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	For Assurance
	Report Summary; detailing any action required

	To set out Swansea Bay University Health Board’s (UHB) failure to achieve the Welsh Government standard of 95% of inpatient and day-case episodes coded within one reporting month of discharge, explain the capacity gap, and describe the workforce, regional and digital actions being pursued to improve performance.


	Key Issues

	Despite significant productivity improvements over the last 18 months, increased activity and workforce pressures mean the Health Board remains below the 95% in-month clinical coding standard and a substantial backlog remains. Swansea Bay processes comparatively high activity per qualified coder, but further capacity and productivity improvements are required. Artificial Intelligence (AI)-assisted coding offers the most significant long-term opportunity, although current solutions continue to require qualified coder validation. Without additional capacity, effective automation or wider regional support, sustained achievement of the national standard is unlikely.


	Decision / Action required
	No

	Recommendations

	Members are asked to:
· Note that the Health Board is failing to achieve the 95% in-month clinical coding standard and that current capacity is insufficient to deliver sustained compliance.
· Note the productivity improvements delivered by the service and the evidence indicating that the principal challenge is capacity rather than productivity.
· Support continued work with regional and national partners to develop sustainable workforce and technology solutions.
· Support continued evaluation of AI-assisted coding, including operational, financial and quality implications.
· Note that overtime and contract coding arrangements could provide a potential short-term route to backlog recovery and improved compliance with national standards, recognising that such arrangements are dependent on workforce participation and contractor availability and do not represent a sustainable long-term solution.




Clinical Coding Sustainability, Capacity and Future Operating Model

1. INTRODUCTION

Over the last 18 months the Clinical Coding service has delivered significant productivity improvements through revised working practices, increased access to electronic records, enhanced performance management, expanded home working and locally developed digital solutions. 
The Health Board is failing to achieve the 95% in-month clinical coding standard. Increased throughput has not been sufficient to offset growth in activity and workforce pressures, and a substantial backlog remains. Benchmarking indicates that Swansea Bay processes more activity per qualified coder than neighbouring Health Boards whilst operating with fewer qualified coders, however given the financial environment and the opportunities presented by technology, it is recognised that there is the potential to increase productivity further.
Whilst AI-assisted coding represents the most significant long-term opportunity to increase capacity, current solutions have not yet demonstrated sufficient accuracy to operate without qualified coder validation. Without additional workforce capacity, effective AI-assisted coding, or wider regional support arrangements, achievement of the Welsh Government target is unlikely.

2. BACKGROUND

The Health Board remains below the required 95% in-month coding standard despite productivity improvements over the last 18 months. Increased access to electronic records, streamlined allocation of work, expanded home working, enhanced performance management and the locally developed Clinical Coding Application have reduced administration and released time for coding. These improvements have not provided sufficient capacity to meet the standard.
Performance continues to be actively managed through a Clinical Coding Performance Scorecard providing oversight of coding completeness, productivity, workforce availability, backlog position and delivery trajectories.
Figure 1: Percentage of Episodes Clinically Coded Within One Month of Discharge
[image: ]Figure 1 shows that the Health Board is failing to meet the 95% in-month standard. Performance was generally between 60% and 80% during 2024/25 and much of 2025/26. The marked fall in April and May 2026 also reflected a deliberate decision to prioritise the 2025/26 backlog ahead of the 15 June resubmission deadline, strengthening the year-end dataset for benchmarking, mortality analysis, costing and contractual purposes. This reduced reported in-month completeness despite continued coding output. Performance improved in June but remained below the required standard.
Figure 2: Total Episodes Coded Per Month
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Figure 2 demonstrates monthly coding throughput. Despite workforce reductions, coding output increased substantially during 2025/26, with monthly volumes regularly exceeding 11,500 to 12,500 episodes. Peak productivity was achieved during spring 2026 when over 12,500 episodes were coded in a single month. August 2026 activity was reduced due to annual leave.
Since September 2025, coding has focused on primary diagnosis and primary procedure, with defined exceptions requiring full coding. This has increased throughput but reduced the depth of the coded dataset; further improvement must balance timeliness, completeness and coding quality.

Capacity Assessment
The Health Board currently employs approximately 17 whole-time equivalent (WTE) qualified clinical coders. Analysis indicates that achieving full coding completeness would require significant levels of automation alongside continued validation by qualified coders.
For modelling purposes, complex episodes in the table below comprise records with a length of stay of eight days or more and records relating to deceased patients. These episodes are excluded from the auto-coding cohort and are assumed to require full manual coding at an average rate of 2.5 episodes per hour. These numbers have been modelled on June 2026 activity.

Table 1: Indicative Coding Capacity Model
	Category
	Episodes
	Rate
	Hours Required

	Complex Episodes
	2,579
	2.5/hr
	1,031.6

	Auto-Coded Episodes
	6,198
	Automated
	0

	Validation Checks (20%)
	1,240
	4/hr
	310

	Remaining Manual Episodes
	5,277
	5.5/hr
	959.5

	Total
	14,054
	
	2,301



For comparison, coding staff delivered approximately 2,301 productive coding hours during the month of June 2026 on which these numbers are based after annual leave and sickness absence had been excluded. The modelling demonstrates that full coding completeness would require 44% of all episodes to be auto-coded, together with full utilisation of existing coding capacity.
Without significant automation, additional workforce capacity or a different operating model, coding completeness is unlikely to sustainably exceed current levels. The challenge is therefore one of capacity rather than productivity. 
Regional Benchmarking
Benchmarking with neighbouring Health Boards indicates that Swansea Bay operates with fewer qualified coding resources whilst managing higher activity. The comparison should be read alongside Swansea Bay’s focus on primary diagnosis and procedure, rather than full coding of every episode.
Table 2: Benchmarking of Coding Capacity and Activity
	Organisation
	Qualified Coding WTE
	Monthly Episodes
	Episodes per WTE

	Swansea Bay UHB
	17.0
	14,054
	827

	Hywel Dda UHB
	21.3
	12,360
	580

	Cwm Taf Morgannwg UHB
	18.0
	12,301
	683


Swansea Bay currently processes significantly more activity per coder than comparator organisations. Swansea Bay manages approximately 14% more activity than Hywel Dda UHB despite operating with around 20% fewer coding staff. This supports the conclusion that the service is operating at a comparatively high level of efficiency and that the underlying issue is workforce capacity rather than productivity.
Regional Collaboration
Discussions with Hywel Dda UHB are exploring opportunities for overtime arrangements, targeted backlog support, shared workforce resilience arrangements and longer-term regional workforce models. These approaches may provide short-term resilience whilst longer-term workforce and technology solutions mature. 
The Health Board has also explored the use of contract clinical coders. Whilst contract coders offer a mechanism for rapidly increasing capacity, they are significantly more expensive than substantive staffing and do not address long-term workforce sustainability. Consequently, contract coding is not considered a preferred long-term solution but remains a potential contingency option should operational pressures require temporary capacity expansion. 

National Perspective
The Health Board continues to work with Digital Health and Care Wales and the wider NHS Wales Clinical Coding community. National programmes are progressing improvements in access to clinical information and exploring opportunities for AI-enabled coding and wider coding transformation. Swansea Bay continues to contribute local learning from its Clinical Coding Application, AI pilots and data science activity to support these developments. 
Digital and AI Development
The locally developed Clinical Coding Application brings information from multiple clinical systems into a single coding workspace, using Application Programming Interfaces (APIs) and supporting greater use of structured terminology, including Systematized Nomenclature of Medicine Clinical Terms (SNOMED CT). The absence of a comprehensive digital inpatient record remains a significant gap, as discharge correspondence does not capture every intervention, complication or clinical decision. External CHKS (Comparative Health Knowledge System) benchmarking datasets continue to support comparative analysis.
AI-assisted coding pilots have generated encouraging results, although performance varies by specialty and coding component. Current testing has demonstrated agreement rates exceeding 75% in some coding elements, particularly where documentation is structured and terminology is consistent. More complex episodes involving multiple diagnoses, co-morbidities and procedures continue to require significant coder review and validation. 
A formal evaluation framework is being developed to assess coding accuracy, validation effort, specialty variation, operational impact and financial benefit. This work will support future decisions regarding AI deployment and procurement. Dedicated data science support has also been allocated to accelerate development and evaluation activity. 
The next phase of development will focus on Neurology, Chemotherapy, Endoscopy and Rheumatology. Evaluation will consider coding accuracy, productivity, validation effort, workflow implications, scalability, Healthcare Resource Group (HRG) impacts, financial implications and return on investment.
Whilst AI remains the most credible long-term opportunity to address the capacity challenge, further testing and validation are required before wider deployment can be considered.
Addressing the Clinical Coding Backlog
Forecast activity between September 2026 and March 2027 is expected to generate approximately 103,000 discharged episodes. Achieving the Welsh Government expectation that 95% of episodes are clinically coded within one month of discharge would require the Health Board to maintain an operational target of approximately 98% coding completion by the end of the following month. 
To address the growing backlog, one option would be to introduce external contract coding resource. Modelling indicates that approximately 13,813 additional coding hours would be required between October 2026 and April 2027. This comprises 6,646 hours to recover an estimated backlog of 27,915 episodes accumulated between April and August 2026 and a further 7,167 hours to support ongoing activity. 
Under this model, additional capacity would be required to process approximately 56,775 episodes, equivalent to 13,813 coding hours, over a seven-month period. The model assumes availability of suitably qualified contract coders. 
Whilst the modelling demonstrates that recovery is achievable, it would not represent a preferred long-term solution. Contract coding would primarily be used as a temporary recovery measure whilst longer-term workforce, regional and digital solutions continue to mature.
The indicative cost of delivering this approach entirely through contract coding is approximately £832k, including value added tax (VAT). This is based on the monthly deployment of approximately 99 contract-coder months, costed at £350 per day over a standard 20-day delivery month, with coder requirements rounded to ensure sufficient capacity in each reporting period. The cost could be reduced if a proportion of the required hours were delivered through overtime by Swansea Bay University Health Board staff or through regional working arrangements. Delivery would remain dependent on the availability of sufficient contract coding capacity and on staff willingness and availability to undertake overtime.

Alternative approach to backlog recovery and sustainable coding capacity
Additional coders, overtime and contract support provide one route to backlog recovery. However, the scale and recurring cost of this approach need to be balanced against opportunities to increase automation and capture coded clinical information at source. Four complementary approaches could be progressed in parallel:
· Extend auto-coding with proportionate validation. This would involve explicitly considering whether some reduction in technical coding accuracy is acceptable in return for greater completeness and timeliness. Some discrepancies may relate to sequencing rules or the fourth character of an International Statistical Classification of Diseases and Related Health Problems, Tenth Revision (ICD-10) or OPCS Classification of Interventions and Procedures, Fourth Revision (OPCS-4) code, rather than an incorrect diagnosis and procedure. These differences should be assessed for their materiality rather than assumed to be inconsequential. A controlled approach could target coder review at complex, low-confidence or potentially material discrepancies, with sample audit of other outputs.
· Make greater use of clinician coding at source. Clinicians already record structured and coded information in systems such as BadgerNet and Theatre Management System (TOMS). There is an opportunity to reuse this information more systematically, reducing duplication and manual coding effort. This would require validation of the mapping to the required coding classifications and identification of any information needed to complete the episode.
· Extend structured digital recording into inpatient care. Deployment of an inpatient clinical module could enable diagnoses, procedures and relevant clinical detail to be captured during care and made available through the Clinical Data Repository. Fast Healthcare Interoperability Resources (FHIR)-based exchange would support interoperability, alongside agreed terminology and data standards. This would improve the information available for coding and reduce reliance on retrospective review of paper records.
· Develop an Ambient Voice Technology (AVT) pathway. AVT-generated documentation could be made immediately available for clinicians to review and confirm, with validated clinical information converted into structured, coded data for the Clinical Data Repository. Clinician confirmation would establish whether the record accurately reflects the care provided; automated checks and targeted coder review would address classification, sequencing and other formal coding requirements.
These approaches would allow qualified coders to focus increasingly on complex episodes, exceptions and quality assurance. They would primarily reduce the accumulation of new uncoded activity, with application to the existing backlog where suitable digital records are available.
An options appraisal to compare additional staffing with a combined workforce and technology approach, assessing cost, implementation timescale, throughput, coding accuracy and the effect on benchmarking, mortality analysis and costing is being developed. Any move to reduced routine coder validation would require an explicit decision on the acceptable level of risk, supported by audit and escalation arrangements. The objective remains achievement of the 95% in-month standard through a sustainable operating model.
Conclusion
The Health Board is failing to achieve the 95% in-month coding standard. Productivity has improved, but available capacity remains insufficient to meet demand and recover the backlog.
Prioritising the 2025/26 backlog explains part of the early-year deterioration in timeliness, but does not remove the requirement to achieve the standard.
Sustainable improvement requires workforce, regional, digital and national action. AI-assisted coding offers significant potential, but requires qualified coder validation and further evaluation before wider deployment.
Without additional capacity or an effective change in operating model, the Health Board is unlikely to achieve sustained compliance.


3. GOVERNANCE AND RISK ISSUES

Despite the improvement in monthly coding throughput, the Health Board is not achieving the Welsh Government target of 95% of inpatient and day-case episodes coded within one reporting month of discharge. The Clinical Coding risk therefore remains on the Health Board Risk Register, with the reduced workforce creating a further risk to sustaining recent productivity gains and improving in-month performance.

Auto-coding provides a potential longer-term mitigation but is not yet sufficiently mature to replace qualified coding capacity. Wider adoption will require assurance over accuracy, professional validation, information governance, integration, scalability and financial viability.

4.  OPEN AUDIT RECOMMENDATIONS 

5. FINANCIAL IMPLICATIONS

The loss of two qualified coders will reduce actual staffing expenditure but has also removed operational capacity. The financial implications of the auto-coding options are not yet fully known and will require assessment against expected productivity gains, licensing, implementation, integration and support costs. Any proposed investment will be subject to the appropriate procurement, information-governance and financial approval processes.

6. RECOMMENDATION

The Committee is asked to:

· Note that the Health Board is failing to achieve the 95% in-month clinical coding standard and that current capacity is insufficient to deliver sustained compliance.
· Note the productivity improvements delivered by the service and the evidence indicating that the principal challenge is capacity rather than productivity.
· Support continued work with regional and national partners to develop sustainable workforce and technology solutions.
· Support continued evaluation of AI-assisted coding, including operational, financial and quality implications.
· Note that overtime and contract coding arrangements could provide a potential short-term route to backlog recovery and improved compliance with national standards, recognising that such arrangements are dependent on workforce participation and contractor availability and do not represent a sustainable long-term solution.



	Governance and Assurance

	Strategic Objectives

	Strategic Objectives
(please choose which is impacted)
	People of Swansea Bay live healthier, fairer and more prosperous lives
	☒
	
	Care is high quality, safe, efficient and delivers the best possible outcomes for people in partnerships  
	☐
	
	Care is delivered in partnership with our communities in safe and appropriate setting, supported by innovation
	☐
	
	The health board is a great place to work where staff feel valued and work together towards a common goal
	☐
	
	The health board is a resilient, sustainable and responsible organisation
	☐
	Health and Care Standards

	Standards (please choose which applies)
	Safe Care
	☐
	
	Timely Care
	☐
	
	Effective Care
	☐
	
	Efficient Care
	☐
	
	Equitable care
	☐
	
	Person-centred Care
	☐
	
	Staff and Resources
	☐
	Enablers (please choose which applies)
	Whole Systems Approach
	☐
	
	Leadership
	☐
	
	Workforce
	☐
	
	Culture
	☐
	
	Information 
	☐
	
	Learning, Improvement and Research
	☐
	Quality, Safety and Patient Experience

	Clinical Coding is used from a quality perspective to inform the Health Board Welsh Costing Returns (WCRs), completion of Freedom of Information (FOI) Requests where clinical data is requested, and also population health requests when planning for future services. These services can also have a direct impact on patient experience.


	Financial Implications

	The loss of two qualified coders will reduce actual staffing expenditure but has also removed operational capacity. The financial implications of the auto-coding options are not yet fully known and will require assessment against expected productivity gains, licensing, implementation, integration and support costs. Any proposed investment will be subject to the appropriate procurement, information-governance and financial approval processes.


	Legal Implications (including equality and diversity assessment)

	

	Staffing Implications

	Staff sickness and WTE reductions continue to have a detrimental effect on achieving the Tier 1 Target.


	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	

	Report History

	7th May 2026



	Appendices

	None
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