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Professional Association of Clinical Coders UK

Certificate Examination – Paper 2
Candidate Number:
…………………………………………………………………

Date: 

26th November 2010
Afternoon:
3 hours

Instructions to candidates:

· Write your candidate number in the space above.

· Answer all questions.

· Write your answer in the space provided on the question paper.
· Read the instructions carefully to ensure that you know what you have to do before you answer the questions. 
· If you wish, you may identify questions in this paper where you feel that in reality you would not have been able to assign codes without first seeking clinical advice. Give a short but clear written rationale as to why you would wish to seek advice. Your comments will be taken into account when marking if your rationale is deemed appropriate to the context in which the question was set. Remember that you are still required to answer all questions.
Materials required:

· ICD-10 Volume 1. Tabular List

· ICD-10 Volume 3. Index

· OPCS 4.5. Tabular List

· OPCS 4.5. Index

· Chemotherapy Regimens List V2.0 April 2010
· High Cost Drugs Guidance V2.0 April 2010

Additional Materials allowed:

· Medical dictionary

· Formulary (BNF, MIMMS)
· Comorbidities List – Coding Clinic VI. Iss 6 March 2010
This paper consists of a total of 11 printed pages and 1 blank page.
Do not turn over until you are told to do so.

	Section 4
Vignettes
Instructions to candidates: Using ICD-10 and OPCS 4.5 only, encode all of the following statements. Morphology codes are required. Use the filler X in the 4th character space as appropriate. Put a line through any incorrect answers.
1. This 5 year old boy was admitted with pyrexia, diarrhoea and vomiting, hip and shoulder pain, diffuse abdominal pain and pyrexia. He had peritonitis localised to the right iliac fossa and overlying cellulitis. Full blood count was consistent with fulminant sepsis. Laparotomy revealed copious fibrin deposits, congested caecum and appendix which were not felt to be due to appendicitis. Appendicectomy was performed. Despite aggressive fluid resuscitation and IV antibiotics, he deteriorated developing intravascular coagulation and respiratory distress. Peritoneal swabs and blood were sensitive to group A streptococcus. Streptococcus septicaemia presenting as an acute abdomen was diagnosed. 
2. This woman was admitted following a fall on to outstretched arms. X-rays confirmed bilateral capitellum fractures compounded by a concomitant fracture of the left lateral humeral epicondyle. A posterolateral approach to the fracture site was used to facilitate reduction. Fixations were performed with 2 Herbert screws inserted through the posterior aspects of the lateral condyles into the centre of the capitellum. The epicondyle on the left was fixated using 2 interfragmentary AO screws. 

3. A 29 year old heroin user was admitted via A&E with cough and haemoptysis. He was on warfarin for deep vein thrombosis. CT pulmonary angiogram showed infective changes in his right upper lobe and lower lobe and a small thrombus in the right upper lobe artery. He was treated with IV antibiotics and his anticoagulation continued. His symptoms subsided. 
4. This 38 year old man with a 10-year history of hidradenitis suppurativa affecting both buttocks, groin and peri-anal regions was admitted for wide excision and split skin graft. On admission he complained of a large peri-anal ulcer and hip pain. Biopsy of the ulcer showed squamous cell carcinoma. MRI pelvis showed that the tumour had spread extensively and affected the ischial tuberosity, pelvic floor, obturator internus and medial border of the gluteus maximus. The tumour was considered inoperable and he will be given palliative chemotherapy and radiotherapy.  
5. A 51 year old man developed ventricular septal rupture during an exercise test on the fourth day after an acute anterior wall myocardial infarction. Coronary angiogram showed with significant lesions in the left anterior descending and left circumflex coronary arteries. 
6. A 50 year old type I diabetic man was admitted with orbital abscess and corneal infiltrate 3 days after a deep posterior subtenon corticosteroid  injection into the left eye following focal laser photocoagulation for diabetic macular oedema. Microbiological investigation showed the presence of gram-positive cocci in clusters although no growth was observed on culture. CT of the head was consistent with orbital abscess. He was started on insulin infusion, IV and topical antibiotics. The orbital abscess and corneal infiltrate responded well to systemic and topical antibiotics. 
7.  A 24-year-old man sustained a pelvic fracture in a motorcycle accident that left him impotent. He was prescribed Viagra by his GP which has worked satisfactorily for 4 years. Following ingestion of 100 mg of Viagra, he sustained a lateral flexion injury to his penis during coitus. There was an audible crack, immediate severe pain, and rapid detumescence. At presentation, unilateral bruising was noted with a palpable defect unilaterally in the corpus cavernosum. A fractured penis was diagnosed and the defect was repaired in the tunica albuginea of the corpus via a sub-coronal degloving technique.
8.  This 10 year old girl was admitted with acute epigastric pain following a fall from her scooter on to a garden ornament. Abdominal ultrasound demonstrated pancreatic laceration in the neck region with minimal peripancreatic fluid. Emergency contrast CT abdomen revealed a complete traumatic transaction of the neck of the pancreas with peripancreatic fluid, soft tissue stranding suggestive of early pancreatitis and a thrombus in the main portal vein. This was confirmed at surgery and distal pancreatectomy with external drainage was performed. The child was kept on anticoagulant therapy with constant monitoring before being discharged. 
9.  This patient originally presented with headache, photophobia and blurred vision. No ventricular enlargement was seen on CT brain. Based on presentation and a lumbar puncture the patient was diagnosed with pseudotumour cerebri. She underwent an LP shunt. At her recent outpatient review she was noted to have a symptomatic acquired Chiari malformation without spinal cord syrinx. She was admitted and underwent a suboccipital decompression to treat her Chiari malformation. She developed an enlarging, symptomatic spinal cord syrinx which was treated with lumbar puncture shunt ligation and ventriculoperitoneal shunt placement. 
10. This 1-day old baby boy was transferred to the unit with a history of enlarged swollen scrotum. He had been born by caesarean at term, following an uneventful pregnancy. On examination the scrotum was swollen, non-tender with mild skin discolouration. Doppler U/S revealed bilateral hydrocele, enlargement of the right testis with septation and fluid collection. Surgical exploration revealed right testicular torsion with a blue coloration and gangrene. Right orchidectomy was performed with fixation of the left testis. No bleeding following incision of the right testis was evident suggesting the presence of irreversible ischemia. The presence of gangrene suggested an in-utero event. 
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Section 5
Case Histories

Instructions to candidates: Using ICD-10 and OPCS 4.5 only, encode all four of the following Case Studies. Morphology codes are required. Use the filler X in the 4th character space as appropriate. Put a line through any incorrect answers 

	Case Study 1
This 67 year old former factory worker was originally admitted with an  8-day history of pleuritic chest pain, shortness of breath and haemoptysis. He had a past medical history of bronchopneumonia 20 and 15 years previously, and a myocardial infarction in 1977. He is also an ex-smoker (40/day). He also has chronic obstructive pulmonary disease. A 

chest x-ray revealed cardiomegaly but no focal consolidation in the lungs. A VQ scan showed matched defects bilaterally suggesting an intermediate probability of pulmonary embolism. A diagnosis of infective exacerbation of COPD was made. After therapy with bronchodilators and ampicillin/erythromycin without steroids was initiated. He made a good recovery and was discharged.

He has now been re-admitted, 6-days post discharge, with a significant deterioration in his condition. He was short of breath at rest, has productive cough with haemoptysis and was cyanosed. Chest x-ray was consistent with right upper lobe consolidation. Blood and sputum revealed no significant bacterial growth. Despite treatment with flucloxacillin, erythromycin and nebulised bronchodilators he showed no improvement and repeat chest x-rays showed persistent consolidation in his right upper lobe with evidence of cavitation. CT of the chest revealed a central right upper lobe cavity distinct from the pleura with non homogenous patchy consolidation and dilation of the bronchi distal to the lesion. Bronchial washings were obtained at bronchoscopy. Both washings and sputum grew hyphae of Aspergillus fumigates. Bronchial biopsy specimen demonstrated the presence of fungal hyphae invading the lung parenchyma. A chest tube was inserted for pleural effusion and treatment was initiated.

3-days later the fever began to subside. At one week there was a drastic reduction in the volume of sputum and there were no further episodes of haemoptysis. He was discharged after 19 days hospitalisation.
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	Case Study 2
This 60 year old woman was admitted with with a 6-month history of bleeding per rectum and an extremely foul smelling discharge in her underwear. Abdominal examination revealed no abnormality besides a small para-umbilical hernia. There was no palpable inguinal lymphadenopathy. Per rectal examination revealed a blackish discolouration of the peri-anal skin circumferentially around the anal orifice, extending for about a centimetre away from the anal orifice. There was no induration in this area; however, on doing a digital examination, an induration was felt circumferentially all around the anal mucosa for a distance of 2cm.
Proctoscopy revealed two polypoidal masses involving the anterior and lateral walls, and extending two centimetres proximal to the anal verge into the anal canal. There was a blackish discharge with foul smell just as the patient had complained. The patient was admitted immediately.

Routine blood tests were normal besides showing anaemia. Renal and liver function tests were normal. A punch biopsy was taken, which revealed a tumour showing malignant cells with pleomorphic nuclei and abundant melanin pigment in the cytoplasm reported as malignant melanoma of the anal canal. Colonoscopy did not reveal any other similar lesion or abnormality. An abdominal ultrasound and a contrast-enhanced CT scan of the abdomen were done. CT imaging showed a circumferential mass involving the anal canal for a length of 4 cm. The growth showed endoluminal as well as exophytic components with breach of the serosa. The fat plane between the growth and lateral pelvic wall, uterus and bladder was maintained. There were no liver metastases, ascites or perirectal lymph nodes. The chest X-ray was normal. The patient was posted for surgery and underwent an abdominoperineal resection with total mesorectal excision with anatomical repair of the para-umbilical hernia under epidural and general anaesthesia.

After a fairly stormy post-operative period, during which she developed a left basal pneumonia and a superficial abdominal wound infection, she was discharged home on the 22nd post-operative day.

Histopathology showed the same picture as the previous punch biopsy, with a satellite nodule measuring 1.5 cm located 2cm away within the anal canal. Microscopically the serosa and periserosal fat were involved. Three perirectal lymph nodes showed evidence of metastasis. 

She was discharged and will be followed up with radiotherapy.
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	Discharge Letter 3
A 60-year-old woman was originally referred by her GP for investigation of epigastric pain. She had epigastric pain for several weeks that was exacerbated after meals. Her weight was stable. Her previous medical history included osteoporosis, hypertension, hypothyroidism, and hyperlipidaemia. She was treated with ramipril 5 mg od, amlodipine 5 mg od, atenolol 50 mg od, simavastin 10 mg od, thyroxine 100 mcg od, alendronate 10 mg od, and aspirin 100 mg od. 
A repeat gastroscopy with biopsy was performed about 6 weeks later which revealed a 1-cm ulcer on the greater curvature reported as focal ulceration and a fibrino-granulocytic exudate. There was an acute inflammation in the lamina propria and reactive atypia. H pylori was not present. Omeprazole was recommenced.

This admission: Repeat gastroscopy showed a 1.5cm ulcer of the curvature. Biopsy of the lesion showed partial ulceration and chronic active gastritis with necrotic tissue. H pylori was present. A CT scan of the abdomen revealed mild antral thickening but no other abnormalities. There were signs of bleeding. The rest of the examination was noncontributory. Treatment with aspirin was stopped, and the patient received a 7-day course of H pylori eradication consisting of omeprazole 20 mg bid, clarithromycin 500 mg bid, and amoxicillin 500 mg bid. The treatment with omeprazole is to be continued for 1 month.  
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	Discharge Letter 4

The patient is a 57 year old male with a past medical history significant for type 2 diabetes mellitus. He presented to another hospital with a three week history of left shoulder and neck pain but was admitted to us after a trial of analgesics and muscle relaxants did not improve his symptoms. 
On admission the patient was afebrile with no focal neurological deficits on physical exam. He had a normal white blood cell count with elevated ESR (erythrocyte sedimentation rate) of 91 and CRP (C-reactive protein) of 3.2. 
Cervical spine MRI revealed a left C5-C6 facet joint septic arthritis with extension of the infection into the paraspinal musculature, prevertebral soft tissues and epidural space with abscess formation and spinal canal narrowing. He was therefore started on IV Vancomycin and Ceftriaxone. Cultures from a CT guided aspiration of the joint revealed Staphylococcus aureus as the causative agent. As the patient had no neurological deficits, negative blood cultures and no signs of sepsis, he was placed on IV Vancomycin for 6 weeks to be followed by two weeks of oral Linezolid.
Section 6

Optional Case Studies

Instructions to candidates: Using ICD-10 and OPCS 4.5 only, encode 1 of the following 2 case studies. Morphology codes are required. Use the filler X in the 4th character space as appropriate. Put a line through any incorrect answers.

Discharge Letter 5
This 29 year old male was admitted via our A&E following a fall whilst playing basket ball with his son and injuring his left hand. On examination there was deformity and swelling of the dorsoradial side of the hand associated with tenderness and pain on moving his thumb. Anteroposterior and oblique x-ray showed an isolated dorsal dislocation of the carpometacarpal joint. There was no evidence of fracture.
Intraarticular injection of local anaesthetic was followed by a closed reduction of the carpometacarpal joint. However the joint was found to be grossly unstable and therefore he was taken to theatre for reconstruction of the dorsal capsuloligamentous complex. 

The dorsoradial ligament of carpometacarpal joint was found to be torn from its proximal insertion leaving a small cuff attached to the trapezium. The joint capsule was also transversely torn in its mid-substance but no articular cartilage lesions were evident  in either joint. The volar ligament was intact. After debridement of the dorsal surface of the trapezium, the dorsoradial ligament was stabilised onto the trapezium using a mini-mitec suture anchor loaded with a 2.0 suture material. The carpometacarpal joint capsule was repaired in an end-to-end fashion with 3-0 vicryl interrupted sutures. Wound closure was followed by an application of a short-arm spica cast. The spica should remain on for about 6 weeks thereafter he will be booked for physiotherapy.
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	Discharge letter 6
This 71 year old man was admitted with a low grade fever, night sweats, dizziness, anorexia and weight loss. He had been admitted 14 days previously with similar complaints and discharged on antibiotics. His past medical history included hypertension, chronic obstructive airway disease, depression and atrial fibrillation. On admission he was afebrile and general physical and abdominal examination did not reveal any gross abnormality.
Blood results showed elevated inflammatory markers and ultrasound demonstrated a thick walled gallbladder with adjacent collection containing stones. The CT scan confirmed features of acute cholecystitis and also presumed perforation and secondary liver abscess within segment 5. Ultrasound guided percutaneous aspiration yielded 50 ml of pus. After aspiration he became acidotic and developed septic features along with upper abdomen tenderness.

At this stage he was transferred to the surgical unit. He responded well to intravenous fluids and antibiotics. Follow-up CT on third day demonstrated obliteration of the abscess cavity but the patient’s pyrexia and pain did not settle. Laparotomy was performed, revealing an abscess cavity extending onto the liver surface which contained multiple pigmented stones. The abscess was washed out and the stones were removed and cholecystectomy was performed. He was discharged home on the 6th postoperative day.
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PACC-UK





Examiner’s use only:�
�
Section�
Total Marks�
Out of�
�
4�
�
�
�
5�
�
�
�
6�
�
�
�









Professional Association of Clinical Coders UK

Certificate Examination – Paper 2

November 2010  Final
Page 1 of 12

