gtaerad (Recording) @1 s@=ar Fw3@T &l 8 7 ) FATTAD oo, 3
M) FHAR oo, 3
) ATET T oo, ¥
q03 ATAATE (ARHRT) T FLITETA &Tel TRTeehl YaTeh! F) AT TET oo, q
gfqae (Reporting) &1 s@@am FHIHAT #&1 g 7 ) HATTSTAD oo, R
) BHAR ool 3
IR I ¥
q0% ol T TR AT T FRATES BTl TRRE T JaTen! F) AT TUT ool 9
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WA {. AR PS
gtver@d (Recording) &1 s@eam ST &1 & 7 @) HATATE
M) BHAR oo,
) ATET BT oo
qo¥ foTr ¥ 17 GRepTsl Ty GRATEwel BTl RTEhT qaTehl F) AT T ool
yiqae (Reporting) &1 sr&@am JHyHAT F&1 8 7 g) a?rrqm ......................
M) FHAR oo,
) ATET BT oo
q0% ATESTF (IR ATATABS BTed Mekeerr Indoor Faresr F) AT TGN o,
afqer@d (Recording) &7 s@=ar &r g ? Q) WW ......................
M) BHAR oo,
) ATET BT oo
qo0v ATEASIE (ATHRT) TAATAgES gt MeReert Indoor Jarer ) AT AT ool
yiqaes (Reporting) =1 e #&l g 7 ) FATTATE oo
M) FHSAR oo,
) AR ST oo
q0g eI (G AdTagse are Teesdr OQutdoor Jamer | &) AT T80 .
afweras (Recording) &1 wr=ream el & 7 g) m AAAAAAAAAAAAAAAAAAAAAA
M) BHAR oo,
I A=
q0% TSI (FTHT) AEaTeresel &l Mgt Outdoor arer | &) A | o,
yiqaes (Reporting) =1 seeen #&l g 7 ) FATTATE oo
M) FHIAR oo
) AR ST oo,
990 EasF (AN qearaesd g Teeesd Emergency %) AT | o
Farar atqerad (Recording) @ srawar &&r g 7 @) WW AAAAAAAAAAAAAAAAAAAAAA
M) BHAR oo,
) ATET BT oo
194 ATAATE (FRHIT) ARIqTeEwel 21 Meeasl Emergency ) AT AU
e i (Reporting) &1 srereen &t & ) FATSTAF
M) FHAR oo
) AR ST oo,
99R ST ¥ IR el sreddregTe gt Tweswr Indoor At | ®) AT TH
afweres (Recording) #1 s@em &&r g @) a—crrqm ,,,,,,,,,,,,,,,,,,,,,,
M) BHAR oo
) ATET BT oo
993 it 7 IR TRl redraEee ate et Indoor Farer | ) AT IET
gfaae (Reporting) @1 s@ear &&r g ? @) FATTSTAE
M) FHAR oo,
LG A
9% ol ¥ T Al sreadrerese gt Tiwedr Outdoor e | %) AT AT L,
afvera (Recording) #1 sraear #r 3 7 ) HATTAF o
M) BHAR oo
) AT ST oo,
994 ot T TR ety sreqaresee gt et Outdoor Famer | #) AT I[E
giaqae" (Reporting) 1 sr@ar &&1 g 7 g) FAMSTTE
M) BHAR oo,
) ATET BT oo
1% felt 7 T =@ty sreqaTeea et iwew Emergency | ) T A
@) FATTATE oo
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WA F. TAEee FS
Farr iver@a (Recording) 1 srEar #&1 g 7 ) BHS o 3
) ATET BT ¥
19 fsft ¥ T =Tl yeqdTeeet &t WieEsdr Emergency &) AT IET q
Farar giqeaea (Reporting) 1 sr@en w=r g 7 @) qum ...................... 3
M) BHAR oo 3
) AR BT ¥
19z st (FREeT) deqdregd@l |CD et aear w&di g | &) Ad TH o, 9
7 ) FATTSTTE oo b
M) FHAR oo, 3
) TR BT ¥
93% it 7 IR Tt srerareresdr |CD TaRTer et wedr & | F) AT TET q
? ) FATTSATE oo R
M) FHAR ool 3
) TET BT ¥
%o qratas (@) gerare ggar [CD Coding ) AT o, q
STTRES HiT B 7 g) T R
M Ao 3
19 fastt 7 IR Tt waara gew ICD Coding %) T oo 9
THIRRES BT BT 7 ) fodp. R
) T e, 3
=R qratas (@ern) gerare ggar [CD Coding ) T o, q
TSRl &THAT ®&dl & 7 Q) TS B
) A 3
933 ICD =&t atfers &7 &%ar ame fad Ruar & 7 |
IR¥ ICD &=l arfel® &1 TURAR F&AT TEETE 7 | oo
7% st (@weErn) serare gwa ICD Coding 19 |
SAATHDR BTHAT TGIGT & T TAT 7| e
% fstr 7 17 wvardt srerareresdr [CD Coding T SB[ oo
AT AQSH & T TAT 7 e
99 raaitae (ATHERNATATAEEHAT [CD TUETET FTTAT THT TTH | oo,
FATTAT 7
iRz el T TR TRl aerarergsdlr ICD YRR Sa@AT THT T | oo
* r@qw 2 OO OO ROUO PO PPOUOPPPPPPRRR
1= ICD @&y anfer® Tl 9 & T M8 7 [ e
130 ICD Coding ¥ & FRUTEEE! TIRTRT ST FERAT | oo
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YA . gYAEees PE
TR T@TL B0 7
13 T TReH @ FEEEAT |CD T TIRT BN TE TEBT | oo
BT
AER e ICD Coding &€ F8¢ T & & TG 7 | oo
EEE THIHAT AT BT ATTerET T ITAGT ATE TS FIE TH B | oo
FAATAT 7l
93¥ 9 GIRTEEE
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Tool 6: Structured Questionnaire for registrars of Council
Assessment of ICD — 10 Implementation and Capacity in health facilities of Nepal
Nepal Medical Council/Nursing Council/Health Professional Council Registrar @rg sifa=

qeATET

=g — T | W AW
Agriculture and Logistics) Group @=arare  smu#t & | HEAL group tser @@ & &% 1§ )
ATRTHET T 27 | BTHT @ qo7 SIA9gdl AeAradsl Qe da1  faurT s aeqmy qeremar (MD) &1
e e gaar goner (HMIS) omaret  Aqermn, Surersr arq srer yeermr ICD  (International
Statistical Classification of Disease) #r=a gwfea seraw Tz & |

Zr 1 ® HEAL (Health, Education,

I — TG FHATE 9 3¢vd el |CD Fra=aae#r Fawr aud fafa= aa qa7 T qa@y 91 FH FEeN T
FAATES T AT faviTewedl R TAT &1 FA-aTEH] qTT Teelle AT GERTa T97 T 211

Trafraarer GMRE[T —aaTEdT FEAThTar ¥ auTEd fE usE IR SHEREs g e afanea)

~

o

o~
aY

T AT qUTZHT ATH F T IIqaae | THT9T T GEATHT Feair@d TeaH|

LRl

(FET Fewd WUET HhT <V e FeEE )

ol TR FATHT AT T T AShebl g T AT ALATH eI g7 T07 qedd g |

gdl ldH

ot feeEr AT

TRATHRT ATH T ST

WA A, IR S Skip to
109 % 79 qiaaa license # S faw T wUe § 7 (%) B 9
(@) BT R > 7. 7§ q0¥
q0% 741 licence #1 S fad W B A9 A9 qRUgH AT <a:>a¢‘rf%1§ .................... 9
ICD Code I Wit awafer go @it 7 (@) FTET o R
q03 74T AifaeT a7 foe 7
Q0% F 79 gfvaaer @R 41 Private saraersht AT T | (%) B q
SHHAT Ihifes quT Rafes gfmg 7 @) BT R
qoY Furerert srearqerar ICD Code &1 99T 9uet & 7 (F) B oo 9
(@) AMTE
T BT oo 3 —» 9. q0g
(1) 9MMET & ... —» 9.5 05
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905 % U o fa ug a1 9fqg a1 wrmtsa® curriculum = () Boeoeeoeoeee q .
ICD — 10 warersr wfvget 7 @) BT oo 3 5 T
190
qo0% afg B w9, wH.fa fa.ug a1 afdg a1 wmratesesr curriculum T ATRT Teteed ehTd
FG 7

52| Page



Tool 7: Structured Questionnaire for BPKIHS ICD-10 Trainer

Assessment of ICD — 10 Implementation and Capacity in health facilities of Nepal
BPKIHS - Faculty of Public Health and Community Medicine @t sifaw et

=g — T | W AW zr 1 w HEAL (Health, Education,
Agriculture and Logistics) Group @=arere  smu#t & | HEAL group tser @@ & &% 1§ )
ATRTHET T 27 | BTHT @ qo7 SIA9gdl AeAradsl Qe da1  faarT swraa gy qeremar (MD) &1
ey aea g gomer ((HMIS) emamer  dqesn, Saersr arg w@er yzermr ICD - (International
Statistical Classification of Disease) #r=a e qeraw Tz & |

I — T9 AR g 3¢vd A°H |CD Frar=adst FAAr awH fafa= qae 9847 T q@ ) qar FH FHSR T
FAATES T AMe (avilesedl R TdT [T FTI-aamHl AT Tealle AT FhRTa T97 T 27 |

Trafraarer GAREAr —qarsd! FesTHTar T TaTed [AT9UE T8I0 SHEREs dcd=d M AMGTE. | TafaadT ST

AT AT qUTZHT ATH F AT ITAEH, TP T IATTHT Feediad TSI

(FET FEHA AT FrotaT ¢V Fa weeE 1)
T T FAAHT AT T FeT A¥hebl g T TF HAATH e g7 IO qedd g | []
TIRTH Tl

qoo: =t @ue: |CD = T &HdT qHate Jeama«
(e afe P M@ o TS Terd T Goal A& ghHT IR fedle THad 1)

WA A, IR e Skip to
100 | quIsesd Aiewa TheR, TAT3 Fe1ds /qars Ausgaeears |ICD-10 morbidity
training =1 9% #fea 3f@ T qUFT 2 7

0% ICD-10 training center zamar wiusfe ara@w #iq srens ICD-10 1 training faq
AT 7

q03 am-asr qi%b—rr T @t name list afeqer fatata (soft copy or hard copy) f&=
BERGREY

>0

.............................. (Fewepr wu-v/ 7 7 Afguer qut X e amgEE)

0¥ | Training s=ma= gz1 medical recorder &%= | (%) Pre-test ... 9
FEE TeATehA TR o @) During session
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FEd W . ®& ____ Skipto_

* (Multiple answer question) evaluation................... 3
@ Daily review session ........ 3
(er) Posttest............... ¥
(3) o9 (GATITRE)
%
0% | 79 training dweze sfesmer mortality coding | (@) B 9 #TTq00
training fewerr 37 (@) T R
q0% gfe & W fb gren (%) TAEHT A AT oo, 9
@) training fem st T90R.. %
(M) A (AT
3
10¢ | 7w gfq=mar medical education syllabus #r | @) Medical recorder — Credit
&4 &4 level w1 ICD-10 coding s#maer wilwest | hrs
g * (Multiple answer question) @) MBBS — Credit hrs___
@ Others: ( ) —
Credit hrs
10z | % 79 training center @t mortality coding | &) 3. 1
decision table book &= 3 7 (@) B R
10% | % 7« training center @ Doctor e#<g cause | (F) B 1
of death @& fasre training @1 % T arsmr | (@ BT ]
B 7
190 % 79 training center @ Doctor &&<rs cause | (F) & 9
of death #r mortality coding @ fasrew (@) ST RO IAAR
training =1 I T Arsr &
11 B AT Hied 3
9% Medico legal #r smaeaerarer areaT aareiad & 7
193 | & 7= training center #1 training module () B, 9 —> TN
and work book training =t procedure (&) B R
classification =g @#raer TTiRuHr =7
99% afg G I THEA AT PR TASET 875, 7
9% ICD-10 morbidity coding training fawar (F) BT oo q
#fgwar vweeeear ICD-10 training package =1 | (@) BT R PT.T.999
#4 content =¥ =z 7+ feedback fauasr =
9% I ZA TN F & 7
19¢ | % #fewa vz artr ICD-10 training () B 9 —— TR
package T g 7 (@) BT R
19s afe T AP & B FHT T
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192 # 79 seqarad grEtad fqEEE HMIS wfes | ) & 1 PR
frdifes i =7 (@) ST R

930 afe S 9 febe?

19
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Tool 8: Online Structured Questionnaire for Medical Recorders

Assessment of ICD - 10 Implementation and Capacity in health facilities of Nepal

Dear survey participant,
Integrated Health Information Management Section (IHIMS) request you to fill in the
questionnaire and submit for the study purpose. Your responses would be kept
confidential and used for statistical purposes only in this study.
(It will take around 10 minutes to fill up the form.)

* Required

1. Email address *
2. Full Name *

3. Designation *
4. Contact Number *

S.N  Question Code Skip
1. Highest degree of academic a) Diploma level
qualification * b) Bachelor level
c) Masters level
2. Major subject of the study * a) Mathematics/Statistics
b) Other:
3. Hospital Name *
4, Hospital address (Province) *
5. Hospital Address (Municipality) *
6. Hospital Address (Municipality) * a) Primary Hospital
b) District hospital
c) Provincial Hospital
d) Federal Hospital
e) Other:
7. Have you received HMIS training? * a) Yes
b) No
8. Have you received DHIS training? * a) Yes
b) No
9. If yes, then what is the name of
institution that you received DHIS
training from?
10. | Have you received ICD-10 training? * a) Yes
b) No — 12
11. If yes, then what is the name of
institution that you received ICD-10
training from?
12. | Have you received any other training? * | a) Yes
b) No —>14
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13. | Ifyes, then what trainings have you
received and from which institution
have received the training from?

14. | Have you ever received ICD related a) Yes
training? * b) No —T> 22

15. | Ifyes, please specify. *

16. | Where did you receive ICD 10 training? | a) BPKIHS
* b) Other:

17. | How many times did you receive ICD 10 | a) Once
training? * b) Twice

c) Thrice
d) Other:

18. | In which year did you receive last ICD
10 training? (in B.S) *

19. | Was the training package sufficient to a) Yes
support your work on ICD coding and b) No
reporting? *

20. | What are the strong aspects of BPKIHS
provided training package?*

21. | What are the weak aspects of BPKIHS
provided training package?*

22. | Does the curriculum of syllabus of a) Yes
Public Service Commission covers the b) No
requirement for medical record
professionals?

23. | Are you known to the followings? *

23.1 | ICD MM a) Yes

b) No

23.2 | ICD PM a) Yes

b) No
23.3 | SMoL a) Yes
b) No
234 | ICD 11 a) Yes
b) No

24 How is the office environment for a) Supportive

medical records? * b) Not supportive
c) Neutral

25 How is the office environment for ICD a) Supportive

coding? * b) Not supportive
c) Neutral

26 [s hospital administration supportive a) Supportive

for medical recorders? * b) Not supportive
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c) Neutral

27

Do you have these resources and
materials: room, computer, internet,
patient chart, safe rack, medical
dictionary and anatomy and physiology
terminology books, required for the
medical recorder? Please mention the
resources you have in your health
facility. *

28

How can we improve ICD
implementation? (maximum 100
words) *

29

How can we improve ICD training? *

30

Comments (if any)
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Annex II: Work plan

S.N

Activities

Week

November

December

1

2 |3 |4

1

2

3

4

Recruitment of staff

Meeting with WHO/ITHIMS Section to finalize the plan

Review HMIS tools and ICD manuals

B WIN =

Desk review of ICD manuals, health policy and
act, guidelines, academic curriculums in health,
syllabus of health professional council exams,
ICD training package and relevantresource

Explore best practices in the country and abroad using
available resources including web resources

Three years HMIS data analysis for coverage,
completeness and consistency of morbidity and
mortality data.

Development of study tools with guidelines to interview
intuitions head and information manager

Development of study tools with guidelines to interview
with PHC or Health Post

Online survey of all medical records

Formal discussion with the ICD training team, BPKIHS
Dharan

11.

Visit to Province 1 and interview Provincial health
division chief, hospital (head and MR) and PHC or Health
Post Chief

12.

Visit to Province 2 and 3, and interview Provincial health
division chief, hospital (head and MR) and PHC or Health
Post Chief

13.

Visit to Province 4 and 5, and interview Provincial health
division chief, hospital (head and MR) and PHC or Health
Post Chief

14.

Visit to Province 6 and 7 interview Provincial health
division chief, hospital (head and MR) and PHC or Health
Post Chief

15.

Key informant interviews with HMIS chief, former
HMIS chiefs, M and E section chief of MoHP, QSRD
section chief of MoHP, MD Director, WHO, registrars of
NMC, NHPC and NNC

16.

Data Entry and Analysis

17.

Report Preparation

18.

Submission of Report
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ANNEX III - Photographs

Observation of OPD register for ICD coding at Parroha HB, Group photo with health workers of Geta HE, Kailali
Butwal
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