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SAME CONCEPT WITH MORBIDITY: MAIN DIAGNOSIS

• The condition, diagnosed at the end of the episode of health care, 

primarily responsible for the patient’s need for treatment or  investigation.

• If there is more than one such condition, the one held most responsible for 

the greatest use of resources should be selected.

• If no diagnosis was made, the main symptom, abnormal finding or 

problem should be selected as the main condition.



OTHER DIAGNOSIS(CO-MORBIDITY)

• A disease that accompanies the main diagnosis and 

requires treatment and additional care, in addition  to the 

treatment provided for the condition for  which the patient 

was admitted

• COMPLICATION DIAGNOSIS

• A disease that appears during the episode of care, 

due to a pre-existing condition or arising as a result  

of the care received by the patient

Secondary diagnosis/diagnosis lain-lainOther conditions are 

defined as those conditions that coexist or develop

during the episode of health care and affect the 



EXTERNAL CAUSES OF INJURY AND POISONING

• The circumstances of the accident or violence 

which  produced the fatal injury



GENERAL INFORMATIONS TO CONSIDER IN 

DOCUMENTING DIAGNOSIS

• To identify the underlying causative agent (i.e: organism, drugs, 

chemical, allergens, idiopathic, autoimmune)

• • To specify site (anatomical localisation) of involvement 

and side (i.e: Left or/and right)

• • To indicate if the condition is acute/sub-acute/chronic,

recurrent/persistent or mild/moderate/severe

• • To mention if the condition is congenital/acquired,

primary/secondary or infantile/juvenile



• • To mention laboratory findings i.e: Haematological, biopsy, 

histological (i.e: Sputum positive/negative pulmonary 

tuberculosis)

• • To specify the diagnosis failing which to specify 

symptoms and signs or reason for encounter/admission 

• (i.e: Admitted for blood transfusion due to anaemia with 

underlying Thalassaemia, admitted for chemotherapy with 

underlying breast carcinoma, infant of diabetic mother 

admitted for observation, baby born before arrival for 

observation)



• SPECIFIC INFORMATIONS TO 

CONSIDER IN DOCUMENTING 

DIAGNOSIS



A. CERTAIN INFECTIOUS AND PARASITIC DISEASES

• Main diagnosis/underlying cause shall include:

• 1) General infection 

• To specify the causative agent 

• To mention condition (i.e: Meningitis, acute gastroenteritis) or site (pulmonary tuberculosis) 

• To include complication where necessary (i.e: Cerebral malaria, rupture spleen, etc)

• Other diagnosis • To mention antibiotic resistance if present (i.e: Methicillin-resistant 

staphylococcus aureus, vancomycin resistant, etc)



2) Tuberculosis 

• To specify site involved (i.e: Lung, spine, intestine, etc)

• To mention method of confirmation (i.e: Smear, culture or 

histology)



3) Viral hepatitis

• To specify acute or chronic

• To specify type of virus (i.e: Hepatitis A virus, hepatitis B virus, hepatitis C 

virus or hepatitis E virus)

• To mention complication with or without hepatic coma.

• If hepatitis B to mention with or without delta agent (co-infection)



B. PREGNANCY, CHILDBIRTH AND THE PUERPERIUM

• Main diagnosis/underlying cause shall include:

1) Pregnancy

• • Specify types of abortion/miscarriage (i.e: incomplete, complete, inevitable, etc)

• • Specify the site of ectopic pregnancy (i.e: Tubal, ovarian, abdominal, etc)

• • Specify site of infection (i.e: Vaginal candidiasis in pregnancy, etc)

• • Specify pregnancy-related conditions and complications (i.e: Pregnancy-induced 
hypertension, gestational diabetes mellitus, deep vein thrombosis complicating pregnancy, 
etc)



2) Delivery and Childbirth

• Specify method of delivery (i.e: Spontaneous vertex delivery, 

assisted vacuum delivery, elective lower segment caesarean 

section)

• Specify number of fetus (i.e: Single, twin, etc)

• Relevant complications during delivery



3) Puerperium

• Specify complications related to post partum period (i.e: Post 

partum haemorrhage due to puerperal sepsis)



C. CERTAIN CONDITIONS ORIGINATING IN THE 

PERINATAL PERIOD

Main diagnosis/underlying cause shall include:

• • If neonatal jaundice, must specify the cause of jaundice (i.e: Neonatal 
jaundice due to ABO incompatibility)

• • If baby is premature, to mention the gestational age and weight

• • If injury, to indicate the site and either due to birth trauma or other 
causes (please specify) (i.e: Subarachnoid hemorrhage due to birth injury or 
subarachnoid hemorrhage due to fall from bed)



• If birth asphyxia, to mention the APGAR score at 1 minute and 5 minute

• If baby admitted for observation indicate the condition/suspected condition

• To associate mother’s condition during pregnancy that affect the baby with the 

reason for admission, treatment or observation



D. NEOPLASMS 

• Main diagnosis/underlying cause shall

• Specify primary or secondary site

• Specify site of organ involved (i.e: Middle lobe of the right lung, right upper quadrant of right 

breast)

• Specify behaviour (i.e: Malignant primary, in-situ, benign, malignant secondary)

• Specify morphology (i.e: Squamous cell carcinoma)

• Specify metastasis



E. ENDOCRINE, NUTRITIONAL AND METABOLIC 

DISEASES

• Main diagnosis/underlying cause shall include:
1) Endocrine

Disorder of gland:

• • To specify congenital or acquired.

• • To specify condition (i.e: Thyrotoxicosis, hypopituitarism)

• • If thyroid gland involved, to specify with (diffuse, multinodular or single 

nodular) or without goiter.



• • If condition is due to drug-induced, to specify the name of drug.

• If diabetes mellitus:

• • To specify the type i.e: Insulin dependant (Type I, juvenile-onset, etc) or non-insulin 

dependant 

• (Type II, adult onset, etc)

• • To specify complication (i.e: Hyperosmolar Hyperglycaemic State (HHS) with coma, 

diabetic 

• ketoacidosis, renal complication, etc)

• • *Uncontrolled/unstable diabetes mellitus is referring to Type I



F. MENTAL AND BEHAVIOURAL DISORDERS 

• *There is no issue in documenting diagnosis related to mental and 

behavioural disorder other than psychoactive substance used/abused

• Main diagnosis/underlying cause shall 

• Indicate the psychoactive substances used/abused (i.e: Alcohol, opioids, 

cannabinoids, sedative or hypnotics, cocaine, tobacco, volatile solvents, 

hallucinogens, other stimulants)



• Mention the mental and behavioural disorders due to the psychoactive substance 

used/abused (i.e: Acute intoxication, harmful use, dependence syndrome, withdrawal state, 

withdrawal state with delirium, psychotic disorder, amnesic syndrome, residual and late-onset 

psychotic disorder)

• Specify the severity of mental retardation (i.e: Mild, moderate, severe, profound)

• Indicate the extent of behavioural impairment (i.e: No impairment, minimal impairment, 

significant impairment)



G. SYMPTOMS, SIGNS AND ABNORMAL CLINICAL AND 

LABORATORY FINDINGS NOT ELSEWHERE 

CLASSIFIED

• Should ONLY be used as main diagnosis if:

• Cases for which no specific diagnosis can be 

made even after all the facts bearing on the case have 

been investigated or for any other reason (i.e: Facility not 

available, patient refuse for investigation, etc) 

• Signs or symptoms existing at the time of initial 

encounter that proved to be transient and which causes 

could not be determined

• Cases referred elsewhere for investigation or treatment before 

the diagnosis was made.



H. INJURY, POISONING AND CERTAIN OTHER 

CONSEQUENCES OF EXTERNAL CAUSES

The diagnosis pertaining to this topic must specify the external cause

• 1) Injury:Main Diagnosis/underlying cause shall include:

• Specify type of injury (i.e: Fracture, dislocation, wound, internal organ injury)

• Specify site of injury

• If fracture, to mention if open or close

• If internal injury occurs, to specify blunt or penetrating injury



I. External cause of injury shall include:

• Patient’s mode of transport (i.e: Pedestrian, motorcycle, car, etc)

• Patient’s role (i.e: Rider/driver or passenger)

• Mechanism of injury (i.e: Collision with car, non-collision (skidded, roll-over, etc.), fall, 
assault, etc)

• Place of occurrence (i.e: School, home, road, highway, field, etc)

• Activity (i.e: Sports, work, etc)

• Intention of the event (i.e: Accidental, self-harm, assault)



2) Burn/corrosion:

• Main diagnosis shall include

- The degree of burn

-Specific site of burn

- Percentage of body surface area 28

• External cause of injury shall include:

- Mechanism of burn (i.e: Thermal or chemical)

- Place of occurence (i.e: Home, workplace, etc)

- Activity (i.e: Cooking, working, etc)

- Intention of the event (i.e: Accidental, self-harm, assault, etc)



3) Poisoning

• Main diagnosis shall 

• Specify type of poison (i.e: Drug, chemical, medicament)

• External cause of poisoning shall include:

• The intention of event (i.e: Accidental, suicide, homicide, adverse effect in 

therapeutic use)

• Place of occurrence (i.e: Home, workplace, etc)



Case-mix System Work Flow
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Fixed format 

report & Ad-hoc 

query for KPI & 

management

GIS driven Map 

& Dashboards

Analytics for 

research

Analysis of 

unstructured data 

using NLP

MyHDW Source Systems 
(access via MyHDW Portal)

Malaysian Health Datawarehouse (MyHDW)
(processes & produces data for secondary use)

MOH Health & 

Dental Clinics 

without system

Hosp./Clinic systems

(data for primary use)

Sistem Maklumat

Rawatan Pelanggan

Family Health & 

Oral Health

Patient Registry 

Information System 

MOH Health & 

Dental Clinics 

with TPC-OHCIS

MOH Hospitals 
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MOH Hospitals 
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Private Hospitals 

with/without 
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Direct data entry
Integration
Direct data entry & integration

ETL

Privacy Assurance Services

Statistical Tools

Business Intelligence

Data Modeling

Harmonisation & Codification

Infrastructure Management Tools

Geographic Information System (GIS)

Clinical data entry only

PROSES KESELURUHAN 
MyHDW
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Proses Integrasi
(Incoming Integration : HIS ke SMRP)

Hospital (HIS)

sFTP

Muatnaik JSON/CSV

Private (High-Trust)

Server Integrasi 

SMRP

Tidak lengkap

Public (Low-

Trust)

Lengkap

Reporting, Dashboard 

Ad-hoc Analytics

SDG, UHC, 

Performance 

Indicators

Geographic 

Information System 

(GIS)

Research & Statistical 

Analysis

Text analytics

for unstructured data

• Kaedah integrasi: melalui Secure File Transfer Protocol (sFTP).

• Setiap Hospital akan diberikan akses ke akaun sFTP untuk muat naik fail 

JSON/CSV.

• Fail integrasi diproses setiap hari pada masa yang ditetapkan.

Lengkap

28



Proses Integrasi Semasa
(Outgoing Integration : SMRP ke Casemix)

Hospital

sFTP

sedia dan muatnaik JSON

Private (High-Trust)

Server Integrasi 

SMRP-Casemix

Tidak lengkap

Public (Low-

Trust)

Lengkap 

(Submit dalam 

SMRP)

• Kaedah integrasi : penghantaran data melalui Secure File Transfer Protocol (sFTP).

• Fail integrasi diproses setiap hari mengikut jadual pada masa yang ditetapkan.

• Hanya data lengkap dan telah submit dalam SMRP yang akan dialirkan ke sistem Casemix

Bermula 12.00 tengah malam ± 24 jam / 1 hari Bermula 11.00 malam ± 24 jam / 1 hari

± 48 jam / 2 hari

grab

ekstrak

29



important



Diagnosis Related Group (DRG)

• Major Diagnostic Category (MDC)

– 23 Main Groups

• DRG Bases

– Inpatient : 273

• Severity Of Illness (SOI)

– 1 : Without Co-morbidity & Complication  (W/O CC)

– 2 : With Co-morbidity & Complication  (W CC)

– 3 : With Major Co-morbidity & Complication  (W MCC) 

• Total Inpatient DRG

– 819

1 0 0 2 1

MDC
DRG Base SOI



CASE MIX SYSTEM

Diagnosis & Procedures for one episode of care

DRG

SOI - main diagnosis

- secondary diagnosis ( 

complications & co-morbidity)

- OT/non OT procedures

- Age, sex

- LOS

- Discharge status

REIMBURSEMENT



• History

• Examination

• Investigations

• Diagnosis 
Formation

• Management & 
Plan

• Discharge

Documentation in 
clinical case notes

• Documentation
:

• Diagnosis

• Procedures

PER-PD301
• Professionally 

Trained Coders in 
Medical Records 
Department

• Coding

• ICD-10 (for 
diagnosis)

• ICD9CM (for 
procedures)

Medical Records 
Department

Health Information FLOW

MyHDW



Type of Case 

Grouping

Data Requirements Data Sources

Diagnosis-based 

case grouping

Department average 

cost per bed-day, 

department lengths of 

stay, and other 

characteristics of the 

hospital or case

Hospital budgets and 

cost-accounting 

statistical data; 

individual data on age, 

sex, ICD-9 or ICD-10 

code 

for primary diagnosis, 

length of stay, surgery, 

and 

other characteristics of 

the case (such as 

intensive care)

Department case 

grouping

Department average cost 

per bed-day; 

department lengths of 

stay

Hospital budgets and 

cost-accounting analysis; 

statistical data; other 

hospital expenditure and 

utilization data

No case grouping Average cost per hospital 

case

Historical hospital 

budgets;



BORANG DAFTAR MASUK 
DAN KELUAR HOSPITAL 

(PER-PD 301)



DIAGNOSIS DOCUMENTATION 
FOR



All those diseases, morbid conditions 
or injuries which either resulted in or 

contributed to death and the 
circumstances of the accident or 

violence which produced any such 
injuries (Column II)

(a)The disease or injury which 
initiated the train of morbid events 

leading directly to death, or
(b) the circumstances of the accident 

or violence which produced the 
fatal injury (Column III)



FIGURE 1

INTERNATIONAL FORM OF MEDICAL CERTIFICATE OF CAUSE OF DEATH

Cause of death
Approximate

interval between

onset and deathI

Disease or condition directly

leading to death *
(a)  ……………………………….…………..

due to (or as a consequence of)

(b)  …………………..……………………....

due to (or as a consequence of)

(c)  …………………………………..……….

due to (or as a consequence of)

(d)  ……………………………………….…..

due to (or as a consequence of)

II
Other significant conditions

contribution to the death, but

not related to the disease or

condition causing it

……………………………………………..

……………………………………………..

* This does not mean the mode of dying, e.g. heart failure, respiratory failure.

It means the disease, injury, or complication that caused death.

Antecedent causes

Morbid conditions, if any,

giving rise to the above cause,

stating the underlying

condition last

………………….

………………….

.…………………

.…………………

.…………………

….………………

Sebab-sebab kematian

(Kolum II)

Sebab-sebab yang menyebabkan

(Kolum III)



Cause of death Approximate

interval between

onset and deathI

Disease or condition directly

leading to death *
(a)  ……………………………….…………..

due to (or as a consequence of)

(b)  …………………..……………………....

due to (or as a consequence of)

(c)  …………………………………..……….

due to (or as a consequence of)

(d)  ……………………………………….…..

due to (or as a consequence of)

II

Other significant conditions

contribution to the death, but

not related to the disease or

condition causing it

……………………………………………..

……………………………………………..

* This does not mean the mode of dying, e.g. heart failure, respiratory failure.

It means the disease, injury, or complication that caused death.

Antecedent causes

Morbid conditions, if any,

giving rise to the above cause,

stating the underlying

condition last

…………………….

…………………….

.…………………...

.…………………...

………………..

……………….

Hepatic Failure

Bile duct obstruction

Carcinoma of head of pancreas



Cause of death Approximate

interval between

onset and death
I

Disease or condition directly

leading to death *
(a)  ……………………………….…………..

due to (or as a consequence of)

(b)  …………………..……………………....

due to (or as a consequence of)

(c)  …………………………………..……….

due to (or as a consequence of)

(d)  ……………………………………….…..

due to (or as a consequence of)

II

Other significant conditions

contribution to the death, but

not related to the disease or

condition causing it

……………………………………………..

……………………………………………..

* This does not mean the mode of dying, e.g. heart failure, respiratory failure.

It means the disease, injury, or complication that caused death.

Antecedent causes

Morbid conditions, if any,

giving rise to the above cause,

stating the underlying

condition last

…………………….

…………………….

.…………………...

.…………………...

………………..

……………….

Traumatic shock

Multiple fractures

Pedestrian hit by truck (traffic accident)



Certain infection and parasitic diseases

1) GENERAL INFECTION

• TO SPECIFY THE CAUSATIVE AGENT

• TO MENTION CONDITION (I.E : MENINGITIS, ACUTE GASTROENTERITIS) 

OR SITE (PULMONARY TUBERCULOSIS)

• TO INCLUDE COMPLICATION WHERE NECESSARY

MAIN DIAGNOSIS

EXAMPLE 1

GROUP A STREPTOCOCCAL (CAUSATIVE AGENT) SEPTICEMIA 

(CONDITION)

EXAMPLE 2

HIV (CAUSATIVE AGENT) DISEASE WITH CANDIDIASIS 

(COMPLICATION)

OTHER DIAGNOSIS HYPERTENSION

DIABETES MELLITUS

MAIN BLOOD CULTURE & SENSITIVITY



2) TUBERCULOSIS

• TO SPECIFY SITE INVOLVED (I.E : LUNG, SPINE, INTESTINE, ETC)

• TO MENTION METHOD OF CONFIRMATION (I.E : SMEAR, CULTURE OR 

HISTOLOGY)

MAIN DIAGNOSIS SMEAR POSITIVE (METHOD OF CONFIRMATION) PULMONARY 

(SITE) TUBERCULOSIS

OTHER DIAGNOSIS NON-INSULIN DEPENDENT DIABETES MELLITUS WITHOUT 

COMPLICATION

MAIN

PROCEDURE/SURGERY

SPUTUM ACID FAST BACILLI (AFB), CHEST X-RAY



• SPECIFY PRIMARY OR SECONDARY SITE

• SPECIFY SITE OF ORGAN INVOLVED (I.E: MIDDLE LOBE OF THE RIGHT 

LUNG, RIGHT UPPER QUADRANT OF RIGHT BREAST)

• SPECIFY BEHAVIOUR (MALIGNANT, BENIGN)

• SPECIFIY MORPHOLOGY (I.E : SQUAMOUS CELL CARCINOMA)

• SPECIFY METASTASIS

NEOPLASMS

MAIN DIAGNOSIS ADENOCARCINOMA (MORPHOLOGY/BEHAVIOUR) OF HEAD OF PANCREAS 

(SITE) WITH METASTASIS TO THE LIVER (METASTASIS)

CO-MORBID CHRONIC PANCREATITIS

OTHER DIAGNOSIS TYPE II DIABETES MELLITUS



Special Instruction for Cancer 

Cases1. If the cancer is still present :

MAIN DIAGNOSIS: Cancer

SECONDARY DIAGNOSIS: any treated complications, 

secondary/metastatic cancer or elective 

investigation/procedure/treatment.

2. If cancer has been removed :

MAIN DIAGNOSIS: Any subsequent elective 

investigation/procedure/ treatment.

SECONDARY DIAGNOSIS:……..(cancer post procedure)

3. If cancer has been removed but patient is undergoing elective 

admission for secondary/metastatic cancer :

MAIN DIAGNOSIS: Secondary/ metastatic cancer

SECONDARY DIAGNOSIS: Elective  investigation/procedure/treatment

+ history of … (Primary cancer)





DISORDER OF GLAND :

• TO SPECIFY CONGENITAL OR ACQUIRED

• TO SPECIFY CONDITION (I.E : THYROTOXICOSIS, HYPOPITUITARISM)

• IF THYROID GLAND INVOLVED, TO SPECIFY WITH (DIFFUSE, 

MULTINODULAR OR SINGLE NODULAR) OR WITHOUT GOITRE

IF DIABETES MELLITUS :

• SPECIFY TYPE I.E : INSULIN DEPENDENT (TYPE I, JUVENILE ONSET) OR 

NON-INSULIN DEPENDENT (TYPE II, ADULT ONSET)

• TO SPECIFY COMPLICATION (I.E : HHS WITH COMA, DKA, RENAL, 

OPHTHALMIC, NEURO)

ENDOCRINE & METABOLIC DISEASES



DIABETES MELLITUS..

• Type of DM ( E10 -14)

• Specify complications ( 4th character) :

- Coma (.0)

- Ketoacidosis (.1)

- Renal (.2)

- Ophthalmic (.3)

- Neurological (.4)

- Peripheral circulatory complication (.5)

- Other specified complications (.6)

- Multiple complications (.7)

- Unspecified complications (.8)

- Without complications (.9)





CODES FOR PRIMARY HYPERTENSION 
Hypertension Heart 

Disease

Heart 

failure*

Kidney 

disease*

ICD-10 code

Yes No No No I10  Essential (primary) hypertension

Yes Yes No No I11.9 Hypertensive heart disease without HF

Yes Yes Yes* No I11.0 Hypertensive heart disease with HF

Yes No No Yes** I12.9 Hypertensive CKD with stage 1 - 4 CKD or 

unspecified CKD

Yes No No Yes** I12.0 Hypertensive CKD with stage 5 CKD or ESRD

Yes Yes Yes* Yes** I13.0 Hypertensive heart and CKD with HF and with 

stage I-4 CKD or unspecified CKD

Yes Yes Yes* Yes** I13.2 Hypertensive heart and CKD with HF and with 

stage 5 CKD or ESRD

Yes Yes No Yes** I13.10 Hypertensive heart and CKD without HF and 

stage 1-4 CKD or unspecified CKD

Yes Yes No Yes** I13.11 Hypertensive heart and CKD without HF and 

with stage 5 CKD or ESRD



1) PREGNANCY

• SPECIFY TYPES OF ABORTION/MISCARRIAGE (INCOMPLETE, 

COMPLETE, INEVITABLE)

• SPECIFY SITE OF ECTOPIC PREGNANCY (TUBAL, OVARIAN, 

ABDOMINAL)

• SPECIFY SITE OF INFECTION (VAGINAL CANDIDIASIS IN PREGNANCY)

• SPECIFY PREGNANCY RELATED CONDITIONS AND 

COMPLICATIONS (GESTATIONAL HYPERTENSION, GESTATIONAL 

DIABETES MELLITUS, DVT COMPLICATING PREGNANCY)

PREGNANCY, CHILDBIRTH AND 
PUERPERIUM

MAIN DIAGNOSIS VAGINAL CANDIDIASIS (SITE OF INFECTION) IN PREGNANCY

CO-MORBID INSULIN DEPENDENT GESTATIONAL DIABETES MELLITUS (PREGNANCY 

RELATED CONDITION)



2) DELIVERY AND CHILDBIRTH

• SPECIFY METHOD OF DELIVERY (I.E : SVD, VAD, LSCS)

• SPECIFY OUTCOME OF DELIVERY (I.E : SINGLE, TWIN, ETC)

• RELEVANT COMPLICATIONS DURING DELIVERY

MAIN DIAGNOSIS SPONTANEOUS VERTEX DELIVERY (METHOD OF DELIVERY) 

WITH 3RD DEGREE PERINEAL LACERATION (COMPLICATION 

DURING DELIVERY)

CO-MORBID GESTATIONAL DIABETES MELLITUS

OTHER DIAGNOSIS SINGLE LIVE BIRTH (OUTCOME OF DELIVERY)

MAIN 

PROCEDURE/SURGERY

PERINEAL REPAIR



• If neonatal jaundice, must specify the cause (i.e : neonatal jaundice due to 

abo incompatibility)

• If baby is premature, to mention gestational age and weight

• If injury, to indicate site and either due to birth trauma or other causes (i.e : 

subarachnoid hemorrhage due to birth injury or subarachnoid hemorrhage due 

to fall from bed)

• If baby admitted for observation, indicate the condition/suspected 

condition

• To associate mother’s condition during pregnancy that affect the baby with the 

reason for admission, treatment or observation

CONDITIONS ORIGINATING IN PERINATAL 
PERIOD



NEONATAL JAUNDICE

POSSIBLE DIAGNOSIS DESCRIPTION ICD 10 CODE

Physiological jaundice / Prolonged NNJ P59.9

NNJ secondary to ABO incompatibility P55.1

NNJ secondary to Rhesus incompatibility P55.0

NNJ secondary to Polycythaemia P58.3

NNJ secondary to infection P58.2

NNJ secondary to prematurit P59.0

NNJ secondary to Cephalohaematoma/ Subaponeurotic

Haemorrhage

P59.8

Breastfeeding jaundice P59.8

Breastmilk jaundice P59.3



DISORDERS RELATED TO PRETERM BABIES AND 

FETAL GROWTH
POSSIBLE DIAGNOSIS DESCRIPTION ICD 10 

CODE

Extreme low birth weight (BW < 999 g) P07.0

Other low birth weight (1000-2499 g) P07.1

Extreme prematurity (< 28 weeks) P07.2

Other preterm infants (28-37 weeks) P07.3

Small for gestational age (SGA) – below 10th centile P05.1

Large for gestational age (LGA) – BW >4000g P08.1



BIRTH TRAUMA

POSSIBLE DIAGNOSIS DESCRIPTION ICD 10 CODE

Intracranial/ Intracranial Haemorrhage due to birth injury P10.1

Intraventricular Haemorrhage due to birth injury P10.2

Subarachnoid Haemorrhage due to birth injury P10.3

Cephalohaematoma P12.0

Bruising of scalp due to birth injury P12.3

Skull fracture due to birth injury P13.0

Fracture of clavicle due to birth injury P13.4



RESPIRATORY DISORDERS SPECIFIC TO 

PERINATAL PERIOD

POSSIBLE DIAGNOSIS DESCRIPTION ICD 10 

CODE

Transient Tachypnoea of Newborn (TTN) P22.1

Respiratory Distress of Newborn (RDS) P22.0

Meconium Aspiration Syndrome (MAS) P24.0

Persistent Pulmonary Hypertension of Newborn 

(PPHN)

P29.3

Neonatal Aspiration of milk and regurgitation P24.3

Pneumothorax P25.1

Congenital Pneumonia (Specify Organism) P23._



FOETUS AND NEWBORN AFFECTED BY MATERNAL 

CONDITION

POSSIBLE DIAGNOSIS DESCRIPTION ICD 10 CODE

Fetus affected by Premature Rupture of Membrane P01.1

Fetus affected by maternal cervical incompetence P01.0

Fetus affected by placenta praevia P02.0

Fetus affected by prolapsed cord P02.4

Fetus affected by chorioamnionitis P02.7

Fetus affected by cord compression – cord round neck, knot 

in cord

P04.5

Malpresentation – breech, transverse lie, unstable lie P01.7



Main diagnosis / underlying cause shall include :

• Specify type of injury (Fracture, dislocation, wound)

• Specify site of injury

• If fracture, to mention if open or close

External cause of injury shall include :

• Patient’s mode of transport (Pedestrian, motorcycle, car)

• Patient’s role (Rider/driver or passenger)

• Mechanism of injury (Collision with car, skidded, fall, assault)

• Place of occurrence (School, home, road, at work)

• Activity (Sports, while working)

INJURY CASES



EXAMPLE :

Main diagnosis Open fracture mid shaft of right humerus

Other diagnosis Right ulnar nerve cut

Other diagnosis Laceration wound at scalp

Other diagnosis (co-morbid) Hypertension

Complication N/A

External cause Motorcycle rider in collision with car on highway on the way 

to work

Main procedure / surgery Open reduction and internal fixation of right humerus

Other procedure X-Ray right upper limb











important 

milestones

 Classification for Inpatient

 Description of hos. activity

 Payment 

 Performance 

Measurement

 Budget Allocation

 Planning/Forecasting 

healthcare spending

 Billing

 Monitoring Hospital 

Quality Output 

Mortality, Morbidity, 

Readmission rate, SOI etc.

1

2

3

4

 Monitoring 

Hospital Quality 

Output 



IMPORTANT PARAMETERS TO BE MONITORED IN DRG 

PAYMENT
PARAMETERS REASONS EVIDENCE

 Average length of stay (ALOS)
Drop (15-24%) – 3 years

 Maximise profit

 Kahn et al. 1990

 Samyshikin 1999

 Readmission rate
Rate : 5% to 29%, 15.8 (15.2–16.5)%

 Premature discharge

 To increase the volume

 Thomas and 

Holloway, 1991

 Volume of patient, especially SOI 1
Increase volume of unnecessary 

admission  

 Maximise profit

 Hungary & Russia

 Upcoding – SOI (2 & 3)
“ Code Creep”

 Maximise profit

 Krit & Robinson 

2013

 Cost per stay
Case-based payment systems for hospital funding in Asia: an

investigation of current status and future directions. World Health

Organization. 2015







PERLIS (1)
Alos Re-adm.

73.3% 40%

KEDAH (3)
Alos Re-adm.

16.7% 35.5%

P.PINANG (5)
Alos Re-adm.

37.7% 45.3%

PERAK (10)
Alos Re-adm.

29.8% 50%

SELANGOR (6)
Alos Re-adm.

41.4% 16.6%

IKN
Alos Re-adm.

0% 33.3%

MELAKA (3)
Alos Re-adm.

63.6% 40.9%

JOHOR (1)
Alos Re-adm.

33.3% 13.3%

KELANTAN (1)
Alos Re-adm.

80% 26.7%

TERENGGANU (4)
Alos Re-adm.

22.2% 55%

PAHANG (4)
Alos Re-adm.

23.4% 60%

SARAWAK (2)
Alos Re-adm.

64.7% 4.3%

SABAH (3)
Alos Re-adm.

58.8% 28.9%

HKL
Alos Re-adm.

73.3% 40%

N. SEMBILAN (5)
Alos Re-adm.

34.9% 40%

*Example 1

* Example 1

* Example 2

*Example 2

*Example 2

*Example 3

* Example 1

*Example 3

*Example 3

*Example 3

*Example 1





REST...

• COMPLETE MORTALITY

• THANK U ...FOR PROPER DOCUMENTATION 

AND CODING





DO’S 
� Proper documentation of Main Diagnosis
� Legible handwriting
� To document all other conditions relevant heading of Other 

Diagnosis
� Document procedures in the Procedure Column

DONT’S 
� Do not use abbreviations
� Do not write procedures as Main Diagnosis

I      D



Non-operative procedures :

 Nursing routine procedures which –
• Do not required specialized staff
• Do not required special equipment

Example : dressing, vital signs, sponging, I/O Charting, GCS Charting

 Setting up peripheral arterial and venous line
 All blood investigations except Blood C&S



 Incomplete PD301 (No main diagnosis / comorbities)

 Wrong placement

 Codes without diagnosis

 Repeated diagnosis

 Abbreviation / Acronyms

 Illegible handwriting

 Unrecognized / Unfamiliar symbols 

 Multiple diagnoses in a row

 Procedure as diagnosis

# 



























Please make sure :

 Main Diagnosis and Other Diagnosis are documented

 Co-morbidities/ Underlying diseases are documented

 Main Procedure and Other Procedures are documented

 All procedure(s) executed by ALL other allied health 

personnel be recorded

 PD301 signed and stamped by discharging doctor (HO) and 

verified by MO/SP



REFERENCE




