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 SSBID REGISTRATIONS 1985 onwards 


   SSBID REGISTRATIONS 1985 onwards – Linked Database Layout 
 
File Source : ASCII (SDF) 
File Location :  
Contact : Kevin Greig 
 
 
Position 


From 
Position 


To 
Field Name Description Values/Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 SORT DATE 1 Patients date of admission Date in the format 


CCYYMMDD 
17 24 SORT DATE 2 Patients date of discharge Date in the format 


CCYYMMDD 
25 27 RECORD TYPE         Type of record 12A = SSBID 1985 onwards 
28 35 ACCESSION NUMBER A unique reference number applied to 


each input record prior to linkage. 
The lowest record accession number in 
each linked group is used as the groups 
link number (personal identifier). 
If a record is relinked it will be given a 
new record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD IDENTIFIER     Unique record identifier 8 digit numeric code. 
44 47 SURNAME SOUNDEX CODE         Compressed form of surname given by 


the Soundex/NYSIIS algorithm 
Four digit alpha-numeric code in 
the format ANNN 


48 51 MAIDEN NAME SOUNDEX CODE     Compressed form of maiden name given 
by the Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in 
the format ANNN 


52 59 DATE OF BIRTH  Patients date of birth.  This is to aid in 
the sorting of the catlink file. 


Date in the format 
CCYYMMDD 


60 63 COMMON UNIT CODE             Code which allows the matching of 
Postcodes to Parish codes 


4 digit integer 


64 64 SORT MARKER                  Aid in the sorting of the catalog file. 0 = SMR2/02 
1 = All other Record Types. 







 SSBID REGISTRATIONS 1985 onwards 


Position 
From 


Position 
To 


Field Name Description Values/Format 


65 72 DATE OF LINKAGE              Date record last linked to the file Date in the format 
CCYYMMDD 


73 78 ONE PASS LINK WEIGHT (SCORE) Score at which the record was linked to 
the catalog 


6 digit real number 


79 80 PREGNANCY MARKER               
81 82 BABY MARKER                    
83 83 SUSPICISOUS GROUP MARKER  0 = Never been relinked 


1 = Relinked once 
2 = Relinked Twice (or more) 


84 84 RELINK MARKER This field should always be zero on the 
analysis catalog. 


0 = Record not to be relinked 
1 = Record to be relinked 


85 100 FOR FUTURE USE Reserved for future MRL use  Blank 
101 104 Year of Registration                
105 108 Serial                              
109 115 Postcode                          (1992 onwards)  
116 123 Mother’s Date of Birth              
124 124 Marital status                      
125 125 Parity                              
126 126 Previous Spontaneous Abortions      
127 127 Previous Therapeutic Abortions      
128 128 Number of Births this Pregnancy     
129 133 Hospital of Birth                   
134 141 Date of Delivery                  (1992 onwards)  
142 149 Date of Death                     (1992 onwards)  
150 153 Time of Birth                       
154 157 Time of Death                       
158 158 Stillbirth                          
159 159 Type of Abortion                    
160 160 Booking Hospital                    
161 161 Transfer in Utero                   







 SSBID REGISTRATIONS 1985 onwards 


Position 
From 


Position 
To 


Field Name Description Values/Format 


162 162 Baby Transferred                    
163 167 Hospital of Death                   
168 168 Delivery Mode                       
169 172 Birthweight                         
173 173 Sex                                 
174 175 Estimated Gestation                 
176 176 Birth Order                         
177 177 Resuscitation                       
178 178 Post Mortem                         
179 179 Chromosomes                         
180 182 RG Registration District            
183 185 RG Entry Number                     
186 203 Surname                             
204 213 CRN                                 
214 215 Obstetric Class                     
216 221 Obstetric Code 1                  (no ICD coding from 1998 onwards, apart from tab 9 &10)


 
ICD9 or ICD10 


 


222 227 Obstetric Code 2                  ICD9 or ICD10  
228 233 Obstetric Code 3                  ICD9 or ICD10  
234 235 Paediatric Class                    
236 241 Paediatric Code 1                 ICD9 or ICD10  
242 247 Paediatric Code 2                 ICD9 or ICD10  
248 253 Paediatric Code 3                 ICD9 or ICD10  
254 255 Health Board of Residence Number    
256 257 Local Government District           
258 259 Age of Mother                       
260 260 Age at Death                        
261 261 Outcome                             
262 262 SGA                                 
263 264 Local Council Area                1996 onwards  







 SSBID REGISTRATIONS 1985 onwards 


Position 
From 


Position 
To 


Field Name Description Values/Format 


265 265 Carstairs’ Deprivation Category 7 1992 onwards  
266 283 Mother’s forename 2006 onwards  
284 284 SIMD 2006 onwards  
285 285 PNND 2006 onwards  


 
The following fields are transitional linkage items that will not be required on the final analysis file. 
Position 


From 
Position 


To 
Field Name Description Values/Format 


286 291 SURNAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
292 297 MAIDEN NAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
298 305 INTERNAL LINK NUMBER  Sequential 8 digit numeric code. 
306 311 INTERNAL LINK SCORE Score at which the record was internally  


linked. 
6 digit real number 
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i: How to use this document 
 
These guidelines should be used as a reference when completing an SMR25a 
paper form. 
 
Each section of the form corresponds to a section in this document. You will find 
guidelines, definitions and advice on how to complete each section, in addition to 
some key information below on general advice about when to submit forms, who 
should submit, and standard conventions for completing the forms. 
 
ii: Introduction 
 
The Scottish Drug Misuse Database (SDMD) is an important and widely used 
national information source on the misuse of drugs in Scotland. The SDMD is based 
on systematic recording of a universal dataset on clients seen at a broad range of 
services across Scotland.


The aims of the database are to: 
 
• monitor presenting problem use 
• collect  information about clients presenting to services for assessment of their 


care/ treatment needs pertaining to drug misuse 
• help identify, or confirm, trends 
• inform discussion about service provision 
• provide data for the ADATs for taking forward the drugs misuse strategy  
• provide information in support of monitoring targets set by the Scottish 


Executive 
 
SMR25a has evolved from the SMR24 dataset, from requests and feedback from 
drug treatment services, various specialist groups, and through advice from the 
Scottish Executive. The form has been designed so that the information it collects is 
gathered from your normal assessment process. The form should not necessarily 
drive or structure how you perform your assessment of clients’ care and treatment 
needs, but you should be able to complete the form from the information 
ascertained during the assessment. 
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iii: Which services should complete an SMR25 assessment 
 
If your service provides a comprehensive or specialist assessment of clients’ 
care/ treatment needs related to their drug misuse, then please complete an 
SMR25 assessment form for each new client (see definition of ‘new client’ below). 
 
Note: For the purposes of this document, the term “specialist assessment” is used 
to describe both comprehensive and specialist assessments.  
 
This assessment aims to identify needs and aspirations of the client, in order to 
inform decisions about their treatment, care and support.  
 
For clarification on what level of assessment your service carries out, refer to 
appendix B. 
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iv: Which clients are appropriate for inclusion in this dataset 
 
SMR25a assessment reports are designed to gather information from the 
assessment process. The form should only be completed for a client who is starting 
a new episode of care and who has undergone a specialist assessment of their 
drug treatment and support needs at your service. 
 
If a client is formally referred to you from another drug service, which has already 
carried out a specialist assessment for the client’s drug treatment needs, then it is 
not necessary to submit a form. If a client arrives at your service without a formal 
referral from another agency or service then a form should be submitted. 
 
The following questions should help you to identify which clients to submit SMR25a 
for: 
 
Is the client beginning a new episode of care i.e. the client is not in contact 
with any other drug treatment/support service? 
 
If Yes, complete SMR25a 
 
Has the client been informally referred to you by another drug treatment 
service? 
 
If Yes, complete an SMR25a 
 
Is the client re-attending your service for a specialist assessment after being 
formally discharged previously, and has not been formally referred to you by 
another service? 
 
If Yes, complete an SMR25a 
 
Has the client been formally referred to you by another drug treatment service 
as part of the client’s ongoing episode of care? 
 
If Yes, do not complete an SMR25a. The referring service should have completed 
one. 
 
Is the client attending your service for treatment and support for something 
other than drug use? This includes treatment of alcohol use and non-drug 
related interventions such as housing and employability. 
 
If yes, do not complete an SMR25a. SMR25a is only appropriate for drug-related 
treatment. 
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v: When to submit an SMR25a 
 
Send in the paper form when either: 
 


• The Assessment process is completed 
The nature and timing of the assessment process varies across 
services and between individuals. The goal for any assessment 
at any service is to inform decisions about treatment care and 
support with a view to matching services to the assessed needs 
of the individual.  
 
OR 
 


• The dataset is completed  
It is possible that the full SMR25a dataset may be collected from 
a client before the assessment is complete. 
 
OR 


 
• As much information as possible has been collected 


It may sometimes not be possible to complete all data items. The client 
may have lost contact with the service before assessment has been 
completed. This should be recorded on the form and the information 
that has been collected should be used to complete the form.
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vi:  10 Golden rules for form completion 
 


1. As much information should be recorded as possible. At a very minimum, 
every form must include first initial, surname initial, date of birth, gender, 
institution code and date assessment completed. Without these items, the 
form cannot be entered into the SDMD. 


 
2. Write clearly, in dark ink and in block capitals. 


 
3. If a particular item is not available from the assessment process, do not feel 


obliged to complete that item.   
 
4. Strike through any sections and items that are not available. The SDMD 


team will then know that the question has been addressed and cannot be 
answered, rather than simply missed. This does not however apply to the 
mandatory items listed in point 1 above. 


 
5. Follow the guide statements on the form – e.g. where it says “Tick all that 


apply”, more than one option can be ticked. “If no, go to section X” means 
you can save time and move on to the next section. 


 
6. Ensure that details of the client’s drug misuse are recorded in either the 


Prescription Drugs profile or the Illicit Drugs profile. 
 


7. Do not complete an SMR25a for alcohol only clients. Ensure that the form 
is only completed for clients who have presented at your service for 
treatment of their drug misuse. 


 
8. Return only the top copy, and do not return the section of the form containing 


full name and CHI number. This information is on the form to help with your 
local administrative requirements. Full names of clients should never be sent 
to ISD through the post. 


 
9. Use the envelopes provided. This will ensure that the forms are returned to 


the right address, and will save any postage charge for your service. 
 
10. If in doubt, phone the SDMD for clarification. ISD appreciate your 


contribution and are keen to ensure that you have as few problems as 
possible in completing and returning the forms.  


 
 
 
Phone the SDMD team on 0131 275 7096 or 0131 275 7097 for additional guidance 
on form completion. 
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TEAR-OFF SECTION: DO NOT RETURN THIS TO ISD 
 
This section has been included to aid your service in the administration 
of your copy of the SMR25a assessment form. Sending this information 
through the post to ISD presents a risk to the anonymity of your clients. 
Please ensure that this slip remains with your (pink) copy of the form 
and is NOT returned to ISD. 
 
Item       Guidance 
 
First Name    Included in order to help you identify locally 


which form relates to which client. 
 
Surname     Included in order to help you identify locally 


which form relates to which client. 
 
CHI Number    Community Health Index (CHI) is a unique 


number assigned to patients registered with 
a GP in Scotland. If known, enter in the 
space provided on the tear-off slip.
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SECTION 1: PERSONAL DETAILS 
 
 
Item 
 


Guidance 


First Name – First Initial 
Only 
 
 Mandatory 
 
 
 


ISD aims to preserve the anonymity of clients who 
data is submitted for on the paper SMR25a form. 
You should not submit named data via the post. 
However, the SDMD still needs to distinguish one 
client from another. Please enter first initial only of 
the client’s first name on the copy of the form to be 
returned to the SDMD. 
 


Surname – First initial 
and fourth character only  
 
 Mandatory 
 
 
 


Please enter the first initial and fourth character 
only of the client’s surname on the copy of the form 
to be returned to the 
SDMD. 
 
Enter hyphens or apostrophes as separate 
characters. 
 


Date Of Birth 
 
 Mandatory 
 
 
 


Record in the format dd/mm/yyyy. 


Gender 
 
 Mandatory 
 


A statement by the individual about the gender 
they currently identify themselves to be (i.e. self-
assigned). 


Local Ref 
 
 
 
 
 


If each of your clients is issued with an individual 
reference number within your service, then please 
include it here. This will assist ISD and service staff 
in identifying the appropriate record, should the 
need arise. 


Ethnic Group 
 
 
 
 


Enter ethnic group of client, as judged by the client. 
The stated ethnicity of the client as defined in the 
Scottish Census 2001 classification.  
 
If other is selected, please specify further. 
 
 


City / Town Enter city/ town where client is staying at time of 
presenting.  
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There are a number of exceptions: 
Roofless – record city/town if known and NF1. 
Temporary/unstable – record address where 
stayed the night before. 
Prison, residential rehabilitation, supported 
accommodation, secure unit – record usual home 
address. 
Spending time at more than one address – record 
address where they spend most time. 
Young person in long-term foster care/children’s 
home – record where person staying at time of 
presenting. 
Students away from home – record where person 
staying at time of presenting. 
 


Postal Sector 
 
 
 
 
 
 


Postcodes are written as two parts. The 
first part consists of Area (letter(s)) and 
District (number(s)). The second part 
consists of Sector (one number) and Unit 
(two letters). Enter postal sector where 
client is staying at time of presenting.  
 
See Appendix 1 for further guidance on unclear 
situations. Please ensure that Sector is 
entered in the second part of the boxes on 
the form. Do not enter Unit. 
The exceptions above for city/ town also 
apply to postcode 
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SECTION 2: PRESENTING INFORMATION (OF THIS EPISODE) 
 
 
Item 
 


Guidance 


Main Source of Referral 
 
 
 
 
 


Only one option should be selected. For 
definitions of the ‘referral’ options please 
see Appendix A: Glossary of terms. (link) 
 
If none of the options listed apply, then 
select “Other” and specify further.  
 
 


Co-occurring Health 
Issues 
 
 
 
 
 
 


Presenting significant health issues other 
than drug use either revealed by client or 
assessed by the worker. Tick all that apply. 
For definitions of the ‘co-occurring health’ 
options please see Appendix A: Glossary of 
terms.(link) 
 
If none of the options cover a co-occurring 
health issue, select “Other” and specify 
further.  
 
There is one exception. Please do not 
record pregnancy as a co-occurring health 
issue. This should be recorded in Section 
12.  
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SECTION 3: CONTACT WITH THIS SERVICE 
 
 
Item 
 


Guidance 


Institution Code 
 
Mandatory 
 
 
 


ISD assigns an institution code to each 
service. Enter the institution code for your 
service here. If you are unsure of your 
institution code, contact us on: 
            
                       0131 275 6348  
 


Contact Name 
 
 
 
 
 


Enter the name of the worker at your 
service who should be contacted regarding 
problems with this form. 
 


Date contact first made 
(this episode only) 
 
 
 
 


Enter the date contact was first made with 
this service by the client, for this episode of 
drug misuse. Includes face-to-face / letter / 
phone call. 


Date first appointment 
offered 
 
 
 
 


Enter the date of the first appointment 
offered to the client to identify their needs, 
with a view to establishing a clear 
statement of the type and level of 
treatment, and support required, regardless 
of whether the client attended or not.  
 


Date this assessment 
completed / last seen 
 
 Mandatory 
 
 
 
 


Enter the date that this assessment was 
completed, OR the date the client was last 
seen.  
 
Note – this date must be after the date of 
first contact and the date of first 
appointment. 


Client Referred to 
another drug agency 


If Yes please provide the date the referral 
was made as well as the name of the 
agency in the space provided 
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Client being cared for Enter whether the client is currently 


receiving care from the service. 
 
If No, select all the corresponding reasons 
from the list provided. Also enter the date of 
discharge for the client (or the date last 
seen). 


Client Referred to a 
moving-on/reintegration 
service 


If Yes, tick all the boxes that apply. 
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SECTION 4: PREVIOUS CONTACT WITH SERVICES 
 
 
Item 
 


Guidance 


Previous contact with 
any drug treatment 
services 
 
 
 


Indicate whether the client has had a 
specialist assessment of their drug 
treatment needs from any drug treatment 
service in the past. This includes your 
service or any other the client tells you 
about. 
 


If yes, year of last contact 
 
 
 
 
 


Indicate year contact last occurred between 
the client and any drug treatment service, 
including your own. The service referred to 
by the client does not need to still be in 
operation. 
 


Age when help first 
sought 
 
 
 
 
 


Enter the age (in years) of the client, the 
first time they ever sought professional help 
for drug misuse.  The term “drug misuse” 
does not include alcohol or tobacco in this 
instance. Only illicit drug misuse should be 
considered. This includes over-the counter 
medicines taken inappropriately, illicit 
drugs, and volatile substances. It does not 
include alcohol or tobacco. 
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SECTION 5: AGE PROFILE 
 
 
Item 
 


Guidance 


Age when first started 
using illicit drugs 
 
 
 
 
 


Enter the age (in years) when the client 
says they first used illicit drugs. This 
includes over-the counter medicines taken 
inappropriately, illicit drugs, and volatile 
substances. It does not include alcohol or 
tobacco. 
 


Age at onset of problem 
illicit drug use 
 
 
 
 
 
 


Enter the age (in years) when the client 
believes problems began as a result of their 
drug use.  
 
Problem drug use refers to illicit drug use, 
which could be either dependent or 
recreational. It is not necessarily the 
frequency of drug use which is the primary 
'problem', but the effects that drug taking 
has on the user's life (i.e. they may 
experience social, financial, psychological, 
physical or legal problems as a result of 
their drug use). 
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SECTION 6: PRESCRIPTION DRUGS PROFILE (CURRENT) 
 
 
Item 
 


Guidance 


Prescription drugs 
Profile (current) 
 
 
 


If the client is in receipt of a prescription 
related to treatment of addiction, complete 
the table. If not, indicate either None or Not 
known, and proceed to section 7. 
 


Details verified 
 
 
 
 
 
 


Use this box to indicate if you have verified 
the prescription drug(s) information 
provided by the client, either with the 
prescriber or against the client’s formal 
record of prescription. If you have not 
verified the prescription, complete the table, 
and mark “no” to this question. 
 


Drug Name  
 
 
 
 


Record any drug here that has been 
prescribed (verified or not) to the client for 
the treatment of their drug misuse or 
dependence. Do not include drugs that are 
intended to be prescribed in the near 
future.  
If more than 5 drugs are reported by the 
client, an additional form may be attached 
to the SMR 25. Ensure that all details are 
provided, and that both forms are returned 
to the SDMD. 
 


Main Drug 
 
 
 
 
 
 


When more than one drug has been 
prescribed, the drug worker should decide 
which drug is the primary prescription for 
the client’s drug problem i.e. to achieve 
stabilisation/ maintenance, reduction or 
abstinence. This drug should be recorded 
in the first line of the table. Note – this drug 
may not necessarily be the drug taken most 
frequently or in the largest quantities. 
 


Daily dosage (mg) Enter the daily dose prescribed for each 
drug listed. Use milligrammes (mg) in all 
cases. Most drugs are prescribed to be 
consumed daily. If drugs listed are not, 
please calculate the daily equivalent dose. 
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SECTION 7: ALCOHOL PROFILE 
 
 
Item 
 


Guidance 


Consumed alcohol? 
 
 
 
 


Has the client consumed alcohol in the 
past month? If yes, complete this section. 
If no, go to section 8. 


How often did the client 
have an alcoholic drink? 
 
 
 
 
 
 


Only answer this question if the answer to 
the previous question was “Yes”. Tick the 
appropriate box. 


In a typical day, how 
many units did the client 
usually have? 
 
 
 
 
 
 
 
 
 
 


The aim of this section is to establish the 
drinking habits of the client. Calculate the 
typical number of units the client has drunk 
per day in the last month. To calculate the 
number of units, use whichever method you 
are comfortable with. If you are unsure how 
to do this, Appendix D gives a list of 
standard drinks with their equivalent units. 
A link to the source website can also be 
found here. 
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SECTION 8: ILLICIT DRUGS PROFILE (PAST MONTH) 
 
 
Item 
 


Guidance 


Used in past month 
 
 
 


Has the client used illicit drugs in the past 
month? Tick yes or no. If no, proceed to 
section 9. 
 
Include: 
Any OTC medicine used inappropriately 
(e.g. excessive consumption) 
Volatile substances used inappropriately 
(e.g. inhaling gas, sniffing glue) 
A drug being used by the person which is 
prescribed for someone else’s use. 
Exclude: 
Any drug related to drug misuse which are 
prescribed to that person. 
A drug prescribed for that person even if 
not used as directed 
 


Drug name  
 
 
 
 
 
 


Enter full drug name for every drug 
reported. 
 
Do not record alcohol in this section. 
Alcohol use is recorded in section 10. 
 
If more than 5 drugs are reported by the 
client, an additional form may be attached 
to the SMR25. Ensure that all details are 
provided, and that both forms are returned 
to ISD. 
 


Main drug 
 
 
 
 
 
 


When more than one illicit drug has been 
used, the drug worker should decide which 
drug is causing the client the most 
problems at the time of presenting.  Note 
this may not be the drug used most 
frequently or in largest quantities. 


Main route 
 
 
 
 
 


The most commonly used method of 
getting the drug into the body, for each 
drug listed. Where more than one route is 
identified, a decision should be made 
locally about which route is the ‘main’ route.  
Where more than two routes are reported, 
record the two most frequently used routes. 
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For definitions of the ‘route’ options please 
see Appendix A: Glossary of terms.(link) 
 
 


How often 
 
 
 
 
 
 


Record the frequency of use in the past 
month for each drug and route listed. 
Select from the options on the form. For 
definitions of the ‘frequency’ options please 
see Appendix A: Glossary of terms.(link) 
 
Note; the terms ‘Experimental’, 
‘Recreational’ and ‘Occasional’ are not 
suitable options, as they do not specify a 
‘frequency’ of use. 
 
 


Other route 
 
 
 
 


If applicable, the secondary method of 
getting the drug into the body. See 
examples on form. 


Quantity Enter quantity of each drug used in a 
typical drug-using day. Specify units and 
amount e.g.  
Milligrammes (mg)  
Millilitres (ml) 
Ounces (oz),  
Grammes (g),  
Binge. This where the total amount is not 
known as it was taken in a ‘binge’.  
Tablets (tabs) 
Other 
 


Spend Enter amount spent in a typical drug-using 
day for each drug recorded. 
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SECTION 9: INJECTING/ SHARING DETAILS 
 
 
Item 
 


Guidance 


EVER 
 
Ever Injected 
 
 
 
 
 
 


 
Has the client ever taken a drug of misuse 
(or had one administered for them by 
someone else) using a hypodermic needle/ 
syringe?  
Do not include legitimate self-injection of 
prescribed drugs e.g. insulin for diabetes, 
or drugs injected by trained staff in a 
professional capacity. 
Select the appropriate choice. If no, 
proceed to section 9.  
 


Always used new equipment 
first 
 
 
 


If the client has used new equipment every 
time they have injected,  tick yes.  
Equipment includes needles, syringes, 
spoons, water, filters etc.  


Used a needle or syringe that 
someone else has used 
 
 


If the client has ever used a hypodermic 
needle/ syringe that anyone else has 
previously used, tick yes. 


Lent someone else a needle 
or syringe which client has 
used 


If the client has ever used a hypodermic 
needle/ syringe and then lent it to anyone, 
tick yes. 
 


Used the same spoon, filter 
or water as someone else 
 
 


If the client has ever used the same spoon, 
filter or water as someone else when 
preparing drugs for use, tick yes. 


Age first injected Enter age, in years, when client first 
injected. 
 


IN THE PAST MONTH 
 
ALL ITEMS DEFINED AS ABOVE, BUT APPLY ONLY TO PAST MONTH  
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SECTION 10: BLOOD BORNE VIRUSES 
 
 
Item 
 


Guidance 


Tested for Hepatitis B 
 
 
 
 
 


Tick the appropriate box. If yes, provide 
date of last test, if available. If date of last 
test is not available, but client is sure they 
were tested, select yes and omit the date of 
last test. 


Tested for Hepatitis C 
 
 
 
 
 
 


Tick the appropriate box. If yes, provide 
date of last test, if available. If date of last 
test is not available, but client is sure they 
were tested, select yes and leave date 
blank. 


Tested for HIV 
 
 
 
 
 
 


Tick the appropriate box. If yes, provide 
date of last test, if available. If date of last 
test is not available, but client is sure they 
were tested, select yes and leave date 
blank. 


Has the client been at 
risk since last test? 
 
 
 
 
 
 


Since their last test, has the client been 
involved in any risk behaviours? E.g. 
injecting drugs, sexual contact, body 
piercing/ tattoo, needlestick bite, blood 
transfusion. Tick the appropriate box. 


Has the client completed 
a course of vaccinations 
for Hepatitis B? 
 
 
 
 
 
 


Has client completed a full course of 
vaccinations for Hepatitis B? Tick the 
appropriate box. 
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SECTION 11: SOCIAL PROFILE 
 
 
Item 
 


Guidance 


Accommodation 
 
 
 
 
 


Client’s current accommodation. Tick one 
box only. If other, then please specify 
further. 
If the client has more than one address, 
choose the option where they spend the 
most time. This information should 
correspond with the address information 
given in the Personal Details section. 
For definitions of the ‘accommodation’ 
options please see Appendix A: Glossary of 
terms.(link) 
 


Living situation 
 
 
 
 


Who the client is currently living with. Tick 
all that apply. If other, then please specify 
further e.g. with grandparents. 
If the client has more than one address, 
choose the place where they spend the 
most time.  
If the client is in prison at the time of 
presenting, strike through this question. 
For definitions of the ‘living situation’ 
options please see Appendix A: Glossary of 
terms.(link) 
 


Living with other drug 
users 
 
 


Is the client living with someone they know 
to regularly use drugs illicitly? Tick the 
appropriate box. 
If the client is in prison, residential 
rehabilitation or similar, then select “No”. 
 


Employment / Education 
 
 
 


Client’s current employment status. Tick 
one box only. If other, then please specify 
further.  
For definitions of the ‘employment/ training’ 
options please see Appendix A: Glossary of 
terms.(link) 
 


Legal situation 
 
 


Client’s current legal situation. Tick all that 
apply. If other, then please specify further.  
For definitions of the ‘legal situation’ options 
please see Appendix A: Glossary of 
terms.(link) 
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Has client been in prison 
in previous 12 months? 
 
 
 
 
 


Tick the appropriate box. If yes, please 
record length of time since release and 
name of prison of release.  If the client has 
been in prison more than once in the last 
12 months, enter details of most recent 
release. Include any time spent in prison 
other than prison visits. 
 


Drug use funded by How does the client fund their drug habit? 


Tick all that apply. If other, then please 
specify further.  
For definitions of the ‘drug use funded by’ 
options please see Appendix A: Glossary of 
terms.(link) 
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SECTION 12: DEPENDENT CHILDREN 
 
 
Item 
 


Guidance 


Does client have 
dependent children 
 
 
 
 
 


Includes children under 16 years of age 
(both biological and non-biological) who are 
dependent on the client. Tick the 
appropriate box. If yes, please record the 
age of each child and with whom the child 
is living in the table provided. This includes 
the client’s biological children, and any 
other children who are dependent on the 
client. 
If the client has more than 6 dependent 
children, please attach additional sheet with 
relevant details, and submit with the rest of 
the form. 
Record the age in years of each child. For 
children under the age of 1, write the 
number of months, then specify ‘months’ 
e.g. an 8 month old should be recorded as 
‘8months’.  
For definitions of the ‘where the child is 
living’ please see Appendix A: Glossary of 
terms.(link) 
 
 
 


Is client or their partner 
pregnant? 
 
 
 
 
 
 


Tick the appropriate box. 
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SECTION14: LOCAL USE 
 
 
Item 
 


Guidance 


Local Use Boxes 
 
 
 
 
 
 


These boxes are optional. Your service can 
use them to capture information that may 
be desirable locally. 
 
The entries in the local use boxes will not 
be entered onto the database unless ISD 
are requested to do so by the service. 
 
If the entries are to be included, ISD will 
require a list of valid codes per box. 
 
ISD will be happy to provide analysis of the 
local data on request. 
 
ISD does not require an explanation of 
what each code represents. 
 
 
 
Examples of valid local codes notified to 
ISD: 
 
Box 1: 1,2,3 
Box 2: A,B,C,D,E,F,G,H 
Box 3: Y,N 
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Appendix A – Glossary of terms 
 


Section Options Definition 
2- Presenting information–
Source of referral  


Self Client has referred 
himself or herself to 
the organisation. 


 Health -GP  A general practitioner 
(GP) who provides 
primary care. 


 Health- Primary care 
team  


A group of 
professionals 
delivering health 
services in the 
community at 'primary' 
or first points of contact 
with the health service. 
Includes clinical staff 
(nurses, 
physiotherapists, 
counsellors) and 
administrative staff 
(receptionists, practice 
managers). 


 Health- Mental Health  Services specialising in 
the assessment and 
treatment of mental ill-
health. 


 Health- Other  NHS services 
specialising in the 
treatment of issues 
other than drug misuse 
e.g. occupational 
health, A&E, needle 
exchange. 


 Social Work- Criminal 
Justice  


Criminal justice based 
social work service 
(Victims and 
Offenders) e.g. 
Probation Service, 
Supervision of, and 
support for released 
prisoners. 


 Social Work- Child and 
family 


Child and family based 
social work service.  


 Social work- Other  Any other social work 
service not detailed 
above. 


 Criminal Justice- DTTO Drug Treatment and 
Testing Order. A 
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sentence for drug 
users who receive 
treatment for their drug 
use and have to give 
regolar urine tests to 
make sure they are not 
using drugs. 


 Criminal Justice- Arrest 
referral 


An intervention 
seeking to identify 
problem drug using 
offenders at the point 
of entry into the 
criminal justice system 
and refer them into 
treatment. 


 Criminal Justice- Drug 
court 


A special court given 
the responsibility to 
handle cases involving 
drug-addicted 
offenders through an 
extensive supervision 
and treatment 
program. 


 Criminal Justice-Prison Referral from any UK 
based prison i.e. 
Prison- based case 
workers have 
conducted an 
assessment of needs 
to co-ordinate service 
provision e.g. using 
Common Addictions 
Recording Tool 
(CAART). 


 Criminal Justice-Other Referral from any other 
Criminal justice based 
service not detailed 
above. 


 Voluntary service Referral from any type 
of voluntary service. 


 Education Referral from an 
education authority or 
service. 


 Housing Referral from a 
housing or 
homelessness service. 


 Other (specify) Any other referral not 
specified above. 
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2- Co-occuring health 
issues 


Drug related physical 
health 


Any symptom or 
diagnosis that is linked 
to drug use e.g. 
treatment of abscess, 
thrombosis, viral 
illness, 
dental health 
problems, malnutrition 
etc. 


 Mental Health Any symptom or self-
diagnosis of a mental 
health problem 
whether or not seeking 
professional support or 
treatment e.g. 
depression, anxiety. 


 Alcohol Client’s pattern and 
level of drinking is a 
concern to either 
themselves or the 
worker i.e. they may be 
experience health, 
social, financial, or 
legal problems as a 
result of their alcohol 
use. 


 Other Any other significant 
presenting health issue 
not detailed above.  


3 Current contact with 
service-detail of contact/ 
non contact  


Received required 
support 


Client’s needs met 
according to 
assessment i.e. 
discharged at the end 
of their treatment, with 
the agreement of the 
client and the service 


 Disciplinary Client has been 
discharged due to 
misconduct 


 Unplanned Client was referred to 
the service but did not 
attend a number of 
assessment or 
treatment 
appointments. The 
discharge date would 
be entered as soon as 
service staff agree that 
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the client is no longer 
on its books or would 
be viewed as a new 
client if they re-
presented at the 
service. 


 Deceased Service can confirm 
that the client is dead 


 Referred to other 
service 


Client has been 
referred on to another 
drug service with the 
agreement of the client 
and the service 


8 Illicit profile- Main route Intra-venous Injected into the vein. 
 Swallow Ingested by eating or 


drinking. 
 Smoke Vapours produced by 


substance incineration 
taken into the lungs, 
with or without 
tobacco. 


 Snort Powder taken through 
the nose e.g. cocaine. 


 Inhale Intake by breathing 
vapours through mouth 
and or nose e.g. gas/ 
solvents. 


 Sniff Vapours taken through 
the nose only e.g. 
gas/solvents. 


 Intra-Muscular Injected into the 
muscle. 


 Skin Popping Injected directly under 
the skin.  


 Buccal Taken against the 
gums/ mouth cavity 
(exclude under the 
tongue) 


 Sub-Lingual Under the tongue. 
 Other Other routes of 


administration not 
detailed above.   


8 Illicit profile- How often Daily Habitual use of 
specified drug every 
day. 


 Most days Between 4 and 6 days 
per week. 


 Weekends Friday to Sunday. 
 Weekly Between 1 and 3 days 
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per week. 
 Fortnightly Every two weeks. 
 Monthly Every month. 
 Less often than monthly Less than once every 


month but at least 
once during the past 
month.. 


 Other Other frequencies not 
specified above.  


11 Social profile- 
Accommodation 


Owned/ rented Client currently lives in 
stable accommodation 


 Supported 
accommodation (drug 
related) 


Client currently lives in 
supported housing e.g.   
owned by Registered 
Social Landlords 
(RSLs) and either 
managed by them or 
specialist agencies. 


 Residential rehabilitation Client is currently 
engaged in a 
residential 
rehabilitation 
programme aimed to 
support individuals to 
attain a drug-free 
lifestyle and be re-
integrated into society. 
They provide intensive 
psychosocial support 
and a structured 
programme of daily 
activities which 
residents are required 
to attend over a fixed 
period of time. 


 In prison Client is currently in 
prison or young 
offenders institution 


 Homeless-
temporary/unstable 
accommodation/ hostel 


“Homelessness means 
not having a home. 
You don't have to be 
living on the street to 
be homeless - even if 
you have a roof over 
your head you can still 
be without a home. 
This may be because 
you don't have any 
rights to stay where 
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you live or your home 
is unsuitable for you." 
Shelter UK 


 Homeless-roofless Client is currently 
sleeping on the streets 


 Other (specify) Other accommodation 
not specified above. 


11 Social profile –Living 
situation 


With spouse/partner Client is living with 
spouse/ partner 


 With parents Client is living with 
parent(s). Includes 
step/ foster. 


 Alone Client lives alone 
(includes no children 
living with client) 


 Other (specify) Other living situation 
not specified above.   


11 Social profile- 
Employment/ Education  


Employed (paid or 
unpaid) 


Includes self employed 
and employed part 
time 


 Support into 
employment 


Client is receiving a 
service and or 
programme aimed at 
helping clients to 
progress towards or 
get into employment, 
to stay in employment 
and to move on in the 
workplace. Examples 
New Deal, New 
Futures, New 
Opportunities, Beattie 
Inclusiveness funded 
projects.   


 Unemployed Client is aged 16 or 
over and is without a 
job, is available to start 
work in the next two 
weeks and have been 
seeking a job in the 
last four weeks, or is 
waiting to start a job 
already obtained in the 
next two weeks. 


 Never employed Client has never been 
employed (full/part 
time, paid/ unpaid) 


 Long term sick/disabled Client is claiming 
Disability Living 
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Allowance. This infers 
client needed help for 
3 months because of a 
severe physical or 
mental illness or 
disability, and is likely 
to need this for at least 
another 6 months 


 School Client is currently in 
school.  


 Excluded from school Client is currently 
excluded from school 
by the school/ relevant 
education authority. 
Includes those in 
alternative education 
provision. 


 Full time education or 
training 


Client currently 
undertaking post 
school education or 
training programme 


 In prison Client is currently in 
prison or young 
offenders institution 


 Other (specify) Other 
employment/training 
not specified. 


11 Social profile-Legal 
situation  


None Client is currently not 
involved within the 
criminal justice system.  


 Case pending Client has been 
arrested and is 
awaiting the case to be 
heard or the 
disposition to be given 


 DTTO Client is currently 
subject to a Drug 
Treatment and Testing 
Order 


 Probation or supervision 
order 


Client is currently 
subject to a probation 
or supervision order 


 In prison Client is currently in 
prison or young 
offenders institution.  


 Other Other legal situation 
not specified above.  
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Appendix B – Levels of Assessment 
 


Level of 
assessment 


Purpose Carried out by Level of 
information 


Simple 
assessment  
 


Screening- The 
‘gateway‘ into 
care.   


Professionally 
qualified staff in 
health, housing and 
social work who are 
the first contact; 
vocationally qualified 
staff; and unqualified 
staff with training in 
assessment.  


Basic 


Comprehensive 
assessment. 


To allow some 
decisions about 
treatment, care 
and support to 
be made, or 
whether it is 
appropriate to 
refer an 
individual 
elsewhere. 


Professionally 
qualified staff in social 
work or health. 


Cover more detailed 
information on drug 
use and other 
factors such as 
housing, 
employment, health 
and benefits 


Specialist 
assessment 


When a client 
has been 
referred to a 
specialist 
service, or has 
moved on from 
entry-level 
assessment. 


Professionally 
qualified staff in social 
work, health and 
housing, who may 
have recognised 
expertise; 
vocationally qualified 
or trained staff in 
specialist areas 
where simple 
specialist assessment 
is needed; and 
professionally 
qualified or trained 
staff in specialist 
independent 
agencies. 


Cover in detail the 
nature and extent of 
drug use, physical 
and psychological 
health, personal and 
social skills, social 
and economic 
circumstances, 
previous treatment 
episodes and assets 
and attributes of the 
individual. 


 
Definitions and concepts of integrated care and its key elements, including 
assessment can be found in the Scottish Executive’s guidance- ‘Integrated Care for 
Drug Users’. LINK! http://www.drugmisuse.isdscotland.org/eiu/intcare/intcare.htm  
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Appendix C – Confidentiality 


 
The SDMD is an important and widely used national information source on the 
misuse of drugs in Scotland. The Database is based on systematic recording of a 
universal dataset on clients seen at a broad range of services across Scotland.  
 
In Scotland, the database was established originally in August 1990, with the ISD 
part of the NHS in Scotland assigned responsibility for the database. Similar 
systems were set up in England and Wales at the same time and the Scottish 
database, although tailored to Scottish needs, seeks to retain common standards 
with the rest of the UK wherever possible. 
 
The database collects information on demographic and behavioural characteristics 
of new clients coming to the attention of medical services (general practice, hospital 
etc.) and specialist drug services (statutory and non-statutory). The dataset covers: 
• demographic information 
• presenting information 
• prescription profile 


• illicit drug profile 
• injecting/sharing details 
• social profile 


 
The aims of the database are: 
(a)  to monitor presenting problem use 
(b)  to collect  information about clients presenting to services for assessment of 


their care/ treatment needs pertaining to drug misuse 
(c)   to help identify, or confirm, trends 
(d)  to inform discussion about service provision 
(e)   to provide data for the ADATs for taking forward the drugs misuse strategy  
(f)   to provide information in support of monitoring targets set by the Scottish 


Executive 
 


 
Confidentiality of information held by ISD 
ISD is fully committed to the processing of all personal data securely and in 
accordance with the requirements of Data Protection legislation. The work of ISD is 
included within the Common Services Agency for Scottish Health Service's 
registration with the Data Protection Commissioner. ISD is also subject to the 
Service’s Data Protection policy, and abides by the eight Data Protection Principles, 
which govern the handling of personal data. The Service’s Data Protection Officer 
is Kim Kingan, Gyle Square, 1 South Gyle Crescent Edinburgh, EH12 9EB,  
Tel: 0131 275 7176 
 
Client confidentiality is regarded as of utmost importance within ISD. Measures to 
ensure the protection of confidentiality include: 
 
An explicit set of Confidentiality Rules for ISD Scotland Staff 
All new staff are required to read these rules and sign their acceptance of them. 
Existing staff re-sign every six months. These rules cover the care and release of 
confidential data, copies are available on request. 
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The Privacy Advisory Committee 
Any release of person-identifiable data is carefully controlled. The Privacy Advisory 
Committee, an independent body set up by the Chief Medical Officer to advise ISD, 
examines requests of a non-routine nature. 
 
Regular Audit of Practice 
Regular internal audits of confidentiality and security practice take place within ISD. 
 
Caldicott Guardian 
In addition to maintaining the measures outlined above, ISD is responding to the 
recommendations of the Caldicott Committee. The Caldicott Guardian for ISD is Dr 
Rod Muir, Trinity Park House, South Trinity Road, Edinburgh, EH5 3SQ, Tel: 0131 
551 8639. 
 
 
The Scottish Drug Misuse Database is managed by ISD. Because of the sensitivity 
of the information collected, there are additional measures in place to ensure that 
confidentiality and anonymity are maintained. These are explained on the next 
page. 
 


Confidentiality procedures 


The Database has a system of security levels, which guarantees that access in ISD 
is restricted to those working within the drugs misuse team.  
 
The forms are kept in lockable cabinets and shredded once all the quality issues for 
a particular period have been resolved. 
 
The ‘data processed by ISD relating to drugs misuse’ is registered for the purpose 
of ‘health research and statistics’ as part of the Common Services Service 
registration under the Data Protection Act 1984.  
 


Anonymity 


 
Initials, full date of birth and gender are essential to account for the double 
counting of people reported to the database on more than one occasion. It is vital 
therefore that these items are recorded as accurately as possible on the forms. 
 
It is recognised that obtaining an accurate full date of birth can sometimes be more 
difficult than obtaining other details, but clients will usually provide this information if 
they know that to do so offers no risk to themselves and will contribute to the 
provision of accurate statistics. Most people using drugs fall into a fairly narrow age 
band and if the age of the individual alone was used to match records, many 
apparent matches would be made in error. There is clearly no point in collecting 
information that is unreliable and a full date of birth is vital.  
 
A full postcode is not required by ISD on paper forms. Only the Postal Sector is 
recorded on the ISD part of the form. Postal Sectors usually cover large 
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populations: ‘There are approximately 300 addresses in a (postal) sector’ (Source: 
The Royal Mail Postal Address Book). An analysis completed by ISD shows that 
under 2% of the postal sector areas in Scotland include fewer than 50 ‘delivery 
points’ (post boxes), while almost 80% include more than 1000 ‘delivery points’ 
 
 


Client Consent 


In practice, some services do ask for consent while other services see the 
data collection as a normal part of the administration of the service offered to 
any clients. However, where client consent is sought it is important 
that the person is given reassurance that his/her interests are a paramount 
consideration with everyone involved in SDMD work. 
 
To avoid any misunderstanding, call staff at the SDMD for further clarification.  
 
If there is a problem regarding client consent which may affect the completion of an 
SMR25 form, please contact us at the SDMD 
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Appendix D – SIGN Guideline 74, Appendix 1: The management of 
harmful drinking and alcohol dependence in primary care 


 
http://www.sign.ac.uk/guidelines/fulltext/74/annex1.html 


 
Beverage type  Alcohol 


by 
volume 
(%)  


Measure Alcohol 
content 
(units)  


Beers/lagers Barbican 
Kaliber 
Tennents LA 
Mild/light beers (various 
brands) 
Best bitter (various brands) 
Skol 
McEwans/Labatt 
Guinness draft stout 
Grolsch  
Premium beer/lager (various 
brands) 
Stella Artois 
Lowenbrau Pils 
Hofmeister Special 
Kestral Super  


0.02 
0.05 
1.2 
3.1 
3.5 
3.6 
4.0 
4.1 
5.0 
5.0 
5.2 
6.0 
9.0 
9.5  


440ml 
Pint 
440ml 
Pint 
Pint 
Pint 
Pint 
Pint 
440ml 
Pint 
330ml 
440ml 
440ml 
440ml 


<0.01  
0.03 
0.5 
1.8 
2.0 
2.0 
2.3 
2.3 
2.2 
2.8 
1.7 
2.6 
4.0 
4.2  


Ciders/Perries  Strongbow LA 
Woodpecker 
Strongbow 
Old English 
Strongbow Super 
Diamond White 
Strong White Cider  


0.9 
3.5 
4.5 
5.5 
8.0 
8.2 
8.4 


330ml 
Pint 
1000ml 
Pint 
Pint 
275ml 
1000ml  


0.3 
2.0 
4.5 
3.1 
4.5 
2.3 
8.4  


Spirit based drinks 
with mixers 
(alcopops) 


Hooch 
WKD Original Vodka Blue or 
Iron Brew 
Smirnoff Ice 
Bacardi Breezer 
Metz Snapps (Black, Still or 
Original) 
Vodka Red Square (Barrs Irn 
Bru) 
Aftershock  


4.7 
5.5 
5.5 
5.4 
5.4 
5.5 
40.0  


330ml 
330ml 
275ml 
275ml 
275ml 
275ml 
700ml 


1.6 
1.8 
1.5 
1.5 
1.5 
1.5 
28.0  


Vodka Hooch Lemon/Apple/Orange/Hoopers 
Hooch 


4.7-5.1 330ml 1.6-1.7  


Shooters (addition 
to main drink)  


Jelly Pots 
Sidekick 
Aftershock 
Frostbite 


15.0 
20.0 
40.0 
50.0


47ml 
30ml 
30ml 
30ml 


0.7 
0.6 
1.2 
1.5 







Scottish Drugs Misuse Database  SMR25a Guidance Notes 


SMR25a Guidance Notes 
Version: 1 
Created by: SDMD Team, 01/04/2008  38 


Absinthe 75.0  30ml  2.3  
Wines  Various brands  9-14 750ml  6.8-10.5 
A purchased glass of wine can vary from 125 to 250 ml and can contain 1.1-3.5 
units per glass depending on % alcohol. A small (125ml) glass of average strength 
(12%) wine contains 1.5 units.  
Fortified Wines and 
other  


Cinzano bianco/Buckfast 
Croft Original Sherry 
Cockburn’s Port  


14.7 
17.5 
20.0 


750ml 
750ml 
750ml 


11.0 
13.1 
15.0  


Spirits  Gordons Dry Gin/Smirnoff 
Vodka 
Bacardi White Rum 
Bells Whisky/Martell cognac 
brandy 
Captain Morgan’s dark rum 


37.5 
37.5 
40.0 
40.0 


700ml 
700ml 
700ml 
700ml 


26.3 
26.3 
28.0 
28.0  


A purchased measure of spirit is 25 or 35 ml. A 25ml measure of 40% spirit 
contains 1 unit of alcohol.  
Liqueurs Bailey’s Irish Cream  


Archers Peach Schnapps 
Apricot Brandy/Crème de 
Menthe/Malibu 
Pernod/Cointreau/Drambuie 


17.0 
23.0 
24.0 
40.0  


350ml  
700ml 
700ml 
700ml  


6.0 
16.0 
16.8 
28.0  
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Form SMR24 (introduced April 2001)


- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -


Black-Caribbean


Black-African


Black-Other


Chinese


7. ILLICIT DRUGS PROFILE (PAST MONTH),
list illicit drugs (include alcohol, solvents & OTC medicine taken inappropriately)


3. PRESENTING INFORMATION (OF THIS EPISODE)


Date contact first made
(this episode only)
- include letter/phone referrals


Date of this assessment/ contact


Physical health


Mental health


Pregnancy


Legal


 Main Drug


Drug 2


Drug 3


Illicit drug free for
the past month  (�)


4. DETAILS OF REPORTER


Practice No. or Institution code


Yes go to Injecting / Sharing details No 


go to
Social profile


#  Ever:


Main Drug


Drug 2


Drug 3


Drug 4


Drug 5


PRESENTING ISSUE(S)MAIN SOURCE OF REFERRAL


Self


GP/Primary care team


Criminal justice - social work


Criminal justice - other


Social work - other


Specialist drug service
(incl. SW addiction teams)


Yes No


8. INJECTING / SHARING DETAILS


Ever injected


Age when first injected years


Yes No


6. AGE PROFILE


Main route Other route


Number
of times


Ceased
use?
(�)


How often? In a 'typical' day


Total quantity
e.g. G / mg / ml /
oz / units / binge


Route(s)


5. PRESCRIPTION PROFILE (CURRENT), give details of current prescription related to drug misuse


Prison
doctor


Person's
GP


Specialist
service


Other
doctor


Daily
dosage (mg)Drug Name


Prescriber (�)Drug Details


Drug Name


Weekly consumption


No. of days
supervised


No. of days
unsupervised


SEEKING PRESCRIPTION        


Name of service/practice


Contact name


Telephone number


Age when first
started using
illicit drugs


Age at onset of
problem drug
use


Age when help
was first sought


years


years


years


None  Not known  


e.g.daily / most days / weekends /
 weekly / fortnightly / monthly /


less often than monthly


e.g. IV / IM / smoke / swallow / inhale / snort


Never employed


Unemployed (1 year or longer)


Unemployed (less than a year)


Employed


In full-time education


PREVIOUSLY BEEN IN PRISON


Yes No Did not wish to answer


If within the past 12 months :


- how long since release


- prison of release


LIVING


Owned / Rented


Temporary / Unstable accommodation


Supported accommodation (drug-related)


Residential rehab.


In prison


Roofless


With spouse/partner


With parents


With dependent children


Alone


None


Pre-adjudication - in prison


Pre-adjudication - at liberty


Post-conviction - in prison


Post-conviction - subject to statutory supervision


Other (specify)


LIVING WITH OTHER DRUG USERS?


EMPLOYMENT STATUS


lent/borrowed/shared:


lent/borrowed/shared:
  spoons/water/filters/solutions


  needles/syringes


9. SOCIAL PROFILE (CURRENT)


ACCOMMODATION


LEGAL SITUATION


10. LOCAL USE


1 2 3 4 5 6


Yes No Did not wish to answer


Other (specify)


Other (specify)


Other (specify)


Other (specify)


Tick all that apply


Injected go to #
Yes No


Yes No


Injected into: Arms       and/or    Elsewhere    


  spoons/water/filters/solutions


  needles/syringes


In the PAST MONTH:


Always used new injecting equipment


Always cleaned equipment first


Lent/borrowed/shared:


Lent/borrowed/shared:


Tick all that apply


show details
below


SMR24


ADDRESS


Street


Please do not enter last two items of postcode


SURNAME


LOCAL REF


DATE OF BIRTH


Area of City/Town


Postal Sector


INITIALS


� � �


Please read the notes on the back.


Scottish Drug Misuse Database


MONITORING OF DRUG MISUSE IN SCOTLAND


2. PERSONAL DETAILS


FIRST NAME


ETHNIC GROUP


SMR24  introduced April 2001


Male FemaleGENDER


Send this copy to the Scottish Drug Misuse Database, ISD Trinity Park House, South Trinity Road, Edinburgh, EH5 3SQ [phone 0131-551-8221]


Other (specify)


Tick all that
apply


�


City/Town


Other (specify)


�ISD REF


Please do not
complete a form if
neither applies.
Exclude letter only and
third party contacts.


T
ea


r 
he


re


�


White


Indian


Pakistani


Bangladeshi


Is person
attending this


service for their
drug misuse


problem:


1.


for the 1st time ever  


or
returning after
an interval of
at least 6 months


N.B. not
'drug misuse'
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and intelligence


National
Services
Scotland







Contents
Introduction .......................................................................................................................... 1


Prescribing Data .................................................................................................................... 1


ISD Prescribing Services ........................................................................................................ 1


Developments  ...................................................................................................................... 2


Improving Access to National Data ........................................................................................ 2


Prescribing Information and Intelligence produced by ISD supports ....................................... 3


Patient Safety ..................................................................................................................... 3


Effective Prescribing ........................................................................................................... 3


Efficient Prescribing ........................................................................................................... 3


Planning ............................................................................................................................ 3


Research ............................................................................................................................ 3


Medicines Evaluation ......................................................................................................... 3


Bespoke Analytical Services ................................................................................................... 4


Examples of Bespoke Projects ............................................................................................. 4


Other NSS Services ............................................................................................................... 4


Practitioner Services  .......................................................................................................... 4


National Procurement  ....................................................................................................... 4


Appendix One: Summary of Routine Prescribing Outputs  ..................................................... 5







1


Introduction
The Information Services Division (ISD) is responsible for managing health service data for NHSScotland. 
We provide information, intelligence, statistical services and advice to support safe, effective and 
person-centred care.


Few countries in the world can rival the quality of the health service data held in Scotland. Since the 
1950’s Scotland has developed a national data resource that offers consistency, national coverage and 
the ability to link data to allow patient based analysis and follow up. 


This ‘Guide to Prescribing Services’ has been developed to assist current and new users of our services 
make best use of the information and intelligence we have available. 


ISD is part of NHS National Services Scotland (NSS). NSS supports Scotland’s health by delivering 
shared services and expertise that helps other organisations to work more efficiently and effectively. 


Prescribing Data
ISD has held data on medicines prescribed within NHSScotland for several decades. These data are 
generated as a by-product of prescription processing by NSS Practitioner Services for the payment 
of dispensing contractors.  We currently have data on over one billion prescriptions which we make 
available to customers through routine reporting, bespoke analysis and online tools. This ‘Guide to 
Prescribing Services’ outlines how we support key aspects of prescribing, catalogues the information 
that is available routinely and describes the help we can offer.


ISD Prescribing Services
Our prescribing team provide a national information and intelligence service for customers in NHS 
Boards, Government, Academia and Industry. Through our work we support improved health and 
ensure efficient and effective use of public money.


 ● We deal with around 300 information requests per year on topics such as remuneration and 
on specific types of prescribing such as methadone, oxygen and prescribing via particular 
services types e.g. minor ailments service. 


 ● A wide range of our outputs are available online at: www.isdscotland.org/Health-Topics/
Prescribing-and-Medicines/


 ● We run a programme of routine reporting, designed to meet the specific needs of customers.


 ● We make information available through a range of electronic reporting tools designed 
specifically for NHSScotland staff. 


 ● We visit NHS Board customers on a regular basis, assisting staff with the interpretation of 
data locally.


 ● We offer a specialist analytical services to support individual customers with their specific 
information needs. You can find out more about these services by e-mailing:  
nss.isdprescribing@nhs.net.



http://www.isdscotland.org/Health-Topics/Prescribing-and-Medicines/

mailto:nss.isdprescribing@nhs.net

http://www.isdscotland.org/Health-Topics/Prescribing-and-Medicines/
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Developments 
The implementation of the ePharmacy programme across NHSScotland has led to improvements that 
increase the range of prescribing data available for analysis. These include: 


 ● the Community Health Index (CHI) unique person identifier, allowing linking of prescriptions 
and other health data for the same individual;  


 ● access to the electronic prescribing and dispensing messages which provides new data on 
when prescriptions were written as opposed to when they were dispensed;


 ● additional demographic data on individuals e.g. age, gender, location, care home marker; 
and


 ● data on medicines use via the new services provided through community pharmacies e.g. 
acute and chronic medication services and minor ailments service.


These changes have greatly increased our ability and potential to develop specific population-based 
analyses of medicines data e.g. co-prescribing of drugs and sequencing of drugs and the impact of 
prescribing patterns preceding or following significant clinical events. 


Improving Access to National Data
Through a single IT interface, authorised NHSScotland users have secure online access to the 
NHSScotland Corporate Data Warehouse. Users can run reports locally on latest available national 
data at a time that suits them. For example reports can be scheduled to run overnight in readiness 
for the next days work.


We currently offer three prescribing datamarts.


 ● The PRISMS datamart offers information on all prescriptions dispensed in the community 
from April 2004 onwards. PRISMS can be interrogated to provide reports at individual 
prescriber, practice, locality, Community Health Partnership, NHS Board and Scotland level.  


 ● The Hospital Medicines Utilisation Database (HMUD) allows the comparison of medicines use 
in different hospitals across Scotland. It contains data sourced from hospital stock control 
systems and enables comparison of medicine use in different NHS Boards and hospital sites. 


 ● The Antimicrobial datamart (AMIDS) provides information on anti-microbial use and patterns 
of anti-microbial resistance. 


ISD are working to increase the range of information available to users in this way by developing 
access to the complete national prescribing dataset - the Prescribing Information System (PIS). These 
developments will give users information on CHI, e-messaging and additional financial items, a far 
richer dataset than can currently be provided. We expect this to be of particular interest to prescribing, 
financial and information analyst users who are looking to undertake more complex analysis of these 
data.


ISD offer training in the use of all our datamarts. We have a helpdesk to assist users with all aspects 
of access and use of the datamarts.


For more information about our datamarts please contact our Product Support Team at nss.isdshis@
nhs.net or telephone 0131 275 7050.



mailto:nss.isdshis@nhs.net

mailto:nss.isdshis@nhs.net
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Prescribing Information and Intelligence produced by ISD 
supports


Patient Safety


 ● Identify safe and unsafe combination of medicines through co-prescribing indicators.
 ● Reduce inappropriate prescribing in children and older people e.g. identification of 


polypharmacy.
 ● Monitor compliance with clinical guidelines.
 ● Feedback to GPs on their prescribing practice. 
 ● Monitor medicines for infections to support their appropriate use.


Effective Prescribing


 ● Appropriate medicine use through open access to national and local therapeutic prescribing 
indicators.


 ● Assessing medicines use in line with local guidance e.g. formularies.
 ● Identifying patients on multiple concurrent drug treatments.
 ● Analysis of prescriptions which patients do not get dispensed.


Efficient Prescribing


 ● Reporting on prescribing spend and performance against budgets.
 ● Providing access to national and local indicators of prescribing efficiency.
 ● Enabling the detection of fraud.
 ● Identifying potential efficiencies from improved generic prescribing. 


Planning


 ● Identification of the burden of specific diseases on service provision. 
 ● Forecasting future spend on medicines.


Research


 ● Working with researchers who are studying the safe, effective and efficient use of current 
medicines and the potential for improvements in service provision and configuration for a 
range of conditions including asthma and diabetes. 


Medicines Evaluation


 ● ISD supports the work of the Scottish Medicines Consortium (SMC) whose role is to analyse 
information supplied by pharmaceutical manufacturers to assess the appropriateness of new 
medicines for use in Scotland.  


A summary of our routine prescribing service outputs can be found in Appendix One.
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Bespoke Analytical Services
ISD offer bespoke analytical services to customers through individually-specified projects that support:


 ● research and development of treatments to improve the health of the Scottish population;
 ● the provision of information to support applications for marketing authorisations/licences for 


use of treatments and/or applications to the Scottish Medicines Consortium for approval for 
use of treatments by NHSScotland Health Boards; and


 ● monitoring the safety and effectiveness of licensed treatments used within Scotland.


Each project will typically require detailed discussion to develop initial ideas into an agreed analytical 
specification, outputs and the contractual terms for the service.  


Examples of Bespoke Projects


 ● Analysis of co-prescribing of anti-inflammatory products and products for gastric protection.
 ● Estimation of prevalence in Scotland of irritable bowel syndrome with constipation.
 ● Estimation of the number of patients receiving multiple nicotine replacement products for 


smoking cessation.
 ● Estimation of the prevalence of asthma in Scotland.


Contact NSS.ISD-BSSrequests@nhs.net to discuss your requirements.


Other NSS Services
There are prescribing services provided by two other divisions of NSS, Practitioner Services and 
National Procurement.


Practitioner Services 


Practitioner Services are responsible for the processing of all prescriptions and subsequent payments 
to community pharmacists. Providing services such as the transfer of medical records between GP 
practices, assisting patients to access GP and dental practices, as well as assisting practitioners to 
maintain accurate and up-to-date patient registers. We also have a Clinical Governance role with 
regard to dental services to ensure services are delivered to high professional standards. The division 
are able to advise on all matters relating to payment and pharmacy contracts and work with NHS 
Boards on payment verification.


www.psd.scot.nhs.uk


National Procurement 


National Procurement (NP) provides procurement expertise for NHSScotland. As part of its role NP 
works to maximise the purchasing power of NHSScotland to ensure cost effective purchase, supply 
and use of medicines in secondary care. NP also assess the suitability of Patient Access Schemes 
for their ability to be implemented as part of the Scottish Medicines Consortium (SMC) approval 
process for new medicines, supports NHSScotland in managing medicine shortages to minimise risk 
to patients and provides advice on sourcing of identified alternatives, designs specifications for supply 
of medicines through the homecare route, participates in the Department of Health contacting for 
vaccines on behalf of NHSScotland and supports emergency planning stockpiles of medicines and 
their rotation to minimise wastage.


www.nhsscotlandprocurement.scot.nhs.uk



mailto:NSS.ISD-BSSrequests@nhs.net

www.psd.scot.nhs.uk

www.nhsscotlandprocurement.scot.nhs.uk
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Appendix One: Summary of Routine Prescribing Outputs 
ISD Prescribing 
Service Output


Summary Frequency of 
Update


Datamart  
(NHS only)


AMIDS Datamart: Contains information on anti-microbial use 
and patterns of anti-microbial resistance that can be analysed 
online locally.


Monthly


Hospital Medicines Utilisation Database (HMUD): Contains 
information sourced from hospital stock control systems from 
2009 onwards that can be analysed online locally.


Monthly


PRISMS Datamart: Contains information on all prescriptions 
dispensed in the community from April 2004 onwards that can 
be analysed online locally. 
PRISMS holds 275 pre-built reports that can be run locally 
including: 
• budget reports;
• comparison reporting; 
• controlled drug monitoring;
• cost and volume report;
• generic savings reports;
• growth reports;
• national therapeutic indicators;
• prescribing indicators;
• Quality Outcome Frameworks (QOF) reports;
• unscheduled care.
In addition, through PRISMS, ISD hosts over 180 local reports on 
behalf of eight NHS Boards.


Monthly


Online 
Publication 
(available to all)


Antimicrobial Use and Resistance in Humans: Report produced 
jointly with Scottish Medicines Consortium.


Annual


Dispenser Remuneration: Report detailing contractors’ 
remuneration and reimbursement by calendar year and financial 
year.


Quarterly - June, 
September, 
December & March


Mental Health: Report detailing medicines used in mental health 
including antidepressants; attention deficit hyperactivity disorder 
(ADHD); dementia, hypnotics and anxiolytics; and psychoses.


Annual - September


Minor Ailment Service (MAS): Report detailing the number of 
registrations and treatments. Contains a monthly breakdown of 
the number of patients registered for the service and provides 
information on the number of items dispensed. 


Annual - June


Prescribing of Smoking Cessation Interventions: Report detailing 
the prescribing of smoking cessation products in Scotland by 
financial year. Data is shown by NHS Board and annual trend. 


Annual - September


Prescription Cost Analysis: Report detailing prescription cost 
analysis and associated statistics including volume, cost, and the 
top ten drugs prescribed in a financial year. 


Annual - June 


Routine 
Reporting 
(customer 
request)


We run a programme of routine reporting, designed to meet 
the specific needs of customers in Scottish Government and 
Pharmaceutical industry. You can find out more about this 
service by e-mailing nss.isdprescribing@nhs.net.


As per customer 
requirements



mailto:nss.isdprescribing@nhs.net
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Variable Name Variable Type Variable Length Variable Label
year Numeric 4 Financial year
testid Numeric 6 Analysis ID
CARES Numeric 2 Council area of Residence
smr25id Numeric 11
isdref String 7 ISD Reference Number
datecrtd Date 11 Date Record Created
initial String 1 First initial
dob Date 11 Date of Birth
sex Numeric 1 Gender
inst String 5 Institution Code
dateass Date 11 Assessment Completed Date
localref String 8 Local Reference
ethgp Numeric 2 Ethnic Group
ethgptxt String 29 Ethnic Group Text
refer Numeric 2 Main Referral Source ID
refertxt String 29 Main Referral Source Other
health_p Numeric 1 Co-Occuring Health Issue Phyiscal
health_m Numeric 1 Co-Occuring Health Issue Mental
health_a Numeric 1 Co-Occuring Health Issue Alcohol
health_o String 29 Co-Occuring Health Issue Other
contact String 29 Contact Name
datefirs Date 11 Contact First Made Date
dateapp Date 11 First Appointment Offered Date
contprev Numeric 1 Contact with Drug Treatment Services
contyear Numeric 4 Year of last contact with drug service
agsought Numeric 2 Age Help First Sought
agfirst Numeric 2 Age First Used Drugs
agonset Numeric 2 Age Onset of Drug Use Problem
presinf Numeric 1 Current Prescription Information
presver Numeric 1 Current Prescription Verified Details
everinj Numeric 1 Ever Injected
everneqp Numeric 1 Always used new equipment first (ever)
everneed Numeric 1 Ever used a needle or syringe that someone else has used
everlent Numeric 1 Ever lent someone else a needle or syringe which client has used
everspon Numeric 1 Ever used same spoon, filter or water as someone else
ageinj Numeric 2 Age First Injected
pastinj Numeric 1 Injected in the Past Month
pastneqp Numeric 1 Past Month - Always used new equipment first
pastneed Numeric 1 Past Month - Used a needle or syringe that someone else has used
pastlent Numeric 1 Past Month - Lent someone else a needle or syringe which client used
pastspon Numeric 1 Past Month - Used the same spoon, filter or water as someone else
hepbtest Numeric 1 Tested for Hep B
hepbdate String 10 Hep B Last Test Date
hepctest Numeric 1 Tested for Hep C
hepcdate String 10 Hep C Last Test Date
hivtest Numeric 1 Tested for HIV
hivdate String 10 HIV Last Test Date
risk Numeric 1 Has Client been at risk since last test?
hepbcomp Numeric 1 Completed a Course of Hep B
alchcons Numeric 1 Alcohol Consumed Past Month
alchfreq Numeric 1 Alcohol Frequency
alchunit Numeric 2 Alcohol Daily Units
accom Numeric 2 Accomodation Type
accomtxt String 29 Accomodation Other
livpart Numeric 1 Living with Spouse/Partner
livparen Numeric 1 Living with Parents
livalone Numeric 1 Living Alone
livtxt String 29 Living Other
livusers Numeric 1 Living with other drug users
emped Numeric 2 Employment and Education ID
empedtxt String 29 Employment and Education Other
legnone Numeric 1 Legal Situation None
legpend Numeric 1 Legal Situation Case Pending
legdtto Numeric 1 Legal Situation DTTO
legprob Numeric 1 Legal Situation Probation/Supervision
legprisn Numeric 1 Legal Situation in Prison
legtxt String 29 Legal Situation Other
prisprev Numeric 1 Has the client been in Prison in the past 12 months?
prisrel Numeric 5 Time Since Prison Release
prisrelu Numeric 1 Time Since Prison Release Units
prisinst String 5 Prison Released From
fundemp Numeric 1 Drug Funded by Employment
fundcrim Numeric 1 Drug Funded by Crime
funddebt Numeric 1 Drug Funded by Debt







fundben Numeric 1 Drug Funded by Benefits
fundsex Numeric 1 Drug Funded by Sex Work
fundnone Numeric 1 Drug Funded- Do not wish to answer
fundtxt String 29 Drug Funding Other
depchild Numeric 1 Client has Dependent Children
pregnant Numeric 1 Client or their partner is pregnant
currcon Numeric 1 Is client in contact with this service?
refother Numeric 1 Referred to Other Service
refserv String 29 If referred, name of service
local1 String 1 Local Use Box 1
local2 String 1 Local Use Box 2
local3 String 1 Local Use Box 3
local4 String 1 Local Use Box 4
local5 String 1 Local Use Box 5
local6 String 1 Local Use Box 6
local7 String 1 Local Use Box 7
local8 String 1 Local Use Box 8
local9 String 1 Local Use Box 9
whynocon Numeric 1 Why is the client not in contact with this service?
dateref Date 11 Date of referral/ discharge/ contact ended
drugfree Numeric 1 Used Illicit Drug in the Last Month
pres1 Numeric 4 Prescribed Drug 1
presdos1 Numeric 5 Daily dosage of Prescribed Drug 1
pres2 Numeric 4 Prescribed Drug 2
presdos2 Numeric 5 Daily Dosage of Prescribed Drug 2
pres3 Numeric 4 Prescribed Drug 3
presdos3 Numeric 5 Daily Dosage of Prescribed Drug 3
pres4 Numeric 4 Prescribed Drug 4
presdos4 Numeric 5 Daily Dosage of Prescribed Drug 4
pres5 Numeric 4 Prescribed Drug 5
presdos5 Numeric 5 Daily Dosage of Prescribed Drug 5
i1 Numeric 4 Illicit Drug One
mroute1 Numeric 2 Main Route for Illicit Drug One
mfreq1 Numeric 1 How often (frequency) use Main Route for Illicit Drug One
oroute1 Numeric 2 Other Route for Illicit Drug One
ofreq1 Numeric 1 Other Route Frequency for Illicit Drug One
quant1 Numeric 5 Quantity of Illicit Drug One
quantun1 Numeric 2 Units of measurement of quantity of illicit drug one
spend1 Numeric 6 Spend in a typical day on Illicit Drug One
i2 Numeric 4 Illicit Drug Two
mroute2 Numeric 2 Main Route for Illicit Drug Two
mfreq2 Numeric 1 How often (frequency) use Main Route for Illicit Drug Two
oroute2 Numeric 2 Other Route for Illicit Drug Two
ofreq2 Numeric 1 Other Route Frequency for Illicit Drug Two
quant2 Numeric 5 Quantity of Illicit Drug Two
quantun2 Numeric 2 Units of measurement of quantity of illicit drug Two
spend2 Numeric 6 Spend in a typical day on Illicit Drug Two
i3 Numeric 4 Illicit Drug Three
mroute3 Numeric 2 Main Route for Illicit Drug Three
mfreq3 Numeric 1 How often (frequency) use Main Route for Illicit Drug Three
oroute3 Numeric 2 Other Route for Illicit Drug Three
ofreq3 Numeric 1 Other Route Frequency for Illicit Drug Three
quant3 Numeric 5 Quantity of Illicit Drug Three
quantun3 Numeric 2 Units of measurement of quantity of illicit drug Three
spend3 Numeric 6 Spend in a typical day on Illicit Drug Three
i4 Numeric 4 Illicit Drug Four
mroute4 Numeric 2 Main Route for Illicit Drug Four
mfreq4 Numeric 1 How often (frequency) use Main Route for Illicit Drug Four
oroute4 Numeric 2 Other Route for Illicit Drug Four
ofreq4 Numeric 1 Other Route Frequency for Illicit Drug Four
quant4 Numeric 5 Quantity of Illicit Drug Four
quantun4 Numeric 2 Units of measurement of quantity of illicit drug Four
spend4 Numeric 6 Spend in a typical day on Illicit Drug Four
i5 Numeric 4 Illicit Drug Five
mroute5 Numeric 2 Main Route for Illicit Drug Five
mfreq5 Numeric 1 How often (frequency) use Main Route for Illicit Drug Five
oroute5 Numeric 2 Other Route for Illicit Drug Five
ofreq5 Numeric 1 Other Route Frequency for Illicit Drug Five
quant5 Numeric 5 Quantity of Illicit Drug Five
quantun5 Numeric 2 Units of measurement of quantity of illicit drug Five
spend5 Numeric 6 Spend in a typical day on Illicit Drug Five
chdstat1 Numeric 1 Child Status One
chdage1 Numeric 2 Child Age One
chdstat2 Numeric 1 Child Status Two
chdage2 Numeric 2 Child Age Two







chdstat3 Numeric 1 Child Status Three
chdage3 Numeric 2 Child Age Three
chdstat4 Numeric 1 Child Status Four
chdage4 Numeric 2 Child Age Four
chdstat5 Numeric 1 Child Status Five
chdage5 Numeric 2 Child Age Five
chdstat6 Numeric 1 Child Status Six
chdage6 Numeric 2 Child Age Six
service_id String 8 Id provided by service (glasgow pollock clients only)
presdos6 Numeric 4 Daily Dosage of Prescribed Drug 6
pres6 Numeric 5 Prescribed Drug 6
age Numeric 2 Age
newdepchd Numeric 8 New dependent children variable
chd_over15 Numeric 8 Cases where all clients children are over 15yrs
pcode2 String 1
pcsec String 5
pcdis String 4
pcpart String 2
town String 32
max_pop Numeric 2 2001 Census Population Count
record Numeric 8
POP2001_sum Numeric 8
NAME String 71
CATcode Numeric 2 Council Area
newHBT Numeric 2 New Health Board of Treatment
newHBRES Numeric 2 New Health Board of Residence
HBTname Numeric 2 Old Health Board of Treatment
oldHBRES Numeric 2 Old Health Board of Residence
CAT Numeric 2 Council area of Treatment
DAT Numeric 2 ADAT area of Treatment
DATRES Numeric 2 ADAT area of Residence
agegrp Numeric 8 Age group
pgr1 Numeric 2 Main Prescription Drug
pgr2 Numeric 2 Other Prescription Drug 2
pgr3 Numeric 2 Other Prescription Drug 3
pgr4 Numeric 2 Other Prescription Drug 4
pgr5 Numeric 2 Other Prescription Drug 5
igr1 Numeric 2 Main illicit drug
igr2 Numeric 2 Other illicit drug 2
igr3 Numeric 2 Other illicit drug 3
igr4 Numeric 2 Other illicit drug 4
igr5 Numeric 2 Other illicit drug 5
agegrpf Numeric 8 Age group first used drugs
agegrpo Numeric 8 Age group at onset of drug use problem
agegrps Numeric 8 Age group help first sought
agediffx Numeric 8 Time from first used illicit drugs until onset of problem drug use
agediffxgrp Numeric 8 Time from first used illicit drugs until onset of problem drug use - grouped
agediffy Numeric 8 Time from first used illicit drugs until help was first sought
agediffygrp Numeric 8 Time from first used illicit drugs until help was first sought - grouped
agediffz Numeric 8 Time from onset of problem drug use until help was first sought
agediffzgrp Numeric 8 Time from onset of problem drug use until help was first sought - grouped
agegrpi Numeric 8 Age group first injected
empedgr Numeric 8 Employment status groups:
spdgrp1 Numeric 2 Daily spend on main illicit drug (group)
spdgrp2 Numeric 2 Daily spend on other illicit drug (group) 2
spdgrp3 Numeric 2 Daily spend on other illicit drug (group) 3
spdgrp4 Numeric 2 Daily spend on other illicit drug (group) 4
spdgrp5 Numeric 2 Daily spend on other illicit drug (group) 5
units Numeric 8 Alcohol daily units consumed - Grouped
fundinf Numeric 8 Funding information available
newinj Numeric 8 Injecting behaviour
share Numeric 8 Sharing needles/ syringes
sharesp Numeric 8 Sharing spoons/ filters/ water
hepbtest2 Numeric 8 Tested for Hep B - New
hepctest2 Numeric 8 Tested for Hep C - New
hivtest2 Numeric 8 Tested for HIV - New
hepbinf Numeric 8 Information available of HEP B testing
hepcinf Numeric 8 Information available of HEP C testing
hivinf Numeric 8 Information available of HIV testing
allspend Numeric 2
allspd Numeric 2
hspend Numeric 8
cspend Numeric 8
canspend Numeric 8
allspdgp Numeric 8 Total daily spend on all illicit drugs







hspdgp Numeric 8 Total daily spend on Heroin
cspdgp Numeric 8 Total daily spend on Cocaine
canspdgp Numeric 8 Total daily spend on Cannabis
her_r1 Numeric 8
her_r2 Numeric 8
her_rout Numeric 1 Route of use for heroin
emped2 Numeric 8 Employment status - recoded for bulletin
accom2 Numeric 8 Accommodation - recoded for bulletin
FTalcdrug Numeric 8 Health Free Text is Duplicate Info
fundborrow Numeric 8 Funding by Borrowing
livfriendfam Numeric 8 Living with Friends/Other Family
surname String 2
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Agreement  
 


Between 
 


THE COMMON SERVICES AGENCY, a 
corporate body re-established under Section 
10 of the National Health Service (Scotland) 
Act 1978 and having its headquarters at Gyle 


Square, 1 South Gyle Crescent, 
EDINBURGH, EH12 9EB acting through its 
Information & Statistics Division (who and 
whose statutory successors are hereinafter 


referred to as "ISD”) 
 


and 
 


[insert details of the Data Provider] 
(the “Data Provider”) 


 
 
WHEREAS: 
 
A. The parties wish to regulate the terms upon which data is transferred between 


them for the purposes of maintaining the Scottish Drug Misuse Database 
(SDMD). 


 
B The parties have agreed to be bound by the terms and conditions set out 


below. 
 
 
NOW THEREFORE IT IS AGREED AS FOLLOWS: 
 
1. Purpose of this document 
 
This Agreement outlines the nature and purpose of SMR25 data collection, in line 
with the aims of ISD. It constitutes a formal agreement between Data Providers and 
ISD, inasmuch as the conditions as detailed in sections 4 and 5 of this document must 
be met before information can be submitted to, or collected by ISD.  
 
ISD take responsibility for ensuring that this document is kept up-to-date to take 
account of changes to legislation and professional guidance. 
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2.  Purpose of SMR25 Data Collection 
 
The SDMD is an important and widely used national information source on the 
misuse of drugs in Scotland. The SDMD is based on systematic recording of a 
universal dataset on Clients seen at a broad range of services across Scotland.  
 
The SDMD collects information on the demographic and behavioural characteristics 
of Clients coming to the attention of medical and social services (general practice, 
hospital, social work etc.) and specialist drug services. The dataset covers: 
 
• demographic information 
• presenting information 
• prescription profile 
• illicit drug profile 
• injecting/sharing details 
• social profile 
• dependent children 
• contact with services 
 
The aims of the SDMD are to: 
 
• monitor presenting problem use 
• collect  information about Clients presenting to services for assessment of their 


care/ treatment needs pertaining to drug misuse 
• help identify, or confirm, trends 
• inform discussion about service provision 
• provide data for the ADATs for taking forward the drugs misuse strategy  
• provide information in support of monitoring targets set by the Scottish Executive 


 
 
 


3.  Legislation 
 
ISD complies with all current legislation pertaining to the systematic collection of 
data from statutory and non-statutory Data Providers. This includes (without 
limitation): 
 
• Data Protection Act 1998 including the seven Data Protection Principles set out 


therein 
• Human Rights Act 1998 (applied in Scotland 2000) 
• Common Law Duty of Confidence 
• Access to Health Records Act 1990 (for deceased person’s records) 
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4.  Data Provider’s Commitments 
 


1. The Data Provider recognises the importance of transferring information to 
ISD in line with the aims of the Scottish Government and the law, and 
undertakes to co-operate fully with ISD within those parameters. This 
includes, but is not limited to, the legislation listed in paragraph 3 above. 


 
2. The Data Provider undertakes to provide Client information (hereafter 


described as “data”) to ISD in accordance with the terms of the Appendix. 
 
3. The Data Provider shall provide only data that is accurate, reliable and as 


complete and up-to-date as possible. 
 
4. The Data Provider shall provide only data that is requested by ISD in 


accordance with the terms of the Appendix. 
 
5. The Data Provider undertakes to ensure that data being sent to ISD meets an 


agreed level of validation prior to acceptance into the SDMD. The exact 
nature of this validation shall be agreed between ISD and the Data Provider 
prior to system activation. If the data fails validation, it will not be accepted 
into the SDMD. This data may be edited by the Data Provider until it passes 
validation, and will subsequently be accepted into the SDMD. 


 
6. The Data Provider shall ensure that “Initial Assessment” information as set out 


in the Appendix is sent to ISD within 4 weeks of the data being available. 
 
7. The Data Provider shall ensure that “Follow-up” information as set out in the 


Appendix is sent to ISD as soon as possible after data becomes available. 
 
8. The Data Provider shall ensure that, prior to transfer of data to ISD, the 


security of any client information requested by ISD is in line with the law and 
ISD’s requirements i.e. the terms of this Agreement in particular paragraph 3. 
Details of Confidentiality Guidelines for ISD Staff can be obtained from ISD 
upon request. 


 
9. The Data Provider shall ensure that reasonable measures are taken to preserve 


the security of the service-end of the ISD data collection system. This 
includes, but is not restricted to, management of user accounts, passwords and 
positioning of PCs likely to be involved in system use. 


 
10. The Data Provider shall ensure that when it first collects data from a Client 


that it complies with the Data Protection Act 1998 and provides the Client 
with a Fair Collection notice, as set out in paragraph 4.11 below. 


 
11. The Data Provider must give the following information to the Client on both 


its own and ISD’s behalf: 
 


i. The identity of the Data Provider who will act as Data Controller; 
 


ii. The purposes for which the Data Provider will be processing the data; 
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iii. The fact the data will be transferred to ISD, and that once transferred, 


ISD will be a Data Controller; 
 


iv. The purposes for which ISD shall process the Client’s data; 
 


v. Any other information which the Data Provider considers is appropriate 
to give to the Client to ensure that its processing of Client data is fair. 


 
12. The Data Provider shall undertake to ensure that only agreed methods of data 


transfer are used in the transfer of data to ISD. This includes two methods of 
electronic data submission – direct data entry and file upload facility. Both 
methods use a secure internet connection. A detailed outline of these methods 
can be obtained from ISD upon request. 


 
13. The Data Provider shall ensure that only trained staff members use the system 


for collecting data. 
 
14. The Data Provider shall be responsible for auditing and monitoring his/ her 


service’s compliance with this Agreement. In any event the Data Provider 
shall conduct an audit of his/ her service’s compliance with this Agreement on 
an annual basis. 


 
15. Any instances of non-compliance with this Agreement will be brought to the 


attention of ISD. The Data Provider must do this honestly, professionally, 
efficiently and promptly.  
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5.  ISD’s Commitments 
 
1. ISD recognises the importance of receiving information from Data Providers 


in line with the aims of the Data Provider and the law, and undertakes to co-
operate fully with the Data Provider within those parameters. 


 
2. ISD undertakes to comply with all current ISD protocols, including those 


concerning publication of data and preservation of anonymity. These include 
Confidentiality Guidelines for ISD Staff, Protocol for Handling Information 
Requests and Disclosure Control Procedures. For clarity, a copy of these can 
be obtained from ISD upon request. 


 
3. ISD undertakes to receive data from the Data Provider in the form set out in 


the Appendix 1. 
 
4. ISD shall only request data from the Data Provider in the form set out in the 


Appendix. 
 
5. ISD undertakes to accept only data that meets an agreed level of validation 


into the SDMD. The exact nature of this validation shall be agreed between 
ISD and the Data Provider prior to system activation. If the data fails 
validation, it will not be accepted into the SDMD. This data may be edited by 
the Data Provider until it passes validation, and will subsequently be accepted 
into the SDMD. 


 
6. ISD shall ensure that “Follow-up” notifications are sent to the Data Provider 4 


weeks prior to the due date for that follow-up data, to promote timely return of 
“Follow-up” data. 


 
7. ISD shall ensure that, post transfer, the security of any client information 


received by ISD is in line with the law and the Data Provider’s requirements. 
 
8. ISD shall ensure that reasonable measures are taken to preserve the security of 


the data collection system. This includes, but is not restricted to, management 
of user accounts, passwords and positioning of PCs likely to be involved 
within ISD in system use. 


 
9. ISD shall ensure that when it first registers the Data Provider, it will provide 


adequate guidance and information on legislation pertaining to the Data 
Protection Act 1998 to allow the Data Provider to meet its commitments as 
outlined in this Agreement. 


 
10. ISD shall ensure that every user or likely user of the SDMD receives adequate 


training in its operation and use, prior to using it. 
 
11. ISD shall be responsible for auditing and monitoring its compliance with this 


Agreement. In any event ISD shall conduct an audit of its compliance with this 
Agreement on an annual basis. 
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12. Upon receiving notification of non-compliance from a Data Provider pursuant 
to paragraph 4.15 above, ISD shall ensure that, where required, action is taken 
to avoid the recurrence of such non-compliance, which may include changes 
to procedures or security arrangements and further training. 


 
13. ISD shall ensure that the transfer of data between the Data Provider and ISD is 


facilitated by means which utilise industry standard technologies and which 
have been the subject of a third party risk analysis exercise prior to 
implementation of the SDMD system. 


 
14. ISD shall ensure that data submitted to ISD is hosted in a secure and 


controlled environment, which features industry standard technologies.  Prior 
to implementation of the SDMD, this environment and the technologies 
deployed have been the subject of a third party risk analysis exercise designed 
to ensure that they are fit for purpose in terms of providing appropriate levels 
of security and control. 
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6.  Glossary 
 
6.1 In this Agreement, including the Recitals and the Appendix hereto, the 


following expressions shall, unless otherwise specified or the context 
otherwise requires, have the following meanings: 


 
ADATs  means Alcohol and Drug Action Teams 


Agreement means this agreement together with the 
Appendix attached hereto. 


Client Information – the dataset(s) means the dataset as defined in the 
Appendix.   


Client means a person who attends the Data 
Provider in order to obtain treatment / 
support for either their problem drug 
use or their concerns about problem 
drug use. 


Data Provider means the party  who collects client 
information at source. 


Fair Collection Notice has the meaning ascribed to it in 
paragraph 4.11 of this Agreement. 


ISD means the Information Services 
Division – part of NHS National 
Services Scotland. 


parties means the Data Provider and ISD and 
“party” means either one of them. 


SDMD means the Scottish Drug Misuse 
Database 


Validation means a series of pre-determined 
programmed checks which are 
systematically run on data being 
submitted to the SDMD, to ensure data 
integrity, logic, consistency and 
completeness. 


 
6.2 In this Agreement unless otherwise specified or the context otherwise 


requires:- 
 


6.2.1 words importing the singular only shall include the plural and vice 
versa; 


 
6.2.2 reference in this Agreement to a statute or any secondary legislation 


shall be construed as a reference to that statue or secondary legislation 
as amended, re-enacted or extended at the relevant time; and  
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6.2.3 the headings in this Agreement are for convenience only and shall not 
effect their interpretation. 
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7. General 
 
7.1 This Agreement constitutes the entire understanding between the parties with 


respect to the subject matter hereof and supersedes any previous 
understandings, arrangements, representations, negotiations or agreements 
between the parties, provided that nothing in this clause shall have effect to 
exclude the liability of either party for fraud or fraudulent misrepresentation. 


 
7.2 This Agreement shall only be varied by the agreement in writing signed by or 


on behalf of a duly authorised representative of both parties. 
 
7.3 This Agreement shall be governed and construed in accordance with Scots law 


[and the parties agree to submit to the exclusive jurisdiction of the Scottish 
courts.]1 


 
IN WITNESS WHEREOF these presents consisting of this page and the preceding 8 
pages together with the Appendix are executed as follows: 
 
For and on behalf of the Common Services Agency  


Place ..........................................................  Date ..........................................................  


Signed by ..................................................  Witnessed by ............................................  


Print Name ................................................  Print Name ...............................................  


Designation ...............................................  Designation ..............................................  


 Address ....................................................  


..................................................................  


For and on behalf of [•   ]   


Place ..........................................................  Date ..........................................................  


Signed by ..................................................  Witnessed by ............................................  


Print Name ................................................  Print Name ...............................................  


Designation ...............................................  Designation ..............................................  


 Address ....................................................  


..................................................................  


                                                 
1 Delete the wording in brackets where the agreement is between 2 NHS organisations. Under the 
National Health Service (Scotland) Act 1978 (as amended) such agreements are “NHS contracts” and 
do not create legally enforceable rights and obligations. Any disputes arising are determined by 
reference to the Scottish Ministers not the courts. 
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This is the Appendix referred to in the foregoing Agreement between the Common 
Services Agency and [ ]  


 
Appendix 1 – SMR25 Datasets 
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While prescribing data is available at prescriber, dispenser and drug level from 1993 onwards, linkage at a patient level is only possible 


from 2009 onwards (completeness can vary depending on geography and drug). Information is available on all items dispensed within 


the community. 


For all pairs of fields below where there is a code and an associated description, it is recommended you request the code, with the 


description to be provided in a metadata file together with the data extract. This will help to minimise the file size, which can be very 


large for PIS extracts. 


A number of fields existing in PIS have been removed from this document, either because they are intended for internal use only, or 


because they are viewed as not suitable/useful for research. If however you cannot find what you want in the list below, please contact 


your Research Coordinator who will investigate whether the additional fields you require are possible.  







1. Prescriber - This class contains information about the prescriber 


1.1 Prescriber Location - Details relating to the location where the prescribing took place 


Name Description Format Comment Request 


Presc Location Type Code representing the type of location where the prescribing took place 5-8 characters   


CPCON Community Pharmacy Contractor 


DENPRA Dental Practice 


GPPRA GP Practice 


HOSPWARD Hospital Ward 


PPLOC Private Prescriber Location 


Presc Location Code Location code where the prescribing took place Five digit code   


LS Number of Patients Number of patients based on GP practice list size numerical   


List Size Age Band The age ranges at which patient totals can be viewed: 0-4, 5-14, 15-24, 
25-44, 45-64, 65-74, 75-84 and 85+ 


text field   


List Size Gender Description showing the gender of patients in list size text field   


Back to top 


1.2 Prescribing Individual - Details relating to the prescribing individual 


Name Description Format Comment Request 


Prescriber Type Code relating to the type of prescribing individual 2-4 character 
code 


  


Prescriber Type Description Type of prescribing individual Text string   


Prescriber Code Code to identify the prescribing individual. Codes are banded according 
to Health Board. 


Five digit code   


Prescriber Year of Birth Prescribing individual's year of birth (Format: YYYY). Four digits caution - query re accuracy  


Prescriber Sex Code representing the sex of the prescribing individual M or F caution - incomplete  


Prescriber Sub Type Code relating to the sub-type of prescribing individual 2-3 character 
code 


  


Prescriber Sub Type Description Sub-type of prescribing individual Text string   


Back to top 


  







2. Dispenser - This class contains information about the dispenser 


2.1 Dispenser Location - Details relating to the location where the dispensing took place 


Name Description Format Comment Request 


Disp Location Type Code representing the type of location where the dispensing took place 2 digit code   


CP Community Pharmacy 


DD Dispensing Doctor 


ED English Dispenser 


Disp Location Code Location code where the dispensing took place 4 digit code   


Back to top 


  







3. Patient – This class contains information about the patient 


3.1 Patient attributes 


Name Description Format Comment Request 


Pat Date of Birth Patient's Date of Birth. will vary 
according to 
PAC approval 


Can provide at level approved by 
PAC, e.g. year and month. Can be 
used to derive age groups. 


 


Pat Age (at prompted date) The age of patient (using the date of birth in Patient class) as at date 
defined by researcher 


number Can also be derived from date of 
birth. Can be grouped into age bands 
if requested for summary tables or 
required for disclosure reasons 


 


Pat Gender Code Code indicating a patient's gender, derived from CHI. 1 = Male, 2 = 
Female 


1 digit code   


Pat Gender Description Description of patient's gender Text field   


Pat Care Home Residency Flag Flag indicating if the patient is resident in a care-home (‘Y’, ‘N’) 1 character 
code 


This flag applies to all care homes, 
not just those for the elderly 


 


Back to top 


  







4. Geography/Organisation/Deprivation 


See ISD website for further details of the different geographical or organisational areas and codes. 


4.1 Geography 


Please select the geographical details below, and indicate which location you would like them in relation to: 


 Location in which the prescribing took place 


 Location in which the dispensing took place 


 The patient’s residence at time of prescribing 


Name Format Comment Prescriber 
geography 


Dispenser 
geography 


Patient 
geography 


Council Area Code 2 digit code     


Council Area Description Text string     


Datazone 9 character code     


Electoral Ward 4 digit code     


Electoral Ward Description Text string     


Local Government District 2 digit code     


Local Government District Description Text string     


Postcode Area First two characters e.g. AB The more detailed fields can be used to 
derive the less detailed. If possible please 
only select one option to reduce file size. 


   


Postcode District First four characters, e.g. AB10    


Postcode Sector First five characters, e.g. AB101    


Postcode 7 characters    


Scottish Constituency 2 digit code     


Scottish Constituency Description Text string     


UK Constituency 2 digit code     


UK Constituency Description Text string     


Urban Rural 1991 1 digit code     


Urban Rural 1991 Description Text string     


Back to top 


 


 


 



http://www.isdscotland.org/Products-and-Services/GPD-Support/Geography/





4.2 NHS Organisation 


Please select the NHS organisation details below, and indicate which location you would like them in relation to: 


 Location in which the prescribing took place 


 Location in which the dispensing took place 


 The patient’s residence at time of prescribing 


Name Format Comment Prescriber 
geography 


Dispenser 
geography 


Patient 
geography 


Note: Argyll and Clyde Health Board was dissolved in April 2006. Argyll and Bute was incorporated into Highland; Renfrew and Inverclyde was incorporated into Glasgow and Clyde. 


Health Board Nine-digit Code (14 Health Board 
configuration) 


Nine digit code     


Health Board Name Text string would recommend 9 character Health 
Board code to tie in with other datasets 


   


Note: CHPs were formed on 1st April 2006 and historic data from 1st April 2002 have been mapped to CHPs. This also applies to Sub CHPs. 


Community Health Partnership Code Nine digit code     


Community Health Partnership Name Text string     


Sub CHP Code Eleven digit code     


Sub CHP Name Text string     


Back to top 


4.3 Deprivation 


These variables only apply to the patient’s residence at time of prescribing. 


 4.3.1 Scottish Index of Multiple Deprivation (SIMD) 


The index is an area based measure, calculated at data zone level and has seven domains (income, employment, education, housing, health, crime and 


geographical access). These have been combined into an overall index. Please note that SIMD values may appear for records prior to 1999, however ISD 


recommendations are to use SIMD for trend analyses from 1999 onwards. For trend analyses back to 1991, use the 2001 census based Carstairs deprivation. 


For trend analyses back to before 1991, use the 1991 census based Carstairs deprivation. See the ISD website for further information. 


Please indicate which SIMD version you would like for each selected variable. 


 


 



http://www.isdscotland.org/Products-and-Services/GPD-Support/Deprivation/SIMD/





Note on change in ordering of quintiles and deciles 
Following the release of the SIMD 2009, ISD changed their ordering of quintiles and deciles to fit with the method that is used by the Scottish Government 
(SG). For SIMD 2009, SIMD 2012 and future releases, the method is now: 1 = MOST deprived, 5 or 10 = LEAST deprived 
 
 ISD analyses based on SIMD 2006 or SIMD 2004 will be left in their current format: 
 1 = LEAST deprived; 5 or 10 = MOST deprived.  
To avoid confusion, deprivation categories should always be fully labelled. For example, for SIMD 2012, 'decile 1 (most deprived)'… 'decile 10 (least 
deprived)'. 
For time trend analyses combining SIMD 2004/2006 with SIMD 2009/2012 it is important to treat all deciles and quintiles in the same way. SIMD 2004/2006 
deciles/quintiles should be reversed from 1=LEAST deprived, 5 or 10=MOST deprived to 1=MOST deprived, 5 or 10=LEAST deprived in order to keep the 
same convention for the deciles and quintiles throughout the analysis. 


 


Name Description Format SIMD version 


2004 2006 2009 2012 


SIMD Score The higher the score, the more deprived the area. 6 digits     


SIMD Scotland 
Quintile 


A categorisation which divides the Scottish population into five equal categories based on the 
range of SIMD scores so that 20% of the population falls into each quintile (population weighted). 
Quintile 1 is the most deprived, quintile 5 the least deprived. 


1 digit     


SIMD Scotland 
Decile 


A categorisation which divides the Scottish population into ten equal categories based on the 
range of SIMD scores so that 10% of the population falls into each decile (population weighted). 
Decile 1 is the most deprived, decile 10 the least deprived. 


2 digits     


SIMD Health Board 
Quintile 


A categorisation which divides the population of each Health Board into five equal categories 
based on the range of SIMD scores so that 20% of the population falls into each quintile 
(population weighted). Quintile 1 is the most deprived, quintile 5 the least deprived. 


1 digit     


SIMD Health Board 
Decile 


A categorisation which divides the population of each Health Board into ten equal categories 
based on the range of SIMD scores so that 10% of the population falls into each decile (population 
weighted). Decile 1 is the most deprived, decile 10 the least deprived. 


2 digits     


SIMD CHP Quintile A categorisation which divides the population of each CHP into five equal categories based on the 
range of SIMD scores so that 20% of the population falls into each quintile (population weighted). 
Quintile 1 is the most deprived, quintile 5 the least deprived. 


1 digit     


SIMD CHP Decile A categorisation which divides the population of each CHP into ten equal categories based on the 
range of SIMD scores so that 10% of the population falls into each decile (population weighted). 
Decile 1 is the most deprived, decile 10 the least deprived. 


2 digits     


SIMD Top 15% 
Marker 


A marker (1=yes, 0=no) to determine whether the data zone is amongst the top 15% 1 digit 
code 


    


SIMD Bottom 15% 
Marker 


A marker (1=yes, 0=no) to determine whether the data zone is amongst the bottom 15% 1 digit 
code 


    


Back to top 







4.3.2 The Carstairs Deprivation Index 


The Carstairs Deprivation Score is an area based measure, calculated at postcode sector level and is derived from four 1991/2001 census variables: 


overcrowding, male unemployment, social class and car ownership. See the ISD website for further information. 


Please indicate which Carstairs version you would like for each selected variable. 


Name Description Format Carstairs version 


1991 2001 


Carstairs Score The higher the score, the more deprived the area. 2 digits   


Carstairs Scotland Quintile A categorisation which divides the Scottish population into five equal categories based on the range of 
Carstairs deprivation scores so that 20% of the population falls into each quintile (population 
weighted). Quintile 1 is the least deprived, quintile 5 the most deprived. 


1 digit   


Carstairs Scotland Decile A categorisation which divides the Scottish population into ten equal categories based on the range of 
Carstairs deprivation scores so that 10% of the population falls into each decile (population weighted). 
Decile 1 is the least deprived, decile 10 the most deprived. 


2 digits   


Carstairs Health Board 
Quintile 


A categorisation which divides the population of each Health Board into five equal categories based on 
the range of Carstairs deprivation scores so that 20% of the population falls into each quintile 
(population weighted). Quintile 1 is the least deprived, quintile 5 the most deprived. 


1 digit 
Not available 


 


Carstairs Health Board 
Decile 


A categorisation which divides the population of each Health Board into ten equal categories based on 
the range of Carstairs deprivation scores so that 10% of the population falls into each decile 
(population weighted). Decile 1 is the least deprived, decile 10 the most deprived. 


2 digits 
Not available 


 


Carstairs Category The Deprivation Category is derived by dividing the Deprivation Score into seven categories, ranging 
from very high deprivation (category 7) to very low (category 1). The Scottish population is unevenly 
distributed between these seven categories with the middle range (3 & 4) holding a greater proportion 
than the extremes. 


1 digit  


Not available 


Back to top 


  



http://www.isdscotland.org/Products-and-Services/GPD-Support/Deprivation/Carstairs/





5. Scanned / DCVP - This class contains information about prescriptions processed through the Data Capture Validation Pricing 


(DCVP) system by Practitioner Services Division (PSD) 


5.1 Prescription Date 


This is available as prescribed, dispensed or paid date, as described below. Please indicate which date type you would like for each variable selected. 


 Prescribed time: If DCVP used an electronic message for payment purposes, then the actual date the MAS/AMS e-prescription was written will be 


stored. If DCVP did not use an electronic message then the prescribed date will be defaulted to be the same as the 'Paid Time'. The description of 


prescribed date is ‘The actual date the prescription was prescribed, plus 2 days’. 


 Dispensed time: If DCVP used an electronic message for payment purposes, then the actual date the MAS/AMS e-prescription was dispensed will be 


stored. If DCVP did not use an electronic message then the dispensed date will be defaulted to be the same as the 'Paid Time'. The description of 


dispensed date is ‘The actual date the prescription was dispensed, plus 14 days’. 


 Paid time: This class contains information about when prescription items were processed through the Data Capture Validation Pricing (DCVP) system 


by Practitioner Services Division (PSD). The description of paid date is ‘The date on which the prescription item was processed by DCVP (always the 


last day of the month)’. 


Name Format Comment Date type 


Prescribed Dispensed Paid 


Date will vary according to 
PAC approval 


Can provide at level approved by PAC, e.g. full or just year and month. 
Can be used to derive higher level time periods, e.g. quarters, years. 


   


Calendar Year YYYY can also be derived from date    


Calendar Quarter 1 digit 1 to 4 e.g. 1 = 
January to March 


can also be derived from date    


Calendar Quarter Month Range mmm - mmm e.g. Jan - 
Mar 


can also be derived from date    


Calendar Month No 1 - 2 digits 1 to 12 e.g. 
1 = January 


can also be derived from date    


Calendar Month Name mmmm e.g. January can also be derived from date    


Calendar Month and Year MM YYYY e.g. 12 2011 can also be derived from date    


Financial Year YYYY e.g. 2010 = 
financial year 2010/11 


can also be derived from date    


Financial Year Name (starting 1
st


 April)  YYYY/YYYY+1 e.g. 
2010/2011 


can also be derived from date    


Financial Quarter 1 digit 1 to 4 e.g. 1 = 
April to June 


can also be derived from date    







Name Format Comment Date type 


Prescribed Dispensed Paid 


Financial Quarter Month Range mmm - mmm e.g. Jan - 
Mar 


can also be derived from date    


Financial Month 1 - 2 digits 1 to 12 e.g. 
1 = April 


can also be derived from date    


Back to top 


5.2 Prescribable Item 


5.2.1 BNF - British National Formulary Drug Codes 


Name Description Format Comment Request 


PI BNF Item Code A 15 digit code. The first seven digits are allocated according to the 
categories in the BNF and the last 8 digits represent the medicinal 
product, form, strength and the link to the generic equivalent product 


15 character 
code 


  


PI BNF Chapter Code The chapter in which the drug appears in the latest edition of the BNF characters 1-2 
of the BNF 
Item Code 


  


PI BNF Chapter Description The chapter in which the drug appears in the latest edition of the BNF Text string   


PI BNF Section Code The section in which the drug appears in the latest edition of the BNF characters 1-4 
of the BNF 
Item Code 


can be used to derive BNF chapter  


PI BNF Section Description The section in which the drug appears in the latest edition of the BNF Text string   


PI BNF Sub Section Code The sub-section in which the drug appears in the latest edition of the 
BNF 


characters 1-6 
of the BNF 
Item Code 


can be used to derive BNF chapter 
and section 


 


PI BNF Sub Section Description The sub-section in which the drug appears in the latest edition of the 
BNF 


Text string   


PI BNF Paragraph Code The paragraph in which the drug appears in the latest edition of the BNF 1-7 of the BNF 
Item Code 


can be used to derive BNF chapter, 
section and subsection 


 


PI BNF Paragraph Description The paragraph in which the drug appears in the latest edition of the BNF Text string   


PI BNF Item Description Drug item description as it appears in the latest edition of the BNF, 
detailing the product name, formulation and strength 


Text string   


PI BNF Root Drug Description Drug item description as it appears in the latest edition of the BNF, 
detailing the chemical substance 


Text string   
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5.2.2 Prescribable Item Details - Information relating to the prescribable item 


Name Description Format Comment Request 


PI Approved Name Drug item's approved name as it appears in the latest edition of the BNF text string chemical name only - brand name 
found under Prescribable item name 


 


PI Controlled Drug Schedule Drug item's controlled drug classification text string   


PI Borderline Item Code Code representing drug item's borderline status 2 digit code for further information see the PSD 
website 


 


PI Borderline Item Description Description detailing drug item's borderline status text string  


PI Charge Type Code Numeric code representing the charge payable by a patient for the drug 
item 


1 digit code   


PI Charge Type Description Description of the charge payable by a patient for the drug item text string   


PI Drug Formulation Drug item formulation e.g. CREAM, DROPS, TABS etc. text string   


PI Item Strength / UOM Prescribable item's strength and units of measure, e.g. 1.2 MG, 1G, 160 
MG/ML etc. 


text string   


PI Prescribable Item Name The name of the prescribable item (can be generic or proprietary) text string   


PI Item Description Detail required in addition to name, formulation and strength to identify 
a preparation, e.g. 'Effervescent' 


text string   


PI Product Description Additional detail about the item such as flavour of nutritional 
supplements or sizes of appliances, e.g. apple 100ml, beige 50mm 


text string   


PI Prescribable Item Type Code identifying whether the item is a drug or appliance 1 character 
code 


  


PI Daily Dose Conversion Factor by which the quantity should be divided to give the number of 
Defined Daily Doses 


number • please advise if you require this for 
one drug, a group of drugs, or all 
prescribing 
• please advise if you would like 
DDDs calculated as well as/instead of 
receiving the DDD conversion factor, 
and whether they should relate to 
the prescribed/dispensed/paid 
quantity 
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5.2.3 Indicators 


Name Description Format Comment Request 


The fields below list pre-existing indicators/flags. However, other flags can be derived if required. 


PI Oxygen Flag Flag indicating an Oxygen Item Y/N   


CFC Free Indicator Identifies if item is ChlorofluroCarbon free (inhalers only) Y/N   


Combination Indicator Identifies if the item is a mixture Y/N   


Contraceptive Indicator Identifies if the item is a contraceptive Y/N   


Enteric Coated Indicator Identifies if the item is enteric coated Y/N   



http://www.psd.scot.nhs.uk/professionals/pharmacy/ACBS_List.html

http://www.psd.scot.nhs.uk/professionals/pharmacy/ACBS_List.html





Name Description Format Comment Request 


Gluten Free Indicator Identifies if item is gluten free Y/N   


Liable To Misuse Indicator Indicates whether a drug is liable for misuse Y/N   


Low Protein Indicator Identifies if item is low protein Y/N   


Reconstituted Indicator Identifies if item is reconstituted Y/N   


Refill Indicator Identifies if item is a refill Y/N   


Sugar Free Indicator Identifies if item is sugar free Y/N   


Wheat Free Indicator Identifies if item is wheat free Y/N   


Back to top 


5.3 Form Type - Prescription form types 


Name Description Format Comment Request 


Form Type Code Unique Form Type code, e.g. GP10, GP10a, GP64a etc. 3-5 character 
code 


  


Form Type Description Unique Form Type description, e.g. Declaration Form - CP, GP Standard 
Prescription Form, Hospital Form, etc. 


text string   


Back to top 


5.4 Exemption Type - Exemption types associated with prescription form 


Name Description Format Comment Request 


Exemption Identifier Exemption category as listed on the back of a prescription form 1 character 
code 


Incomplete after the abolition of 
prescription charges (April 2011). 
Please note while more than one 
exemption category may apply/been 
ticked on the form, only one will be 
recorded here. 


 


Exemption Type Code Exemption code captured from back of prescription form. 2 digit code  


Exemption Type Description Exemption Type Description captured from back of prescription form. text string  


Back to top 


5.5 Prescribed/Dispensed/Paid Items - This class contains measures and flags relating to prescribed, dispensed or paid information 


Please indicate for each variables selected whether you would like it related to prescribed, dispensed or paid information. Paid means those items for which 


the dispenser was paid by PSD. 


Name Description Format Comment Item type 


Prescribed Dispensed Paid 


Service Flag Flag to indicate under what service under the new 
pharmacy contract the prescription form belongs. 


1-4 
character 
code 


    


A AMS Electronic Prescription 


C CMS Electronic Prescription 


CPUS Urgent Supply of Medicines 







Name Description Format Comment Item type 


Prescribed Dispensed Paid 


HSV Healthy Start Vitamins 


M MAS Electronic Prescription 


N Paper Prescription 


PHS Public Health Service 


Sub Service Flag Flag to indicate under what sub service under the new 
pharmacy contract the prescription form belongs. For 
those services which are not subdivided, the sub service 
flag will have the same entry as the service flag. 


1-4 
character 
code 


    


A AMS Electronic Prescription 


C CMS Electronic Prescription 


CPUS Urgent Supply of Medicines 


EHC Emergency Hormonal Contraception 


GFF Gluten Free Foods 


HSV Healthy Start Vitamins 


M MAS Electronic Prescription 


N Paper Prescription 


NRT Nicotine Replacement Therapy 


SH Sexual Health 


Patient Age at 
Prescribed/Dispensed/Paid 
Date 


The age of the Patient when the prescription was 
prescribed/dispensed/paid. 


number Could also be derived using date of 
birth. Can be grouped into age bands if 
requested for summary tables or 
required for disclosure reasons. 


   


Number of Items Count of the prescription items number only of use in summary tables    


Quantity Quantity of drug/appliance. Quantity 
prescribed/dispensed/paid may differ. 


number     


Paid GIC excl. BB Paid Gross Ingredient Cost (excluding claims for broken 
bulk) 


number  Not 
available 


 
 


Number of dispensings Number of times a dispensing was made for the item 
dispensed (multiple dispensings can take place where 
instalment dispensings were made for patient, or where 
the item is short life) 


number  
Not 


available 


 
Not 


available 


Dummy Dispensed 
Description 


Description denotes free text manually keyed. It only 
applies to drugs with approved names 'Dummy' and 
'Dummy Rejected'. Dispensed data is available from 
June 2010, Paid data is available from October 2011. 


text field  
Not 


available 
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6. Prescription Summaries - Details from 1992 until March 2004. Only summaries are available - CHI was not captured in this 


time period so the data is not linkable. 


6.1 Prescription Summaries measures 


Name Description Format Comment Request 


Prescriber Code Unique code to identify a prescriber. Codes are banded according to 
Health Board. 


5 digit code   


Paid Gic Excl Bb Paid Gross Ingredient Cost (excluding claims for broken bulk) number   


Paid Quantity Quantity of drug/appliance paid. May be different from what was 
prescribed or dispensed. 


number   


No Defined Daily Doses The number of defined daily doses dispensed based on a yearly update 
from the business authority in England 


number   


Number of dispensings Number of times a dispensing was made for the item dispensed 
(multiple dispensings can take place where instalment dispensings were 
made for patient, or where the item is short life) 


number   


Number of paid items Count of the prescription items paid number only of use in summary tables  
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6.2 Prescription Summaries Time objects 


Name Description Format Comment Request 


PST Date The date on which the prescription item was processed by DCVP 
(always the last day of the month) 


will vary 
according to 
PAC approval 


Can provide at level approved by 
PAC, e.g. full or just year and month. 
Can be used to derive higher level 
time periods, e.g. quarters, years. 


 


PST Calendar Year The calendar year in which the prescription item was processed by 
DCVP 


YYYY can also be derived from date  


PST Calendar Quarter The calendar quarter in which the prescription item was processed by 
DCVP 


1 digit 1 to 4 
e.g. 1 = 
January to 
March 


can also be derived from date  


PST Quarter Month Range The calendar quarter in which the prescription item was processed by 
DCVP 


mmm - mmm 
e.g. Jan - Mar 


can also be derived from date  


PST Calendar Month No The calendar month in which the prescription item was processed by 
DCVP 


1 - 2 digits 1 
to 12 e.g. 1 = 
January 


can also be derived from date  


PST Calendar Month Name The month in which the prescription item was processed by DCVP mmmm e.g. 
January 


can also be derived from date  







Name Description Format Comment Request 


PST Calendar Month and Year The month and year in which the prescription item was processed by 
DCVP 


MM YYYY e.g. 
12 2011 


can also be derived from date  


PST Financial Year The financial year (starting 1st April) in which the prescription item was 
processed by DCVP 


YYYY e.g. 2010 
= financial 
year 2010/11 


can also be derived from date  


PST Financial Year Name The year (starting 1st April) in which the prescription item was 
processed by DCVP 


 YYYY/YYYY+1 
e.g. 
2010/2011 


can also be derived from date  


PST Financial Quarter The financial year (starting 1st April) quarter in which the prescription 
item was processed by DCVP 


1 digit 1 to 4 
e.g. 1 = April 
to June 


can also be derived from date  


PST Financial Quarter Month Range The financial year (starting 1st April) quarter in which the prescription 
item was processed by DCVP 


mmm - mmm 
e.g. Jan - Mar 


can also be derived from date  


PST Financial Month The financial year (starting 1st April) month in which the prescription 
item was processed by DCVP 


1 - 2 digits 1 
to 12 e.g. 1 = 
April 


can also be derived from date  
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7. Electronic Messaging - This class contains information about electronic messaging (e-messaging) 


7.1 e-Prescribed Items - from April 2009 onwards. Only available where the prescription has an ePrescribed message 


Name Description Comment Request 


ePR Native Dose Instructions Instructions for the use of the native drug prescribed; dose frequency 
and description. 


Free text in the raw data, however as this has been 
shown to contain disclosive information in some 
cases, this field must undergo Natural Language 
Processing to be translated into variables containing 
dose, unit and frequency. 


 


ePR time fields Fields showing ePrescribed time and drug details are available but not listed here. It is recommended you request these fields 
from the DCVP class unless you only require prescribing data on items that were electronically prescribed.  


 


ePR drug fields  


 


7.2 e-Dispensed Items - from December 2009 onwards. Only available where the prescription has an eDispensed message. 


Name Description Comment Request 


eDI Dispensed Dose Instructions Instructions for use for the drug dispensed providing dose frequency 
and dose description. Can be amended by Dispenser. 


Free text in the raw data, however as this has been 
shown to contain disclosive information in some 
cases, this field must undergo Natural Language 
Processing to be translated into variables containing 
dose, unit and frequency. 


 


eDI Presc Native Dose Instructions Instructions for the use of the native drug prescribed; dose frequency 
and description. 


 


eDI time fields Fields showing ePrescribed time and drug details are available but not listed here. It is recommended you request these fields 
from the DCVP class unless you only require prescribing data on items that were electronically dispensed.  


 


eDI drug fields  
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 SMR11 1975 - 1979 


   PRE-COPPISH SMR11 1975–1979:  Linked Database Layout 
 
File Source : ASCII (SDF) 
File Location :  
Contact : Kevin Greig 
 
 
Position 


From 
Position 


To 
Field Name Description Values/Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 SORT DATE 1  Date in the format 


CCYYMMDD 
17 24 SORT DATE 2  Date in the format 


CCYYMMDD 
25 27 RECORD TYPE         Type of record 11A = SMR11 1975 – 1979 
28 35 ACCESSION NUMBER A unique reference number applied to 


each input record prior to linkage. 
The lowest record accession number in 
each linked group is used as the groups 
link number (personal identifier). 
If a record is relinked it will be given a 
new record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD IDENTIFIER     Unique record identifier 8 digit numeric code. 
44 47 SURNAME SOUNDEX CODE         Compressed form of surname given by 


the Soundex/NYSIIS algorithm 
Four digit alpha-numeric code in 
the format ANNN 


48 51 MAIDEN NAME SOUNDEX CODE     Compressed form of maiden name given 
by the Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in 
the format ANNN 


52 59 DATE OF BIRTH  Patients date of birth.  This is to aid in 
the sorting of the catlink file. 


Date in the format 
CCYYMMDD 


60 63 COMMON UNIT CODE             Code which allows the matching of 
Postcodes to Parish codes 


4 digit integer 


64 64 SORT MARKER                  Aid in the sorting of the catalog file. 0 = SMR2/02 
1 = All other Record Types. 







 SMR11 1975 - 1979 


Position 
From 


Position 
To 


Field Name Description Values/Format 


65 72 DATE OF LINKAGE              Date record last linked to the file Date in the format 
CCYYMMDD 


73 78 ONE PASS LINK WEIGHT (SCORE) Score at which the record was linked to 
the catalog 


6 digit real number 


79 80 PREGNANCY MARKER               
81 82 BABY MARKER                    
83 83 SUSPICISOUS GROUP MARKER  0 = Never been relinked 


1 = Relinked once 
2 = Relinked Twice (or more) 


84 84 RELINK MARKER This field should always be zero on the 
analysis catalog. 


0 = Record not to be relinked 
1 = Record to be relinked 


85 100 FOR FUTURE USE Reserved for future MRL use  Blank 
101 105 HOSPITAL CODE  
106 113 DOB  
114 123 CRN  
124 133 MAT CRN  
134 138 MAT HOSP  
139 150 SURNAME  
151 151 BLOOD GROUP   
152 152 COOMBS  
153 158 CONSULTANT/GP  
159 159 FOETAL DISTRESS   
160 160 PLACE OF BIRTH  
161 162 ESTIMATED GESTATION  
163 163 APGAR @1  
164 164 APGAR @5  
165 166 TIME TO 1ST BREATH  
167 168 TIME TO ESTABLISH RESPIRATION  
169 169 RESUSCITATION  
170 173 BIRTHWEIGHT   
174 174 NUMBER OF BIRTHS   
175 175 BIRTH ORDER   







 SMR11 1975 - 1979 


Position 
From 


Position 
To 


Field Name Description Values/Format 


176 176 SEX   
177 179 OFC   
180 181 CROWN HEEL   
182 183 CROWN RUMP   
184 184 UMBILICAL VESSELS   
185 186 GESTATION BY ASSESSMENT   
187 187 GUTHRIE   
188 188 BCG   
189 189 SCBU   
190 190 INFECTION   
191 191 GENERAL BEHAVIOUR (FILLER 1977 – 1979)   
192 192 CYANOSIS (CENTRAL)   
193 193 OEDEMA   
194 194 CONVULSIONS   
195 195 RECURRENT APNOEA   
196 196 ASSISTED VENTILATION   
197 197 FEEDING DIFFICULTY   
198 198 VOMITING   
199 199 DIARRHOEA   
200 200 JAUNDICE   
201 201 FEED ON DISCHARGE   
202 202 CONDITION ON DISCHARGE   
203 204 AGE AT DISCHARGE   
205 208 DISCHARGE WEIGHT   
209 214 DIAGNOSIS 1   
215 220 DIAGNOSIS 2   
221 226 DIAGNOSIS 3   
227 232 DIAGNOSIS 4   
233 238 DIAGNOSIS 5   
239 244 DIAGNOSIS 6   







 SMR11 1975 - 1979 


Position 
From 


Position 
To 


Field Name Description Values/Format 


245 250 DIAGNOSIS 7   
251 256 DIAGNOSIS 8   
257 262 DIAGNOSIS 9   
263 268 DIAGNOSIS 10   
269 272 OPERATION 1   
273 276 OPERATION 2   
277 277 FOLLOW UP   


 
The following fields are transitional linkage items that will not be required on the final analysis file. 
Position 


From 
Position 


To 
Field Name Description Values/Format 


278 283 SURNAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
284 289 MAIDEN NAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
290 297 INTERNAL LINK NUMBER  Sequential 8 digit numeric code. 


298 303 
INTERNAL LINK SCORE Score at which the record was internally  


linked. 
6 digit real number 


 









 SMR11 1980 - 1991 


   PRE-COPPISH SMR11 1980–1991:  Linked Database Layout 
 
File Source : ASCII (SDF) 
File Location :  
Contact : Kevin Greig 
 
 
Position 


From 
Position 


To 
Field Name Description Values/Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 SORT DATE 1  Date in the format 


CCYYMMDD 
17 24 SORT DATE 2  Date in the format 


CCYYMMDD 
25 27 RECORD TYPE         Type of record 11B = SMR11 1980 – 1991 
28 35 ACCESSION NUMBER A unique reference number applied to 


each input record prior to linkage. 
The lowest record accession number in 
each linked group is used as the groups 
link number (personal identifier). 
If a record is relinked it will be given a 
new record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD IDENTIFIER     Unique record identifier 8 digit numeric code. 
44 47 SURNAME SOUNDEX CODE         Compressed form of surname given by 


the Soundex/NYSIIS algorithm 
Four digit alpha-numeric code in 
the format ANNN 


48 51 MAIDEN NAME SOUNDEX CODE     Compressed form of maiden name given 
by the Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in 
the format ANNN 


52 59 DATE OF BIRTH  Patients date of birth.  This is to aid in 
the sorting of the catlink file. 


Date in the format 
CCYYMMDD 


60 63 COMMON UNIT CODE             Code which allows the matching of 
Postcodes to Parish codes 


4 digit integer 


64 64 SORT MARKER                  Aid in the sorting of the catalog file. 0 = SMR2/02 
1 = All other Record Types. 







 SMR11 1980 - 1991 


Position 
From 


Position 
To 


Field Name Description Values/Format 


65 72 DATE OF LINKAGE              Date record last linked to the file Date in the format 
CCYYMMDD 


73 78 ONE PASS LINK WEIGHT (SCORE) Score at which the record was linked to 
the catalog 


6 digit real number 


79 80 PREGNANCY MARKER               
81 82 BABY MARKER                    
83 83 SUSPICISOUS GROUP MARKER  0 = Never been relinked 


1 = Relinked once 
2 = Relinked Twice (or more) 


84 84 RELINK MARKER This field should always be zero on the 
analysis catalog. 


0 = Record not to be relinked 
1 = Record to be relinked 


85 100 FOR FUTURE USE Reserved for future MRL use  Blank 
101 104 Year of Birth  
105 109 Hospital Code  
110 117 Date of Birth  
118 127 Case Reference Number  
128 128 Trans Type  
129 138 Maternal Reference Number  
139 150 Surname   
151 157 Postcode  
158 158 Infant Blood Group  
159 159 Coombs Test   
160 166 Consultant Number  
167 167 Foetal Distress  
168 168 Place of Birth  
169 170 Gestation (by Dates)  
171 171 Apgar Score at 1 minute  
172 172 Apgar Score at 5 minutes  
173 174 Time to First Breath  
175 176 Time to Establish Respiration   
177 177 Resuscitation   
178 181 Birthweight   







 SMR11 1980 - 1991 


Position 
From 


Position 
To 


Field Name Description Values/Format 


182 182 Number of Births this Pregnancy   
183 183 Birth Order   
184 184 Sex   
185 187 OFC   
188 189 Length (crown to heel)   
190 191 Length (crown to rump)   
192 192 Number of Umbilical Vessels   
193 194 Gestational Age (by Score)   
195 195 Guthrie Test   
196 196 BCG   
197 197 Transfer within Hospital - 1   
198 198 Transfer within Hospital - 2   
199 200 Number of Days in SCBU   
201 201 Jaundice   
202 202 Infection   
203 203 Significant Hypotonia   
204 204 Cyanosis (Central)   
205 205 Oedema   
206 206 Convulsions   
207 207 Recurrent Apnoea   
208 208 Assisted Ventilation   
209 209 Feeding Difficulty   
210 210 Vomiting   
211 211 Diarrhoea   
212 216 Transfer 1 - Receiving Hospital Code   
217 226 Case Reference Number   
227 233 Consultant Number   
234 241 Date Admission   
242 242 Admitted to    
243 244 Number of Days in SCBU   







 SMR11 1980 - 1991 


Position 
From 


Position 
To 


Field Name Description Values/Format 


245 249 Transfer 2 - Receiving Hospital Code   
250 259 Case Reference Number   
260 266 Consultant Number   
267 274 Date of Admission   
275 275 Admitted To   
276 277 Number of Days in SCBU   
278 278 Feed (on Discharge)   
279 279 Condition (on Discharge)   
280 280 Discharge to (Final)   
281 284 Weight (at Discharge)   
285 292 Date of Discharge   
293 298 Diagnosis 1   
299 304 Diagnosis 2   
305 310 Diagnosis 3   
311 316 Diagnosis 4   
317 322 Diagnosis 5   
323 328 Diagnosis 6   
329 334 Diagnosis 7   
335 340 Diagnosis 8   
341 346 Diagnosis 9   
347 352 Diagnosis 10   
353 356 Operation 1   
357 360 Operation 2   
361 361 Follow up   
362 365 Batch Number   
366 368 Age   
369 370 Health Board  of Treatment   
371 372 Health Board  of Residence   
373 374 Local Government District   


 







 SMR11 1980 - 1991 


The following fields are transitional linkage items that will not be required on the final analysis file. 
Position 


From 
Position 


To 
Field Name Description Values/Format 


375 380 SURNAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
381 386 MAIDEN NAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
387 394 INTERNAL LINK NUMBER  Sequential 8 digit numeric code. 


395 400 
INTERNAL LINK SCORE Score at which the record was internally  


linked. 
6 digit real number 
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The Uses of Statistics on Prescribing in Scotland 
 
1. Purpose 
 
This note describes the main ways in which users access and use statistics produced 
by ISD on prescribing and dispensing in the community in Scotland. This forms part 
of the response to assessment of these statistics by the UK Statistics Authority, 
published in their Assessment Report (1).  ISD were required as part of this 
assessment to publish relevant information and assumptions on the use of 
prescribing statistics in line with the Code of Practice for Official Statistics (2). 
 
2. Prescribing Statistics 
 
Prescribing and dispensing statistics published by ISD are sourced from a central 
administrative payment system set up to ensure reimbursement of dispensing 
contractors such as pharmacists on a national scale.  Contractors are reimbursed on 
behalf of NHS Boards for the drugs and medicines which they dispense from 
prescription for the NHS.  
 
Practitioner Services Division (PSD), a sister division of ISD within NHS National 
Services Scotland (NSS), is responsible for administering this system and the data 
generated from this system are provided to ISD, on a monthly basis after payment is 
complete, for secure storage, processing, analysis and dissemination.   
 
ISD use this data in pursuit of its core functions which are laid out within the 
legislation covering the functions of NSS (i.e. Common Services Agency) passed by 
the Scottish Parliament (3).   
 
In particular this covers providing information, advice and support to Scottish 
Ministers and NHS Boards and their service partners, and facilitating academic 
research.  Therefore ISD supports core users in the Scottish Government and NHS 
Boards to access prescribing and dispensing statistics, analysis and intelligence 
through normal business planning processes.   
 
In addition NSS is recognised in legislation passed by the Scottish Parliament as a 
producer of Official Statistics in Scotland (4). Therefore ISD works to ensure that the 
provision of prescribing statistics meets the requirements within the Code of Practice 
for Official Statistics, particularly in relation to user needs (Principle 1 and Protocol 1 
of the Code). 
 
 
3. Accessing information 
 
Core users of prescribing and dispensing statistics, i.e. Scottish Government and 
NHS Boards and their primary care contractors, tend to access statistics principally in 
the form of routine and adhoc management data – this is data analysis provided 
directly for purposes of planning, managing and monitoring the prescribing of 
medicines and for policy development.  This can take several forms, e.g. : 
 


 Routine management reports issued monthly, quarterly or annually; 


 Bespoke data extractions and analyses; 


 Direct access for NHS Boards to centrally held data on prescribing and dispensing 
for their areas using a web-based reporting system (PRISMS). 


 



http://www.prismsweb.scot.nhs.uk/
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Bona fide academic researchers access ISD prescribing data as part of collaborative 
research projects with ISD as partners or by requesting bespoke data extractions or 
data linkages for specific research projects.  Access to data in this way is strictly 
controlled under ISD Confidentiality policy (5). 
 
There are a number ways for other users to access prescribing data held by ISD and 
different levels of access. These can be summarised as follows: 
 
a) Published information – published routinely on the ISD website here, freely 
available to all for use under the general copyright conditions. In addition, ISD 
provide data for other official statistics publications at a UK level in particular: 
 


 UK Health Statistics  


 Annual Abstract of Statistics  


 Regional Trends 
 
b) Published responses to Parliamentary Questions, available via the Scottish 
Parliament website here.  
 
c) Indicators on Scottish neighbourhood Statistics  
 
d) Published responses to specific Freedom of Information Requests published here   
 
e) Information Requests – data not in the public domain can be requested as a 
formal information request (see here).  
 
4. Uses of Prescribing data  
 
As a unique, complete and high quality source of information on prescribing in 
Scotland, the uses of this data are many.  Prescription drugs are one of the most 
common forms of treatment in the NHS and the majority of the population of Scotland 
are in receipt of prescription drugs at any point of time. These statistics also cover 
expenditure in excess of £1 billion and around 15% of the total NHS general revenue 
allocation in Scotland. There is therefore strong interest from the Scottish 
Government and NHS service providers for information to ensure the clinical and 
cost effectiveness of these treatments.  Prescribing data are also in demand for 
medical research such as clinical trials and epidemiology.   
 
The broad uses of prescribing and dispensing statistics are described below with 
presentation informed by guidance provided the UK Statistics Authority in their 
monitoring brief on the Use Made of Official Statistics (6).  
 
4.1 Policy development 
 
Prescribing data are used by the Scottish government for policy development. The 
Scottish Government Health Directorate (SGHD) are responsible for developing and 
monitoring the policy on Pharmaceutical Services within the NHS in Scotland.  In 
doing this they often negotiate with professional bodies, for example the British 
Medical Association representing GPs, and Community Pharmacy Scotland 
representing community pharmacists.  Prescribing data are used by the SGHD for 
purposes of policy and contract development for example: 
 


 Negotiating and implementing the Pharmaceutical Services contract 


 Setting dispensing fees and charges  



http://www.isdscotland.org/Health-Topics/Prescribing-and-Medicines/

http://www.isdscotland.org/Copyright.asp

http://www.statistics.gov.uk/statbase/Product.asp?vlnk=6637

http://www.statistics.gov.uk/StatBase/Product.asp?vlnk=94

http://www.statistics.gov.uk/regionaltrends/

http://www.scottish.parliament.uk/business/pqa/index.htm

http://www.sns.gov.uk/default.aspx

http://www.nhsnss.org/pages/corporate/disclosure_log.php

http://www.isdscotland.org/About-ISD/Information-Requests/
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 Setting the reimbursement prices of drugs in the Scottish Drug Tariff. 


 Abolition of prescription charges 


 Specific policy reviews, e.g. stoma appliances 
 
Regular information on the policies and fees that have been implemented can be 
found in the form of SGHD circulars and letters here. 
 
SGHD are also responsible for setting overall policy for the NHS in Scotland and 
including high level performance targets such as the National Performance 
Framework and HEAT targets (see here).  Prescribing data are shared with the 
Scottish Government for the development of general policy and targets for example 
in the areas of mental health (e.g. use of antidepressants, public health (e.g. smoking 
cessation treatments) and drug misuse (e.g. methadone treatment for opiate 
dependence). 
 
4.2 Policy monitoring 
 
NHS Boards are responsible for implementing and monitoring policy within their own 
geographical areas. They ensure pharmaceutical services are available to their 
resident populations including certain locally negotiated services, e.g. for example 
methadone supervision.   
 
Data is shared with SGHD and NHS Boards to monitor the progress of policies and 
contracts, for example: 
 


 Routine financial reports on dispensing and prescribing costs and volumes; 


 Forecasting of year end prescribing expenditure relative to budgets; 


 Pharmacy discount survey to inform discounts applied to drug reimbursement 
costs; 


 Uptake of Pharmaceutical Services, e.g. Minor Ailments Service, Chronic 
Medication Service. 


 Financial savings due to drug price changes, e.g. Prescription Price 
Regulation Scheme. 


 
 
4.3. Resource Allocation 
 
The annual setting of the global sum (financial allocation) for Pharmaceutical 
Services by SGHD, e.g. dispensing fees, is informed each year by dispensing data 
and analysis provided by ISD.   
 
The SGHD are also responsible for setting overall budgets for NHS Boards 
expenditure each year, known as resource revenue limits (7). This includes the 
reimbursement cost of drugs and medicines dispensed in the community. Historic 
prescribing data are used to determine trends in prescribing costs at GP practice 
level used to predict future needs as part of the NHSScotland resource Allocation 
Committee Formula (8). The annual updates of these predicted prescribing cost needs 
are published at GP practice level on the ISD website here. 
 
Prescribing data are also used to inform and update local resource allocation 
formulae that NHS Boards to use to set their own prescribing budgets to GP 
practices in their area.  
 
 



http://www.isdscotland.org/Health-Topics/Prescribing-and-Medicines/Scottish-Drug-Tariff/

http://www.sehd.scot.nhs.uk/

http://www.scotland.gov.uk/About/scotPerforms

http://www.isdscotland.org/Health-Topics/Finance/Resource-Allocation-Formula/
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4.4. NHS management 
 
Practitioner Services Division within NSS are responsible for paying dispensing 
contractors on behalf of NHS Boards.  Prescribing data are used to inform payments 
in certain circumstances, e.g. determining the fee bands of contractors based on the 
level of recent dispensed volumes, or adjustments and corrections to payments 
already made. 
 
Users of prescribing data within NHS Boards broadly fall into three distinct groups :- 
 


 Medicines management and prescribing advisor teams 


 Financial and primary care contracting 


 Health information specialists and Public health 
 
NHS Boards use a wide range of prescribing data to manage the prescribing and 
dispensing activity in their areas, both from a clinical and cost effectiveness point of 
view.  They access this through routine management reports issued by ISD and by 
direct access to detailed prescribing information for GP practices in their area using 
the PRISMS system. 
 
ISD host, maintain and manage the PRISMS system which is fed with monthly 
prescribing data from the national prescribing database and can be accessed from a 
web-based front end.  PRISMS provides information in the form of pre-canned 
reports that can be downloaded and refreshed and allows users to create their own 
bespoke reports through a querying tool.  It has in excess of 1000 registered users in 
the NHS.  Boards use PRISMS in particular to monitor the cost effectiveness and 
quality of  prescribing often through the development of a basket of local prescribing 
indicators which are monitored and reviewed with GP practices.  Community Health 
Partnerships and GPs also have access to PRISMS to monitor prescribing activity in 
their area and benchmark against national trends.   
 
The Quality and Outcomes Framework (QOF) is part of the contract between the 
NHS and GPs to incentivise quality of care in primary care. Changes to the QOF in 
2011-12 has seen the introduction of payment incentives for GPs improving the 
efficiency of prescribing in comparison with the national upper quartile of 
performance for specific indictors (e.g. use of low cost statins).  Prescribing data from 
ISD supports Boards in the development and monitoring of performance against 
these indicators.  
 
Prescribing data are also used for benchmarking purposes to allow GP practices and 
NHS Boards to compare the volume and cost of drugs with other areas.  Prescribing 
data are included within specific benchmarking dashboard systems which have been 
developed for primary care service providers including the Navigator system 
(maintained by ISD) and QOF Data Analyser (maintained by the University of 
Dundee). 
 
Other Special Health Boards also use prescribing information, in particular NHS 
Health Improvement Scotland, for evaluating and auditing the quality of care and 
national clinical guidance.  
 
Scottish Medicines Consortium are responsible for recommending to NHS Boards 
the use of specific new drugs coming on to the market in Scotland (9). They often 
prescribing data to help evaluate the implementation of guidance of new drugs.  
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4.5. Academic research 
 
Academic researchers use prescribing and dispensing data for a wide range of 
studies ISD regularly receive requests from researchers for bespoke data analyses 
and advice on interpretation and trends.  ISD will also work collaboratively with 
researchers on specific funded research proposals and projects providing using and 
analysing prescribing and dispensing data as necessary.  
 
Recent examples include :- 
 


 Factors influencing variation in prescribing of antidepressants by general practices 
in Scotland published in the British Journal of General Practice in 2009 (10);  


 


 Impact of Scottish Smoke Free Legislation on Prescribing for Nicotine 
Replacement Therapy  due to be published in the British Medical Journal in the 
Autumn of 2011 and presented at the World Congress of Epidemiology meeting in 
August 2011 in Edinburgh.    


 
ISD is a collaborator on the Scottish Health Informatics Programme, a national 
programme to facilitate the safe linkage of health information held on national 
databases with ISD and other organisations for research purposes (11).  Prescribing 
data held within ISD will be one of many national datasets that will soon be 
accessible for research in this way. 
 
4.6 Commercial Uses 
 
A number of commercial organisations use prescribing and dispensing data both in 
the form of published information on the website and information requests for 
bespoke tabulations and extractions. These include pharmaceutical companies and 
pharmacy contractors and drug wholesale suppliers.  Pharmaceutical companies use 
the information to inform new drug development and the uptake, effectiveness and 
safety of drugs current in use. Prescribing data from PRISMS is also used to inform 
the uptake of drugs within Patient Access Schemes, which are agreements between 
pharmaceutical companies and NHS Boards to allow patients access to specific high 
cost drugs in cost effective ways. 
 
 
4.7 Other Uses 
 
Parliamentary Questions from MSPs are regularly answered using prescribing data 
from ISD. Recent examples include questions on methadone dispensing and 
prescribing of antidepressants.  Responses can be found using the search engine on 
the Scottish Parliament website here.   
 
The Scottish Parliament Information Centre (SPICE) is an information and support 
service for MSPs and their employees.  Staff at SPICE are regular users of ISD 
published prescribing data taken from the website to help MSPs and their employees 
with queries outside of the formal PQ process.  This includes preparation of briefing 
notes which include published prescribing statistics, e.g. on licensing of medicines 
here: 
 
http://www.scottish.parliament.uk/business/research/briefings-08/SB08-11.pdf 
 



http://www.scottish.parliament.uk/business/pqa/index.htm

http://www.scottish.parliament.uk/business/research/briefings-08/SB08-11.pdf
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There is regular media interest in prescribing data and ISD often deal with specific 
requests for information on prescribing from media organisations in particular 
national and local newspapers and TV companies such as the BBC.   
 
The Scottish Prison Service and the Scottish Police Services Authority are regular 
users of ISD prescribing data.  
 
The Scottish Index of Multiple Deprivation (SIMD) uses prescribing data on 
proportion of population being prescribed drugs for anxiety, depression and 
psychosis in the Health Domain (12).   
 
 
5. Users Views 
 
ISD regularly conducts a customer survey to gauge user views on a number of ISD 
services including the provision of statistics and information.  The most recent survey 
in November 2010 was expanded to seek views on statistics provided by ISD on a 
topic by topic basis, including prescribing and dispensing statistics.  Results of the 
survey can be found on the website here.  
   
There were 586 respondents to the survey of ISD statistics overall of which 101 
reported using prescribing statistics at least once in the past year.  Of these, 31% 
had used prescribing statistics at least once or more per month.    
 
The breakdown of users and uses of respondents who indicated that they used 
prescribing statistics in the past year are shown in the Appendix.   Over 80% of 
respondents using prescribing statistics were from NHS, local or central government 
organisations.  Therefore a high proportion of these respondents reported uses to be 
service planning, performance management, benchmarking and quality 
improvement.  Among the 16% who stated other uses there was compilation of 
international reports and comparable UK statistics, policy advice and teaching. 
 
Overall satisfaction of users was high with around 70% of respondents reporting that 
statistics were very good or good at meeting user needs.  Similarly high rates were 
reported for presentation and background information and interpretation.  Very good 
or good scores were reported by around 60% of respondents for timeliness and 
around 50% for frequency.  Note this survey was carried out before the recent 
improvements in timeliness in 2011 with annual data now being published in June as 
opposed to September previously.    
 



http://www.isdscotland.org/About-ISD/About-Our-Statistics/
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APPENDIX 
 
1. Users of Prescribing Statistics within ISD Customer Survey 2010* 
 


Organisation 
 


Number responding 
 


NHS Health Board / Special Health Board 37 
NHS National Services Scotland 11 
Other 10 
NHS Primary Care / CHP / Secondary 
Care 9 
Local Government 8 
Scottish Government 8 
Academia/ Research 6 
Media 4 
Member of the Public 2 
Pharmaceutical Company 2 
Professional Body 2 
Charity / Voluntary Sector 1 
NHS (Other UK) 1 
Total 101 
 
* subset of survey responders who indicated they had used prescribing statistics at least once in past 
year 


 
 
2. Uses of Prescribing Statistics within ISD Customer Survey 2010* 
 


Use 
 


% responding 
positive 


 


Service planning/monitoring 58 
Performance management 48 
Research 47 
Benchmarking 45 
Quality improvement 41 
Media 18 
Other  16 
Campaigning 5 


 
* subset of survey responders who indicated they had used prescribing statistics at least once in past 
year 
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3. User views on Prescribing Statistics within ISD Customer Survey 2010 
 


 


Total 
responding 


Very 
good 


Good 
Neither 
good 


nor poor 
Poor 


Very 
poor  


Meets users 
overall 
needs 81 17% 54% 21% 5% 2% 


Presentation 
of data  72 17% 53% 28% - 3% 


Background 
information 
and 
interpretation 
of statistics 65 18% 54% 25% 3% - 


Timeliness 
of the 
statistics 60 7% 53% 28% 10% 2% 


Frequency of 
the statistics 51 10% 41% 43% 4% 2% 


 








 COPPISH SMR11 April 1996 – August 2003 


   COPPISH SMR11 Discharges April 1997 - August 2003: Linked Database Layout 
 
File Source : ASCII (SDF) 
File Location :  
File Name :  
Contact : Kevin Greig 
 
 
Position 


From 
Position 


To 
Field Name Description Values/Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 SORT DATE 1 Patients date of admission Date in the format 


CCYYMMDD 
17 24 SORT DATE 2 Patients date of discharge Date in the format 


CCYYMMDD 
25 27 RECORD TYPE         Type of record 11E = COPPISH SMR11 


1996Q2 onwards (July 2003) 
28 35 ACCESSION NUMBER A unique reference number applied to 


each input record prior to linkage. 
The lowest record accession number in 
each linked group is used as the groups 
link number (personal identifier). 
If a record is relinked it will be given a 
new record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD IDENTIFIER     Unique record identifier 8 digit numeric code. 
44 47 SURNAME SOUNDEX CODE         Compressed form of surname given by 


the Soundex/NYSIIS algorithm 
Four digit alpha-numeric code in 
the format ANNN 


48 51 MAIDEN NAME SOUNDEX CODE     Compressed form of maiden name given 
by the Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in 
the format ANNN 


52 59 DATE OF BIRTH  Patients date of birth.  This is to aid in 
the sorting of the catlink file. 


Date in the format 
CCYYMMDD 


60 63 COMMON UNIT CODE             Code which allows the matching of 
Postcodes to Parish codes 


4 digit integer 
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Position 
From 


Position 
To 


Field Name Description Values/Format 


64 64 SORT MARKER                  Aid in the sorting of the catalog file. 0 = SMR2/02 
1 = All other Record Types. 


65 72 DATE OF LINKAGE              Date record last linked to the file Date in the format 
CCYYMMDD 


73 78 ONE PASS LINK WEIGHT (SCORE) Score at which the record was linked to 
the catalog 


6 digit real number 


79 80 PREGNANCY MARKER               
81 82 BABY MARKER                    
83 83 SUSPICISOUS GROUP MARKER  0 = Never been relinked 


1 = Relinked once 
2 = Relinked Twice (or more) 


84 84 RELINK MARKER This field should always be zero on the 
analysis catalog. 


0 = Record not to be relinked 
1 = Record to be relinked 


85 100 FOR FUTURE USE Reserved for future MRL use  Blank 
101 105 Sending Location   
106 116 Episode Record Key   
117 136 Surname   
137 156 1st Forename   
157 176 2nd Forename   
177 196 Previous Surname   
197 204 Date of Birth  ccyymmdd


205 205 Sex   
206 206 Marital Status   
207 216 CI/CHI Number   
217 226 NHS Number   
227 230 Health Records System Identifier   
231 240 Patient Identifier   
241 250 Alternative Case Reference Number   
251 258 Postcode   
259 260 Ethnic Group   
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Position 
From 


Position 
To 


Field Name Description Values/Format 


261 266 GP Practice Code  right justify Practice code 


267 274 Referring GP/GDP GMC Number  right justify GMC No 


275 284 Care Package Identifier   
285 289 Location   
290 292 Specialty  left justify


293 293 Specialty Local Code   
294 295 Significant Facility   
296 298 Clinical Facility - Start   
299 301 Clinical Facility - End   
302 309 Consultant/HCP Responsible for Care  right justify GMC No


310 310 Management of Patient   
311 311 Patient Category   
312 316 Provider Code  Derived to reflect Trust configuration pre and 


post April 1999.  Code as supplied by the Trust is 
held in positions 1122-1126


317 321 Purchaser Code   
322 327 Serial Number   
328 333 GP Referral Letter Number   
334 342 Filler  not applicable to SMR11


343 350 Admission Date  ccyymmdd


351 351 Filler  not applicable to SMR11


352 353 Admission Type   
354 355 Admission Reason   
356 357 Admission/Transfer From   
358 362 Admission/Transfer From -Location   
363 370 Ready for Discharge Date  ccyymmdd


371 378 Discharge Date  ccyymmdd


379 380 Discharge Type   
381 382 Discharge/Transfer To   
383 387 Discharge/Transfer To -Location   
388 393 Main Condition  ICD10 code format
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Position 
From 


Position 
To 


Field Name Description Values/Format 


394 399 Other Condition 1  ICD10 code format


400 405 Other Condition 2  ICD10 code format


406 411 Other Condition 3  ICD10 code format


412 417 Other Condition 4  ICD10 code format


418 423 Other Condition 5  ICD10 code format


424 431 Main Operation  OPCS4 code pair 


432 439 Date of Main Operation  ccyymmdd 


440 447 Clinician Responsible for Main Operation  right justify GMC No 


448 455 Other Operation 1  OPCS4 code pair 


456 463 Date of Other Operation 1  ccyymmdd 


464 471 Clinician - Other Operation 1  right justify GMC No 


472 479 Other Operation 2  OPCS4 code pair 


480 487 Date of Other Operation 2  ccyymmdd


488 495 Clinician - Other Operation 2  right justify GMC No 


496 503 Other Operation 3  OPCS4 code pair 


504 511 Date of Other Operation 3  ccyymmdd 


512 519 Clinician - Other Operation 3  right justify GMC No 


520 549 Filler (for future use)   
550 550 Number of Births this Pregnancy   
551 551 Birth Order This Baby   
552 553 Estimated Gestation   
554 557 Birth Weight   
558 558 Jaundice   
559 559 Phototherapy   
560 562 Max Bilirubin   
563 563 Hypoglycaemia   
564 565 Low Glucose   
566 569 Discharge Weight   
570 570 Feed on Discharge   
571 571 Problem Record , Intensive Care 1   
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Position 
From 


Position 
To 


Field Name Description Values/Format 


572 572 Problem Record , Intensive Care 2   
573 573 Problem Record , Intensive Care 3   
574 574 Problem Record , Intensive Care 4   
575 575 Problem Record , Intensive Care 5   
576 576 Problem Record , Intensive Care 6   
577 577 Problem Record , Intensive Care 7   
578 578 Problem Record , Intensive Care 8   
579 579 Problem Record , Intensive Care 9   
580 580 Problem Record , Intensive Care 10   
581 581 Problem Record , Intensive Care 11   
582 582 Problem Record , Intensive Care 12   
583 583 Problem Record , Intensive Care 13   
584 584 Problem Record , Intensive Care 14   
585 585 Problem Record , Intensive Care 15   
586 593 Intensive Care - Date On 1  ccyymmdd


594 601 Intensive Care - Date On 2  ccyymmdd


602 609 Intensive Care - Date On 3  ccyymmdd


610 617 Intensive Care - Date On 4  ccyymmdd


618 625 Intensive Care - Date On 5  ccyymmdd


626 633 Intensive Care - Date On 6  ccyymmdd


634 641 Intensive Care - Date On 7  ccyymmdd


642 649 Intensive Care - Date On 8  ccyymmdd


650 657 Intensive Care - Date On 9  ccyymmdd


658 665 Intensive Care - Date On 10  ccyymmdd


666 673 Intensive Care - Date On 11  ccyymmdd


674 681 Intensive Care - Date On 12  ccyymmdd


682 689 Intensive Care - Date On 13  ccyymmdd


690 697 Intensive Care - Date On 14  ccyymmdd


698 705 Intensive Care - Date On 15  ccyymmdd


706 713 Intensive Care - Date Off 1  ccyymmdd
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Position 
From 


Position 
To 


Field Name Description Values/Format 


714 721 Intensive Care - Date Off 2  ccyymmdd


722 729 Intensive Care - Date Off 3  ccyymmdd


730 737 Intensive Care - Date Off 4  ccyymmdd


738 745 Intensive Care - Date Off 5  ccyymmdd


746 753 Intensive Care - Date Off 6  ccyymmdd


754 761 Intensive Care - Date Off 7  ccyymmdd


762 769 Intensive Care - Date Off 8  ccyymmdd


770 777 Intensive Care - Date Off 9  ccyymmdd


778 785 Intensive Care - Date Off 10  ccyymmdd


786 793 Intensive Care - Date Off 11  ccyymmdd


794 801 Intensive Care - Date Off 12  ccyymmdd


802 809 Intensive Care - Date Off 13  ccyymmdd


810 817 Intensive Care - Date Off 14  ccyymmdd


818 825 Intensive Care - Date Off 15  ccyymmdd


826 826 Procedure 1   
827 827 Procedure 2   
828 828 Procedure 3   
829 829 Procedure 4   
830 830 Procedure 5   
831 831 Procedure 6   
832 832 Procedure 7   
833 833 Procedure 8   
834 834 Procedure 9   
835 835 Procedure 10   
836 836 Procedure 11   
837 837 Procedure 12   
838 838 Procedure 13   
839 839 Procedure 14   
840 840 Procedure 15   
841 841 Procedure 16   
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Position 
From 


Position 
To 


Field Name Description Values/Format 


842 842 Procedure 17   
843 843 Procedure 18   
844 844 Procedure 19   
845 845 Procedure 20   
846 846 Procedure 21   
847 847 Procedure 22   
848 848 Procedure 23   
849 849 Procedure 24   
850 850 Procedure 25   
851 851 Procedure 26   
852 857 Other Condition 6  ICD10 code format 


858 863 Other Condition 7  ICD10 code format 


864 869 Other Condition 8  ICD10 code format 


870 876 Reformatted Postcode   
877 882 Grid Reference Easting   
883 889 Grid Reference Northing   
890 896 1991 Census Output Area   
897 897 1991 Census Urban Rural Code   
898 898 1991 Carstairs Deprivation Category   
899 899 1991 Carstairs Deprivation Quintile   
900 905 1991 Carstairs Deprivation Score   
906 915 2001 Census Output Area   
916 924 Datazone   
925 933 Aggregated Datazone  Not yet available 


934 988 2001 Deprivation Data  Not yet available


989 993 2001 Census Ward ST  Not yet available 


994 998 2001 Census Ward CAS  Not yet available 


999 1003 2001 Census Postcode Sector ST  Not yet available 


1004 1008 2001 Census Postcode sector CAS  Not yet available 


1009 1012 Electoral Ward   
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Position 
From 


Position 
To 


Field Name Description Values/Format 


1013 1014 UK Parliamentary Constituency   
1015 1016 Scottish Parliamentary Constituency   
1017 1018 Local Government District   
1019 1020 Council Area   
1021 1021 Health Board of Residence Cypher   
1022 1023 Health Board of Residence Number   
1024 1030 Nomenclature of Units for Territorial 


Statistics(NUTS)
  


1031 1032 HB of Treatment Number   
1033 1034 GP Practice HB Number   
1035 1038 Age on Admission (months)   
1039 1041 Code 10   
1042 1044 Code 11   
1045 1047 Code 12   
1048 1050 Neo-Natal stay   
1051 1055 Length of Stay   
1056 1058 Intensive Stay Code 1   
1059 1061 Intensive Stay Code 2   
1062 1064 Intensive Stay Code 3   
1065 1067 Intensive Stay Code 4   
1068 1070 Intensive Stay Code 5   
1071 1073 Intensive Stay Code 6   
1074 1076 Intensive Stay Code 7   
1077 1079 Intensive Stay Code 8   
1080 1082 Intensive Total   
1083 1083 Congenital Flag   
1084 1084 Error Flag   
1085 1085 Query Flag   
1086 1086 Postcode Query Ind   
1087 1092 Batch Number   
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Position 
From 


Position 
To 


Field Name Description Values/Format 


1093 1096 Batch Sequence Number   
1097 1102 Version Number   
1103 1110 Date Record Inserted  ccyymmdd


1111 1118 Date Last Amended  ccyymmdd


1119 1119 Delete Flag  = D if record has been deleted 


1120 1120 Accredited Flag  = A if record from Accredited site 


1121 1121 Processing Site  M=Maryfield, T=TPH 


1122 1126 Input Provider  As supplied by Trust - information in the 
‘Provider’ field (positions 212-216) is derived to 
reflect Trust configuration pre and post April 
1999 


1127 1132 Date (of discharge)  mmyyyy - used for derivation of Provider code 


1133 1137 Current Provider  Mapped code from 1997 based on current 
configuration. 


 
The following fields are transitional linkage items that will not be required on the final analysis file. 
Position 


From 
Position 


To 
Field Name Description Values/Format 


1138 1143 SURNAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
1144 1149 MAIDEN NAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
1150 1157 INTERNAL LINK NUMBER  Sequential 8 digit numeric code. 
1158 1163 INTERNAL LINK SCORE Score at which the record was internally  


linked. 
6 digit real number 


 








Interactive information map for ISD administrative datasets


This document provides quick links to information available for ISD administrative datasets and should be used in conjunction with the detailed 
information held in the NHS Scotland section on the ADLS website. 


1. Dataset information


3. Online data catalogue


5. Summary data


7. Other web information


6. Research publications


4. SMR Data Manual


Click a red button 
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N/A N/A N/A N/A N/A N/A N/A
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9. Email ISD contact



mailto:NSS.eDRIS%40nhs.net?subject=ISD%20datasets%20enquiry

http://www.adls.ac.uk/wp-content/files_flutter/ISDPDFpack.pdf

http://www.adls.ac.uk/nhs-scotland/general-acute-inpatient-day-case-smr01/

http://www.nhsnss.org/pages/corporate/privacy_advisory_committee.php

http://www.isdscotland.org/products-and-services/structuring-healthcare-information/CHH-IST/SMR01-HTML2/index.html

http://www.datadictionary.scot.nhs.uk/SMR-Datasets/SMR01-General-Acute-Inpatient-and-Day-Case/

http://www.isdscotland.org/Health-Topics/Hospital-Care/Inpatient-and-Day-Case-Activity/

http://www.adls.ac.uk/ADLS-hub/publications/?dept=NHSS&ds=6951&search_submit=1

http://www.adls.ac.uk/nhs-scotland/outpatient-attendance-dataset-smr00/

http://www.adls.ac.uk/nhs-scotland/scottish-morbidity-database-smr/

http://www.adls.ac.uk/nhs-scotland/sbr-scottish-birth-record/

http://www.adls.ac.uk/nhs-scotland/maternity-and-neonatal-linked-database/

http://www.adls.ac.uk/nhs-scotland/maternity-inpatient-and-day-case-smr02/

http://www.adls.ac.uk/nhs-scotland/smr04-mental-health-inpatient-and-day-case-dataset/

http://www.adls.ac.uk/nhs-scotland/scottish-cancer-registry-smr06/

http://www.adls.ac.uk/nhs-scotland/smr11-neonatal-inpatient-dataset/

http://www.adls.ac.uk/nhs-scotland/scottish-drug-misuse-database/

http://www.adls.ac.uk/ADLS-hub/publications/?dept=NHSS&ds=7353&search_submit=1

http://www.isdscotland.org/Health-Topics/Maternity-and-Births/

http://www.isdscotland.org/Products-and-Services/Scottish-Birth-Record/

http://www.datadictionary.scot.nhs.uk/SMR-Datasets/Scottish-Birth-Record/

http://www.adls.ac.uk/ADLS-hub/publications/?dept=NHSS&ds=7364&search_submit=1

http://www.adls.ac.uk/ADLS-hub/publications/?dept=NHSS&ds=7338&search_submit=1

http://www.datadictionary.scot.nhs.uk/SMR-Datasets/SMR00-Outpatient-Attendance/

http://www.isdscotland.org/products-and-services/structuring-healthcare-information/CHH-IST/SMR0-HTML2/index.html

http://www.isdscotland.org/Health-Topics/Hospital-Care/Outpatient-Activity/

http://www.adls.ac.uk/ADLS-hub/publications/?dept=NHSS&ds=6946&search_submit=1

http://www.isdscotland.org/products-and-services/structuring-healthcare-information/CHH-IST/SMR02-HTML2/index.html

http://www.datadictionary.scot.nhs.uk/SMR-Datasets/SMR02-Maternity-Inpatient-and-Day-Case/

http://www.isdscotland.org/Health-Topics/Maternity-and-Births/

http://www.adls.ac.uk/ADLS-hub/publications/?dept=NHSS&ds=7321&search_submit=1

http://www.datadictionary.scot.nhs.uk/SMR-Datasets/SMR04-Mental-Health-Inpatient-and-Day-Case/

http://www.isdscotland.org/products-and-services/structuring-healthcare-information/CHH-IST/SMR04-HTML2/index.html

http://www.isdscotland.org/Health-Topics/Mental-Health/Publications/data-tables.asp?id=941#941

http://www.adls.ac.uk/ADLS-hub/publications/?dept=NHSS&ds=7372&search_submit=1

http://www.isdscotland.org/Health-Topics/Mental-Health/Psychiatric-Hospital-Activity/

http://www.isdscotland.org/Health-Topics/Cancer/Cancer-Statistics/

http://www.isdscotland.org/Health-topics/Cancer/Scottish-Cancer-Registry.asp

http://www.adls.ac.uk/ADLS-hub/publications/?dept=NHSS&ds=6770&search_submit=1

http://www.adls.ac.uk/ADLS-hub/publications/?dept=NHSS&ds=7382&search_submit=1

http://www.drugmisuse.isdscotland.org/publications/abstracts/ISDbull.htm

http://www.adls.ac.uk/ADLS-hub/publications/?dept=NHSS&ds=7436&search_submit=1

http://www.drugmisuse.isdscotland.org/index.htm

http://www.adls.ac.uk/ADLS-hub/publications/?dept=NHSS&ds=8278&search_submit=1

http://www.isdscotland.org/Health-Topics/Prescribing-and-Medicines/

http://www.adls.ac.uk/nhs-scotland/prescribing-information-system/
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 SMR11EP 1992 – March 1996 


   SMR11EP Discharges January 1992 – March 1996: Linked Database Layout 
 
File Source : ASCII (SDF) 
File Location :  
File Name :  
Contact : Kevin Greig 
 
 
Position 


From 
Position 


To 
Field Name Description Values/Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 SORT DATE 1 Patients date of admission Date in the format 


CCYYMMDD 
17 24 SORT DATE 2 Patients date of discharge Date in the format 


CCYYMMDD 
25 27 RECORD TYPE         Type of record 11C = SMR11EP 1992 – 


1996Q1 
 


28 35 ACCESSION NUMBER A unique reference number applied to 
each input record prior to linkage. 
The lowest record accession number in 
each linked group is used as the groups 
link number (personal identifier). 
If a record is relinked it will be given a 
new record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD IDENTIFIER     Unique record identifier 8 digit numeric code. 
44 47 SURNAME SOUNDEX CODE         Compressed form of surname given by 


the Soundex/NYSIIS algorithm 
Four digit alpha-numeric code in 
the format ANNN 


48 51 MAIDEN NAME SOUNDEX CODE     Compressed form of maiden name given 
by the Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in 
the format ANNN 


52 59 DATE OF BIRTH  Patients date of birth.  This is to aid in 
the sorting of the catlink file. 


Date in the format 
CCYYMMDD 


60 63 COMMON UNIT CODE             Code which allows the matching of 4 digit integer 







 SMR11EP 1992 – March 1996 


Position 
From 


Position 
To 


Field Name Description Values/Format 


Postcodes to Parish codes 
64 64 SORT MARKER                  Aid in the sorting of the catalog file. 0 = SMR2/02 


1 = All other Record Types. 
65 72 DATE OF LINKAGE              Date record last linked to the file Date in the format 


CCYYMMDD 
73 78 ONE PASS LINK WEIGHT (SCORE) Score at which the record was linked to 


the catalog 
6 digit real number 


79 80 PREGNANCY MARKER               
81 82 BABY MARKER                    
83 83 SUSPICISOUS GROUP MARKER  0 = Never been relinked 


1 = Relinked once 
2 = Relinked Twice (or more) 


84 84 RELINK MARKER This field should always be zero on the 
analysis catalog. 


0 = Record not to be relinked 
1 = Record to be relinked 


85 100 FOR FUTURE USE Reserved for future MRL use  Blank 
101 104 Year of Birth   
105 109 Hospital Code   
110 119 Case Reference Number   
120 127 Date of Admission   
128 135 Date of Discharge   
136 145 CHI Number   
146 157 Surname   
158 158 Initial   
159 159 Sex   
160 167 Date of Birth   
168 168 Number of Births   
169 169 Birth Order   
170 176 Postcode   
177 183 Consultant Code   
184 190 G.P. Number   







 SMR11EP 1992 – March 1996 


Position 
From 


Position 
To 


Field Name Description Values/Format 


191 195 G.P. Practice Code   
196 197 Estimated Gestation   
198 201 Birthweight   
202 202 Admitted From   
203 204 Principle Indication for Admission   
205 208 Discharge Weight   
209 209 Discharged to   
210 215 Diagnosis 1   
216 221 Diagnosis 2   
222 227 Diagnosis 3   
228 233 Diagnosis 4   
234 239 Diagnosis 5   
240 245 Diagnosis 6   
246 251 Diagnosis 7   
252 257 Diagnosis 8   
258 263 Diagnosis 9   
264 269 Diagnosis 10   
270 275 Diagnosis 11   
276 281 Diagnosis 12   
282 285 Operation Code 1   
286 289 Operation Code 2   
290 293 Operation Code 3   
294 297 Operation Code 4   
298 301 Operation Code 5   
302 309 Date of Main Operation   
310 311 Intensive Care Code - 1   
312 319 Intensive Care: Date on - 1   
320 327 Intensive Care: Date off - 1   
328 329 Intensive Care Code - 2   
330 337 Intensive Care: Date on - 2   







 SMR11EP 1992 – March 1996 


Position 
From 


Position 
To 


Field Name Description Values/Format 


338 345 Intensive Care: Date off - 2   
346 347 Intensive Care Code - 3   
348 355 Intensive Care: Date on - 3   
356 363 Intensive Care: Date off - 3   
364 365 Intensive Care Code - 4   
366 373 Intensive Care: Date on - 4   
374 381 Intensive Care: Date off - 4   
382 383 Intensive Care Code - 5   
384 391 Intensive Care: Date on - 5   
392 399 Intensive Care: Date off - 5   
400 401 Intensive Care Code - 6   
402 409 Intensive Care: Date on - 6   
410 417 Intensive Care: Date off - 6   
418 419 Intensive Care Code - 7   
420 427 Intensive Care: Date on - 7   
428 435 Intensive Care: Date off - 7   
436 437 Intensive Care Code - 8   
438 445 Intensive Care: Date on - 8   
446 453 Intensive Care: Date off - 8   
454 455 Intensive Care Code - 9   
456 463 Intensive Care: Date on - 9   
464 471 Intensive Care: Date off - 9   
472 473 Intensive Care Code - 10   
474 481 Intensive Care: Date on - 10   
482 489 Intensive Care: Date off - 10   
490 491 Intensive Care Code - 11   
492 499 Intensive Care: Date on - 11   
500 507 Intensive Care: Date off - 11   
508 509 Intensive Care Code - 12   
510 517 Intensive Care: Date on - 12   







 SMR11EP 1992 – March 1996 


Position 
From 


Position 
To 


Field Name Description Values/Format 


518 525 Intensive Care: Date off - 12   
526 526 Procedure 1   
527 527 Procedure 2   
528 528 Procedure 3   
529 529 Procedure 4   
530 530 Procedure 5   
531 531 Procedure 6   
532 532 Procedure 7   
533 533 Procedure 8   
534 534 Procedure 9   
535 535 Procedure 10   
536 536 Procedure 11   
537 537 Procedure 12   
538 538 Procedure 13   
539 539 Procedure 14   
540 540 Procedure 15   
541 541 Procedure 16   
542 542 Procedure 17   
543 545 Age on Discharge   
546 546 Health Board of Residence (Character)   
547 548 Health Board of Residence (Number)   
549 550 Health Board of Treatment (Number)   
551 552 Local Government District   
553 555 Length of Stay   
556 558 SCBU Stay   
559 561 Intensive Care Stay - Code 1   
562 564 Intensive Care Stay - Code 2   
565 567 Intensive Care Stay - Code 3   
568 570 Intensive Care Stay - Code 4   
571 573 Intensive Care Stay - Code 5   







 SMR11EP 1992 – March 1996 


Position 
From 


Position 
To 


Field Name Description Values/Format 


574 576 Intensive Care Stay - Code 6   
577 579 Intensive Care Stay - Code 7   
580 582 Intensive Care Stay - Code 8   
583 585 Intensive Stay Days   
586 586 Query Flag   
587 587 Error Flag   
588 595 Date of Processing   


 
The following fields are transitional linkage items that will not be required on the final analysis file. 
Position 


From 
Position 


To 
Field Name Description Values/Format 


596 601 SURNAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
602 607 MAIDEN NAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
608 615 INTERNAL LINK NUMBER  Sequential 8 digit numeric code. 
616 621 INTERNAL LINK SCORE Score at which the record was internally  


linked. 
6 digit real number 


 








Timelines for ISD administrative datasets


Basic timeline for individual ISD research useful administrative datasets


Page 1 of 3


19751958 1980 19901985 1995 2000 2005 2010 Present


Outpatient (SMR00) - Data available from 1997.


General Acute / Inpatient  (SMR01) - Collected since 1975.  Data available from 1981.


Mental Health Inpatient (SMR04) - Collected since 1960s.  Data available from 1981.


Scottish Cancer Registry (SMR06) - Collected since 1958.  Data available from 1980.


Maternity Inpatient (SMR02) - Data available from 1975.


Neonatal Inpatient (SMR11) - Data available from 1975 until 2003.


Scottish Birth Record - Data available from 2002.


Prescribing Information System.  Data available from 1993.


Scottish Drug Misuse Database Collected since 1990.  Data available from 1996.


= Data collected but not routinely available = Data  routinely available
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Timelines for ISD administrative datasets


Basic timeline for ISD Maternity and Neonatal Linked Database


Page 2 of 3


1975 1980 19901985 1995 2000 2005 2010 Present


Maternity Inpatient (SMR02) - Linked data available from 1981.


National Records of Scotland birth records - Linked data available from 1981.


National Records of Scotland stillbirth records - Linked data available from 1981.


= Linked data routinely available


N


t


y 


c


L


o


e


e 


a


a


Scottish Birth Record - LInked data available from 2002.


Scottish Stillbirth and Infant Death Survey (SSBID) - Linked data available from 1985 until 2010.


Neonatal Inpatient (SMR11) - Linked data available from 1981 until 2003.


National Records of Scotland infant death records - Linked data available from 1981.


= Data included in database but poorly linked







Timelines for ISD administrative datasets


Basic timeline for ISD Scottish Morbidity Database


Page 3 of 3


1980 1985 19951990 2000 2005 2010 Present


= Linked data routinely available


General Acute / Inpatient  (SMR01) - Linked data available from 1981 onwards.


Mental health Inpatient  (SMR04) - Linked data available from 1981 onwards.


Scottish Cancer Registry (SMR06) - Linked data available from 1980 onwards.


National Records of Scotland Death Records - Linked data available from 1980 onwards.





		ISD timelines page 1

		ISD timelines page 2

		ISD timelines page 3






 SMR11UV 1992 – March 1996 


   SMR11UV Discharges January 1992 – March 1996:  Linked Database Layout 
 
File Source : ASCII (SDF) 
File Location :  
File Name :  
Contact : Kevin Greig 
 
 
Position 


From 
Position 


To 
Field Name Description Values/Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 SORT DATE 1 Patients date of admission Date in the format 


CCYYMMDD 
17 24 SORT DATE 2 Patients date of discharge Date in the format 


CCYYMMDD 
25 27 RECORD TYPE         Type of record 11D = SMR11UV 1992 – 


1996Q1 
28 35 ACCESSION NUMBER A unique reference number applied to 


each input record prior to linkage. 
The lowest record accession number in 
each linked group is used as the groups 
link number (personal identifier). 
If a record is relinked it will be given a 
new record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD IDENTIFIER     Unique record identifier 8 digit numeric code. 
44 47 SURNAME SOUNDEX CODE         Compressed form of surname given by 


the Soundex/NYSIIS algorithm 
Four digit alpha-numeric code in 
the format ANNN 


48 51 MAIDEN NAME SOUNDEX CODE     Compressed form of maiden name given 
by the Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in 
the format ANNN 


52 59 DATE OF BIRTH  Patients date of birth.  This is to aid in 
the sorting of the catlink file. 


Date in the format 
CCYYMMDD 


60 63 COMMON UNIT CODE             Code which allows the matching of 
Postcodes to Parish codes 


4 digit integer 
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Position 
From 


Position 
To 


Field Name Description Values/Format 


64 64 SORT MARKER                  Aid in the sorting of the catalog file. 0 = SMR2/02 
1 = All other Record Types. 


65 72 DATE OF LINKAGE              Date record last linked to the file Date in the format 
CCYYMMDD 


73 78 ONE PASS LINK WEIGHT (SCORE) Score at which the record was linked to 
the catalog 


6 digit real number 


79 80 PREGNANCY MARKER               
81 82 BABY MARKER                    
83 83 SUSPICISOUS GROUP MARKER  0 = Never been relinked 


1 = Relinked once 
2 = Relinked Twice (or more) 


84 84 RELINK MARKER This field should always be zero on the 
analysis catalog. 


0 = Record not to be relinked 
1 = Record to be relinked 


85 100 FOR FUTURE USE Reserved for future MRL use  Blank 
101 104 Year   
105 109 Hospital Code   
110 119 Case Reference Number   
120 127 Date of Birth   
128 139 Surname   
140 146 Postcode   
147 153 G.P. Number   
154 158 G.P. Practice Code   
159 165 Consultant Number   
166 166 Mode of Delivery   
167 168 Estimated Gestation   
169 169 APGAR Score at 1 minute   
170 170 APGAR Score at 5 minute   
171 171 Resuscitation   
172 172 Number of Births   
173 173 Birth Order   
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Position 
From 


Position 
To 


Field Name Description Values/Format 


174 174 Sex   
175 178 Birthweight   
179 181 OFC size (cm)   
182 183 Crown-heel length (cm)   
184 184 Transfer to PN cot other Hospital   
185 189 Hospital Transfered to   
190 190 Admitted to Neonatal Unit this Hospital   
191 198 Date of Admission to Neonatal Unit   
199 208 Maternal CHI Number   
209 218 Infant CHI Number   
219 219 Jaundice   
220 220 Phototherapy   
221 223 Maximum Bilirubin   
224 224 Hypoglycaemia   
225 226 Lowest Glucose   
227 232 Congenital Anomoly Diagnosis 1   
233 238 Congenital Anomoly Diagnosis 2   
239 244 Congenital Anomoly Diagnosis 3   
245 250 Other Diagnosis 1   
251 256 Other Diagnosis 2   
257 262 Other Diagnosis 3   
263 263 Diagnosis / Treatment carried out in   
264 264 Condition on Discharge   
265 265 Discharge to   
266 266 Feed at Discharge   
267 270 Discharge weight   
271 271 Hospital Follow-up   
272 279 Date of Discharge (from Hospital of Birth)   
280 287 Date of Discharge Home   
288 291 Operation Code 1   
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Position 
From 


Position 
To 


Field Name Description Values/Format 


292 295 Operation Code 2   
296 298 Age at Discharge   
299 300 Health Board of Treatment (Number)   
301 301 Heath Board of Residence (Character)   
302 303 Health Board of Residence (Number)   
304 305 Local Government District   
306 313 Date of Processing   
314 314 Query Flag   
315 315 Error Flag   


 
The following fields are transitional linkage items that will not be required on the final analysis file. 
Position 


From 
Position 


To 
Field Name Description Values/Format 


316 321 SURNAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
322 327 MAIDEN NAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
328 335 INTERNAL LINK NUMBER  Sequential 8 digit numeric code. 
336 341 INTERNAL LINK SCORE Score at which the record was internally  


linked. 
6 digit real number 


 








An introduction to Information Services 
Division’s administrative datasets


This document is a useful starting point for anyone unfamiliar with Information Services 
Division administrative data.  Detailed information about the major research useful ISD
administrative datasets are available from the ADLS website. 


 


1.  About Information Services Division


The Information Services Division (ISD) is part of NHS National Services Scotland and 
collects, manages and centrally holds a wide variety of Scottish health data.  ISD has been 
the authoritative source of Scottish national healthcare statistics for over 50 years.  The 
data is used to enhance decisions about Scottish health care to improve the health of 
the people of Scotland.  An overview of some of the major research useful administrative 
datasets held by ISD is provided below.
 


2.  ISD research useful administrative datasets


ISD hold many administrative datasets that are useful for research purposes.  They 
are generally categorised by a Scottish Morbidity Record (SMR) number and detailed 
information on all of these are available from the ADLS website.  The main ones to note 
are: 


i.  Outpatient Attendance dataset (SMR00)
This dataset collects episode level data from patients on new and follow up appointments 
at outpatient clinics in all specialities (except A&E and Genito-Urinary Medicine).  Example 
variables include patient identifiers (such as name, date of birth, Community Health Index 
number, NHS number) as well as postcode, ethnicity, clinical speciality, appointment 
management data and attendance status (e.g. ‘did not attend’) data. Operation / 
procedure information is also collected.


Data is available from 1997 onwards.


ii.  General Acute / Inpatient dataset (SMR01)
This dataset collects episode level data on hospital inpatient and day case charges from 
acute specialities from hospitals in Scotland.     The dataset contains patient identifiers 
such as name, date of birth, Community Health Index number, NHS number, postcode 
and ethnicity and episode management data.  Of particular interest to researchers would 
be variables such as where the episode took place, admission type (includes patient injury 
classifications such as self-inflicted or home accident), waiting times, patients condition 







(as classified under ICD-10), operations, and discharge location.  


Data is available from 1981 onwards.


iii.  Maternity Inpatient and Day Cases dataset (SMR02)
This dataset collects episode level data every time a mother goes in for an obstetric event 
and includes information on mother and baby  characteristics, birth weight, gestational 
age, mode of delivery, induction and outcome of pregnancy and where a baby is 
delivered. 


Data is available from 1981 onwards.


iv.  Mental Health Inpatient and Day Case dataset (SMR04)
This dataset collects episode level data on patients that are receiving care at psychiatric 
hospitals at the point of both admission and discharge.  Patients contact with specialist 
community mental health teams, general practice or outpatient facilities are not included.   
The dataset includes information on patient characteristics, mental health diagnosis, 
length of stay, destination of discharge, whether they are admitted under Mental Health 
Legislation and any previous psychiatric care.  Patient identifiers such as name, date of 
birth, Community Health Index number, NHS number, and postcode are included.


Data is available from 1981 onwards.


v.  Scottish Cancer Registry (SMR06)
The Scottish Cancer Registry collects information on Scottish residents when they are 
diagnosed with malignant (and some benign) tumours.  The registry began in 1958 
collecting personal, demographic and diagnosis information (such as site, histology, 
behaviour, histological confirmation and hospital of diagnosis) from cancer patients.  
In 1997, a new electronic cancer recording system was launched and at this point the 
registry was extended to include extra information on tumour stage (for breast, cervical 
and colorectal cancer), tumour grade and treatment information. 


vi.  Neonatal Inpatient dataset (SMR11)
The Neonatal Inpatient dataset provided episode level data on babies discharged from 
hospital from 1975 to 2002 and supplemented the mother’s delivery information as 
recorded in the Mother’s Maternity and Inpatient Day Cases dataset (SMR02).   In 2002, 
the dataset was phased out and superseded by the Scottish Birth Record (SBR) due to 
inconsistencies in recording over time.  The dataset has had various iterations over time.  
More information on these changes is available from the ADLS website.


vii.  Scottish Drug Misuse Database
The Scottish Drug Misuse Database (SDMD) offers a profile of the misuse of drugs, based 
on anonymous information about new problem drug users seen at a broad range of 
services across Scotland.  Services contributing to the database consist mainly of specialist 
drug services and general practitioners. The system has been in operation in Scotland 
since August 1990.  







The database holds a wide variety of information on the characteristics of new clients 
coming to the attention of medical services (general practice, hospital etc.) and specialist 
drug services (statutory and non-statutory). This includes client demographics, social 
profile, dependants, prescription profile and injecting / sharing information.


viii.  Scottish Birth Record (SBR)
The Scottish Birth Record was introduced in 2002 as a replacement for SMR11 and is a 
universal record for all babies born in Scotland.  It provides the functionality to record all 
of a baby’s neonatal care in Scotland, from antenatal through to post delivery, including 
readmissions and transfers in one electronic record and also supplements the mother’s 
delivery information as recorded in SMR02.   The SBR is based on individuals rather than 
episodes (as for the SMR series) and is completed for all births including still births and 
home births.


The Scottish Birth Record system collects a wide variety of information on the child from 
birth and during the babies first year of life and is extensive, with up to four hundred 
data items recorded for any one individual.  This includes gestation, weight, congenital 
anomalies and discharge details.  Identifiers such as name, date of birth, Community 
Health Index number and postcode are also included.  


ix. Maternity and Neonatal Linked Database
The Maternity and Neonatal Linked Database contains obstetric histories relating to all 
mothers giving birth in Scotland from 1975 onwards together with linked records relating 
to all of her offspring held together in patient groups.  The database contains data from 
SMR02, 11, SBR, Scottish Stillbirth and Infant Death Survey and National Records of 
Scotland birth and death records.  The database is updated every six months.


These datasets were added to the database at different time points.  More information 
about this is available from the ADLS website.


x.  Scottish Morbidity Database
The Scottish Morbidity Database covers all patients in Scotland with non-obstetric 
hospital admissions together with any cancer registration and corresponding death 
records.  The database consists of SMR01, 04, 06 and National Records of Scotland death 
records from approximately 1980 onwards.


The database is an extremely useful research tool for looking at patient pathways and 
follow-up, such as readmission to hospital and survival. Its public health uses also include 
looking at co-morbidity and relationships between diseases. The database also has the 
potential to be used to estimate the incidence and prevalence for a wide range of diseases 
involving hospital admission and/or death.


xi.  Prescribing Information System
The Prescribing Information System (PIS) is the definitive data source for all prescribing 
relating to all medicines and their costs that are prescribed and dispensed in the 
community in Scotland.  The information is supplied by Practitioner Services Division 







(PSD) who are responsible for the processing and pricing of all prescriptions dispensed 
in Scotland.  These data are augmented with information on prescriptions written in 
Scotland that were dispensed elsewhere in the United Kingdom. 


Data includes CHI number, prescriber and dispenser details for community prescribing, 
costs and drug information. Data on practices (e.g. list size), organisational structures (e.g. 
practices within Community Health Partnerships (CHPs) and NHS Boards), prescribable 
items (eg manufacturer, formulation code, strength) are also included.


3.  Geographical measures


A wide variety of geographical data are included in most of the ISD administrative 
datasets including Scottish Index of Multiple Deprivation and Carstairs measures, census 
output area, NHS Board, Electoral Ward and Parliamentary constituency.  Full details are 
available from the individual dataset entries on the ADLS website.


4.  Dataset timelines
ISD administrative data has been collected at different time points.  A graphical 
representation of this is available from the ADLS website. 
 


5. Data catalogues 
Data catalogues for the individual datasets detailed in this summary are available to 
download from the ISD PDF pack on the ADLS website.  Some datasets may have more 
than one catalogue.  Generally this would occur if the data was collected prior to 1997. 
In 1997 revisions to dataset collections were amended to better fit NHS reporting 
requirements (such revisions are known as ‘Coppish revisions’.)
 


6. Access arrangements


i.  Summary level data
ISD do publish summary data for some of their administrative datasets.  Information 
about this is available from the individual dataset entries on the ADLS website.


ii.  Non patient identifiable data
It is possible in most cases to request non patient identifiable data from ISD.  Information 
about who to contact is available from the individual dataset entries on the ADLS website.
Releases of data may be subject to disclosure control procedures including suppression or 
aggregation of data to mitigate against potential patient identification.  This is most often 
required in the case of data pertaining to small geographical areas and/or rare diseases.







iii. Patient identifiable data
The release of any patient identifiable data for research purposes is only allowed under 
carefully controlled circumstances.  Approval is needed from the National Services 
Scotland Privacy Advisory Committee (PAC).  PAC provides advice on requests for the 
release of patient identifiable information from Information Services Division (ISD) and 
the National Records of Scotland (NRS).  


For researchers, a PAC application is required when either (i) information containing 
patient identifiable variables is to be released or (ii) for record linkage of previously 
unlinked datasets. 


More information on the PAC application process is available from the individual dataset 
entries on the ADLS website.


7.  Additional ISD research services
ISD provide a variety of services and resources to help researchers to use their data as 
detailed below. 


i. eDRIS (electronic Data Research and Innovation Service) 
As part of the ScottisH Informatics Programme (SHIP), ISD has developed eDRIS to assist 
researchers to access and use use their health data.  The level of service can be tailored to 
meet reseracher requirements and includes:


	 •A	named	person	to	support	your	study	from	start	to	finish	(eDRIS	Research	
 Coordinator). 


	 •Assistance	with	study	design. 


	 •Expert	advice	on	study	feasibility. 


	 •Negotiation	and	agreement	of	deliverables	and	timescales	with	all	parties. 


	 •Liaison	with	data	suppliers	to	secure	data. 


	 •Assistance	with	securing	required	approvals. 


	 •Liaison	with	the	technical	infrastructure	including	indexing	and	linkage.


More information on eDRIS is available from the ISD website.


ii. Data dictionary
The Data Dictionary is the main online source for health and social care data definitions 
and standards.  It also includes the SMR Dataset manual which covers all SMR hospital 
activity datasets and contains definitions, format, field lengths, codes and values as well as 
attributes and recording guidance. 







As the dictionary contains a lot of information it can be overwhelming at first and it is 
recommended that you through all the introductory guidance to help you navigate 
around the site.  


Metadata can also be found from the Data dictionary.  All data catalogues with variable 
names for the various ISD SMR datasets are available to download from our ISD Scotland 
PDF pack from the ADLS website.


iii. Terminology Services 
The ISD Terminology Services provides bespoke training and advice to support 
researchers to use ISD data.  The service can assist researchers by helping them to select 
the correct codes for analyses of healthcare data and interpret needs for healthcare 
information requests.  Advice on coding differences between Scotland and other UK 
countries is also available.  The Terminology Services also provide training in ICD10, OPCS-
4, Read and SNOMED-CT standards.  


The Terminology Helpdesk is available between Tuesday and Thursday and can be 
contacted on 0131 275 7283 or email NSS.terminologyhelp@nhs.net.


iv. Statement of administrative sources
The ISD produce a statement which provides a library of administrative sources used for 
the production of National Statistics.


7.  ISD contact points
There is no single contact point for ISD administrative data research enquiries.  Individual 
ISD contact points for each administrative dataset are detailed in the individual dataset 
entries on the ADLS website or via the interactive information map.  General enquires can 
also be directed to the ADLS on 01334 463901 or email adls@st-andrews.ac.uk.


8.  Further information
A detailed section on NHS Scotland administrative data and their resources for research 
is available from the ADLS website at http://www.adls.ac.uk/find-administrative-data/
introduction-to-nhs-scotland/.


January 2013 - Version 1.3
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  Key Fields :- TPL defines in /data/codebooks/defines/keyfield 


1 5 Sending Location 5 X  sendloc 


6 16 Episode Record Key 11 X  erkey * 


       
       
       
  Patient ID Data :- TPL defines in /data/codebooks/defines/patid 


17 36 Surname 20 X Blank on anonymised files surname * 


37 56 1st Forename 20 X Blank on anonymised files forename1 * 


57 76 2nd Forename 20 X Blank on anonymised files forename2 * 


77 96 Previous Surname 20 X Blank on anonymised files prevsur * 


97 104 Date of Birth 8 X ccyymmdd dobccyy 
dobyy 
dobmm 
dobdd 
dobdate * 
dobcdate * 


105 105 Sex 1 X  sex 


106 106 Marital Status 1 X  mrst 


107 116 CI/CHI Number 10 X Blank on anonymised files chi * 


117 126 NHS Number 10 X Blank on anonymised files nhsno * 


127 130 Health Records System Identifier 4 X Blank on anonymised files hrsi * 


131 140 Patient Identifier 10 X Blank on anonymised files patid * 


141 150 Alternative Case Reference Number 10 X Blank on anonymised files altcrn * 


151 158 Postcode 8 X On anonymised files, only 
first six characters (postcode 
sector) given - last 2 
characters blank  


postcode 
pcsect 
pclast2 


159 160 Ethnic Group 2 X  ethnic 


161 166 GP Practice Code 6 X right justify Practice code gppc * 


167 174 Referring GP/GDP GMC Number 8 X right justify GMC No refgp 


       
       


 
  Episode Management Data :- TPL defines in /data/codebooks/defines/episode 


175 184 Care Package Identifier 10 X  spell * 


185 189 Location 5 X  hbt 
location 


190 192 Specialty 3 X left justify spec 


193 193 Specialty Local Code 1 X   


194 195 Significant Facility 2 X  sigfac 


196 198 Clinical Facility - Start 3 X  cfstart ** 


199 201 Clinical Facility - End 3 X  cfend ** 


202 209 Consultant/HCP Responsible for Care 8 X right justify GMC No hcp 


210 210 Management of Patient 1 X  mop 


211 211 Patient Category 1 X  patcat 
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  Episode Management Data (Cont) :- TPL defines in /data/codebooks/defines/episode 


212 216 Provider Code 5 X Derived to reflect Trust 
configuration pre and post 
April 1999.  Code as 
supplied by Trust is held in 
positions 665-669 


provider 


217 221 Purchaser Code 5 X  purchase * 


222 227 Serial Number 6 X  serialno * 


228 233 GP Referral Letter Number 6 X  gpletter * 


234 241 Date Referral Received 8 X ccyymmdd dorccyy 
doryy 
dormm 
dordd 
dordate* 
dorcdate* 


242 242 Referral Source 1 X  refsour 


243 243 Referral Type 1 X  reftype 


244 249 Referral Reason 1 6 X  refreas1* 


250 255 Referral Reason 2 6 X  refreas2* 


256 261 Referral Reason 3 6 X  refreas3* 


262 267 Referral Reason 4 6 X  refreas4* 


268 275 Clinic Date 8 X ccyymmdd docccyy 
docyy 
docmm 
docdd 
docdate* 
doccdate* 


276 284 Clinic Code 9 X  clincode* 


285 285 Clinic Attendance (Attendance Status) 1 X  cattend 


286 286 Attendance Follow Up 1 X  attendfu 


287 287 Waiting List Guarantee Exception Code 1 X  gec 


 
 
 


  General Clinical Data :- TPL defines in /data/codebooks/defines/clinical 


288 293 Main Condition 6 X ICD10 code format d1c1 * 
d1c13 
d1c14 
d1c5 * 
d1c6 * 
d1c16 * 


294 299 Other Condition 1 6 X ICD10 code format d2c1 * 
d2c13 
d2c14 
d2c5 * 
d2c6 * 
d2c16 * 
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  General Clinical Data (Cont) :- TPL defines in /data/codebooks/defines/clinical 


300 305 Other Condition 2 6 X ICD10 code format d3c1 * 
d3c13 
d3c14 
d3c5 * 
d3c6 * 
d3c16 * 


306 311 Other Condition 3 6 X ICD10 code format d4c1 * 
d4c13 
d4c14 
d4c5 * 
d4c6 * 
d4c16 * 


312 317 Other Condition 4 6 X ICD10 code format d5c1 * 
d5c13 
d5c14 
d5c5 * 
d5c6 * 
d5c16 * 


318 323 Other Condition 5 6 X ICD10 code format d6c1 * 
d6c13 
d6c14 
d6c5 * 
d6c6 * 
d6c16 * 


324 331 Main Operation 8 X OPCS4 code pair op1ac13 
op1ac14 
op1bc13 
op1bc14 


332 339 Date of Main Operation 8 X ccyymmdd dop1ccyy 
dop1yy 
dop1mm 
dop1dd 
dop1date * 
dop1cdate* 


340 347 Clinician Responsible for Main Operation 8 X right justify GMC No clinrep1 


348 355 Other Operation 1 8 X OPCS4 code pair op2ac13 
op2ac14 
op2bc13 
op2bc14 


356 363 Date of Other Operation 1 8 X ccyymmdd dop2ccyy 
dop2yy 
dop2mm 
dop2dd 
dop2date * 
dop2cdate * 


364 371 Clinician - Other Operation 1 8 X right justify GMC No clinrep2 


372 379 Other Operation 2 8 X OPCS4 code pair op3ac13 
op3ac14 
op3bc13 
op3bc14 
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  General Clinical Data (Cont) :- TPL defines in /data/codebooks/defines/clinical 


380 387 Date of Other Operation 2 8 X ccyymmdd dop3ccyy 
dop3yy 
dop3mm 
dop3dd 
dop3date * 
dop3cdate * 


388 395 Clinician - Other Operation 2 8 X right justify GMC No clinrep3 


396 403 Other Operation 3 8 X OPCS4 code pair op4ac13 
op4ac14 
op4bc13 
op4bc14 


404 411 Date of Other Operation 3 8 X ccyymmdd dop4ccyy 
dop4yy 
dop4mm 
dop4dd 
dop4date * 
dop4cdate * 


412 419 Clinician - Other Operation 3 8 X right justify GMC No clinrep4 


420 449 Filler (for future use) 30 X  Filler1 


 
    


    


  Derived Data :- TPL defines in /data/codebooks/defines/derived 


450 451 Old SMR0 Specialty Code 2 X backmapped code  oldspec 


452 452 Waiting Time Category 1 X  waitcat 


453 453 Clinic Type 1 X  clintype 


454 460 Reformated Postcode (7 characters) 7 X On anonymised files, only 
first five characters 
(postcode sector) given - last 
2 characters blank  


pc 


461 466 Grid Reference Easting 6 X Blank on anonymised files gridrefe     


467 473 Grid Reference Northing 7 X Blank on anonymised files gridrefn     


474 474 SE Urban Rural Code 2004 1 X  seurc04 


475 484 2001 Census Output Area 10 X  output2001   


485 493 Datazone 9 X  datazone     


494 502 Aggregated Datazone 9 X Not yet available aggdatazone  


503 508 SIMD Score 6 X  simdscore 


509 509 SIMD Scotland Quintile 1 X  simdquin 


510 511 SIMD Scotland Decile 2 X  simddec 


512 512 SIMD Health Board Quintile 1 X  simdhbquin 


513 514 SIMD Health Board Decile 2 X  simdhddec 


515 515 SIMD Top 15% Marker 1 X  simdtop 


516 516 SIMD Bottom 15% Marker 1 X  simdbottom 


517 522 Carstairs 2001 Score 6 X  car01score 


523 523 Carstairs 2001 Scotland Quintile 1 X  car01quin 


524 525 Carstairs 2001 Scotland Decile 2 X  car01dec 


526 526 Carstairs 2001 Health Board Quintile 1 X  car01hbqn 


527 528 Carstairs 2001 Health Board Decile 2 X  car01hbdec 


529 534 Carstairs 1991 Score 6 X  car91score 


535 535 Carstairs 1991 Quintile 1 X  car91quin 
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536 537 Carstairs 1991 Decile 2 X  car91dec 


538 538 Carstairs 1991 Category 1 X  car91cat 


539 545 1991 Census Output Area 7 X  output1991   


546 592 Filler (for future use) 47 X  filler2 


593 596 Electoral Ward 4 X  ward 


597 598 UK Parliamentary Constituency 2 X  parlcon 


599 600 Scottish Parliamentary Constituency 2 X  scotparlcon 


601 602 Local Government District 2 X  lgd 


603 604 Council Area 2 X  lca 


605 605 Health Board of Residence Cypher 1 X  hbres 


606 607 Health Board of Residence Number 2 X  hbnum 


608 614 Nomenclature of Units for Territorial 
Statistics(NUTS) 


7 X  nuts 


615 616 HB of Treatment Number 2 X  hbtnum 


617 618 GP Practice HB Number 2 X  hbpract 


619 621 Age in Years 3 X  age  


622 626 Days Waiting 5 9  wait 


627 627 Postcode Query ind 1 X  pcquery 


628 628 Error Flag 1 X  error 


629 629 Query Flag 1 X  query 


 
    


    


  Processing History :- TPL defines in /data/codebooks/defines/process 


630 635 Batch Number 6 X  batchno * 


636 639 Batch Sequence Number 4 X  batchseq * 


640 645 Version Number 6 X  versnum * 


646 653 Date Record Inserted 8 X yymmdd insertccyy 
insertyy 
insertmm 
insertdd 
insertdate * 
insertcdate * 


654 661 Date Last Amended 8 X yymmdd amendccyy 
amendyy 
amendmm 
amenddd 
amenddate * 
amendcdate * 


662 662 Delete Flag 1 X = D if record has been deleted deleted 


663 663 Accredited Flag 1 X = A if record from Accredited site accredit 


664 664 Processing Site 1 X M=Maryfield, T=TPH procsite 


665 669 Input Provider 5 X As supplied by Trust - 
information in the ‘Provider’ 
field (positions 212-216) is 
derived to reflect Trust 
configuration pre and post 
April 1999 


inputprov 


670 675 Date (of clinic) 6 X mmyyyy - used for derivation 
of Provider code 


 


676 680 Current Provider 5 X Mapped code from 1997 
based on current 
configuration. 


currprov 
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Notes 
 
i) For dates, the use of ccyy indicates the full year (ie including century), yy for 2-digit year only (ie excluding century), mm for month, dd 


for day, datec for full date (including century) and date for full date excluding century. 
 


ii) * Variable names with an asterisk do not have defines set up at present. 
 


iii) ** For cfstart and cfend, the third character of each code is for local use.  In TPL, these varaibles are only defined for the first 2 
characters. 


 


iv)  For each diagnosis there are several variables defined in TPL - the second digit of the variable names refers to the relevant 
diagnosis, the fourth (and fifth if applicable) refer to the position within the diagnosis, eg d2c13 means 2nd diagnosis, positions 1-3 
(the 3-digit ICD10 code for the second diagnosis). 


 


 Group variables have been defined for use with the diagnoses - these are dc1, dc13, dc14, dc5, dc6 and dc16 - these look across all 
six diagnoses in the positions specified, eg the use of dc14 tells TPL to look across all six diagnoses, positions 1 to 4, for a particular 
value. 


 


v) For each operation there are several variables defined in TPL - these are given on the file as up to four pair codes - the third and 
fourth digits of the variable names refer to the relevant operation pair, the last two refer to the position within the operation, eg 
op3ac14 means operation 3A, positions 1-4 (the full OPCS4 code for operation 3A). 


 
 
TPL Defines 
 
Defines have been set up for most of the TPL variables defined above.  The directories where the defines are held are given at the 
beginning of each section in the file layout.  The defines are given the same name as the relevant variable with the extension ‘.def’, so, for 
example, the define for significant facility (sigfac in TPL) in the ‘Episode Management Data’ section of the file is  
 


/data/codebooks/defines/episode/sigfac.def 
 


The new variables created have the same names as the original variable but with the addition of a ‘d_’ to the beginning.  So, for example, 
the define for sigfac creates a new variable d_sigfac which can be used in table statements.  To include the above define in programs, use 
the command: 
 


%include /data/codebooks/defines/episode/sigfac.def 
 
Amendments to the SMR Analysis Files (July 2005) 
 
Some redundant Census data items have been removed (2001 Census Ward ST, 2001 Census Ward CAS, 2001 Census Postcode Sector ST and 2001 
Census Postcode Sector CAS). 
New Deprivation data items have been added (SIMD SCORE, SIMD SCOTLAND QUINTILE, SIMD SCOTLAND DECILE, SIMD HEALTH BOARD 
QUINTILE, SIMD HEALTH BOARD DECILE, SIMD TOP 15% MARKER, SIMD BOTTOM 15% MARKER, CARSTAIRS 2001 SCORE, 
CARSTAIRS 2001 SCOTLAND QUINTILE, CARSTAIRS 2001 SCOTLAND DECILE, CARSTAIRS 2001 HEALTH BOARD QUINTILE, 
CARSTAIRS 2001 HEALTH BOARD DECILE and CARSTAIRS 1991 DECILE). 
The data item 1991 Census Urban Rural Code has been replaced by SE Urban Rural Code 2004. 
 
 
Amendments to the SMR Analysis Files (August 2004) 
 
Some redundant geographical data items have been removed (English 3rd character, Grid Reference, Enumeration District, Catchment Area, 
Local Government Region, New Town Code and Population Locality). 
New geographical data items have been added (Grid Reference Easting, Grid Reference Northing, 1991 Census Output Area, 1991 
Carstairs Deprivation Score, 2001 Census Output Area, Datazone, Scottish Parliamentary Constituency and Nomenclature of Units for 
Territorial Statistics).  Electoral Ward has been changed from 3 to 4 characters and blank spaces have been left for additional data itmes to 
be included when they become available.  These are in italics and are highlighted on the layout with shading in the ‘position’ boxes.   
 
 
Amendments to the SMR Analysis Files (April to June 2000) 
Phase One:  Amendments from April 2000 
 
The analysis files for SMR00 have been restructured  as follows:  
 characters (all blank) have been removed from the ‘Common Development Data’ section of the file - the derived fields in this section, 


specified by DAWG, have been maintained and are shown above under the ‘Derived Data Section’. 
 a new 30 character filler has been added for future use. 
 all date fields have been extended to incorporate century and take the format ccyymmdd. 
 length of wait extended to 5 characters and will be re-derived in due course (see ‘Phase Two’ below). 
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 additional geography (eg local council area, parliamentary constituency) has been added to the ‘Derived Data’ section (see also ‘Phase 
Two’ below). 


 
For TPL users, there are no changes to variable names so existing programs will not need to be amended. 
 
Phase Two:  By end June 2000 
 
All derived items will be investigated to ensure that the derivation algorithms are correct.  Any errors will be rectified and applied 
retrospectively.  Commonly used fields with known problems (in particular length of wait and geography) are highlighted on the layout with 
shading in the ‘position’ boxes.  These fields should be treated with extreme caution and will be corrected by June 2000.  
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Scottish Birth Record - Initial Findings on Data Quality


Executive Summary


This report describes initial findings on the data quality and related aspects of the Scottish Birth Record 
(SBR). It is hoped the report will be of interest to existing and potential users of SBR and SBR data.


Completeness of coding varies by data item but for a number of data items recording levels are high and/or 
have improved since inception of SBR in 2002 (see Data Quality and Completeness of SBR data items).


Coverage of SBR has improved since inception and by the end of 2005 approximately 80% of all births were 
recorded on SBR. Only two hospitals in Scotland are not currently using SBR.


Comparison of recording of data items on SBR and on SMR02 shows a general consistency, though some 
anomalies are highlighted (see Comparison between baby data on SBR and SMR02).


SBR data is now a contributory source of the newly developed Scottish Linked Congenital Anomaly Database 
(see Linkage work on congenital anomalies).


SBR data standards are being constructed and will be housed in the NHS Scotland Health and Social Care 
Data Dictionary (see Data standards for SBR).


SBR data recording is generally very timely, and information is mostly available much more quickly than 
other comparative national data. The median time from birth to local and national access on the SBR 
database was 3 days in January 2006 (see Timeliness of SBR data).


ISD continues to work with NHS colleagues to further develop the uses and data quality of SBR. To extend 
the use of SBR, and thereby help further improve its data quality, ISD will consider how best to engage the 
wider potential audience for SBR and SBR information (see Future work).


About this report


This report presents an introduction to the Scottish Birth Record (SBR), and provides an illustration of the uses of 
the SBR, together with a description of initial work and emerging findings on data quality. Included is assessment 
of indicators such as data accuracy, completeness and timeliness, together with a description of some uses of the 
data, for example linkage with other data sets.
It is hoped that this report will be of interest to existing users of SBR. It is also envisaged that the report might 
attract attention of potential users of SBR and of the derived information that is available from SBR.


Introduction to SBR


The Scottish Birth Record (SBR) started collecting data in 2002 and has now been rolled out throughout Scotland.  
The SBR differs from the Scottish Morbidity Record (SMR) series in that it is based on individuals rather than episodes.  
SBR was intended to replace the old SMR11, which had become increasingly unsatisfactory, and has been designed 
to encourage clinicians to enter data onto the system.  For this purpose it has a clinical part and a coding part such 
that a sub-set of the clinician-entered data can be viewed, tidied, corrected and coded by clinical coding staff.  It is 
also possible for coding staff to generate records without clinical input.  
The system uses a single server for the whole of Scotland, collecting data over the NHS Net and ensuring high levels 
of confidentiality and security. The SBR is able to interface with other systems, for example the CHI database.
The SBR is used for a range of local operational purposes. It allows the generation of documents such as discharge 
letters, for insertion into casenotes.  Local information can be downloaded for direct analysis using Excel or 
similar application.  SBR records can now also be linked to certain other national data sets (e.g. SMR and death 
records).
At present, approximately 80% of babies in Scotland are being registered on the system, the majority within 
one week of birth. There is also increasing clinical use, with several maternity units completing the record from 
booking through to neonatal discharge and some using the SBR as part of their discharge process.


•


•


•


•


•


•


•


•
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Data Quality and Completeness of SBR data items


The SBR dataset is wide-ranging and potentially of great use. As hospitals have increasingly adapted SBR for use in 
recent years, there has been a need for assessment of the data that has been recorded. Results from these analyses 
will help identify any local problems in recording and also, importantly, provide a view on national data quality.
Charts 1 and 2 provide an example of the initial analyses that have been carried out looking at the data quality 
and the completeness of the SBR data since collection began in 2002. Analyses have been undertaken on both the 
clinical and coding parts of the SBR. As SBR is an extensive dataset with currently 410 data items, it was decided 
to focus early analyses on a limited number of items. 


In the coding part of SBR some of the data items would only be expected to have data recorded for “sick” babies. 
Therefore, to analyse the completeness of data items it is necessary to identify those records that are for “healthy” 
and “sick” babies. A baby who is “healthy” at birth would not be expected to have data recorded for all of the 
following data items: birth gestation, number of births, birth place, resuscitation, feed on discharge, apgar score 5, 
birth OFC and length crown heel. At the moment the only requirement is to register the baby by entering patient 
ID and demographic data. A small number of sites also record ICD codes Z37 or Z38 to represent “healthy” babies 
and for some hospitals a “healthy” baby is recognised as those babies that do not have a diagnosis recorded. 
Therefore, when looking at the completeness of birth gestation, number of births, birth place, resuscitation, feed 
on discharge, apgar score 5, birth OFC and length crown heel we have produced a definition of what constitutes 
a “healthy” baby and these data items would be classed as being complete for “healthy” babies for the purposes 
of this analysis.


Definition of a “healthy” baby
A “healthy” baby is identified as those cases that have no data for all of the items (birth gestation, number of 
births, birth place, resuscitation, feed on discharge, apgar score, birth OFC and length crown heel) or the baby has 
ICD code Z37 or Z38 recorded or is in one of the specified hospitals and has no diagnosis recorded. 
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Chart 1 - Selected SBR items from the coding part of SBR - percentage complete/valid, Scotland 2002-2005


- The most up to date data available as at January 2006 was used for Chart 1
- It should be noted that the number of SBR Records has increased since 2002
- There have been completeness issues with baby outcome data due to system problems. These have now been resolved and the SBR Team are  
   working with users to ensure that there is a complete historical dataset
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15 maternity units input directly to the clinical part of the SBR. Several hospitals have their own maternity systems 
to record this information and therefore they have not implemented SBR in maternity. These locations have been 
removed when looking at the completeness of the selected data items in the clinical part of the SBR shown in 
Chart 2.
When looking at the completeness of the SBR data as well as assessing the completeness of each data item a check 
was also made if the responses were sensible by comparing against relevant data items, e.g. birth weight was 
cross-checked against gestation. Odd values were classed as being incomplete/invalid. For the numeric data items 
(birth OFC, crown length heel, birth low glucose) some data cleansing had to be done due to missing decimal 
points, missing digits. This work is ongoing to try and ensure the SBR dataset is of a high quality.


Some observations from chart 2 are:
Overall, the recording of the selected clinical items has improved considerably from 2002-2005.
The completeness/validity of the recording of onset labour has increased from 73% complete in 2002 
to 89% complete in 2005.
The completeness/validity of the recording of delivery perineum shows the largest improvement with 
1% complete in 2002 compared to 88% complete in 2005.
The completeness/validity of the recording of ethnic group for both the baby and mother improved in 
2003 and 2004. However, for 2005 the recording levels have decreased.
The completeness/validity of the recording of type of delivery has increased from 77% complete in 
2002 to 95% complete in 2005.
The completeness/validity of the recording of ante-smoking history and ante-smoking this pregnancy both 
show a significant improvement since 2002. However, for 2005 recording levels have decreased. 


•
•


•


•


•


•
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Chart 2 - Selected SBR items from the clinical part of SBR - percentage complete/valid, Scotland 2002-2005


- The most up to date data available as at January 2006 was used for Chart 2
- It should be noted that the number of SBR records has increased since 2002


Some observations from chart 1 are:
Overall the completeness/validity of the recording of the selected data items in the coding table is very good.
The data items gestation, number of births, resuscitation and apgar scores show a high level of completeness 
/validity from 2002-2005. These data items were all at least 95% complete in 2005.
The data items birth place, feed on discharge, birth OFC and length crown heel all show an improvement of 
recording in 2005 compared to 2003 and 2004.
Birth weight showed an improvement in recording in 2003 and 2004. However, 2005 data appears to be incomplete.
There is a completeness issue with baby outcome, this is due to system problems. This problen has now 
been resolved. The SBR team will work with users to complete any incomplete historical data.
The recording of max bilirubin and jaundice for those babies with phototherapy is around 80% complete. 
However, the recording of jaundice in 2005 was only 56% complete.
The quality of the recording of birth low glucose for those babies with hypoglycaemia appears to have reduced 
between 2002-2005, 47% complete in 2005 compared to 76% complete in 2002.


•
•


•


•
•


•


•
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Comparison of GROS, SBR clinical, SBR coding, SMR02 and SIRS


The number of live births from the SBR (Scottish Birth Record) coding and clinical datasets has been compared 
to GROS (General Register Office for Scotland), SMR02 (Maternity Inpatient & Daycase) and SIRS (Scottish 
Immunisation Recall System) returns for data completeness purposes.  These data sources are reliable and well-
established sources of data collection.  This involved comparing trend information across individual months, 
monthly information by hospital of birth (excluding SIRS) and yearly information by hospital of birth (excluding 
SIRS).
The chart below provides an example of the initial analysis that has been carried out looking at the comparisons of 
SBR data to GROS, SMR02 and SIRS. Chart 3 shows how the SBR system has progressed from its implementation 
in 2002 and that the SBR system is generally well used across Scotland, although not all neonatal and maternity 
units in Scotland have implemented the SBR system.  Data for 2005 shows that the SBR system is more up to date 
than the other systems, with births registered up to December 2005.  This is because the SBR system works in real 
time with the information recorded soon after birth.  SMR02 can be less timely than the other systems because 
of coding resource and system problems. Updates of SMR02, SIRS and GROS are available at regular scheduled 
periods i.e. monthly for SMR02 and quarterly for SIRS and GROS.
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Chart 3 - Comparison of births between GROS, SBR, SMR02, SIRS; 2002-2005


- The data used for Chart  was as at 31 January 2006
- GROS data was only available for January and February 2005 (as at 31 January 2006)
- SIRS data was only available to October 2005 (as at 31 January 2006)
- SMR02 data is currently incomplete for 2005. SMR02 data is submitted to ISD
  retrospectively when the patient notes become available to medical records.
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Comparison between baby data on SBR and SMR02


This section shows the recording of gender, birth weight, gestation, APGAR at 5 mins, resuscitation and initial 
outcome of birth between the SBR coding tables and SMR02 for calendar year 2004.
These data items were chosen as they are well recorded in SMR02 and thus can provide a reasonable comparison 
with SBR. SMR02 records information on all mothers and their babies born in NHS hospitals whereas SBR records 
information on approximately 80% of babies.  This apparent incompleteness of SBR data is discussed in appendix 
1. Data for 2004 was used for the analysis as data for 2005 is not yet complete for SMR02. Care should be taken 
when comparing the SMR02 and SBR as the SBR contains proportionally more sick babies.
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Chart 4 - Births1 by Gender in 2004p


Gender SBR SMR02
percentage


Boy 52.0 51.3
Girl 47.7 48.7
Not Known 0.1 0.0
Not Recorded 0.1 0.0
Total 100.0 100.0


Chart 5 - Births1 by Birthweight in 2004p


1 - Includes home births and births in NHS Hospitals
p - Provisional
source: SBR coding table and SMR02 as at 8 February 2006
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Birthweight - g SBR SMR02
percentage


<2500 8.9 7.5
2500 - 2999 15.4 15.6
3000 - 3499 32.9 34.0
3500 - 3999 29.1 30.1
4000 - 4499 10.8 10.8
>4500 2.1 2.1
Not recorded 0.8 0.0
Invalid 0.0 0.0
Total 100.0 100.0


1 - Includes home births and births in NHS Hospitals
p - Provisional
source: SBR coding table and SMR02 as at 8 February 2006
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Chart 6 - Births1.2.3 by Gestation in 2004p


18 - 23 weeks
24 - 27 weeks
28 - 31 weeks
32 - 36 weeks
37 - 41 weeks
42 weeks and over
Not Known
Invalid


Gestation - weeks SBR SMR02
percentage


18 - 23 0.0 0.0
24 - 27 0.5 0.5
28 - 31 1.2 0.9
32 - 36 7.0 6.5
37 - 41 62.5 89.3
42 and over 1.6 2.6
Not Known 27.2 0.2
Invalid 0.0 0.0
Total 100.0 100.0


1 - Includes homebirths and births in NHS Hospitals.
2 - Many births shown as ‘Not Known’ in the SBR will be healthy babies.
3 - In the SBR gestation is 97% complete when healthy babies are excluded.
p - provisional
source: SBR coding table and SMR02 as at 8 February 2006


Chart 7 - Births1.2.3 by Apgar score at 5 minutes in 2004p


SBR
SMR02


APGAR score at 5 minutes SBR SMR02
percentage


00 0.1 0.2
01 - 04 0.4 0.4
05 - 08 4.5 4.9
09 50.7 71.4
10 11.2 21.9
Invalid 0.1 0.7
Not Recorded 33.1 0.6
Total 100.0 100.0


1 - Includes homebirths and births in NHS Hospitals.
2 - Many births shown as ‘Not Recorded’ in the SBR will be healthy babies.
3 - In the SBR APGAR5 is 98% complete when healthy babies are excluded.
p - provisional
source: SBR coding table and SMR02 as at 8 February 2006
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Chart 8 - Resuscitation method carried out for births1,2 in 2004p


SBR
SMR02


Resuscitation SBR SMR02
percentage


Nil/Facial Oxygen 56.3 79.1
Bag and Mask  
(no drugs)


6.0 5.9


Bag and Mask
(with drugs)


1.7 1.4


Intubation for IPPV
(no drugs)


1.1 0.6


Intubation for IPPV
(with drugs)


0.6 0.3


Drugs only
(usually Naxolone)


0.0 0.0


Not Applicable 0.6 0.0
Not Known 0.5 11.9
Other 0.4 0.0
Not Recorded 32.8 0.6
Total 100.0 100.0


1 - Includes homebirths and births in NHS Hospitals.
2 - Many births shown as ‘Not Recorded’ in the SBR will be healthy babies.
p - provisional
source: SBR coding table and SMR02 as at 8 February 2006


Chart 9 - Outcome of births1,2 in 2004p


Livebirth
Not Recorded
Stillbirth


Outcome SBR SMR02
percentage


Livebirth 24.0 99.4
Not Recorded 75.9 0.0
Stillbirth 0.1 0.6
Total 100.0 100.0


1 - Includes homebirths and births in NHS Hospitals.
2 - The high number of ‘Not Recorded’ values in SBR is due to system problems.
     These have now been resolved and the SBR Team are working with users to
     ensure that there is a complete historical dataset.
p - provisional
source: SBR coding table and SMR02 as at 8 February 2006
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Linkage work on congenital anomalies


Between 1988 and 1994, ISD maintained and published data from the Scottish Congenital Anomalies Register 
(SCAR). The aim was to register all congenital anomalies detected at birth or during infancy. Data were obtained 
from neonatal returns (SMR11), from the Stillbirth & Infant Death Survey and from returns relating to acute 
hospital admissions in the first year of life (SMR01). These data sets were linked to permit the identification of 
duplicates by creating a single baby record. During this period, 80% of all identified anomalies were recorded on 
SMR11.


In 1996 ISD discontinued the routine collection of SMR11 for all babies. For this reason and combined with a 
general view that the reliability of SCAR had declined over time, the production of the database stopped.


Working in partnership with the Scottish Perinatal and Infant Mortality and Morbidity Review Advisory Group 
(SPMMRAG), ISD have in recent years developed a new Scottish Linked Congenital Anomaly Database along 
similar lines to SCAR. Aggregated data on the birth prevalence of neural tube defects, cardiovascular anomalies, 
orofacial clefts, and trisomies 13, 18 and 21 have now been published in the SPMMRAG annual reports since 
2001.


The major challenge in creating the necessary baby profiles from which single anomaly events can be identified is 
the successful probability linkage of the core datasets. 


A core linked maternity and neonatal database is built up of mother and baby combined profiles containing:


SMR02 – Maternal obstetric discharge record
SMR11 – Neonatal discharge records
SBR – Scottish Birth Record
SSBID – Scottish Still Birth & Infant Death Survey
GRO – General Register Office for Scotland, Stillbirth & Death Registrations
GRO – Birth Registrations


Linking data using probability matching
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Production of the congenital anomaly file involves separating out records relating to each individual sibling and 
linking their relevant acute hospital admissions in the first year of life in order to provide the necessary follow-up. 
Sweeping the follow-up period to identify new cases has proven invaluable, especially when reporting on anomalies 
in birth cohorts post 1996, the period for which we do not have routine neonatal returns on all babies.


The introduction of the SBR and its incorporation into the linked maternity and neonatal database was eagerly 
awaited and successfully completed in September 2005, in time to meet SPMMRAG publication deadlines.


Results on the 2003 birth cohort, the first for which we can evaluate the impact of the SBR’s introduction on 
congenital anomaly reporting appears encouraging.  We have not observed a step change in the reported level 
of incidence in any of the ‘limited’ categories we currently look at when comparing against figures for the period 
immediately prior to the introduction of the new system.   


Currently, formation of the core linked dataset is dependent on feeding all patient (mother and baby) identifiers 
through established matching algorithms. In time however, all databases will be seeded with Community Health 
Index Numbers (CHI) and dependence on traditional identifiers should diminish.


Although congenital anomalies form an integral part of our work, incorporated into our linked databases, the SBR 
can serve many other areas of epidemiological research covering all areas of childhood morbidity.


Data Standards for SBR


The Health and Social Care Data Dictionary, the national source of health and social care definitions and standards 
(http://www.datadictionary.scot.nhs.uk) housed the data definitions for the old SMR11 returns. In order for SBR 
data standards to be published in the Dictionary a thorough review of the standards began in June 2005. The 
purpose of this review was to ensure:


·that SBR data standards are well defined.
·data standards are in line with draft Child Health and Generic Data Standards where appropriate.
·data standards are in a format that matches the templates used in the data dictionary.  


 
An obvious additional benefit of the data standards work is that it should help improve and maintain quality of 
SBR data.
 
The SMR11 section was removed from the Data Dictionary in October 2005 and two draft documents were 
produced covering data standards, firstly the SBR Coding Sections and then the SBR Clinical and Generic Data 
Standards. 
 
At time of writing the draft documents are being reviewed by the SBR Team. This will ensure completeness of 
the documents. The next stage involves agreeing modifications to bring the data standards closer to Generic and 
Child Health Data Standards. By this time the draft Child Health Standards will be finalised. Once agreement has 
been reached the standards can be published and any changes required to the SBR can be put through the change 
control process.
 
An additional important piece of work is the development of a validation suite for inclusion in the SBR system. This will 
check formats and values of individual items and generate ‘errors’ or ‘queries’, as appropriate, for SBR users to rectify or 
verify. It is envisaged that users will contribute to improvement and maintenance of data quality.
 


•
•
•
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Timeliness of SBR data


Chart 10 - Percentage of births - provisional 


Chart 10 shows information on SBR timeliness, derived from the SBR audit trail.  The chart shows the cumulative 
percentage of births recorded on SBR within a certain number of days.  The audit trail was only introduced in 
September 2005.  It is clear from the chart that by this measure, SBR data is much more timely than other related 
data sets.  The median time from birth to local and national was 3 days, with 79% of births available within 7 
days.
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Future work


This initial report presents an illustration of some of the findings from analysis and use of SBR so far. It is considered 
that SBR has proved to be of great value for local hospital staff, and as data quality improves national use will 
increase. There is, however, scope for much more work to be undertaken to try to further improve the utility of 
SBR.
 
ISD has worked with colleagues in hospitals and health boards in attempting to develop SBR reporting that will 
help local users of the system, and local users of the information. ISD plan to continue this work and to attempt 
to make wider audiences aware of the potential of SBR information. Feedback from such discussions would be 
expected to help steer ISD’s work in this area. Should ISD be successful in extending the use of SBR and SBR 
information, it is expected that this will help further improve its data quality.
 
There exists an opportunity for ISD to extend the quality assurance work that has been undertaken in recent 
months. The SBR database is an extensive one (for example, over 400 data items may be recorded for any 
individual record) and is a rich source for epidemiological and research work. Further analytical work on measuring 
completeness and validity of recording will help assure users of the robustness of the data that is maintained within 
SBR and will identify any recording problems. The completion of work on data standards and definitions, together 
with the installation of a validation scale, will help maintain and improve future data quality. And, potentially, 
quality assurance studies on data accuracy might be helpful in demonstrating the value of the information that is 
held.


	


Comments


Comments and suggestions on this report are welcomed, and should be directed to:
 
Gillian Boyle
SBR Project Manager
0131 275 6085
gillian.boyle@isd.csa.scot.nhs.uk 
 
Further information on SBR is available at:
 
 http://www.show.scot.nhs.uk/sbr



www.show.scot.nhs.uk/sbr
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Appendices


	
Appendix 1 – Further information of what SBR is and what it is used for.


Design of the SBR


The system uses a single server for the whole of Scotland, collecting data over the NHS Net and using encryption to 
ensure high levels of confidentiality and security.  This has proven to be efficient and practical, and the use of web 
technology allows for “instant” updating of the system.  Furthermore, a baby’s information can be “transferred” 
from one hospital to another if the baby is transferred.  Since the system can be accessed in any NHS facility, it 
cuts across the traditional boundaries of primary/secondary care. For example, it is being used in two areas by 
community midwives working from health centres.
 
The SBR is able to interface with other systems.  This has allowed its use in hospitals which already have complex 
maternity/neonatal systems.  In one site, the data transfer is in the other direction, with the SBR being used to seed 
a more complex neonatal system. 
 
One of the most important interfaces is the real time link via XML to the Dundee CHI database.  This has been 
successfully implemented in several sites since the beginning of February 2005, with midwives providing all babies 
with a CHI number immediately after birth.
 
In addition, the SBR can easily have small questionnaires tacked onto it which are targeted at certain users.  We 
have piloted a measure of workforce and other resources by including a short questionnaire to neonatal staff every 
month.


Outputs/communication 


The SBR allows the generation of documents such as discharge letters, and summaries for insertion into casenotes.  
It also allows information for a particular hospital to be directly downloaded as a flat file for direct analysis using 
Excel or similar application.  ISD are experimenting with directly produced “web charts” which provide a very 
accessible and immediate form of feedback.  Currently, the main feedback to users is by regular production of 
standard tables.
 
We have also developed a production record linkage facility to allow SBR records to be joined to the standard SMR 
and death records.


Present situation


Data on all “sick” babies born in Scotland are now being entered on the coding part of the SBR.  Our aim is to 
collect some data on all babies (including healthy ones), to provide a full denominator.  At present, approximately 
80% of babies are being registered on the system, the majority within one week of birth, but four units have yet 
to establish the resources/mechanisms to register all births.  
 
There is also increasing clinical use, with several maternity units completing the record from booking through to 
neonatal discharge (e.g. Borders, Dumfries, Highland, Vale of Leven).  Some neonatal units are using the SBR as 
part of their discharge process (e.g. Wishaw, Stirling, Borders, Princess Royal Maternity).
 
How SBR data are currently used
 
As described above, SBR is commonly used locally for a range of operational purposes.  In addition, the capture of 
information on a National basis allows for data analysis by ISD.
 
The use of the SBR for information requests has been increasing over the last year.  
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Data for audits


Number of babies by birth weight born in PRM - postcode outwith the Glasgow NHS board area.
Joint working to provide data for their annual neonatal report, 1st time information was readily available.
Ad hoc requests are on the increase! Several units have now contacted ISD for patient listings for audit 
purposes.
The use of the SBR also provided an up-to-date answer to a Parliamentary Question on deliveries at the 
Simpson Centre for Reproductive Health, New Royal Infirmary, as the SMR02 data was incomplete at that 
time.
The SBR has also been used to help identify the number of babies born with a particular condition.  Several 
other datasets are also analysed including death registrations (GROS), SMR02, SMR11 and SMR01.
An incremental birth details report has been developed and is currently being emailed to sites on a monthly 
basis.  Once the users have approved the content and are happy with accuracy this report will be made 
available direct from the SBR application.


Appendix 2 – Items collected on SBR


The clinical and coding data items can be found in the Data Dictionary


http://www.datadictionary.scot.nhs.uk


Further information on any of the data items can be obtained from the SBR team:


    Gillian Boyle
    SBR Project Manager
    0131 275 6085
    gillian.boyle@isd.csa.scot.nhs.uk


•
•
•


•


•


•
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1 Outpatients (SMR00) Overview


1.1 Introduction


This document contains a list of the objects along with their description within the
Outpatients (SMR00) universe.


Outpatients (SMR00) is a software package to allow access to the NHSScotland
outpatients (SMR00) dataset.


The Outpatients (SMR00) data mart contains information from 1 January 1997 to present
day and provides authorised users with the facility to analyse individual patients, as well
as aggregated data.


The data within Outpatients (SMR00) will be updated on a monthly basis by ISD Scotland.
Users will receive an e-mail to advise when data in the universe has been updated.
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1.2 Manual Content


The Outpatients (SMR00) Data Manual is designed to be a concise and user-friendly guide to the
definition, interpretation and coding of key data items found in the Outpatients (SMR00) 
WebIntelligence Universe. 


It is organised into chapters, each representing a ‘class’ in the Outpatients (SMR00) universe. Key
data items in each class appear together with a definition for the item, any coding schemes used,
and advice on interpretation (where relevant). 


1.3 Terminology


The topics below briefly cover the terminology used throughout this data manual.


1.3.1 Universe
A universe is a representation of the information available in a database. It is the entire collection of
objects and classes that are available to the user for defining their own reports. 


1.3.2 Objects
An object is an element in the universe and relates to data in a database. You use objects to retrieve
data for your reports. There are three types of object in the Outpatients (SMR00) Universe: 


Dimension Objects 
They are denoted by a small blue cube, as shown below:


It is very likely that the queries you build/create will be based around dimension objects - they
provide the basis for analysis in a report. Examples of dimension objects are NHS Board of
Residence Code (Current), Date of Discharge, and SIMD Quintile. 


Detail Objects 
A detail object is always associated with one dimension object and is denoted by a green pyramid,
as shown below: 


It provides additional information about the dimension object. Continuing with the dimension object
example used, a detail object associated with Date of Dis Fin Year (e.g. 2007) would be Date of Dis
Cal Fin Name (e.g. 2007/2008). 


Measure Objects 
A purple sphere, as shown below, denotes a measure object: 
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A measure object always contains numeric data. The value a numeric object returns varies
depending on the dimension and detail object(s) with which it is used. An example best illustrates
this: 


If you include NHS Board of Residence Code (current) as the dimension object, and No of Episodes
as the measure object in a query, this would return the No of Episodes for each NHS Board of
Residence included in your query. 
However if you include Location (practice) code  as the dimension object and No of Episodes as the
measure object in a query, this would return the No of Episodes for each Location (practice) 
included in your query. 


1.3.3 Classes and Subclasses
The purpose of classes is to provide logical groupings of data objects. When you create queries on
the universe, classes help you to find the objects that represent theinformation that you want to use
in a query. A particular class can consist of a number of sub-classes. 


In Outpatients (SMR00), an example of a class is Outpatients (00), which includes the subclasses
Time, Organisation, Geography etc.
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2 Data Manual
The following pages contain information on the dimensions and measures contained in the
Outpatients (SMR00) data mart.


2.1 Geography


Geography relating to patient at the time of episode.


2.1.1 NHS Board of Residence


The locale where the patient usually resides.  This information is derived directly from the
patient’s postcode of residence.


2.1.1.1 NHS Board of Residence Code (Current)


A 9-digit code representing the area where the patient usually resides.  The current
configuration of NHS Boards came into being on 1st April 2006.  At this time, NHS Argyll
& Clyde was dissolved.  NHS Greater Glasgow and NHS Highland both took over parts of
the former NHS Argyll and Clyde. 


In cases where the patient does not usually reside in Scotland, codes have been
assigned for these specific circumstances.  


Below are a list of the codes and their descriptions.


S08000001 NHS Ayrshire & Arran
S08000002 NHS Borders
S08000003 NHS Dumfries & Galloway
S08000004 NHS Fife
S08000005 NHS Forth Valley
S08000006 NHS Grampian
S08000007 NHS Greater Glasgow & Clyde
S08000008 NHS Highland
S08000009 NHS Lanarkshire
S08000010 NHS Lothian
S08000011 NHS Orkney Islands
S08000012 NHS Shetland Islands
S08000013 NHS Tayside
S08000014 NHS Western Isles


S08200001 England/Wales/Northern Ireland
S08200002 No Fixed Abode
S08200003 Not Known
S08200004 Outside U.K.
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2.1.1.2 NHS Board of Residence Description (Current)


A name representing the area where the patient usually resides.  The current
configuration of NHS Boards came into being on 1st April 2006.  At this time, NHS Argyll
& Clyde was dissolved.  NHS Greater Glasgow and NHS Highland both took over parts of
the former NHS Argyll and Clyde. 


In cases where the patient does not usually reside in Scotland, names have been
assigned for these specific circumstances.  


Refer to NHS Board of Residence Code (Current) for a list of values.


2.1.1.3 NHS Board of Residence Code (Previous)


A 9-digit code representing the area where the patient usually resides.


This dimension holds values for the previous NHS Board configuration of 15 NHS
Boards.  15 NHS Boards existed from 1974 – 31st March 2006, at this time, NHS Argyll &
Clyde was dissolved.


In cases where the patient does not usually reside in Scotland, codes have been
assigned for the specific circumstances.


Below are a list of the codes and their descriptions.


S08900001 Argyll & Clyde
S08000001 NHS Ayrshire & Arran
S08000002 NHS Borders
S08000003 NHS Dumfries & Galloway
S08000004 NHS Fife
S08000005 NHS Forth Valley
S08000006 NHS Grampian
S08900002 Greater Glasgow
S08900003 Highland
S08000009 NHS Lanarkshire
S08000010 NHS Lothian
S08000011 NHS Orkney Islands
S08000012 NHS Shetland Islands
S08000013 NHS Tayside
S08000014 NHS Western Isles


S08200001 England/Wales/Northern Ireland
S08200002 No Fixed Abode
S08200003 Not Known
S08200004 Outside U.K.
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2.1.1.4 NHS Board of Residence Description (Previous)


A description representing the area where the patient usually resides.


This dimension holds values for the previous NHS Board configuration of 15 NHS
Boards.  15 NHS Boards existed from 1974 – 31st March 2006, at this time, NHS Argyll &
Clyde was dissolved.


In cases where the patient does not usually reside in Scotland, descriptions have been
assigned for the specific circumstances.


Refer to NHS Board of Residence Code (Previous) for a list of values.


2.1.2 Council Area


The local government council area, as defined by the reorganisation of 1 April 1996,
where the person normally resides.    This information is derived directly from the
person's postcode of residence.  This information is only present for discharges from 1
January 1996.


2.1.2.1 Geo Council Area Code


A number representing the area where the patient normally resides.
This can be one of the 32 Scottish local government council areas defined by the
reorganisation of 1 April 1996. In cases where the patient's postcode is non-Scottish then
this field is NULL.


2.1.2.2 Geo Council Area Desc


The name of the area where the patient normally resides.


2.1.3 Local Government District


The Local Government District, as defined by the organisational structure prior to 1 April
1996, where the patient normally resides.    This information is derived directly from the
patient's postcode of residence.  Unlike the Council Area, these fields are populated for
non-Scottish residents.


2.1.3.1 Geo Local Government District


A number representing the district where the patient normally resides.


This is usually one of the 56 Scottish Local Government Districts defined by the
organisational structure prior to 1 April 1996.
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2.1.3.2 Geo Local Government District Desc


The name of the district where the patient normally resides.


2.1.4 UK Parliamentary Constituency


The UK Parliamentary Constituency where the patient normally resides.    This
information is derived directly from the patient's postcode of residence.  This information
is only present for discharges from 1 April 1997 and is limited to only Scottish
constituencies.


2.1.4.1 Geo UK Constituency


A number representing the constituency where the patient normally resides.


This can be one of the 59 Scottish UK Parliamentary Constituencies.  In cases where the
patient's postcode is non-Scottish then this field is NULL.


2.1.4.2 Geo UK Constituency Desc


The name of the constituency where the patient normally resides.


2.1.5 Scottish Parliamentary Constituency


The Scottish Parliamentary Constituency where the patient normally resides.    This
information is derived directly from the patient's postcode of residence.  This information
is only present for discharges from 1 April 1997.


2.1.5.1 Geo Scottish Constituency


A number representing the constituency where the patient normally resides.


This can be one of the 73 Scottish Parliamentary Constituencies.  In cases where the
patient's postcode is non-Scottish then this field is NULL.


2.1.5.2 Geo Scottish Constituency Desc


The name of the constituency where the patient normally resides.
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2.1.6 Electoral Ward


A 4-digit number representing the electoral ward boundaries that came into force in 2007
relating to where a patient normally resides.  This can be one of 353 wards and is derived
directly from the patient's postcode of residence.


Electoral ward is only available on Outpatient (SMR00) records with a Date of Clinic
Attendance from 1 April 1997 onwards. 


In cases where the patient's postcode is non-Scottish then this field is NULL.  Also known
as Multi Member Wards.


2.1.6.1 Geo Electoral Ward Code


A 4-digit number representing the electoral ward boundaries that came into force in 2007
relating to where a patient normally resides.  This can be one of 353 wards and is derived
directly from the patient's postcode of residence.


2.1.6.2 Geo Electoral Ward Desc


A textual description for the Geo Electoral Ward Code.


2.1.7 NUTS


NUTS(Nomenclature of Units for Territorial Statistics) is a 5 tier classification of UK areas
for European purposes. 


This is based on the area where the patient normally resides and can be one of 1229
codes. LAU 2 (NUTS 5) equates to electoral wards and is the lowest level in the
classification. Several electoral wards have been split into 2 separate LAU 2 by the
Highlands and Islands Enterprise boundary. NUTS are derived directly from the patient's
postcode of residence and each tier is then a sub-string of the full 7-digit code. This
information is only available on SMR00 records with a clinic attendance date from 1 April
1997 onwards. In cases where the patient's postcode is non-Scottish then this field is
NULL.


2.1.7.1 Geo NUTS


A 7-digit code number representing all tiers of a 5 tier classification of UK areas for
European purposes. 







23Data Manual


© Crown Copyright 2010


2.1.7.2 Geo NUTS 2


A number representing the second tier of a 5 tier classification of UK areas for European
purposes.


This is based on the area where the patient normally resides and can be one of 4 codes.
NUTS are derived directly from the patient's postcode of residence and each tier is then a
sub-string of the full 7-digit code.  NUTS 2 - first character of full 7-digit code. This
information is only available on SMR00 records with a clinic attendance date from 1 April
1997 onwards. In cases where the patient's postcode is non-Scottish then this field is
NULL.


2.1.7.3 Geo NUTS 2 Desc


The textual description to describe the code number Geo NUTS 2.


2.1.7.4 Geo NUTS 3


A number representing the third tier of a 5 tier classification of UK areas for European
purposes.


This is based on the area where the patient normally resides and can be one of 23 codes.
NUTS are derived directly from the patient's postcode of residence and each tier is then a
sub-string of the full 7-digit code. NUTS 3 - characters 2-3 of full 7-digit code. This
information is only available on SMR00 records with a clinic attendance date from 1 April
1997 onwards. In cases where the patient's postcode is non-Scottish then this field is
NULL. 


2.1.7.5 Geo NUTS 3 Desc


The textual description to describe the code number Geo NUTS 3.


2.1.7.6 Geo NUTS 4


A number representing the fourth tier of a 5 tier classification of UK areas for European
purposes.


This is based on the area where the patient normally resides and can be one of 41 codes.
NUTS are derived directly from the patient's postcode of residence and each tier is then a
sub-string of the full 7-digit code. NUTS 4 - characters 4-5 of full 7-digit code. This
information is only available on SMR00 records with a clinic attendance date from 1 April
1997 onwards. In cases where the patient's postcode is non-Scottish then this field is
NULL.







24 Outpatients (SMR00) Data Manual v1.1


© Crown Copyright 2010


2.1.7.7 Geo NUTS 4 Desc


The textual description to describe the code number Geo NUTS 4.


2.1.7.8 Geo NUTS  Desc


The textual description to describe Geo NUTS.


2.1.8 Community Health Partnership (CHP)


Community Health Partnerships, known as CHPs are subdivisions of NHS Boards in
Scotland.  There are 40 CHPs in Scotland.  Some CHPs are co-terminous with Council
Areas.  Note that some Council Areas contain several CHPs.


2.1.8.1 CHP Code


Community Health Partnerships, known as CHPs are subdivisions of NHS Boards in
Scotland.  9 digit codes are used to represent CHPs and take the format S03NNNNNN.  


2.1.8.2 CHP Description


A name representing the Community Health Partnership (CHPs) where the patient usually
resides.


2.1.9 Data Zone


A Data zone is a nine character code identifying "neighbourhoods". Data zones are the
core geography for dissemination of results in Scottish Neighbourhood Statistics (SNS).
The allocation of postcode to Data zone is done via the 2001 Output Areas. Data zones
contain on average between 500 and 1000 people. Data zone is derived directly from the
patient's postcode of residence. This information is only available on SMR01 records with
a discharge date from 1 April 1997 onwards. In cases where the patient's postcode is
non-Scottish then this field is NULL.


2.1.9.1 Geo Data Zone


As above.
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2.1.10 2001 Census Output Area


2001 Output Area is a ten character code identifying a list of adjoining postcodes.  These
areas were developed to output 2001 Census Small Area Statistics and were designed to
pass the confidentiality threshold of 50 residents.


2001 Output Area is derived directly from the patient's postcode of residence. This
information is only available on SMR00 records with a clinic date from 1 April 1997
onwards. In cases where the patient's postcode is non-Scottish then this field is NULL.


2.1.10.1 Geo 2001 Census Output Area


As above.


2.1.11 1991 Census Output Area


1991 Output Area(00) is a seven character code identifying a list of adjoining postcodes. 
These areas were developed to output 1991 Census Small Area Statistics and were
designed to pass the confidentiality threshold of 50 residents.


2.1.11.1 Geo 1991 Census Output Area


As above.


2.1.12 Postcode


The Postcode is the basic unit for identifying geographic locations.  A postcode is
associated with each address in the UK.  


2.1.12.1 Geo Postcode [C]


*** Only available to users with confidential access ***


The Postcode is the basic unit for identifying geographic locations.  A postcode is
associated with each address in the UK.  The postcode is a seven character field
comprising of two parts - a left justified "outcode" (2-4 characters in length) ,and a right
justified "incode" (3 characters) - it identifies the patient's normal residence.  Certain
"dummy" postcodes are also permissible where the patient's normal residence is (a) not
known exactly but can be assigned to a local government district, or (b) not in the UK. 
Postcodes are assigned in a logical contiguous  order, a consequence being that
aggregated areas can be derived, eg, postcode area, district & sector.
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2.1.12.2 Geo Postcode Area


The Postcode Area is defined as the initial letter(s) which make(s) up the postcode's 
"outcode", eg, in "EH99 5TT" the Area is "EH" or in "G6 7YY" the Area is "G".


2.1.12.3 Geo Postcode District


The Postcode District is defined as the postcode's "outcode", eg, in "EH99 5TT" the
District is "EH99" or in "G6 7YY" the District is "G6".


2.1.12.4 Geo Postcode Sector


The Postcode Sector is defined as the postcode's  "outcode" plus the first number of the
"incode", eg, in "EH99 5TT" the Sector is "EH99 5" or in "G6 7YY" the Sector is "G6 7".


2.1.13 Grid References


The Grid Reference is the national grid reference assigned to an individual postcode. It
consists of an easting and a northing with the origin based on the Scilly Isles. Grid
references are derived directly from the patient's postcode of residence.  In cases where
the patient's postcode is non-Scottish then this field is NULL.


2.1.13.1 Geo Grid Ref Easting


Grid Reference Easting is the number of metres east from an origin point based on the
Scilly Isles to the centre of the patient's postcode. Grid references are derived directly
from the patient's postcode of residence. This information is available on all SMR00
records. In cases where the patient's postcode is non-Scottish then this field is NULL.


2.1.13.2 Geo Grid Ref Northing


Grid Reference Northing is the number of metres north from an origin point based on the
Scilly Isles to the centre of the patient's postcode. Grid references are derived directly
from the patient's postcode of residence. This information is available on all SMR00
records. In cases where the patient's postcode is non-Scottish then this field is NULL.


2.1.14 Urban/Rural Codes


Scottish Government's (SG's) Urban Rural 8-fold Classification 2005/06. The
classification provides a consistent way of defining urban and rural areas across
Scotland. It is consistent with the SG's core definition of rurality, which defines
settlements of 3,000 or less people to be rural. It also classifies areas as remote based
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on drive times from settlements of 10,000 or more people.   This class also includes
groupings, which represent the 6-fold classification and 2-fold classification respectively.
Urban Rural code is derived from the patient's postcode of residence and is available for
all records with a valid Scottish postcode.


2.1.14.1 Geo Urban/Rural Code


A single code that defines whether a patient's postcode of residence would be classified
as urban or rural according to the Scottish Executive's core definition of rurality, which
defines settlements of 3,000 or less people to be rural. It also classifies areas as remote
based on drive times from settlements of 10,000 or more people. Urban Rural code is
derived from the patient's postcode of residence and is available for all records with a
valid Scottish postcode.


1 Large Urban Areas - Settlements of over 125,000 people. 


2 Other Urban Areas - Settlements of 10,000 to 125,000 people. 


3 Accessible Small Towns - Settlements of between 3,000 and 10,000 people and
within 30 minutes drive of a settlement of 10,000 or more. 


4 Remote Small Towns - Settlements of between 3,000 and 10,000 people and with
a drive time of between 30 and 60 minutes to a settlement of 10,000 or more. 


5 Very Remote Small Towns - Settlements of between 3,000 and 10,000 people and
with a drive time of over 60 minutes to a settlement of 10,000 or more. 


6 Accessible Rural - Settlements of less than 3,000 people and within 30 minutes
drive of a settlement of 10,000 or more. 


7 Remote Rural - Settlements of less than 3,000 people and with a drive time of
between 30 and 60 minutes to a settlement of 10,000 or more. 


8 Very Remote Rural - Settlements of less than 3,000 people and with a drive time
of over 60 minutes to a settlement of 10,000 or more.


2.1.14.2 Geo Urban/Rural Description


A textual description representing the Geo Urban/Rural Code.


For values see Geo Urban/Rural Code.


2.1.14.3 Geo Urban/Rural 6-Fold Grouping


A grouping that has been applied to the 8-fold classification so that there are 6 values
which define whether a patient's postcode of residence would be classified as urban or
rural. The Scottish Government's core definition of rurality, defines settlements of 3,000 or
less people to be rural. It also classifies areas as remote based on drive times from
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settlements of 10,000 or more people. Urban Rural 6-Fold Classification is derived from
the 8-fold classification code, which is derived directly from the patient's postcode of
residence and is available for all records with a valid Scottish postcode.


Urban Rural 6 Fold Classification Urban Rural 8 Fold Classification


1 Large Urban Areas  1 Large Urban Areas


2 Other Urban Areas  2 Other Urban Areas


3 Accessible Small Towns  3 Accessible Small Towns


4 Remote Small Towns  4/5 Remote Small Towns and Very Remote Small Towns


5 Accessible Rural  6 Accessible Rural


6 Remote Rural  7/8 Remote Rural and Very Remote Rural


2.1.14.4 Geo Urban/Rural 2-Fold Grouping


A grouping that has been applied to the 8-fold classification so that there are 2 values
which define whether a patient's postcode of residence would be classified as rural or not.


Urban Rural 2 Fold Classification  Urban Rural 8 Fold Classification


1 Rest of Scotland    1 - 5 Large/Other Urban Areas, Accessible/Remote/Very
Remote Small Towns


2 Rural     6 - 8  Accessible /Remote /Very Remote Rural


2.1.15 SIMD


The Scottish Index of Multiple Deprivation (SIMD) based on the 2009 calculation. The
index is an area based measure, calculated at data zone level and has seven domains
(income, employment, education, housing, health, crime and geographical access).
These have been combined into an overall index.


Please note that SIMD values may appear for records prior to 1999, however ISD
recommendations are to use SIMD for trend analyses from 1999 onwards.  For trend
analyses back to 1991, use the 2001 census based Carstairs deprivation.  For trend
analyses back to before 1991, use the 1991 census based Carstairs deprivation.


2.1.15.1 Geo SIMD Score


The SIMD Score is an area based measure, calculated at data zone level and has seven
domains (income, employment, education, housing, health, crime and geographical
access). These have been combined into an overall index or score. 
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2.1.15.2 Geo SIMD Scotland Quintile


A categorisation which divides the Scottish population into five equal categories based on
the range of SIMD scores so that 20% of the population falls into each quintile (population
weighted). Quintile 1 is the MOST deprived, quintile 5 the LEAST deprived. 


2.1.15.3 Geo SIMD Scotland Decile


A categorisation which divides the Scottish population into ten equal categories based on
the range of SIMD scores so that 10% of the population falls into each decile (population
weighted). Decile 1 is the MOST deprived, decile 10 the LEAST deprived. 


2.1.15.4 Geo SIMD Health Board Quintile


A categorisation which divides the population of each Health Board into five equal
categories based on the range of SIMD scores so that 20% of the population falls into
each quintile (population weighted). Quintile 1 is the MOST deprived, quintile 5 the LEAST
deprived. 


2.1.15.5 Geo SIMD Health Board Decile


A categorisation which divides the population of each Health Board into ten equal
categories based on the range of SIMD scores so that 10% of the population falls into
each decile (population weighted). Decile 1 is the MOST deprived, decile 10 the LEAST
deprived. 


2.1.15.6 Geo SIMD Top 15% Marker


A marker (1=yes, 0=no) to determine whether the data zone is amongst the top 15%
most deprived data zones in Scotland based on the SIMD score.


2.1.15.7 Geo SIMD Bottom 15% Marker


A marker (1=yes, 0=no) to determine whether the data zone is amongst the bottom 15%
most deprived data zones in Scotland based on the SIMD score. 
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2.1.16 Carstairs Deprivation 2001


The Carstairs and Morris index was originally developed in the 1980s using 1981 census
data. It is composed of four indicators at postcode sector level that were judged to
represent material disadvantage in the population (Lack of car ownership, Registrar
General Social Class, Overcrowded households and male unemployment). The index has
also been calculated based on 1991 and 2001 census data.


2.1.16.1 Geo Carstairs 2001 Score


The Carstairs Deprivation Score is an area based measure, calculated at postcode
sector level and is derived from four 2001 census variables: over crowding, male
unemployment, social class and car ownership. These items are combined to create a
composite score.


2.1.16.2 Geo Carstairs 2001 Scotland Quintile


A categorisation which divides the Scottish population into five equal categories based on
the range of Carstairs deprivation scores so that 20% of the population falls into each
quintile (population weighted). Quintile 1 is the least deprived, quintile 5 the most deprived.


2.1.16.3 Geo Carstairs 2001 Scotland Decile


A categorisation which divides the Scottish population into ten equal categories based on
the range of Carstairs deprivation scores so that 10% of the population falls into each
decile (population weighted). Decile 1 is the least deprived, decile 10 the most deprived.


2.1.16.4 Geo Carstairs 2001 HB Quintile


A categorisation which divides the population of each Health Board into five equal
categories based on the range of Carstairs 2001 deprivation scores so that 20% of the
population falls into each quintile (population weighted). Quintile 1 is the least deprived,
quintile 5 the most deprived.


2.1.16.5 Geo Carstairs 2001 HB Decile


A categorisation which divides the population of each Health Board into ten equal
categories based on the range of Carstairs 2001 deprivation scores so that 10% of the
population falls into each decile (population weighted). Decile 1 is the least deprived,
decile 10 the most deprived.







31Data Manual


© Crown Copyright 2010


2.1.17 Carstairs Deprivation 1991


The Carstairs and Morris index was originally developed in the 1980s using 1981 census
data. It is composed of four indicators at postcode sector level that were judged to
represent material disadvantage in the population (Lack of car ownership, Registrar
General Social Class, Overcrowded households and male unemployment). The index has
also been calculated based on 1991 and 2001 census data.


2.1.17.1 Geo Carstairs 1991 Score


The Carstairs Deprivation Score is an area based measure, calculated at postcode
sector level and is derived from four 1991 census variables: over crowding, male
unemployment, social class and car ownership. These items are combined to create a
composite score.


2.1.17.2 Geo Carstairs 1991 Scotland Quintile


A categorisation which divides the Scottish population into five equal categories based on
the range of Carstairs deprivation scores so that 20% of the population falls into each
quintile (population weighted). Quintile 1 is the least deprived, quintile 5 the most deprived.


2.1.17.3 Geo Carstairs 1991 Scotland Decile


A categorisation which divides the Scottish population into ten equal categories based on
the range of Carstairs deprivation scores so that 10% of the population falls into each
decile (population weighted). Decile 1 is the least deprived, decile 10 the most deprived.


2.1.17.4 Geo Carstairs 1991 Scotland Category


The Deprivation Category is derived by dividing the Deprivation Score into seven
categories, ranging from very high deprivation (category 7)  to very low (category 1).  The
Scottish population is unevenly distributed between these seven categories with the
middle range (3 & 4) holding a greater proportion than the extremes.
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2.2 Patient


Patient Information


2.2.1 Patient Identifying Numbers


This class/folder contains a series of Patient Identifying Numbers which identify a specific
patient and were recorded at the time of the episode of care.  These identifiers vary and
can be either local/national or mandatory/optional. In some instances some of these data
items are considered confidential and access is therefore restricted based on National
Guidelines.


2.2.1.1 Pat UPI


Unique Patient Identifier.


Note: A patient may have more than one CHI number linked together using the UPI


2.2.1.2 Pat CHI Capture Flag


Flag to identify if CHI is valid or is a dummy


Values :


'Y' - valid CHI


'9' - no CHI processed


'8' - CHI with invalid structure processed


'7' - CHI with valid structure but invalid DOB or check digit processed


'6' - valid CHI processed but unable to find match


'N' - invalid CHI, reason unknown


2.2.1.3 Pat NHS Number [C]


*** Only available to users with confidential access ***


The NHS number is the identifier allocated to an individual to enable unique identification
within the UK for NHS healthcare purposes.
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2.2.1.4 Pat CHI Number [C]


*** Only available to users with confidential access ***


Unique Community Health Index identifier for patient.  


Consists of 6 digit date of birth (DDMMYY) followed by a 3 digit sequence number and a
check digit.


The 9th number is always even for females and odd for males. 


The Community Health Index No (CHI) is a population register which is used for health
care purposes. The CHI number uniquely identifies a person on the index.  Currently there
are eight such indexes, each covering a defined geographical area, which together cover
most of Scotland. A person may be registered on more than one index.  Because many
Master Patient Indexes still do not contain the CHI, the vast majority of records return a
NULL value.                                


2.2.1.5 Health Record System ID (00) [C]


*** Only available to users with confidential access ***


The Health Records System ID is a four character prefix of the Patient Health Record
Identifier reserved primarily for the use of the COMPAS PAS.  The Patient Health Record
Identifier is the concatenation of the Health Records System ID and the Hospital Patient
Identifier (also known as the Case Reference Number (CRN)).  There are NULL values
associated with this field.


2.2.1.6 Case Reference Number(00) [C]


*** Only available to users with confidential access ***


The Case Reference Number (CRN) is also known as the Hospital Patient Identifier and is
a code which uniquely identifies a patient within a health register or health records
system, eg, a PAS.


2.2.1.7 Alt Case Reference Number (00) [C]


*** Only available to users with confidential access ***


The Alt Case Reference No is a local, non mandatory item, the vast majority of which
record a NULL value.


2.2.2 Patient Gender


Gender indicates the gender of the patient on admission.  Can include "not known" and
"not specified".
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2.2.2.1 Pat Gender Code


Gender code for the patient


Values:


0 -  Not Known


1 - Male


2 - Female


9 - Not Specified


2.2.2.2 Pat Gender Description


Gender of the patient


2.2.3 Patient Marital Status


The Marital Status of the patient on admission and is available for all records with a
discharge date up to 31 March 1996.  Thereafter this item is not mandatory and so there
will be NULL records.


2.2.3.1 Pat Marital Status Code


Code indicating  Marital Status. 


Values: 


1 = Never Married (Single)


2 = Married (Included Separated)


3 = Widowed


8 = Other (Includes Divorced)


9 = Not Known


Blank - Not Supplied


2.2.3.2 Pat Marital Status Description


Description of  Marital Status.
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2.2.4 Patient Ethnic Group


An Ethnic Group is a group of people having racial, religious, linguistic and/or other
cultural traits in common. The ethnic group to which a patient belongs is judged by the
patient.  This item is only available on an optional basis for records with a discharge from
1 April 1997.  Records with a discharge date before this will return a NULL value as will
many records with a discharge date from 1 April 1997.


2.2.4.1 Pat Ethnic Group Code


Patient's ethnic group code. An Ethnic Group is a group of people having racial, religious,
linguistic and/or other cultural traits in common. 


Values:


00 - White


01 - Black Caribbean


02 - Black African


03 - Black Other


04 - Indian


05 - Pakistani


06 - Bangladeshi


07 - Chinese


08 - Other Group


09 - Not Known


10 - Refused


Blank - Not Supplied


2.2.4.2 Pat Ethnic Group Description


Patient's ethnic group description. 


2.2.5 Patient Date of Birth


Date of Birth is the patient's full birth date as recorded at the time of the actual episode of
care. If looking at linked episodes for the same patient there could potentially be minor
differences in the patient's date of birth overtime.
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2.2.5.1 Pat Date Of Birth [C]


*** Only available to users with confidential access ***


Date of Birth is the patient's full birth date as recorded at the time of the actual episode of
care. Standard output format is DD-MMM-YYYY.  If looking at linked episodes for the same
patient there could potentially be minor differences in the patient's date of birth overtime.


2.2.5.2 Patient Date of Birth Calendar


The component parts of the patient's full date of birth on a calendar basis.


2.2.5.2.1  Pat Date of Birth Cal Year


The year component of the Date of Birth in the format YYYY e.g. 1999


2.2.5.2.2  Pat Date of Birth Cal Mth


The month component of the Date of Birth in the format 1-12 e.g. 1=January


2.2.5.2.3  Pat Date of Birth Cal Mth Name


The month component of the Date of Birth as a full textual description e.g. January


2.2.5.2.4  Pat Date of Birth Cal Mth Sh Name


The month component of the Date of Birth as an abbreviated textual description e.g. Jan,
Feb


2.2.5.2.5  Pat Date of Birth Cal Qtr


The Date of Birth expressed in terms of which calendar quarter it falls. Format is single
value 1-4 where 1=Jan-Mar


2.2.5.2.6  Pat Date of Birth Cal Qtr Name


The Date of Birth expressed as a textual description terms of which calendar quarter it
falls e.g. Jan-Mar
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2.2.5.2.7  Pat Date of Birth Cal Wk


The Date of Birth expressed in terms of which week of the year it falls. Format is numeric
values 1-53 from 1 January


2.2.5.3 Patient Date of Birth Financial


The component parts of the patient's full date of birth on a financial year basis.


2.2.5.3.1  Pat Date of Birth Fin Year


The year component of the Date of Birth in the format YYYY e.g. 1999 where this
represents the year 1999/2000.


2.2.5.3.1.1  Pat Date of Birth Fin Year Name


The year component of the Date of Birth in the format YYYY/YYYY e.g. 1999 /2000


2.2.5.3.2  Pat Date of Birth Fin Mth


The month component of the Date of Birth in the format 1-12 e.g. 1=April


2.2.5.3.3  Pat Date of Birth Fin Mth Name


The month component of the Date of Birth as a full textual description e.g. April


2.2.5.3.4  Pat Date of Birth Fin Mth Sh Name


The month component of the Date of Birth as an abbreviated textual description e.g. Apr,
May


2.2.5.3.5  Pat Date of Birth Fin Qtr


The Date of Birth expressed in terms of which financial quarter it falls. Format is single
value 1-4 where 1= Apr-Jun
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2.2.5.3.6  Pat Date of Birth Fin Qtr Name


The Date of Birth expressed as a textual description terms of which financial quarter it
falls e.g. Apr-Jun


2.2.5.3.7  Pat Date of Birth Fin Wk


The Date of Birth expressed in terms of which week of the year it falls. Format is numeric
values 1-53 from 1 April


2.2.5.4 Patient Date of Birth Day


The day component of the patient's full date of birth expressed in relation to year, month
or week.


2.2.5.4.1  Pat Date of Birth Day in Year [C]


*** Only available to users with confidential access ***


The day component of the Date of Birth expressed as number in the year i.e. 1-366


2.2.5.4.2  Pat Date of Birth Day in Mth [C]


*** Only available to users with confidential access ***


The day component of the Date of Birth expressed as number in the month i.e. 1-31


2.2.5.4.3  Pat Date of Birth Day in Wk [C]


*** Only available to users with confidential access ***


The day component of the Date of Birth expressed as number in the week i.e. 1-7, where
1 = Sunday


2.2.5.4.4  Pat Date of Birth Day Name [C]


*** Only available to users with confidential access ***


The day component of the Date of Birth expressed as a textual description e.g. Monday
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2.2.5.4.5  Pat Date of Birth Day Sh Name [C]


*** Only available to users with confidential access ***


The day component of the Date of Birth expressed as an abbreviated textual description
e.g. Mon


2.2.6 Patient Age


2.2.6.1 Age at Attendance (years)


Age at Attendance (years) records the difference in full years from the patient's date of
birth to their date of clinic attendance.  This field is more usually just referred to as "age".


2.2.6.1.1  Age Group Number


A set of commonly used age band ranges, grouped to simplify analyses and reporting of
standard outputs. These age band ranges and groupings are applicable to all records
where an Age on Attendance is present and each Age on Attendance will be allocated to
one or more of the standard groupings e.g. Age on Attendance = 4 will be assigned to
Group 01, Age Band 0-4 but will also be assigned to Group 03, Age Band 0-14.  


This object should be used in conjunction with Age Band at Attendance.


Group  Age Bands


01  0-4, 5-9, 10-14, 15-19, , , , , , , , , , , , , 85+
02  0-4, 5-9, 10-14, 15-19, , , , , , , , ,  ,  , , 90+
03  0-14, 15-44, 45-64, 65-74, 75+, <75
04  0-4, 5-14, 15-24, 25-44, 45-64, 65-74, 75-84, 85+
05  15-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45-49
06  13-15, 16-19
07  0-1, 2-4, 5-14, 15, 16-19, 20-24, 25-44, 45-64, 65-74, 75-84, 85+
08  0-1, 2-4, 5-14, 15, 16-19, 20, 21-24, 25-44, 45-59, 60, 61-64, 65-74, 75-84, 85+
10  0, 1, 2,3, 4, 5-9, 10-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+
11  0, 1-4, 5-9, 10-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+
12  Under 16, 16-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45+, 15-44
13  Under 20, 20-24, 25-29, 30-34, 35-39, 40-44, 45+, 15-44
14  <15, 15-24, 25 -44, 45-64, 65-74, 75+
15  0-64, 65+
16  0-1, 2-4, 5-15, 16-24, 25-44, 45-64, 65-74, 75+
17  0-9, 10-19, 20-29, 30-39, 40-49, 50-59, 60-69, 70-79, 80-89, 90-99, 100+
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2.2.6.1.2  Age Band at Attendance


A set of commonly used age band ranges, grouped to simplify analyses and reporting of
standard outputs. These age band ranges and groupings are applicable to all records
where an Age on Attendance is present and each Age on Attendance will be allocated to
one or more of the standard groupings e.g. Age on Attendance = 4 will be assigned to
Group 01, Age Band 0-4 but will also be assigned to Group 03, Age Band 0-14.  


This object should be used in conjunction with Age Group Number.


For values see Age Group Number.


2.2.7 Patient Name


Patient name information


2.2.7.1 Pat First Forename [C]


*** Only available to users with confidential access ***


Patient's First Forename, e.g. John recorded at the time of the actual episode of care. If
looking at linked episodes for the same patient there could potentially be differences in the
patient's forename overtime.


2.2.7.1.1  Pat Alternative Forename [C]


*** Only available to users with confidential access ***


Patient's alternative forename


2.2.7.1.2  Pat Second Forename [C]


*** Only available to users with confidential access ***


Patient's Second Forename e.g. John recorded at the time of the actual episode of care.
Note in many cases this is not applicable or has not been recorded. If looking at linked
episodes for the same patient there could potentially be differences in the patient's
second forename overtime.


2.2.7.1.3  Pat Other Initials [C]


*** Only available to users with confidential access ***


Patient's other initials
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2.2.7.1.4  Pat Surname [C]


*** Only available to users with confidential access ***


The Patient's Surname, e.g. Smith recorded at the time of the actual episode of care. If
looking at linked episodes for the same patient there could potentially be differences in the
patient's surname overtime.


2.2.7.1.5  Pat Birth Surname [C]


*** Only available to users with confidential access ***


Patient's birth surname


2.2.7.1.6  Pat Previous Surname [C]


*** Only available to users with confidential access ***


Patient's Previous Surname e.g. Brown. This is any surname by which a person was
previously known. Note in may cases this is not applicable or has not been recorded. If
looking at linked episodes for the same patient there could potentially be differences in the
patient's previous surname overtime.
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2.3 Outpatients (00)


SMR00 relates to all outpatients attendances (new and follow-up) in specialties other than
Accident & Emergency (A&E), and Genito-Urinary Medicine.


SMR00 includes follow-up as well as new attendances and did not attends (DNAs) where
computer recording is in place.  Furthermore, in addition to the basic administrative data
set, it allows the recording of procedural information, for which a "Short list of Procedures
performed on Outpatients" has been drawn up (refer to SMR Data Manual for codes and
values).  Additional codes are accepted following agreement between ISD and the NHS
Boards. The inclusion of diagnostic information is a possible future development.


2.3.1 Time(00)


Group of data items relating to time i.e. all dates available for analyses with the exception
of Date of Birth which can be found in the class 'Patient'


2.3.1.1 Date Referral Received(00)


Date Referral Received (00) is the date on which a healthcare service receives a referral.


2.3.1.1.1  Date Referral(00)


Date Referral(00) is the date on which a healthcare service receives a referral.


2.3.1.1.2  Date Referral Calendar(00)


The component parts of the Date Referral Received on a calendar basis.


2.3.1.1.2.1  Date Referral Cal Year


The year component of the Date Referral Received in the format YYYY e.g. 1999


2.3.1.1.2.2  Date Referral Cal Mth


The month component of the Date Referral Received in the format 1-12 e.g. 1=January


2.3.1.1.2.3  Date Referral Cal Mth Name


The month component of the Date Referral Received as a full textual description e.g.
January


2.3.1.1.2.4  Date Referral Cal Mth Sh Name


The month component of the Date Referral Received as an abbreviated textual
description e.g. Jan, Feb
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2.3.1.1.2.5  Date Referral Cal Qtr


The Date Referral Received expressed in terms of which calendar quarter it falls. Format
is single value 1-4 where 1=Jan-Mar


2.3.1.1.2.6  Date Referral Cal Qtr Name


The Date Referral Received expressed as a textual description terms of which calendar
quarter it falls e.g. Jan-Mar


2.3.1.1.2.7  Date Referral Cal Wk


The Date Referral Received expressed in terms of which week of the year it falls. Format
is numeric values 1-53 from 1 January


2.3.1.1.3  Date Referral Financial(00)


The component parts of the Date Referral Received on a financial year basis.


2.3.1.1.3.1  Date Referral Fin Year


The year component of the Date Referral Received in the format YYYY e.g. 1999 where
this represents the year 1999/2000.


The year component of the Date Referral Received in the format YYYY/YYYY e.g.
1999 /2000


2.3.1.1.3.2  Date Referral Fin Mth


The month component of the Date Referral Received in the format 1-12 e.g. 1=April


2.3.1.1.3.3  Date Referral Fin Mth Name


The month component of the Date Referral Received as a full textual description e.g. April


2.3.1.1.3.4  Date Referral Fin Mth Sh Name


The month component of the Date Referral Received as an abbreviated textual
description e.g. Apr, May


2.3.1.1.3.5  Date Referral Fin Qtr


The Date Referral Received expressed in terms of which financial quarter it falls. Format
is single value 1-4 where 1= Apr-Jun
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2.3.1.1.3.6  Date Referral Fin Qtr Name


The Date Referral Received expressed as a textual description terms of which financial
quarter it falls e.g. Apr-Jun


2.3.1.1.3.7  Date Referral Fin Wk


The Date Referral Received expressed in terms of which week of the year it falls. Format
is numeric values 1-53 from 1 April


2.3.1.1.4  Date Referral Day(00)


The day component of the Date Referral Received expressed in relation to year, month or week.


2.3.1.1.4.1  Date Referral Day in Year


The day component of the Date Referral Received expressed as number in the year i.e.
1-366


2.3.1.1.4.2  Date Referral Day in Mth


The day component of the Date Referral Received expressed as number in the month i.e.
1-31


2.3.1.1.4.3  Date Referral Day in Wk


The day component of the Date Referral Received expressed as number in the week i.e.
1-7, where 1 = Sunday


2.3.1.1.4.4  Date Referral Day Name


The day component of the Date Referral Received expressed as a textual description e.g.
Monday


2.3.1.1.4.5  Date Referral Day Sh Name


The day component of the Date Referral Received expressed as an abbreviated textual
description e.g. Mon


2.3.1.2 Date Clinic Attendance(00)


Date Clinic Attendance(00) is the date on which a specific clinic session occurs.
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2.3.1.2.1  Date Clinic Attendance(00)


Date Clinic Attendance(00) is the date on which a specific clinic session occurs.


2.3.1.2.2  Date Clinic Attend Calendar(00)


The component parts of the Date Clinic Attendance on a calendar year basis.


2.3.1.2.2.1  Date Clinic Attend Cal Year


The year component of the Date Clinic Attendance in the format YYYY e.g. 1999


2.3.1.2.2.2  Date Clinic Attend Cal Mth


The month component of the Date Clinic Attendance in the format 1-12 e.g. 1=January


2.3.1.2.2.3  Date Clinic Attend Cal Mth Name


The month component of the Date Clinic Attendance as a full textual description e.g.
January


2.3.1.2.2.4  Date Clinic Attend Cal Mth Sh Name


The month component of the Date Clinic Attendance as an abbreviated textual description
e.g. Jan, Feb


2.3.1.2.2.5  Date Clinic Attend Cal Qtr


The Date Clinic Attendance expressed in terms of which calendar quarter it falls. Format
is single value 1-4 where 1=Jan-Mar


2.3.1.2.2.6  Date Clinic Attend Cal Qtr Name


The Date Clinic Attendance expressed as a textual description terms of which calendar
quarter it falls e.g. Jan-Mar


2.3.1.2.2.7  Date Clinic Attend Cal Wk


The Date Clinic Attendance expressed in terms of which week of the year it falls. Format
is numeric values 1-53 from 1 January


2.3.1.2.3  Date Clinic Attend Financial(00)


The component parts of the Date Clinic Attendance on a financial year basis.
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2.3.1.2.3.1  Date Clinic Attend Fin Year


The year component of the Date Clinic Attendance in the format YYYY e.g. 1999 where
this represents the year 1999/2000.


The year component of the Date Clinic Attendance in the format YYYY/YYYY e.g.
1999 /2000


2.3.1.2.3.2  Date Clinic Attend Fin Mth


The month component of the Date Clinic Attendance in the format 1-12 e.g. 1=April


2.3.1.2.3.3  Date Clinic Attend Fin Mth Name


The month component of the Date Clinic Attendance as a full textual description e.g. April


2.3.1.2.3.4  Date Clinic Attend Fin Mth Sh Name


The month component of the Date Clinic Attendance as an abbreviated textual description
e.g. Apr, May


2.3.1.2.3.5  Date Clinic Attend Fin Qtr


The Date Clinic Attendance expressed in terms of which financial quarter it falls. Format
is single value 1-4 where 1= Apr-Jun


2.3.1.2.3.6  Date Clinic Attend Fin Qtr Name


The Date Clinic Attendance expressed as a textual description terms of which financial
quarter it falls e.g. Apr-Jun


2.3.1.2.3.7  Date Clinic Attend Fin Wk


The Date Clinic Attendance expressed in terms of which week of the year it falls. Format
is numeric values 1-53 from 1 April


2.3.1.2.4  Date Clinic Attend Day(00)


The day component of the Date Clinic Attendance expressed in relation to year, month or week.


2.3.1.2.4.1  Date Clinic Attend Day in Year


The day component of the Date Clinic Attendance expressed as number in the year i.e. 1-
366
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2.3.1.2.4.2  Date Clinic Attend Day in Mth


The day component of the Date Clinic Attendance expressed as number in the month i.e.
1-31


2.3.1.2.4.3  Date Clinic Attend Day in Wk


The day component of the Date Clinic Attendance expressed as number in the week i.e.
1-7, where 1 = Sunday


2.3.1.2.4.4  Date Clinic Attend Day Name


The day component of the Date Clinic Attendance expressed as a textual description e.g.
Monday


2.3.1.2.4.5  Date Clinic Attend Day Sh Name


The day component of the Date Clinic Attendance expressed as an abbreviated textual
description e.g. Mon


2.3.1.3 Date Main Operation(00)


Dates on which operation(s) were actually performed


2.3.1.3.1  Date of Main Operation(00)


Date of Main Operation(00) is the date on which the main (principal) operation was
performed.  There can legitimately be no Date of Main Operation(00), and in such cases
these fields returns NULL.


2.3.1.3.1.1  Date of Main Operation(00)


Date of Main Operation(00) is the date on which the main (principal) operation was
performed.  There can legitimately be no Date of Main Operation(00), and in such cases
these fields returns NULL.


2.3.1.3.1.2  Date of Main Op Calendar(00)


Enter topic text here.


The year component of the Date of Main Operation in the format YYYY e.g. 1999


The month component of the Date of Main Operation in the format 1-12 e.g. 1=January
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The month component of the Date of Main Operation as a full textual description e.g.
January


The month component of the Date of Main Operation as an abbreviated textual description
e.g. Jan, Feb


The Date of Main Operation expressed in terms of which calendar quarter it falls. Format
is single value 1-4 where 1=Jan-Mar


The Date of Main Operation expressed as a textual description terms of which calendar
quarter it falls e.g. Jan-Mar


The Date of Main Operation expressed in terms of which week of the year it falls. Format
is numeric values 1-53 from 1 January


2.3.1.3.1.3  Date of Main Op Financial(00)


The component parts of the Date of Main Operation on a financial year basis.


The year component of the Date of Main Operation in the format YYYY e.g. 1999 where
this represents the year 1999/2000.


The year component of the Date of Main Operation in the format YYYY/YYYY e.g.
1999 /2000


The month component of the Date of Main Operation in the format 1-12 e.g. 1=April


The month component of the Date of Main Operation as a full textual description e.g. April


The month component of the Date of Main Operation as an abbreviated textual description
e.g. Apr, May


The Date of Main Operation expressed in terms of which financial quarter it falls. Format
is single value 1-4 where 1= Apr-Jun


The Date of Main Operation expressed as a textual description terms of which financial
quarter it falls e.g. Apr-Jun


The Date of Main Operation expressed in terms of which week of the year it falls. Format
is numeric values 1-53 from 1 April
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2.3.1.3.1.4  Date of Main Op Day(00)


The day component of the Date of Main Operation expressed in relation to year, month or
week.


The day component of the Date of Main Operation expressed as number in the year i.e. 1-
366


The day component of the Date of Main Operation expressed as number in the month i.e.
1-31


The day component of the Date of Main Operation expressed as number in the week i.e.
1-7, where 1 = Sunday


The day component of the Date of Main Operation expressed as a textual description e.g.
Monday


The day component of the Date of Main Operation expressed as an abbreviated textual
description e.g. Mon


2.3.1.3.2  Date of Operation 2(00)


This reflects the date on which the second operation i.e. that recorded in positions 2A and
2B was performed.


2.3.1.3.2.1  Date of Operation 2 (00)


The date on which the second operation i.e. that recorded in positions 2A and 2B was
performed


2.3.1.3.2.2  Date of Operation 2 Calendar(00)


The component parts of the Date of Operation 2 on a calendar basis.


The year component of the Date of Operation 2 in the format YYYY e.g. 1999


The month component of the Date of Operation 2 in the format 1-12 e.g. 1=January


The month component of the Date of Operation 2 as a full textual description e.g. January


The month component of the Date of Operation 2 as an abbreviated textual description e.
g. Jan, Feb
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The Date of Operation 2 expressed in terms of which calendar quarter it falls. Format is
single value 1-4 where 1=Jan-Mar


The Date of Operation 2 expressed as a textual description terms of which calendar
quarter it falls e.g. Jan-Mar


The Date of Operation 2 expressed in terms of which week of the year it falls. Format is
numeric values 1-53 from 1 January


2.3.1.3.2.3  Date of Operation 2 Financial(00)


The component parts of the Date of Operation 2 on a financial year basis.


The year component of the Date of Operation 2 in the format YYYY e.g. 1999 where this
represents the year 1999/2000.


The year component of the Date of Operation 2 in the format YYYY/YYYY e.g. 1999 /2000


The month component of the Date of Operation 2 in the format 1-12 e.g. 1=April


The month component of the Date of Operation 2 as a full textual description e.g. April


The month component of the Date of Operation 2 as an abbreviated textual description e.
g. Apr, May


The Date of Operation 2 expressed in terms of which financial quarter it falls. Format is
single value 1-4 where 1= Apr-Jun


The Date of Operation 2 expressed as a textual description terms of which financial
quarter it falls e.g. Apr-Jun


The Date of Operation 2 expressed in terms of which week of the year it falls. Format is
numeric values 1-53 from 1 April


2.3.1.3.2.4  Date of Operation 2 Day(00)


The day component of the Date of Operation 2 expressed in relation to year, month or
week.
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The day component of the Date of Operation 2 expressed as number in the year i.e. 1-
366


The day component of the Date of Operation 2 expressed as number in the month i.e. 1-
31


The day component of the Date of Operation 2 expressed as number in the week i.e. 1-7,
where 1 = Sunday


The day component of the Date of Operation 2 expressed as a textual description e.g.
Monday


The day component of the Date of Operation 2 expressed as an abbreviated textual
description e.g. Mon


2.3.2 Organisation(00)


Group of data items that allows analyses at various organisational levels within
NHSScotland e.g. Health Board, Provider, CHP, Location etc


2.3.2.1 Location (Practice)(00)


A location is any building or set of buildings where events pertinent to the NHSScotland
take place.  Locations include hospitals, health centres, GP surgeries, clinics, NHS board
offices, nursing homes and schools.  Each location is assigned a unique location code
(formerly known as the institution code). This is a five character code which is maintained
by ISD and General Register Office (Scotland).


2.3.2.1.1  Practice Location Code


Location code of Practice (e.g. GP practice code, Dental practice code, hospital etc.)


2.3.2.1.2  Practice Location Name


Name of the location of Practice.


2.3.2.2 Organisation (Practice)(00)


NHS organisational details for Practice location.
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2.3.2.2.1  Practice NHS Board Code (Current)


A 9-digit code representing the administering NHS Board to which the patient’s GP
practice belongs (14 NHS Board configuration).  This 9 digit number is derived from a
unique GP practice code.


Below are a list of the codes and their descriptions.


S08000001 NHS Ayrshire & Arran
S08000002 NHS Borders
S08000003 NHS Dumfries & Galloway
S08000004 NHS Fife
S08000005 NHS Forth Valley
S08000006 NHS Grampian
S08000007 NHS Greater Glasgow & Clyde
S08000008 NHS Highland
S08000009 NHS Lanarkshire
S08000010 NHS Lothian
S08000011 NHS Orkney Islands
S08000012 NHS Shetland Islands
S08000013 NHS Tayside
S08000014 NHS Western Isles


S08200001 England/Wales/Northern Ireland
S08200002 No Fixed Abode
S08200003 Not Known
S08200004 Outside U.K.


2.3.2.2.2  Practice NHS Board Name (Current)


The name of the administering NHS Board to which the patient’s GP practice belongs. 
Note this is the 14 NHS Board configuration. 


Refer to Practice NHS Board Code (Current) for values.


2.3.2.2.3  Practice NHS Board Code (Previous)


A 9-digit code representing the administering NHS Board to which the patient’s GP
practice belongs (15 NHS Board configuration).  This 9 digit number is derived from a
unique GP practice code.


Below are a list of the codes and their descriptions.


S08900001 Argyll & Clyde
S08000001 NHS Ayrshire & Arran
S08000002 NHS Borders
S08000003 NHS Dumfries & Galloway
S08000004 NHS Fife
S08000005 NHS Forth Valley
S08000006 NHS Grampian
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S08900002 Greater Glasgow
S08900003 Highland
S08000009 NHS Lanarkshire
S08000010 NHS Lothian
S08000011 NHS Orkney Islands
S08000012 NHS Shetland Islands
S08000013 NHS Tayside
S08000014 NHS Western Isles


S08200001 England/Wales/Northern Ireland
S08200002 No Fixed Abode
S08200003 Not Known
S08200004 Outside U.K.


2.3.2.2.4  Practice NHS Board Name (Previous)


The name of the administering NHS Board to which the patient’s GP practice belongs. 
Note this is the 15 NHS Board configuration. 


Refer to Practice NHS Board Code (Previous) for values.


2.3.2.3 Location (Treatment)(00)


A location is any building or set of buildings where events pertinent to the NHSScotland
take place.  Locations include hospitals, health centres, GP surgeries, clinics, NHS board
offices, nursing homes and schools.  Each location is assigned a unique location code
(formerly known as the institution code). This is a five character code which is maintained
by ISD and General Register Office (Scotland).


2.3.2.3.1  Treatment Location Code


Location code of Practice (e.g. GP practice code, Dental practice code, hospital etc.)


2.3.2.3.2  Treatment Location Name


Name of the location of Practice.


2.3.2.4 Organisation (Treatment)(00)


NHS organisational details for Treatment location.
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2.3.2.4.1  Treatment NHS Board Code (Current)


A 9-digit code representing the NHS Board in which the patient was treated (14 NHS
Board configuration).


In a very small number of cases the patient may have been treated at home (domiciliary
treatment) or at the State Hospital (or the Golden Jubilee Hospital).


For domiciliary cases, the NHS Board of Treatment is recorded the same as the patient’s
NHS Board of Residence.  The State Hospital has its own 9-digit code.


Below are a list of the codes and their descriptions.


S08000001 NHS Ayrshire & Arran
S08000002 NHS Borders
S08000003 NHS Dumfries & Galloway
S08000004 NHS Fife
S08000005 NHS Forth Valley
S08000006 NHS Grampian
S08000007 NHS Greater Glasgow & Clyde
S08000008 NHS Highland
S08000009 NHS Lanarkshire
S08000010 NHS Lothian
S08000011 NHS Orkney Islands
S08000012 NHS Shetland Islands
S08000013 NHS Tayside
S08000014 NHS Western Isles


S08100001 National Facility
S08100008 The State Hospital


S08200001 England/Wales/Northern Ireland
S08200002 No Fixed Abode
S08200003 Not Known
S08200004 Outside U.K.


2.3.2.4.2  Treatment NHS Board Name (Current)


The name of the NHS Board area in which the patient was treated (14 NHS Board
configuration).


Refer to Treatment NHS Board Code (Current) for values.


2.3.2.4.3  Treatment NHS Board Code (Previous)


A 9-digit code representing the NHS Board in which the patient was treated (15 NHS
Board configuration)


In a very small number of cases the patient may have been treated at home (domiciliary
treatment) or at the State Hospital (or the Golden Jubilee Hospital).
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For domiciliary cases, the NHS Board of Treatment is recorded the same as the patient’s
NHS Board of Residence.  The State Hospital has its own 9-digit code.


Below are a list of the codes and their descriptions.


S08900001 Argyll & Clyde
S08000001 NHS Ayrshire & Arran
S08000002 NHS Borders
S08000003 NHS Dumfries & Galloway
S08000004 NHS Fife
S08000005 NHS Forth Valley
S08000006 NHS Grampian
S08900002 Greater Glasgow
S08900003 Highland
S08000009 NHS Lanarkshire
S08000010 NHS Lothian
S08000011 NHS Orkney Islands
S08000012 NHS Shetland Islands
S08000013 NHS Tayside
S08000014 NHS Western Isles


S08100001 National Facility
S08100008 The State Hospital


S08200001 England/Wales/Northern Ireland
S08200002 No Fixed Abode
S08200003 Not Known
S08200004 Outside U.K.


2.3.2.4.4  Treatment NHS Board Name (Previous)


The name of the NHS Board area in which the patient was treated (15 NHS Board
configuration).


Refer to Treatment NHS Board Code (Previous) for values.


2.3.3 Clinical(00)


Group of data items that allows analyses of clinical treatments and diagnoses recorded
during the episode of care.
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2.3.3.1 Specialty Classificat. 1/4/97(00)


Maximum three character code representing the specialty i.e. a division of medicine, psychiatry or
dentistry covering a specific area of clinical activity and identified within one of the Royal Colleges or
Faculties


Please note that all specialties excluding Accident and Emergency and Genito-urinary Medicine are
included in the Outpatients data set.


2.3.3.1.1  Specialty Classificat. 1/4/97 Code


Maximum three character code representing the specialty i.e. a division of medicine,
psychiatry or dentistry covering a specific area of clinical activity and identified within one
of the Royal Colleges or Faculties


Please note that all specialties excluding Accident and Emergency and Genito-urinary
Medicine are included in the Outpatients data set.


2.3.3.1.2  Specialty Classificat. 1/4/97 Desc


Textual description i.e. name representing the specialty.


2.3.3.2 Consultant/HCP(00)


The health professional responsible for care (HCP) is the person who carries clinical
responsibility for a patient's healthcare during an episode. This is usually a consultant but
may be another healthcare professional, for example a midwife or GP.  The HCP is
recognised by an assigned code - this is usually the GMC or GDC number but can be an
individual PIN for other staff categories.


2.3.3.2.1  Consultant/HCP Code


The code, usually the GMC or GDC number or an individual PIN, assigned to the HCP i.e.
the health professional who carries clinical responsibility for a patient's healthcare during
an episode.


2.3.3.2.2  Consultant/HCP Desc [C]


*** Only available to users with confidential access ***


The description, i.e., name, of the HCP i.e. the health professional who carries clinical
responsibility for a patient's healthcare during an episode, e.g. Dr Smith, Mr Jones or
Sister Sledge.
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2.3.3.3 Significant Facility(00)


A Significant Facility is a type of clinical facility, which is identified for clinical and/or
costing purposes.  Each recognised Significant Facility has a designated code.


2.3.3.3.1  Significant Facility Code


A two-character code representing the Significant Facility which is a type of clinical facility,
identified for clinical and/or costing purposes.  


2.3.3.3.2  Significant Facility Desc


The description, i.e. name of the Significant Facility, which is a type of clinical facility,
identified for clinical and/or costing purposes.  


2.3.3.4 Diagnosis at Attendance(00)


The Diagnosis at Attendance(00) should be seen as describing the main medical (or
social) condition(s) managed/investigated during the patient's appointment.  It is important
to note that the recording of diagnosis on SMR00 returns is not mandatory.


On SMR00, the diagnosis is made at the time of attendance and two conditions can be
recorded.  Each diagnosis is associated with both a diagnostic code (the ICD9 & ICD10
classifications) and an accompanying description.  The codes can be used at a "full" (ie 6
characters) or "aggregated partial" (3 or 4 character) level.


2.3.3.4.1  Diagnosis at Attendance(00) (3 char)


The diagnostic code & description, ICD9 or ICD10 expressed at 3-character level
recorded on discharge.


2.3.3.4.1.1  Diagnosis 1 Code (3 char)


Please note that diagnosis is not routinely collected on the SMR00 Outpatient record. 
This field should not be used for analytical purposes.


Diagnosis is recorded using ICD10 and should be seen as describing the main medical
(or social) condition managed/investigated during the patient’s clinic attendance.


2.3.3.4.1.2  Diagnosis 2 Code (3 char)


Please note that diagnosis is not routinely collected on the SMR00 Outpatient record. 
This field should not be used for analytical purposes.


In addition to the main condition, the record can, when possible list separately other
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conditions or problems dealt with/investigated during the clinical attendance.  Other
conditions that co-exist or develop during the episode of healthcare and affect the
management of the patient.


2.3.3.4.1.3  Descriptions (00) (3 char)


The diagnostic description, ICD9 or ICD10 expressed at 3-character level recorded on
discharge.


Diagnosis 1 Desc (3 char)
Please note that diagnosis is not routinely collected on the SMR00 Outpatient record. 
This field should not be used for analytical purposes.
Diagnosis is recorded using ICD10 and should be seen as describing the main medical
(or social) condition managed/investigated during the patient’s clinic attendance.


Diagnosis 2 Desc (3 char)
Please note that diagnosis is not routinely collected on the SMR00 Outpatient record. 
This field should not be used for analytical purposes.
In addition to the main condition, the record can, when possible list separately other
conditions or problems dealt with/investigated during the clinical attendance.  Other
conditions that co-exist or develop during the episode of healthcare and affect the
management of the patient.


2.3.3.4.2  Diagnosis at Attendance(00) (4 char)


The diagnostic code & description, ICD9 or ICD10 expressed at 4-character level
recorded on discharge.


2.3.3.4.2.1  Diagnosis 1 Code (4 char)


Please note that diagnosis is not routinely collected on the SMR00 Outpatient record. 
This field should not be used for analytical purposes.


Diagnosis is recorded using ICD10 and should be seen as describing the main medical
(or social) condition managed/investigated during the patient’s clinic attendance.
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2.3.3.4.2.2  Diagnosis 2 Code (4 char)


Please note that diagnosis is not routinely collected on the SMR00 Outpatient record. 
This field should not be used for analytical purposes.


In addition to the main condition, the record can, when possible list separately other
conditions or problems dealt with/investigated during the clinical attendance.  Other
conditions that co-exist or develop during the episode of healthcare and affect the
management of the patient.


2.3.3.4.2.3  Descriptions (00) (4 char)


The diagnostic description, ICD9 or ICD10 expressed at 4-character level recorded on
discharge.


Diagnosis 1 Desc (4 char)
Please note that diagnosis is not routinely collected on the SMR00 Outpatient record. 
This field should not be used for analytical purposes.
Diagnosis is recorded using ICD10 and should be seen as describing the main medical
(or social) condition managed/investigated during the patient’s clinic attendance.


Diagnosis 2 Desc (4 char)
Please note that diagnosis is not routinely collected on the SMR00 Outpatient record. 
This field should not be used for analytical purposes.
In addition to the main condition, the record can, when possible list separately other
conditions or problems dealt with/investigated during the clinical attendance.  Other
conditions that co-exist or develop during the episode of healthcare and affect the
management of the patient.


2.3.3.4.3  Diagnosis at Attendance(00) (6 char)


The diagnostic code & description, ICD9 or ICD10 expressed at 6-character level
recorded on discharge.


2.3.3.4.3.1  Diagnosis 1 Code (6 char)


Please note that diagnosis is not routinely collected on the SMR00 Outpatient record. 
This field should not be used for analytical purposes.


Diagnosis is recorded using ICD10 and should be seen as describing the main medical
(or social) condition managed/investigated during the patient’s clinic attendance.







60 Outpatients (SMR00) Data Manual v1.1


© Crown Copyright 2010


2.3.3.4.3.2  Diagnosis 2 Code (6 char)


Please note that diagnosis is not routinely collected on the SMR00 Outpatient record. 
This field should not be used for analytical purposes.


In addition to the main condition, the record can, when possible list separately other
conditions or problems dealt with/investigated during the clinical attendance.  Other
conditions that co-exist or develop during the episode of healthcare and affect the
management of the patient.


2.3.3.4.3.3  Descriptions (00) (6 char)


The diagnostic description, ICD9 or ICD10 expressed at 6-character level recorded on
discharge.


Diagnosis 1 Desc (6 char)
Please note that diagnosis is not routinely collected on the SMR00 Outpatient record. 
This field should not be used for analytical purposes.
Diagnosis is recorded using ICD10 and should be seen as describing the main medical
(or social) condition managed/investigated during the patient’s clinic attendance.


Diagnosis 2 Desc (6 char)
Please note that diagnosis is not routinely collected on the SMR00 Outpatient record. 
This field should not be used for analytical purposes.
In addition to the main condition, the record can, when possible list separately other
conditions or problems dealt with/investigated during the clinical attendance.  Other
conditions that co-exist or develop during the episode of healthcare and affect the
management of the patient.


2.3.3.5 Operation(00)


The Operation(00) should be seen as describing the main operation(s)/procedure(s)
carried out during the patient's stay.  On SMR1/SMR01 the operation(s)/procedure(s) are
recorded at the end of the episode, and can consist of up to four operation(s)/procedure
(s).  If there is more than one operation/procedure, the one held most responsible for the
greatest use of resources should be recorded in position one.  


Each operation/procedure is associated with both a code (the OPCS3 & OPCS4
classifications) and an accompanying description.  


The classifications used are dependant on the discharge date - OPCS3 to 31 December
1988 and OPCS4 thereafter.  The codes can be used at a "full" (ie 4 characters)  or
"aggregated partial" (3 character) level.  
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The OPCS4 classification incorporates "dual" and "supplementary" coding - each of the 4
operation/procedure positions being split into two halves, "A" & "B".  Position "A" identifies
the main operation/procedure associated with the position, and "B" the dual or
supplementary half.


2.3.3.5.1  Operation(00) (3 char)


The operation / procedure code & description, OPCS3 or OPCS4 expressed at 3-
character level recorded during treatment.


2.3.3.5.1.1  Operation A (3 char)


The operation / procedure code& description, OPCS4 expressed at 3-character level
recorded in operation position 1A to 4A


Operation 1A Code (3 char)
The Main Operation is that specified in the patient’s case notes by the clinician.  The
recording of operations/procedures became mandatory in April 2003.
The operation/procedure code, OPCS4 expressed at 3 character level recorded in
operation position 1A


Operation 2A Code (3 char)
An additional procedure to the main operation performed on an individual at a particular
time.  The recording of operations/procedures became mandatory in April 2003.
The operation/procedure code, OPCS4 expressed at 3 character level recorded in
operation position 2A


Operation A Descriptions (3 char)
The operation / procedure description, OPCS4 expressed at 3-character level recorded in
operation position 1A to 4A


Operation 1A Desc (3 char)
The Main Operation is that specified in the patient’s case notes by the clinician.  The
recording of operations/procedures became mandatory in April 2003.
The operation/procedure description, OPCS4 expressed at 3 character level recorded in
operation position 1A
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Operation 2A Desc (3 char)
The operation/procedure description, OPCS4 expressed at 3 character level recorded in
operation position 2A


2.3.3.5.1.2  Operation B (3 char)


The operation / procedure code& description, OPCS4 expressed at 3-character level
recorded in operation position 1B to 4B


Operation 1B Code (3 char)
The operation/procedure code, OPCS4 expressed at 3 character level recorded in
operation position 1B


Operation 2B Code (3 char)
The operation/procedure code, OPCS4 expressed at 3 character level recorded in
operation position 2B


Operation B Descriptions (3 char)
The operation / procedure description, OPCS4 expressed at 3-character level recorded in
operation position 1B to 4B


Operation 1B Desc (3 char)
The operation/procedure description, OPCS4 expressed at 3 character level recorded in
operation position 1B


Operation 2B Desc (3 char)
The operation/procedure description, OPCS4 expressed at 3 character level recorded in
operation position 2B


2.3.3.5.2  Operation(00) (4 char)


The operation / procedure code& description, OPCS4 expressed at 4-character level
recorded in operation position 1B to 4B


2.3.3.5.2.1  Operation A (4 char)


The operation / procedure code& description, OPCS4 expressed at 4-character level
recorded in operation position 1A to 4A
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Operation 1A Code (4 char)


The Main Operation is that specified in the patient’s case notes by the clinician.  The
recording of operations/procedures became mandatory in April 2003.
The operation/procedure code, OPCS4 expressed at 4 character level recorded in
operation position 1A


Operation 2A Code (4 char)


An additional procedure to the main operation performed on an individual at a particular
time.  The recording of operations/procedures became mandatory in April 2003.
The operation/procedure code, OPCS4 expressed at 4 character level recorded in
operation position 2A


Operation A Descriptions (4 char)


The operation / procedure description, OPCS4 expressed at 4-character level recorded in
operation position 1A to 4A


Operation 1A Desc (4 char)


The Main Operation is that specified in the patient’s case notes by the clinician.  The
recording of operations/procedures became mandatory in April 2003.


The operation/procedure description, OPCS4 expressed at 4 character level recorded in
operation position 1A


Operation 2A Desc (4 char)


An additional procedure to the main operation performed on an individual at a particular
time.  The recording of operations/procedures became mandatory in April 2003.


The operation/procedure description, OPCS4 expressed at 4 character level recorded in
operation position 2A


2.3.3.5.2.2  Operation B (4 char)


The operation / procedure code& description, OPCS4 expressed at 4-character level
recorded in operation position 1AB to 4B


Operation 1B Code (4 char)


The operation/procedure code, OPCS4 expressed at 4 character level recorded in
operation position 1B
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Operation 2B Code (4 char)


The operation/procedure code, OPCS4 expressed at 4 character level recorded in
operation position 2B


Operation B Descriptions (4 char)


The operation / procedure description, OPCS4 expressed at 4-character level recorded in
operation position 1B to 4B


Operation 1B Desc (4 char)


The operation/procedure description, OPCS4 expressed at 4 character level recorded in
operation position 1B


Operation 2B Desc (4 char)


The operation/procedure description, OPCS4 expressed at 4 character level recorded in
operation position 2B


2.3.4 Episode Management(00)


Group of data items pertaining to the management of the patient during an episode of care


2.3.4.1 Referral Source


A source of referral category is a broad category of organisation and/or professionals who
may make a referral, e.g. consultant in other provider unit, GP, self.


2.3.4.1.1  Referral Source Code


Referral source code assigns a code to a broad category of organisation and/or
professionals who may make a referral, e.g. consultant in other provider unit, GP, self.


0 - Community Health Service 


1 - GP


2 - Consultant at this Health Board/ Health Care Provider 


4 - Consultant from a Health Board/ Health Care Provider outwith this Health Board area 


5 - Self referral 


6 - Prison/Penal Establishments 


7 - Judicial
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8 - Local Authority/Voluntary Agency 


9 - Other (includes Armed Forces) 


A - Accident and Emergency Department 


D - Dental Practitioner 


Note


1. Code 5 Self Referral includes self, relations, friends and carers.


2. Mandatory only if Referral Type is 1 or 2 (New Outpatient) and can be left blank if
Referral Type is 3 (Follow-up/Return).


2.3.4.1.2  Referral Source Desc


Referral source description gives a brief description to a broad category of organisation
and/or professionals who may make a referral, e.g. consultant in other provider unit, GP,
self.


Refer to Referral Source Code for values.


2.3.4.2 Referral Type


Referral type gives a brief description of the service requested for a patient who has been
referred for care.


2.3.4.2.1  Referral Type Code


Referral type code assigns a code to the service requested for a patient who has been
referred for care.


1 - New Outpatient: Consultation and Management
2 - New Outpatient: Consultation only
3 - Follow-up/Return Outpatient


2.3.4.2.2  Referral Type Desc


Referral type description gives a brief description of the service requested for a patient
who has been referred for care.


Refer to Referral Type Code for values.
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2.3.4.3 Referral Reasons(00)


A reason for referral is a health problem which occasioned a referral. This may be a
definite diagnosis, an unconfirmed diagnosis or signs and symptoms.


When a patient refers him/herself, this data item is termed ‘Presenting Complaint’ rather
than ‘Reason for Referral’.


2.3.4.3.1  Referral Reasons Descriptions (00) (3 char)


A reason for referral is a health problem which occasioned a referral.  This may be a
definite diagnosis, an unconfirmed diagnosis or signs and symptoms.  When a patient
refers themselves, this data item is termed ‘Presenting Complaint’ rather than ‘Reason for
Referral’.


The diagnostic code, ICD10 expressed at 3-character level recorded in diagnosis on
attendance position 1.


2.3.4.3.1.1  Referral 1 Code (3 char)


The diagnostic code, ICD9 or ICD10 expressed at 3-character level recorded in diagnosis
on discharge position 1.


2.3.4.3.1.2  Referral 2 Code (3 char)


The diagnostic code, ICD9 or ICD10 expressed at 3-character level recorded in diagnosis
on discharge position 2.


2.3.4.3.1.3  Referral 3 Code (3 char)


The diagnostic code, ICD9 or ICD10 expressed at 3-character level recorded in diagnosis
on discharge position 3.


2.3.4.3.1.4  Referral 4 Code (3 char)


The diagnostic code, ICD9 or ICD10 expressed at 3-character level recorded in diagnosis
on discharge position 4.


2.3.4.3.1.5  Referral Reasons Descriptions (00) (3 char)


A reason for referral is a health problem which occasioned a referral.  This may be a
definite diagnosis, an unconfirmed diagnosis or signs and symptoms.  When a patient
refers themselves, this data item is termed ‘Presenting Complaint’ rather than ‘Reason for
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Referral’.


The diagnostic description, ICD10 expressed at 3-character level recorded on
attendance.


Referral 1 Desc (3 char)
The diagnostic description, ICD9 or ICD10 expressed at 3-character level recorded in
diagnosis on discharge position 1.


Referral 2 Desc (3 char)
The diagnostic description, ICD9 or ICD10 expressed at 3-character level recorded in
diagnosis on discharge position 2.


Referral 3 Desc (3 char)
The diagnostic description, ICD9 or ICD10 expressed at 3-character level recorded in
diagnosis on discharge position 3.


Referral 4 Desc (3 char)
The diagnostic description, ICD9 or ICD10 expressed at 3-character level recorded in
diagnosis on discharge position 4.


2.3.4.3.2  Referral Reasons(00) (4 char)


A reason for referral is a health problem which occasioned a referral.  This may be a
definite diagnosis, an unconfirmed diagnosis or signs and symptoms.  When a patient
refers themselves, this data item is termed ‘Presenting Complaint’ rather than ‘Reason for
Referral’.


The diagnostic code, ICD10 expressed at 4-character level recorded in diagnosis on
attendance position 1.


2.3.4.3.2.1  Referral 1 Code (4 char)


The diagnostic code, ICD9 or ICD10 expressed at 4-character level recorded in diagnosis
on discharge position 1.
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2.3.4.3.2.2  Referral 2 Code (4 char)


The diagnostic code, ICD9 or ICD10 expressed at 4-character level recorded in diagnosis
on discharge position 2.


2.3.4.3.2.3  Referral 3 Code (4 char)


The diagnostic code, ICD9 or ICD10 expressed at 4-character level recorded in diagnosis
on discharge position 3.


2.3.4.3.2.4  Referral 4 Code (4 char)


The diagnostic code, ICD9 or ICD10 expressed at 4-character level recorded in diagnosis
on discharge position 4.


2.3.4.3.2.5  Referral Reasons Descriptions (00) (4 char)


A reason for referral is a health problem which occasioned a referral.  This may be a
definite diagnosis, an unconfirmed diagnosis or signs and symptoms.  When a patient
refers themselves, this data item is termed ‘Presenting Complaint’ rather than ‘Reason for
Referral’.


The diagnostic description, ICD10 expressed at 4-character level recorded on
attendance.


Referral 1 Desc (4 char)
The diagnostic description, ICD9 or ICD10 expressed at 4-character level recorded in
diagnosis on discharge position 1.


Referral 2 Desc (4 char)
The diagnostic description, ICD9 or ICD10 expressed at 4-character level recorded in
diagnosis on discharge position 2.


Referral 3 Desc (4 char)
The diagnostic description, ICD9 or ICD10 expressed at 4-character level recorded in
diagnosis on discharge position 3.
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Referral 4 Desc (4 char)
The diagnostic description, ICD9 or ICD10 expressed at 4-character level recorded in
diagnosis on discharge position 4.


2.3.4.3.3  Referral Reasons(00) (6 char)


A reason for referral is a health problem which occasioned a referral.  This may be a
definite diagnosis, an unconfirmed diagnosis or signs and symptoms.  When a patient
refers themselves, this data item is termed ‘Presenting Complaint’ rather than ‘Reason for
Referral’.


The diagnostic code, ICD10 expressed at 6-character level recorded in diagnosis on
attendance position 1.


2.3.4.3.3.1  Referral 1 Code (6 char)


The diagnostic code, ICD9 or ICD10 expressed at 6-character level recorded in diagnosis
on discharge position 1.


2.3.4.3.3.2  Referral 2 Code (6 char)


The diagnostic code, ICD9 or ICD10 expressed at 6-character level recorded in diagnosis
on discharge position 2.


2.3.4.3.3.3  Referral 3 Code (6 char)


The diagnostic code, ICD9 or ICD10 expressed at 6-character level recorded in diagnosis
on discharge position 3.


2.3.4.3.3.4  Referral 4 Code (6 char)


The diagnostic code, ICD9 or ICD10 expressed at 6-character level recorded in diagnosis
on discharge position 4.


2.3.4.3.3.5  Referral Reasons Descriptions (00) (6 char)


A reason for referral is a health problem which occasioned a referral.  This may be a
definite diagnosis, an unconfirmed diagnosis or signs and symptoms.  When a patient
refers themselves, this data item is termed ‘Presenting Complaint’ rather than ‘Reason for
Referral’.


The diagnostic description, ICD10 expressed at 6-character level recorded on
attendance.
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Referral 1 Desc (6 char)
The diagnostic description, ICD9 or ICD10 expressed at 6-character level recorded in
diagnosis on discharge position 1.


Referral 2 Desc (6 char)
The diagnostic description, ICD9 or ICD10 expressed at 6-character level recorded in
diagnosis on discharge position 2.


Referral 3 Desc (6 char)
The diagnostic description, ICD9 or ICD10 expressed at 6-character level recorded in
diagnosis on discharge position 3.


Referral 4 Desc (6 char)
The diagnostic description, ICD9 or ICD10 expressed at 6-character level recorded in
diagnosis on discharge position 4.


2.3.4.4 Clinic Code


This is a locally assigned code used to identify a clinic session or group of clinic
sessions.


2.3.4.4.1  Clinic Code


This is a locally assigned code used to identify a clinic session or group of clinic
sessions.


2.3.4.5 Clinic Type


Returns the Clinic Type code based solely on the Consultant HCP code present on the
record.


2.3.4.5.1  Clinic Type Code


One character code representing the Clinic Type based solely on the Consultant HCP
code present on the record.


1 - Consultant
2 - Dentist
3 - Nurse PIN
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4 - AHP (Allied Health Professional)


2.3.4.5.2  Clinic Type Description


The description i.e. name representing the Clinic Type based solely on the Consultant
HCP code present on the record.


Refer to Clinic Type Code for values.


2.3.4.6 Clinic Attendance (Status)


Attendance status indicates whether the patient attended for their appointment.


2.3.4.6.1  Clinic Attendance (Status) Code


A code which indicates the attendance status of a patient for their appointment.


1 - Patient was seen
5 - Patient attended but was not seen (CNW: Could Not Wait)
8 - Patient did not attend (DNA) and gave no prior warning


2.3.4.6.2  Clinic Attendance (Status) Description


A description which categorises the attendance status of a patient for their appointment.


Refer to Clinic Attendance (Status) Code for values.


2.3.4.7 Attendance Follow Up


Attendance Follow-up is a brief record of a patient's planned care following, or as a result
of, an outpatient attendance.


2.3.4.7.1  Attendance Follow Up Code


A code which describes a patients planned care following, or as a result of, their
appointment.


1 - Admission as an Inpatient 
2 - Further Outpatient Appointment with same Consultant in same Specialty
3 - Discharge
4 - Onto Waiting List for admission 
5 - Referral to another Consultant/HCP 
8 - Not Applicable
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2.3.4.7.2  Attendance Follow Up Desc


A description of a patients planned care following, or as a result of, their appointment.


Refer to Attendance Follow Up Code for values.


2.3.4.8 Patient Category(00)


Patient Category(00) indicates a patient's status regarding payment for NHS services.


2.3.4.8.1  Patient Category Code


A one-character code representing the Patient Category, which indicates a patient's
status regarding payment for NHS services.


2.3.4.8.2  Patient Category Desc


The description, i.e. name, of the Patient Category, which indicates a patient's status
regarding payment for NHS services.


2.3.4.9 Availability Status Code (00)


Availability Status Codes describe a patient’s circumstances which affect the normal
scheduling of outpatient appointments. 


Availability Status Codes replaced Waiting Time Guarantee Exception codes on the 1st
November 2002. 


2.3.4.9.1  Availability Status Code Code


Availability Status Code code is a one-digit code that represents a patient’s
circumstances which affect the normal scheduling of outpatient appointments.


2.3.4.9.2  Availability Status Code Desc


Availability Status Code description is a textual description which describes a patient’s
circumstances which affect the normal scheduling of outpatient appointments.


2.3.4.10 Days Waiting(00)


Number of days between the Date Referral Received and Date of Clinic Attendance.
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2.3.4.10.1  Days Waiting(00)


Number of days between the Date Referral Received and Date of Clinic Attendance.


2.3.4.11 Length of Wait Category(00)


The Length of Wait Category (00) summarises the “Days Waiting” in to 7 groups.


2.3.4.11.1  Length of Wait Category Code


A one character code represent the Length of Wait Category (00) which summarises the
“Days Waiting” in to 7 groups.


The valid values and descriptions are:


1 - <=3 weeks (derived as 0-21 days inclusive)
2 – >3 - <=6 weeks (22-42)
3 – >6 - <=9 weeks (43-63)
4 - >9 - <=12 weeks (64-84)
5 - >12 - <=15 weeks (85-105)
6 - >15 - <=18 weeks (106-126)
7 - >18 weeks (127 and over)


2.3.4.11.2  Length of Wait Category Desc


The description, ie, name of the Length of Wait Category(00) which summarises the
“Days Waiting” in to 7 groups.


Refer to Length of Wait Category Code for values.


2.3.5 Measures(00)


A group of objects that reflects standard counts routinely applied during analyses. This
class unlike the others contains Measures.


2.3.5.1 Number of Attendances(SMR00)


The Number of Attendances(SMR00) is a count of Unique Record Identifiers and is the
standard measure to use to count the number of SMR1/SMR01 episodes i.e. normally
refers to discharges but can be applied equally to any date on the system .


2.3.5.1.1  Number of Attendances(SMR00)


The Number of Attendances(SMR00) is a count of each Outpatient appointment and is
the standard measure to use to count the number of outpatient (SMR00) attendances.
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2.3.5.2 Number of Patients(SMR00)


The Number of Patients(SMR00) is a count of unique patient identifiers and is the
standard measure to use to count the number of individual patients associated with
SMR00 attendances.


2.3.5.2.1  Number of Patients(SMR00)


The Number of Patients(SMR00) is a count of unique patient identifiers and is the
standard measure to use to count the number of individual patients associated with
SMR00 attendances.


2.3.5.3 Days Waiting


Number of days between the Date Referral Received and Date of Clinic Attendance.


2.3.5.3.1  Days Waiting


Number of days between the Date Referral Received and Date of Clinic Attendance.
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2.4 Populations


A series of support information encompassing various population bases, which can be
used to facilitate statistical calculations, e.g. rates per head of population.


2.4.1 Datazone - CHP Populations


Community Health Partnerships, known as CHPs are subdivisions of NHS Boards in
Scotland.  There are 40 CHPs in Scotland.  Some CHPs are co-terminous with Council
Areas.  Note that some Council Areas contain several CHPs.


2.4.1.1 Year


Population figures relate to 30 June of the year shown and the standard format is YYYY


2.4.1.2 CHP Code


Community Health Partnerships, known as CHPs are subdivisions of NHS Boards in
Scotland.  There are 40 CHPs in Scotland.  Some CHPs are co-terminous with Council
Areas.  Note that some Council Areas contain several CHPs.


2.4.1.3 CHP Name


Community Health Partnerships, known as CHPs are subdivisions of NHS Boards in
Scotland.  There are 40 CHPs in Scotland.  Some CHPs are co-terminous with Council
Areas.  Note that some Council Areas contain several CHPs.


2.4.1.4 Datazone


A Data zone is a nine character code identifying "neighbourhoods". Data zones are the
core geography for dissemination of results in Scottish Neighbourhood Statistics (SNS).
The allocation of postcode to Data zone is done via the 2001 Output Areas. Data zones
contain on average between 500 and 1000 people. Data zone is derived directly from the
patient's postcode of residence. This information is only available on SMR01 records with
a discharge date from 1 April 1997 onwards. In cases where the patient's postcode is
non-Scottish then this field is NULL.


2.4.1.5 Gender Code


A one character code representing the Sex i.e. the gender of the person.


(1= male, 2 = female )
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2.4.1.6 Gender Description


A  text description for the one character code representing the Sex i.e. the gender of the
person.


(1= male, 2 = female )


2.4.1.7 Age


Single year of age from age 0. The maximum age from 1981 onwards is 90. All people
aged over 90 are recorded as age 90. Prior to 1981 the maximum age is 85


2.4.1.8 Age Group Number


A set of commonly used age band ranges, grouped to simplify analyses and reporting of
standard outputs. These age band ranges and groupings are applicable to all records
where an Age on Attendance is present and each Age on Attendance will be allocated to
one or more of the standard groupings e.g. Age on Attendance = 4 will be assigned to
Group 01, Age Band 0-4 but will also be assigned to Group 03, Age Band 0-14.  


Age on Attendance (years) records the difference in full years from the patient's date of
birth to their date of clinic attendance.


This object should be used in conjunction with Age Band at Attendance.


Group  Age Bands


01  0-4, 5-9, 10-14, 15-19, , , , , , , , , , , , , 85+
02  0-4, 5-9, 10-14, 15-19, , , , , , , , ,  ,  , , 90+
03  0-14, 15-44, 45-64, 65-74, 75+, <75
04  0-4, 5-14, 15-24, 25-44, 45-64, 65-74, 75-84, 85+
05  15-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45-49
06  13-15, 16-19
07  0-1, 2-4, 5-14, 15, 16-19, 20-24, 25-44, 45-64, 65-74, 75-84, 85+
08  0-1, 2-4, 5-14, 15, 16-19, 20, 21-24, 25-44, 45-59, 60, 61-64, 65-74, 75-84, 85+
10  0, 1, 2,3, 4, 5-9, 10-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+
11  0, 1-4, 5-9, 10-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+
12  Under 16, 16-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45+, 15-44
13  Under 20, 20-24, 25-29, 30-34, 35-39, 40-44, 45+, 15-44
14  <15, 15-24, 25 -44, 45-64, 65-74, 75+
15  0-64, 65+
16  0-1, 2-4, 5-15, 16-24, 25-44, 45-64, 65-74, 75+
17  0-9, 10-19, 20-29, 30-39, 40-49, 50-59, 60-69, 70-79, 80-89, 90-99, 100+
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2.4.1.9 Age Band


A set of commonly used 'groups' of age band ranges, to simplify analyses and reporting
of standard outputs. These groupings are applicable to all records and each Age will be
allocated to one or more of the standard groupings e.g. Age  = 4 will be assigned to Group
01, Age Band 0-4 but will also be assigned to Group 03, Age Band 0-14.  


These groupings can then be used in conjunction with age groupings on SMR00.


This object should be used in conjunction with Age Band.


Refer to Age Group Number for values.


2.4.1.10 Population


The estimated population of a CHP area.  


2.4.2 GRO Population Estimates


A series of Estimated Population figures as at the 30th June of each year and issued by
GRO Scotland. Data is available by age, sex and various geographical boundaries e.g.
Health Board or Council areas.


2.4.2.1 NHS Board Estimates


The estimated population of a Health Board area.  This will include all those usually
resident there whatever their nationality. Students are treated as being resident at their
term-time address. Members of HM and non-UK armed forces stationed in Scotland are
included; HM forces stationed outside Scotland are excluded


2.4.2.1.1  Year


Population figures relate to 30 June of the year shown and the standard format is YYYY


2.4.2.1.2  NHS Board Code


2.4.2.1.3  NHS Board Description
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2.4.2.1.4  Gender Code


A one character code representing the Sex i.e. the gender of the person.


(1= male, 2 = female )


2.4.2.1.5  Gender Description


A  text description for the one character code representing the Sex i.e. the gender of the
person.


(1= male, 2 = female )


2.4.2.1.6  Age


Single year of age from age 0. The maximum age from 1981 onwards is 90. All people
aged over 90 are recorded as age 90. Prior to 1981 the maximum age is 85


2.4.2.1.7  Age Group Number


A set of commonly used age band ranges, grouped to simplify analyses and reporting of
standard outputs. These age band ranges and groupings are applicable to all records
where an Age on Attendance is present and each Age on Attendance will be allocated to
one or more of the standard groupings e.g. Age on Attendance = 4 will be assigned to
Group 01, Age Band 0-4 but will also be assigned to Group 03, Age Band 0-14.  


Age on Attendance (years) records the difference in full years from the patient's date of
birth to their date of clinic attendance.


This object should be used in conjunction with Age Band at Attendance.


Group  Age Bands


01 0-4, 5-9, 10-14, 15-19, , , , , , , , , , , , , 85+
02 0-4, 5-9, 10-14, 15-19, , , , , , , , ,  ,  , , 90+
03 0-14, 15-44, 45-64, 65-74, 75+, <75
04 0-4, 5-14, 15-24, 25-44, 45-64, 65-74, 75-84, 85+
05 15-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45-49
06 13-15, 16-19
07 0-1, 2-4, 5-14, 15, 16-19, 20-24, 25-44, 45-64, 65-74, 75-84, 85+
08 0-1, 2-4, 5-14, 15, 16-19, 20, 21-24, 25-44, 45-59, 60, 61-64, 65-74, 75-84, 85+
10 0, 1, 2,3, 4, 5-9, 10-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+
11 0, 1-4, 5-9, 10-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+
12 Under 16, 16-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45+, 15-44
13 Under 20, 20-24, 25-29, 30-34, 35-39, 40-44, 45+, 15-44
14 <15, 15-24, 25 -44, 45-64, 65-74, 75+
15 0-64, 65+
16 0-1, 2-4, 5-15, 16-24, 25-44, 45-64, 65-74, 75+
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17 0-9, 10-19, 20-29, 30-39, 40-49, 50-59, 60-69, 70-79, 80-89, 90-99, 100+


2.4.2.1.8  Age Band


A set of commonly used 'groups' of age band ranges, to simplify analyses and reporting
of standard outputs. These groupings are applicable to all records and each Age will be
allocated to one or more of the standard groupings e.g. Age  = 4 will be assigned to Group
01, Age Band 0-4 but will also be assigned to Group 03, Age Band 0-14.  


These groupings can then be used in conjunction with age groupings on SMR00.


This object should be used in conjunction with Age Band.


Refer to Age Group Number for values.


2.4.2.1.9  Population Estimate


The estimated population of a Health Board area.  This will include all those usually
resident there whatever their nationality. Students are treated as being resident at their
term-time address. Members of HM and non-UK armed forces stationed in Scotland are
included; HM forces stationed outside Scotland are excluded. Available from 1974.


2.4.2.2 Council Area Estimates


The estimated population of a Council Area.  This will include all those usually resident
there whatever their nationality. Students are treated as being resident at their term-time
address. Members of HM and non-UK armed forces stationed in Scotland are included;
HM forces stationed outside Scotland are excluded. Available from 1995.


Following a re-organisation at a local government level in Scotland  the 32 Council Areas
came into existence on 1 April 1996


2.4.2.2.1  Year


Population figures relate to 30 June of the year shown and the standard format is YYYY


2.4.2.2.2  Council Area Code


A number relating to the locale, of the resident population, represented as one of 32
Council Areas.


Following a re-organisation at a local government level in Scotland the 32 Council Areas
came into existence on 1 April 1996
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2.4.2.2.3  Council Area Desc


A textual description relating to the locale, of the resident population, represented as one
of 14 Scottish Health Board Areas


Following a re-organisation at a local government level in Scotland the 32 Council Areas
came into existence on 1 April 1996


2.4.2.2.4  Gender Code


A one character code representing the Sex i.e. the gender of the person.   


(1= male, 2 = female )


2.4.2.2.5  Gender Description


A  text description for the one character code representing the Sex i.e. the gender of the
person.


(1= male, 2 = female )


2.4.2.2.6  Age


Single year of age from age 0. The maximum age is 90. All people aged over 90 are
recorded as age 90.


2.4.2.2.7  Age Group Number


A set of commonly used age band ranges, grouped to simplify analyses and reporting of
standard outputs. These age band ranges and groupings are applicable to all records
where an Age on Attendance is present and each Age on Attendance will be allocated to
one or more of the standard groupings e.g. Age on Attendance = 4 will be assigned to
Group 01, Age Band 0-4 but will also be assigned to Group 03, Age Band 0-14.  


Age on Attendance (years) records the difference in full years from the patient's date of
birth to their date of clinic attendance.


This object should be used in conjunction with Age Band at Attendance.


Group  Age Bands
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01 0-4, 5-9, 10-14, 15-19, , , , , , , , , , , , , 85+
02 0-4, 5-9, 10-14, 15-19, , , , , , , , ,  ,  , , 90+
03 0-14, 15-44, 45-64, 65-74, 75+, <75
04 0-4, 5-14, 15-24, 25-44, 45-64, 65-74, 75-84, 85+
05 15-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45-49
06 13-15, 16-19
07 0-1, 2-4, 5-14, 15, 16-19, 20-24, 25-44, 45-64, 65-74, 75-84, 85+
08 0-1, 2-4, 5-14, 15, 16-19, 20, 21-24, 25-44, 45-59, 60, 61-64, 65-74, 75-84, 85+
10 0, 1, 2,3, 4, 5-9, 10-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+
11 0, 1-4, 5-9, 10-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+
12 Under 16, 16-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45+, 15-44
13 Under 20, 20-24, 25-29, 30-34, 35-39, 40-44, 45+, 15-44
14 <15, 15-24, 25 -44, 45-64, 65-74, 75+
15 0-64, 65+
16 0-1, 2-4, 5-15, 16-24, 25-44, 45-64, 65-74, 75+
17 0-9, 10-19, 20-29, 30-39, 40-49, 50-59, 60-69, 70-79, 80-89, 90-99, 100+


2.4.2.2.8  Age Band


A set of commonly used 'groups' of age band ranges, to simplify analyses and reporting
of standard outputs. These groupings are applicable to all records and each Age will be
allocated to one or more of the standard groupings e.g. Age  = 4 will be assigned to Group
01, Age Band 0-4 but will also be assigned to Group 03, Age Band 0-14.  


These groupings can then be used in conjunction with age groupings on SMR00.


This object should be used in conjunction with Age Band.


Refer to Age Group Number for values.


2.4.2.2.9  Population Estimate


The estimated population of a Council Area.  This will include all those usually resident
there whatever their nationality. Students are treated as being resident at their term-time
address. Members of HM and non-UK armed forces stationed in Scotland are included;
HM forces stationed outside Scotland are excluded


Following a re-organisation at a local government level in Scotland the 32 Council Areas
came into existence on 1 April 1996.


2.4.3 GRO Population Projections


A series of Projected population figures using the mid-1998 population estimates as a
base . These data are issued by GRO Scotland every two years with a new baseline .
Data is available by age, sex and various geographical boundaries e.g. Health Board or
Council areas.
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2.4.3.1 NHS Board Projections


The projected population of a Health Board area.  This will include all those usually
resident there whatever their nationality. Students are treated as being resident at their
term-time address. Members of HM and non-UK armed forces stationed in Scotland are
included; HM forces stationed outside Scotland are excluded


2.4.3.1.1  Year


Projected Population figures relate to 30 June of the year shown and the standard format
is YYYY


2.4.3.1.2  NHS Board Code


A letter (cypher) relating to the locale, of the projected resident population, represented as
one of 14 Scottish Health Board Areas


2.4.3.1.3  NHS Board Description


A textual description relating to the locale, of the projected resident population,
represented as one of 14 Scottish Health Board Areas


2.4.3.1.4  Gender Code


A one character code representing the Sex i.e. the gender of the person.   


(1= male, 2 = female )


2.4.3.1.5  Gender Description


A  text description for the one character code representing the Sex i.e. the gender of the
person.


(1= male, 2 = female )


2.4.3.1.6  Age


Single year of age from age 0. The maximum age is 90. All people aged over 90 are
recorded as age 90.
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2.4.3.1.7  Age Group Number


A set of commonly used age band ranges, grouped to simplify analyses and reporting of
standard outputs. These age band ranges and groupings are applicable to all records
where an Age on Attendance is present and each Age on Attendance will be allocated to
one or more of the standard groupings e.g. Age on Attendance = 4 will be assigned to
Group 01, Age Band 0-4 but will also be assigned to Group 03, Age Band 0-14.  


Age on Attendance (years) records the difference in full years from the patient's date of
birth to their date of clinic attendance.


This object should be used in conjunction with Age Band at Attendance.


Group  Age Bands


01 0-4, 5-9, 10-14, 15-19, , , , , , , , , , , , , 85+
02 0-4, 5-9, 10-14, 15-19, , , , , , , , ,  ,  , , 90+
03 0-14, 15-44, 45-64, 65-74, 75+, <75
04 0-4, 5-14, 15-24, 25-44, 45-64, 65-74, 75-84, 85+
05 15-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45-49
06 13-15, 16-19
07 0-1, 2-4, 5-14, 15, 16-19, 20-24, 25-44, 45-64, 65-74, 75-84, 85+
08 0-1, 2-4, 5-14, 15, 16-19, 20, 21-24, 25-44, 45-59, 60, 61-64, 65-74, 75-84, 85+
10 0, 1, 2,3, 4, 5-9, 10-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+
11 0, 1-4, 5-9, 10-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+
12 Under 16, 16-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45+, 15-44
13 Under 20, 20-24, 25-29, 30-34, 35-39, 40-44, 45+, 15-44
14 <15, 15-24, 25 -44, 45-64, 65-74, 75+
15 0-64, 65+
16 0-1, 2-4, 5-15, 16-24, 25-44, 45-64, 65-74, 75+
17 0-9, 10-19, 20-29, 30-39, 40-49, 50-59, 60-69, 70-79, 80-89, 90-99, 100+


2.4.3.1.8  Age Band


A set of commonly used 'groups' of age band ranges, to simplify analyses and reporting
of standard outputs. These groupings are applicable to all records and each Age will be
allocated to one or more of the standard groupings e.g. Age  = 4 will be assigned to Group
01, Age Band 0-4 but will also be assigned to Group 03, Age Band 0-14.  


These groupings can then be used in conjunction with age groupings on SMR00.


This object should be used in conjunction with Age Band.


Refer to Age Group Number for values.


2.4.3.1.9  Population Projection


The projected population of a Health Board area.  This will include all those usually
resident there whatever their nationality. Students are treated as being resident at their
term-time address. Members of HM and non-UK armed forces stationed in Scotland are
included; HM forces stationed outside Scotland are excluded
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2.4.3.2 Council Area Projections


The projected resident population of a Council Area.  This will include all those usually
resident there whatever their nationality. Students are treated as being resident at their
term-time address. Members of HM and non-UK armed forces stationed in Scotland are
included; HM forces stationed outside Scotland are excluded


Following a re-organisation at a local government level in Scotland  the 32 Council Areas
came into existence on 1 April 1996


2.4.3.2.1  Year


Projected population figures relate to 30 June of the year shown and the standard format
is YYYY


2.4.3.2.2  Council Area Code


A number relating to the locale, of the projected resident population, represented as one of
32 Council Areas.


Following a re-organisation at a local government level in Scotland the 32 Council Areas
came into existence on 1 April 1996


2.4.3.2.3  Council Area Desc


A textual description relating to the locale, of the projected resident population,
represented as one of 14 Scottish Health Board Areas


Following a re-organisation at a local government level in Scotland the 32 Council Areas
came into existence on 1 April 1996


2.4.3.2.4  Gender Code


A one character code representing the Sex i.e. the gender of the person.   


(1= male, 2 = female )
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2.4.3.2.5  Gender Description


A  text description for the one character code representing the Sex i.e. the gender of the
person.


(1= male, 2 = female )


2.4.3.2.6  Age


Single year of age from age 0. The maximum age from 1981 onwards is 90. All people
aged over 90 are recorded as age 90. Prior to 1981 the maximum age is 85


2.4.3.2.7  Age Group Number


A set of commonly used age band ranges, grouped to simplify analyses and reporting of
standard outputs. These age band ranges and groupings are applicable to all records
where an Age on Attendance is present and each Age on Attendance will be allocated to
one or more of the standard groupings e.g. Age on Attendance = 4 will be assigned to
Group 01, Age Band 0-4 but will also be assigned to Group 03, Age Band 0-14.  


Age on Attendance (years) records the difference in full years from the patient's date of
birth to their date of clinic attendance.


This object should be used in conjunction with Age Band at Attendance.


Group  Age Bands


01 0-4, 5-9, 10-14, 15-19, , , , , , , , , , , , , 85+
02 0-4, 5-9, 10-14, 15-19, , , , , , , , ,  ,  , , 90+
03 0-14, 15-44, 45-64, 65-74, 75+, <75
04 0-4, 5-14, 15-24, 25-44, 45-64, 65-74, 75-84, 85+
05 15-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45-49
06 13-15, 16-19
07 0-1, 2-4, 5-14, 15, 16-19, 20-24, 25-44, 45-64, 65-74, 75-84, 85+
08 0-1, 2-4, 5-14, 15, 16-19, 20, 21-24, 25-44, 45-59, 60, 61-64, 65-74, 75-84, 85+
10 0, 1, 2,3, 4, 5-9, 10-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+
11 0, 1-4, 5-9, 10-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-74, 75-84, 85+
12 Under 16, 16-19, 20-24, 25-29, 30-34, 35-39, 40-44, 45+, 15-44
13 Under 20, 20-24, 25-29, 30-34, 35-39, 40-44, 45+, 15-44
14 <15, 15-24, 25 -44, 45-64, 65-74, 75+
15 0-64, 65+
16 0-1, 2-4, 5-15, 16-24, 25-44, 45-64, 65-74, 75+
17 0-9, 10-19, 20-29, 30-39, 40-49, 50-59, 60-69, 70-79, 80-89, 90-99, 100+
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2.4.3.2.8  Age Band


A set of commonly used 'groups' of age band ranges, to simplify analyses and reporting
of standard outputs. These groupings are applicable to all records and each Age will be
allocated to one or more of the standard groupings e.g. Age  = 4 will be assigned to Group
01, Age Band 0-4 but will also be assigned to Group 03, Age Band 0-14.  


These groupings can then be used in conjunction with age groupings on SMR00.


This object should be used in conjunction with Age Band.


Refer to Age Group Number for values.


2.4.3.2.9  Population Projection


The projected resident population of a Council Area.  This will include all those usually
resident there whatever their nationality. Students are treated as being resident at their
term-time address. Members of HM and non-UK armed forces stationed in Scotland are
included; HM forces stationed outside Scotland are excluded


Following a re-organisation at a local government level in Scotland the 32 Council Areas
came into existence on 1 April 1996.


2.4.4 World/European Standard Populations


A series of weights based on European & World population bases that are used to
provide  comparable statistical analyses.


2.4.4.1 Age Band


A set of commonly used age band ranges, to simplify analyses and reporting of standard
outputs. These age band ranges are applicable to all ages.


These groupings can then be used in conjunction with age groupings on SMR00.


0-4, 5-9, 10-14, 15-19,......75-79, 80-84, 85+


2.4.4.2 European Standard Population


European standard population weights used in direct standardisation
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2.4.4.3 World Standard Population


World standard population weights used in direct standardisation
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3 Appendices


3.1 Appendix 1 -  Abbreviations


Class and object names are restricted within BusinessObjects to a maximum length of 35
characters; hence it has been necessary to introduce some abbreviations in the naming convention: 


Abbreviation Class and / or Object name


Adm Admission


Cal Calendar


Desc Description


Dis Discharge


Fin Financial


Mth Month


Op Operation


Prim Primary


Sec Secondary


Sh Short


Trans Transferred


Transfer Transferred
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		Pat Birth Surname [C]

		Pat Previous Surname [C]







		Outpatients (00)

		Time(00)

		Date Referral Received(00)

		Date Referral(00)

		Date Referral Calendar(00)

		Date Referral Cal Year

		Date Referral Cal Mth

		Date Referral Cal Mth Name

		Date Referral Cal Mth Sh Name

		Date Referral Cal Qtr

		Date Referral Cal Qtr Name

		Date Referral Cal Wk



		Date Referral Financial(00)

		Date Referral Fin Year

		Date Referral Fin Year Name



		Date Referral Fin Mth

		Date Referral Fin Mth Name

		Date Referral Fin Mth Sh Name

		Date Referral Fin Qtr

		Date Referral Fin Qtr Name

		Date Referral Fin Wk



		Date Referral Day(00)

		Date Referral Day in Year

		Date Referral Day in Mth

		Date Referral Day in Wk

		Date Referral Day Name

		Date Referral Day Sh Name





		Date Clinic Attendance(00)

		Date Clinic Attendance(00)

		Date Clinic Attend Calendar(00)

		Date Clinic Attend Cal Year

		Date Clinic Attend Cal Mth

		Date Clinic Attend Cal Mth Name

		Date Clinic Attend Cal Mth Sh Name

		Date Clinic Attend Cal Qtr

		Date Clinic Attend Cal Qtr Name

		Date Clinic Attend Cal Wk



		Date Clinic Attend Financial(00)

		Date Clinic Attend Fin Year

		Date Clinic Fin Year Name



		Date Clinic Attend Fin Mth

		Date Clinic Attend Fin Mth Name

		Date Clinic Attend Fin Mth Sh Name

		Date Clinic Attend Fin Qtr

		Date Clinic Attend Fin Qtr Name

		Date Clinic Attend Fin Wk



		Date Clinic Attend Day(00)

		Date Clinic Attend Day in Year

		Date Clinic Attend Day in Mth

		Date Clinic Attend Day in Wk

		Date Clinic Attend Day Name

		Date Clinic Attend Day Sh Name





		Date Main Operation(00)

		Date of Main Operation(00)

		Date of Main Operation(00)

		Date of Main Op Calendar(00)

		Date of Main Op Cal Year

		Date of Main Op Cal Mth

		Date of Main Op Cal Mth Name

		Date of Main Op Cal Mth Sh Name

		Date of Main Op Cal Qtr

		Date of Main Op Cal Qtr Name

		Date of Main Op Cal Wk



		Date of Main Op Financial(00)

		Date of Main Op Fin Year

		Date of Main Op Fin Year Name



		Date of Main Op Fin Mth

		Date of Main Op Fin Mth Name

		Date of Main Op Fin Mth Sh Name

		Date of Main Op Fin Qtr

		Date of Main Op Fin Qtr Name

		Date of Main Op Fin Wk



		Date of Main Op Day(00)

		Date of Main Op Day in Year

		Date of Main Op Day in Mth

		Date of Main Op Day in Wk

		Date of Main Op Day Name

		Date of Main Op Day Sh Name





		Date of Operation 2(00)

		Date of Operation 2 (00)

		Date of Operation 2 Calendar(00)

		Date of Operation 2 Cal Year

		Date of Operation 2 Cal Mth

		Date of Operation 2 Cal Mth Name

		Date of Operation 2 Cal Mth Sh Name

		Date of Operation 2 Cal Qtr

		Date of Operation 2 Cal Qtr Name

		Date of Operation 2 Cal Wk



		Date of Operation 2 Financial(00)

		Date of Operation 2 Fin Year

		Date of Operation 2 Fin Year Name



		Date of Operation 2 Fin Mth

		Date of Operation 2 Fin Mth Name

		Date of Operation 2 Fin Mth Sh Name

		Date of Operation 2 Fin Qtr

		Date of Operation 2 Fin Qtr Name

		Date of Operation 2 Fin Wk



		Date of Operation 2 Day(00)

		Date of Operation 2 Day in Year

		Date of Operation 2 Day in Mth

		Date of Operation 2 Day in Wk

		Date of Operation 2 Day Name

		Date of Operation 2 Day Sh Name









		Organisation(00)

		Location (Practice)(00)

		Practice Location Code

		Practice Location Name



		Organisation (Practice)(00)

		Practice NHS Board Code (Current)

		Practice NHS Board Name (Current)

		Practice NHS Board Code (Previous)

		Practice NHS Board Name (Previous)



		Location (Treatment)(00)

		Treatment Location Code

		Treatment Location Name



		Organisation (Treatment)(00)

		Treatment NHS Board Code (Current)

		Treatment NHS Board Name (Current)

		Treatment NHS Board Code (Previous)

		Treatment NHS Board Name (Previous)





		Clinical(00)

		Specialty Classificat. 1/4/97(00)

		Specialty Classificat. 1/4/97 Code

		Specialty Classificat. 1/4/97 Desc



		Consultant/HCP(00)

		Consultant/HCP Code

		Consultant/HCP Desc [C]



		Significant Facility(00)

		Significant Facility Code

		Significant Facility Desc



		Diagnosis at Attendance(00)

		Diagnosis at Attendance(00) (3 char)

		Diagnosis 1 Code (3 char)

		Diagnosis 2 Code (3 char)

		Descriptions (00) (3 char)

		Diagnosis 1 Desc (3 char)

		Diagnosis 2 Desc (3 char)





		Diagnosis at Attendance(00) (4 char)

		Diagnosis 1 Code (4 char)

		Diagnosis 2 Code (4 char)

		Descriptions (00) (4 char)

		Diagnosis 1 Desc (4 char)

		Diagnosis 2 Desc (4 char)





		Diagnosis at Attendance(00) (6 char)

		Diagnosis 1 Code (6 char)

		Diagnosis 2 Code (6 char)

		Descriptions (00) (6 char)

		Diagnosis 1 Desc (6 char)

		Diagnosis 2 Desc (6 char)







		Operation(00)

		Operation(00) (3 char)

		Operation A (3 char)

		Operation 1A Code (3 char)

		Operation 2A Code (3 char)

		Operation A Descriptions (3 char)

		Operation 1A Desc (3 char)

		Operation 2A Desc (3 char)





		Operation B (3 char)

		Operation 1B Code (3 char)

		Operation 2B Code (3 char)

		Operation B Descriptions (3 char)

		Operation 1B Desc (3 char)

		Operation 2B Desc (3 char)







		Operation(00) (4 char)

		Operation A (4 char)

		Operation 1A Code (4 char)

		Operation 2A Code (4 char)

		Operation A Descriptions (4 char)

		Operation 1A Desc (4 char)

		Operation 2A Desc (4 char)





		Operation B (4 char)

		Operation 1B Code (4 char)

		Operation 2B Code (4 char)

		Operation B Descriptions (4 char)

		Operation 1B Desc (4 char)

		Operation 2B Desc (4 char)











		Episode Management(00)

		Referral Source

		Referral Source Code

		Referral Source Desc



		Referral Type

		Referral Type Code

		Referral Type Desc



		Referral Reasons(00)

		Referral Reasons Descriptions (00) (3 char)

		Referral 1 Code (3 char)

		Referral 2 Code (3 char)

		Referral 3 Code (3 char)

		Referral 4 Code (3 char)

		Referral Reasons Descriptions (00) (3 char)

		Referral 1 Desc (3 char)

		Referral 2 Desc (3 char)

		Referral 3 Desc (3 char)

		Referral 4 Desc (3 char)





		Referral Reasons(00) (4 char)

		Referral 1 Code (4 char)

		Referral 2 Code (4 char)

		Referral 3 Code (4 char)

		Referral 4 Code (4 char)

		Referral Reasons Descriptions (00) (4 char)

		Referral 1 Desc (4 char)

		Referral 2 Desc (4 char)

		Referral 3 Desc (4 char)

		Referral 4 Desc (4 char)





		Referral Reasons(00) (6 char)

		Referral 1 Code (6 char)

		Referral 2 Code (6 char)

		Referral 3 Code (6 char)

		Referral 4 Code (6 char)

		Referral Reasons Descriptions (00) (6 char)

		Referral 1 Desc (6 char)

		Referral 2 Desc (6 char)

		Referral 3 Desc (6 char)

		Referral 4 Desc (6 char)







		Clinic Code

		Clinic Code



		Clinic Type

		Clinic Type Code

		Clinic Type Description



		Clinic Attendance (Status)

		Clinic Attendance (Status) Code

		Clinic Attendance (Status) Description



		Attendance Follow Up

		Attendance Follow Up Code

		Attendance Follow Up Desc



		Patient Category(00)

		Patient Category Code

		Patient Category Desc



		Availability Status Code (00)

		Availability Status Code Code

		Availability Status Code Desc



		Days Waiting(00)

		Days Waiting(00)



		Length of Wait Category(00)

		Length of Wait Category Code

		Length of Wait Category Desc





		Measures(00)

		Number of Attendances(SMR00)

		Number of Attendances(SMR00)



		Number of Patients(SMR00)

		Number of Patients(SMR00)



		Days Waiting

		Days Waiting







		Populations

		Datazone - CHP Populations

		Year

		CHP Code

		CHP Name

		Datazone

		Gender Code

		Gender Description

		Age

		Age Group Number

		Age Band

		Population



		GRO Population Estimates

		NHS Board Estimates

		Year

		NHS Board Code

		NHS Board Description

		Gender Code

		Gender Description

		Age

		Age Group Number

		Age Band

		Population Estimate



		Council Area Estimates

		Year

		Council Area Code

		Council Area Desc

		Gender Code

		Gender Description

		Age

		Age Group Number

		Age Band

		Population Estimate





		GRO Population Projections

		NHS Board Projections

		Year

		NHS Board Code

		NHS Board Description

		Gender Code

		Gender Description

		Age

		Age Group Number

		Age Band

		Population Projection



		Council Area Projections

		Year

		Council Area Code

		Council Area Desc

		Gender Code

		Gender Description

		Age

		Age Group Number

		Age Band

		Population Projection





		World/European Standard Populations

		Age Band

		European Standard Population

		World Standard Population







		Appendices

		Appendix 1 -  Abbreviations








Summary of Codes and Values for the Scottish Birth Record (SBR) 
(Version 4.19 June 2011) 


1   P:\SCHID\SCHID\SBR\Data Items and Definitions              06/06/2011                                                   


 
 
Mother Tab 
 
Marital Status 


1. Never Married (Single) 
2. Married (includes Separated) 
3. Widowed 
8.   Other (includes Divorced) 
9.  Not known 


 
Ethnic Group (Also on Baby Tab) 
01 – White 
1A White Scottish 
1B White Other British 
1C White Irish 
1D Any other White background 
 
02 – Mixed 
 
03 – Asian, Asian Scottish or Asian British 
3A Indian 
3B Pakistani 
3C Bangladeshi 
3D Chinese 
3E Any other Asian background 
 
04 – Black, Black Scottish or Black British 
4A Caribbean 
4B African 
4C Any other Black background 
 
05 – Other Ethnic Background 
 
97- Not disclosed / patient refused 
 
99 – Information not provided 
 
Antenatal Tab 
 
 Outcome of (Previous) Pregnancies 


1. Livebirth 
2. Stillbirth 
3. Livebirth dying within the first 6 days 


(early neonatal death) 
4. Livebirth dying on or after the 7th 


completed day but before the 28th day 
(late neonatal death) 


5. Livebirth dying on or after the 28th 
completed day but before the end of 
the first year of life (postneonatal 
death) 


6. Miscarriage 
7. Ectopic 
8. Termination 


 


Antenatal Tab continued 
 
Mode of Delivery (Previous & Current Pregnancy 
(Birth Tab)) 


0. Normal (SVD) 
1. Cephalic - abnormal presentation 
2. Low forceps – no rotation, forceps NOS  
A. Mid cavity forceps – no rotation  
B. Rotational forceps  
C. Ventouse – no rotation or unspecified 
D. Ventouse with rotation 
E. Other forceps delivery  
5. Breech delivery 
6. Breech extraction 
P-1) Emergency CS 
Q-2) Urgent CS 
R-3) Scheduled CS 
S-4) Elective CS 
9. Other 


 
 
Sex radio buttons, true if selected (Also on Birth and  
Baby Tab)  


0. Not known  
1. Boy 
2. Girl 
9. Not specified 


 
Certainty of EDD 


1. Confirmed by ultrasound 
2. Based on LMP only 


 
Blood Group 


1. A 
2. AB 
3. B 
4. O 


 
Rhesus 


1.  Negative 
2.  Positive 


 
 
Anti D 


1.  Given 
2.  Not Required 
3.  Refused 


 
Rubella 


1.  Immune 
2.  Not immune 


      9.     Not Known 
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Antenatal Tab continued 
 
HIV 


1.  Positive  
2.  Negative 
3.  Not Done 
4.  Declined 


      9.    Not Known 
 
Hepatitis B 


1.  Positive  
2.  Negative 
3.  Not Done 
4.  Declined 


      9.    Not Known  
 
Syphilis 


1.  Positive  
2.  Negative 
3.  Not Done 
4.  Declined 
9.    Not Known 


 
Never Had a Smear  
Tick box, true if ticked 
 
 
Smoking, Alcohol & Drugs Pop up 
 
Smoking History 


0.  Never smoked 
1.  Current smoker 
2.  Former smoker 
9.  Not known 


 
Smoking During This Pregnancy 


1. No 
2. Yes 


      9.    Not known 
 
Alcohol Intake Pre- pregnancy (Units per Week) 


1. Nil 
2. Occasional drink 
3. 1-3 Units per week 
4. 4-7 Units per week 
5. 8-11 Units per week 
6. 12> Units per week 


 
Current Alcohol Intake (Units per Week) 


1.  Nil 
2.  Occasional drink 
3.  1-3 Units per week 
4.  4-7 Units per week 
5.  8-11 Units per week 
6.  12> Units per week 
 
 


Smoking, Alcohol & Drugs Pop up continued 
 
Alcohol Risks Discussed 


1.  No 
2.  Yes 


 
Alcohol Referral 


1. No 
2. Yes 


 
Problem With Alcohol 


1. No 
2. Yes 


 
Ever Injected Ilicit Drugs 


0. No 
1.   Yes, during current pregnancy 
2.   Yes, prior to current pregnancy 
3.   Yes, but it is not known when 
9. Not known 


 
Drugs Misuse During This Pregnancy 


0. No 
1. Yes 
9. Not known 


 
Drugs Used (1-4) 


00. None 
10. Heroin 
11. Morphine 
12. Methadone - prescribed only 
13. Methadone - other 
14. Dihydrocodeine -prescribed only 
15. Dihydrocodeine - other 
16. Dipipanone 
17. Buprenorphine 
19. Other opiates 
20. Diazepam - prescribed only 
21. Diazepam - other 
22. Temazepam - prescribed only 
23. Temazepam - other 
24. Nitrazepam 
25. Other benzodiazepines 
29. Other sedatives 
30. Amphetamines 
31. Cocaine 
32. Crack Cocaine 
33. Ecstacy 
39. Other Stimulants 
40. Hallucinogens 
50. Cannabis 
60. Solvents & gases 
70. Other drugs 
99. Not known 
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Smoking, Alcohol & Drugs Pop up continued 


 
Drugs Referral 


1. No 
2. Yes 


      9.    Not known 
 
Birth Tab 
 
Onset (of Labour) 


1. Spontaneous 
2. Induction 
3. Not Applicable Where a woman did not 


experience labour. 
8. Other  
9. Not known 


  
Induction (of Labour) 


1. Oxytocin 
2. Prostaglandin 
3. Prostaglandin + Oxytocin 
4. Prostaglandin + Oxytocin + ARM 
5. ARM 
6. ARM +  Prostaglandin 
7. ARM + Oxytocin 
8. Other 
9. Not known 


  
Augmentation (of Labour Method) 


1. Artificial Rupture of membranes (ARM)   
2. Oxytocin  
3. ARM and Oxytocin 
8. Other 
9. Not known 


Antenatal Steroids 
0. Antenatal steroids not given 
1. Full course 
2. Partial course 
8. Not applicable  
9. Not known whether given or not 
 


Pain Relief tick boxes, true if ticked 
None 
IM Analgesia 
General anaesthesia 
Epidural 
Local anaesthetic 
Spinal (includes ‘combined spinal epidural’) 
Entonox 
TENS 
Water labour 
Water delivery 
Other 
Not Known 


 
  Birth Tab continued
         
Delivery see antenatal tab 
 
Number / Order of Births 


11. Singleton 
21. First twin 
22. Second twin 
31. First triplet 
32.  Second triplet 
33. Third triplet 
49.  One of quadruplets 
59.  One of quintuplets 
69.  One of sextuplets 
79.  One of septuplets 
99.  One of higher than septuplets 


 
Place of Birth 


0.   Home birth plan N/K 
1. Consultant Unit 
2. GP Unit 
3. Midwife Unit 
4. Born before arrival 
5. Home birth planned  
6. Home birth unplanned 
7. Born in ambulance 
8. Other 
9. Not known   
10. Born out with Scotland 


 
Membrane Rupture Delivery Interval (hrs) 


1. < 6 hours 
2. 7-12 hours 
3. 13-24 hours 
4. 25-48 hours 
5. one week 


 
Placenta 


1. Complete 
2. Incomplete 


 
Tears 


0. No  
1. 1st degree tear 
2. 2nd degree tear 
3. 3rd degree tear 
4. 4th degree tear 
8. Unspecified tear    
9. Not known 


 
Episiotomy 


0. No 
1. Yes 
9. Not known 
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Birth Tab continued 
 
Membranes 


1. Complete 
2. Incomplete 
3. Not sure 


      9. Unknown 
FBS 


1. Obtained 
2. Not obtained 


 
3rd Stage Drugs 


1. Syntocinon 
2. Syntometrine 
3. Ergometrine 
4. None 


 
3rd Stage comments 


1. Cord Traction 
2. MROP 
3. Maternal effort 
 


Sex - see Antenatal Tab 
 
Cord Blood 


1. Obtained 
2. Not obtained 
3. Failed 


 
Apgar Score at 1, 5 and 10 minutes  
00-10   actual Apgar score  
RR       Baby being actively resuscitated  
NR     Not recorded 
 
Resuscitation  


1. Nil/Facial oxygen 
2. Bag and mask (no drugs) 
3. Bag & mask (with drugs) 
4. Intubation for IPPV (no drugs) 
5. Intubation for IPPV (with drugs) 
6. Drugs only (usually Nalaxone) 
8  Other 
9 Not known    


 
 
Baby Tab 
 
Sex - see Antenatal Tab 
 
Ethnic Group - See Mother Tab 
 
Initial Outcome of This Baby 


1. Live birth 
2. Stillbirth 


 
 


Initial Examination Tab 
 
Vitamin K (1st dose) (Also on Newborn tab) 


1. Intramuscular 
2. Oral 
9. Not done 


 
Data Item Fields for Initial Examination 
Head Skin colour 
Head Sutures and Fontanelle 
Eyes 
Ears 
Mouth and palate 
Neck 
Trunk Skin Colour 
Chest 
Cord  
Genitalia 
Anus 
Spine 
Limbs Skin Colour 
Palmer and Planter Creases 
Muscle tone 
Digits 
Axillae 
 
Codes and Values for Initial Examination Data 
Items 
 


1. Normal  
2. Abnormal 
3. Doubtful 
4. Not known 
9.  Not done 


 
Episode Tab 
 
Level of Care 


1. Intensive Care 
2. High dependency 
3. Special care 
4. Transitional care 
5. Normal 
7. Medical care 
8. Home Care 


 
Baby Discharge Type   


04  Foster care 
05 Other 
06 Hospital/Facility out with Scotland 
11 Home 
29 Irregular 
40  Died 
70  Homebirth 
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Newborn Tab 
 
Feed (First, on discharge & at 10 days) 


1. Breast only 
2. Formula only 
3. Not applicable 
4. Mixed (breast and formula) 
8. Other (non milk feed) 
9. Not known 


 
Phototherapy 


1. No 
2. Yes  
9. Not known 


 
Cord at Discharge 
True  On 
False Off 
 
Vitamin K (1st dose) - see Initial Examination tab 
 
Congenital Anomaly 


1. None 
2. Acute life threatening 
3. Non life threatening 
4. Yes 
5. Suspected 
6. Not Known 


 
Other Physical Problems 


1. No 
2. Yes  
9. Not known 


 
Blood Spot: PKU, CH, CF and Repeat Test 


1. Declined 
2. Done 
3. Not done 
4. Not known 


 
Reason for Repeat Test 


1. No reason 
2. Insufficient blood 
3. Unsuitable for testing 
4. Raised levels 
5. Split test (due to insufficient milk) 


 
Hearing Screen ( Left & Right ears) 


1. Pass 
2. Fail/Refer 
3. Not done 
10. Not known 


 
 
 


 
Routine Exam Tab 
 
Data Item Fields for Routine Exam 
Head  
Facies 
Eyes 
Ears 
Nose 
Mouth 
Palate 
Neck 
Skin 
Umbilicus 
Heart sounds 
Murmurs 
Chest Auscultation 
Abdomen  
Spleen 
Liver 
Kidneys 
Anus 
Genitalia 
Spine 
Arms 
Hands 
Legs 
Feet 
Posture and Movement 
Muscle Tone 
Grasp 
Moro 
Cry 
Red Reflex (Left and right) 
Femoral Pulses (Left and right) 
Testes (Left and right) 
Hips (Left and right) 
 
Codes and Values for Routine Examination Data 
Items 


1.   Normal  
      2.    Abnormal 


3. Doubtful 
4. Not known 
9.  Not done 
 


Family History / Risk factors 
 
Hips 


1. Yes 
2. No 
3. Referral 
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Routine Exam Tab continued 
 
Family History Risk Factors continued 
 
Hearing Loss in Childhood 


1. Yes 
2. No 
3. Referral 


 
Cardiac Disease 


1. Yes 
2. No 
3. Referral 


 
 
 
Care Tab 
 
Reason for Admission 


30. Other 
31. Immaturity 
32. Birth Asphyxia 
33. Congenital Anomaly 
34. Infection 
35. Observation 
36. Small for gestational age 
37. Social 
38. Respiratory 


 
Select a Common Diagnosis 


1. Jaundice 
2. ABO incompatibility 
3. Talipes - left 
4. Talipes - right 
5. Undescended testis 
6. NAS - Newborn Abstinence Syndrome 
7. Clicky hip 
8. Unstable hip 
9. Innocent murmur 
10. GBS - Group B Strep 
11. Colour change with feed 
12. Borderline prematurity (35-37 weeks) 
13. Hypospadias 
14. Renal Pyelitis 


 
Need for Supplemental Oxygen at 36 Weeks 


1. No  
2. Yes 
8. Not Applicable 
9. Not Known 
 
 


 


Care Tab continued 
 
Select a Common Procedure 


1. Lumbar Puncture 
2. Peripheral arterial line 
3. Umbilical arterial line 
4. Umbilical venous line 
5. Surgically inserted central line 
6. Femoral arterial line 
7. Percutaneous long line 
8. Femoral venous line 
9. Chest drain 
10. Exchange blood transfusion 
11. CT scan 
12. MRI scan 
13. Supra Pubic Aspiration 


 
Cranial Ultrasound 


1. No 
2. Yes 
9.  Not Known 


 
Parenchymal Cysts (Also on VLBW tab) 


1. No 
2. Yes 
8. Not Applicable 
9. Not Known 


 
Retinopathy Stage 


1. None seen; no changes seen 
2. Stage I; demarcation line 
3. Stage II;ridge 
4. Stage III;ridge with extraretinal fibrovascular 
5. Stage IV;retinal detachment -subtotal 
6. Stage V;retinal detachment -total 
7. No eye examination performed, or not 


appropriate 
 
Retinopathy Required Treatment 


1. No 
2. Yes 
8.  Not Applicable 
9. Not Known 


 
 
Air Leak Requiring Drainage 


1. No air leak requiring drainage present 
2. Yes, air leak requiring drainage 
9. Not Known 
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Respiratory Pop up 
 
Surfactant Additional Doses 


1. 1 
2. 2 
3. 3 
4. 4 
5. 5 
6. Over 5 


 
Oxygen Therapy at 28 Days of Age 


1. No 
2. Yes 


 
Oxygen Therapy at 36 wks Corrected Age 


1. No 
2. Yes 


 
Sent Home on Oxygen 


1. No 
2. Yes 


 
Pneumothorax Requiring Drainage 


1. No 
2. Yes 


 
Needled 


1. No 
2. Yes 


 
Chest Drain 


1. No 
2. Yes 


 
Nitric Oxide 


1. No 
2. Yes 


 
ECMO 


1. No 
2. Yes 


 
Postnatal Systemic Steroids for CLD 


1. No 
2. Yes 


 
Ventilated 


1. No 
2. Yes 


 
 
 
 


Post Delivery Tab -  Maternal Discharge 
 
Anti D 


1. Given 
2. Not required  
3. Refused 


 
Rubella Vaccine 


1. Given 
2. Not required  
3. Refused 


 
Postnatal Hb 


1. Obtained 
2. To be obtained 
3. Not required 


 
Treatment 


1. None 
2. Oral Iron 
3. Blood transfusion 
8.  Other 


 
Maternal Discharge Type 


05 Other 
06 Hospital/Facility out with Scotland 
11   Home  
29 Irregular 
40  Died 
70  Homebirth  


 
Contraception 


1. To see GP 
2. Condom 
3. Pill 
4. None 
5. Injection 
8.  Other 
9.  Not Known 
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Very Low Birth Weight Tab 
 
Post-mortem 


1. No 
2. Yes 
8. Not Applicable 
9.  Not Known 


 
Baby Too Well to be Monitored 


1. No 
2. Yes 
8. Not Applicable 
9.  Not Known 


 
Intraventricular Haemorrhage (3) 


1. No 
2. Yes 
8. Not Applicable 
9.  Not Known 


 
Intraventricular haemorrhage (4) 


1. No 
2. Yes 
8.  Not Applicable 
9.  Not Known 


 
Parenchymal Cysts – see Care tab 
 
Postheamorrhagic Hydrocephalus 


1. No 
2. Yes 
8.  Not Applicable 
9. Not Known 


 
Retinopathy Required Treatment – see Care tab 
 
Necrotising Enterocolitis Clinical Diagnosis 


1. No 
2. Yes 
8. Not Applicable 
9. Not Known 


 
Necrotising Enterocolitis Proven at Surgery 


1. No 
2. Yes 
8. Not Applicable 
9.  Not Known 


 
Positive Blood Culture 


1. No 
2. Yes 
8. Not Applicable 
9. Not Known 


 


 
Very Low Birth Weight Tab continued 
 
Need For Supplemental Oxygen 36 weeks – see 
Care tab 


 


 








Outpatients (SMR00)


Information Services Division
Gyle Square
1 South Gyle Crescent
Edinburgh
EH12 9EB 


Email: NSS.isdoutpatients@nhs.net
Phone: (0131) 275 7050
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1 Introduction


This manual contains information about the Outpatients (SMR00) Business Objects
data mart. It should be viewed as a supplement to the ACaDMe training manual, which
includes information on the tools and techniques used in Business Objects as well as
information about the ACaDMe universe. 


1.1 Overview of the Outpatients (SMR00) data mart


1.1.1 What is Outpatients (SMR00)?


Outpatients (SMR00) collects patient-based data on new and follow-up appointments
at outpatient clinics in all specialties (except A&E and Genito-Urinary Medicine). There
is provision to record data on return attendances.


1.1.2 What is an outpatient?


An outpatient is a patient who attends a consultant or other medical clinic or has an
arranged meeting with a consultant or a senior member of his team outwith a clinic
session. A clinic may be held in a hospital outpatient department, a health centre or
any other location. An outpatient does not stay in the hospital overnight.


Note: a day case patient also does not remain in hospital overnight, but is different
from an outpatient in that a day case requires the use of a bed, or trolley in lieu of a
bed.


1.1.3 What is Outpatients (SMR00) used for?


Outpatients (SMR00) is used for calculating waiting times for outpatient appointments,
analysis of DNA (did not attend) rates, and analyses of procedures carried out,
although this information is at a developmental stage.


1.1.4 What data is held in Outpatients (SMR00)?


The Outpatients (SMR00) data mart contains information from 1 January 1997 to
present day for outpatient appointments in NHSScotland.  It also contains support
information commonly used in analysis.
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Outpatient (SMR00) data mart


Main data sets Support Information


Outpatients (SMR00) GRO Populations (estimates & projections)


World & European Populations


CHP Populations


Clinical support information National Reference Information 


Diagnoses Codes and Descriptions ICD9/
ICD10


Operation Codes and Descriptions OPCS3/
OPCS4


HRG V3.5 – Codes and Descriptions


Locations


Specialties


The Outpatients (SMR00) data mart has been developed using NHSScotland ‘common
dimensions’, built on Oracle tables and accessed through BusinessObjects (BO). BO is
an integrated query, reporting and analysis tool that allows users to access data in
corporate databases directly then present and analyse the information as tables,
cross-tabs or charts. These documents can be saved for personal use, sent to other
users or published in its central repository. 


The Outpatients (SMR00) data mart is being released under the Scottish Health
Information Service (SHIS) Programme. SHIS is a programme of work to enable access
to data held in the Information Services Division (ISD) within a secure working
environment.  SHIS is part of ISD’s drive to modernise the way in which customers can
fulfil their information needs and improve the service which ISD offers to its
customers. 


The data within the Outpatients (SMR00) data mart will be updated on a monthly basis
by ISD Scotland. Users will receive an e-mail to advise when data in the universe has
been updated.
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2 Accessing the Outpatients (SMR00) data mart


2.1 Getting started


Before you begin you must:


1. Ensure that your PC meets the necessary specifications. (E-mail the Outpatients
inbox for details)


2. Ensure that your local Caldicott Guardian has approved your request for access
on the SMR00 Data Mart User Request form


3.  Ensure you have your NHS National Services Scotland LDAP username and
password. If you do not already have access to one of the BO universes
maintained by ISD, this should be issued on receipt of your request for access on
the Outpatients (SMR00) Data Mart User Request form. (Users with access to
other universes can use their existing NHS National Services Scotland LDAP
username and password)
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2.2 Accessing the Outpatients (SMR00) data mart


1. Using your internet browser, log into the NHSScotland Business Intelligence
portal.  This is accessed through the following web address (url):
https://www.bic.scot.nhs.uk/


2. Enter your LDAP user name and password.  Both are case sensitive.
3. Set your Authentication to LDAP from the drop down menu
4. Click Log On 


You will be logged in to InfoView and the Home page will be displayed.


To create a new query:
1. Click on New in the Navigation Bar
2. Select Web Intelligence Document.  A list of all the BusinessObjects universes


that are available to you will be listed.
3. Select the Outpatients (SMR00) data mart. 
4. The WebIntelligence query panel will now open.



https://www.bic.scot.nhs.uk/
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3 The Outpatients (SMR00) dataset


Outpatients (SMR00) collects patient-based data on new and follow-up appointments
at outpatient clinics in all specialties (except A&E and Genito-Urinary Medicine) in NHS
Scotland. There is provision to record data on return attendances. Data is available
from 1 January 1997 to present day.


The Outpatients (SMR00) Data Manual contains information on all the data items
contained within the data mart. Most Outpatients (SMR00) data items are also
included in ISD’s Data Dictionary 
( http://www.datadictionaryadmin.scot.nhs.uk/isddd/CCC_FirstPage.jsp). The Data
Dictionary contains code values and descriptions and notes on usage. The SMR data
manual is also contained within the Data Dictionary (choose ‘SMR datasets’ in the top
menu bar). This is the source of useful information on recording rules for SMR
schemes.


A flow chart showing patient and information flow for Outpatients (SMR00) (and
SMR01) is shown below.



http://www.datadictionaryadmin.scot.nhs.uk/isddd/CCC_FirstPage.jsp
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3.1 Example of Patient and Information Flow
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3.2 Notable Data Items


Some of the most useful Outpatients (SMR00) fields are described below.


3.2.1 Referral type
(Outpatients(00)/Episode Management(00)/Referral Type) 


An outpatient appointment may be “new” (also called first) or “return” (also known as
follow-up).


A new appointment is the first outpatient appointment that the patient has with a
particular consultant for a particular condition.


A return appointment is either:
· a follow-up appointment after a first attendance (with same consultant) with


or without an inpatient / day case episode between new and return, or
between one return appointment and the next


· the first or subsequent outpatient appointment after an inpatient / day case
episode with the same consultant.


The referral type codes and values are:
1 = New Outpatient: Consultation and Management
2 = New Outpatient: Consultation only 
3 = Follow-up/Return Outpatient


Note: when carrying out analysis on new outpatient appointments, values 1 and 2 are
added together.


It is mandatory for hospitals to submit an Outpatients (SMR00) for return outpatient
appointments only when a procedure is carried out. See ‘Procedure recording’ section


on page 3 for more details. For complete analysis, return appointments are excluded.


3.2.2 Clinic type
(Outpatients(00)/Episode Management(00)/Clinic Type)


Outpatients (SMR00) was originally set up to collect information on appointments at
consultant-led clinics. From 1st April 2003, provision was made so that hospitals could
also submit information on appointments at nurse-led clinics. It is not mandatory for an
SMR00 to be submitted for nurse-led clinics; for complete analysis, nurse-led clinics
are excluded. This field is derived from the HCP (health care professional) responsible
field. This data item is not currently in the Data Dictionary.


The clinic type codes and values are:
1 = Consultant
2 = Dentist
3 = Nurse 
4 = Other


For the purposes of analysis, codes ‘1’ and ‘2’ are usually grouped together. There are
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few clinic type ‘4’s. 


3.2.3 Clinic date
(Outpatients(00)/Time(00)/Date Clinic Attendance(00))


The clinic date is the field used in the analysis of Outpatients (SMR00) to determine
year, in the same way as discharge date is used in analysis of SMR01. Year is defined
as follows:


Calendar – 1st January to 31st December; or
Financial – 1st April to 31st March.


3.2.4 Clinic Attendance status
(Outpatients(00)/Episode Management(00)/Clinic Attendance(Status))


An Outpatients (SMR00) return is completed for outpatient appointments. The
consultation may not actually go ahead. This may be because the patient “did not
attend” (DNA) their appointment (and the hospital was not notified in advance of the
patient's unavailability to attend on the offered clinic date), or because they
attended, but were not seen as they left before being called into the clinic; this is
known as “could not wait” (CNW).


The attendance status codes and values are:
1 = Patient was seen
5 = Patient attended but was not seen (CNW: Could Not Wait) 
8 = Patient did not attend and gave no prior warning (DNA)


3.3 Completeness


Outpatients (SMR00) is considered to be complete only for new appointments at
consultant-led outpatient clinics.


3.4 Waiting Times


Waiting times analysis can be performed on a subset of SMR00 records up to 31st
December 2007. On 1st January 2008 New Ways of Defining and Measuring Waiting
Times came into effect. This introduced a significant change in how the NHSScotland
collects and defines waiting times, and also how waiting lists are clinically and
administratively managed. This meant Availability Status Codes (ASCs) were abolished
and all patients were entitled to treatment within the maximum waiting time plus any
period of unavailability. Please contact ISD for more information or if you require an
analysis of SMR00 waiting times.
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3.5 Did not attend rates


Did Not Attend rates can be calculated from analysis of SMR00. Generally, this would
be based on the complete subset of SMR00 records, that is new appointments at
consultant led clinics.


The basic calculation is:


 number of records with attendance status = ‘8’
                                all records 


3.6 Footnotes


A selection of useful Outpatients (SMR00) footnotes for attaching to any analysis is
given in Appendix B.


3.7 Procedure recording


There has been provision to record procedures on Outpatients (SMR00) since 1997,
but the level of recording was originally very low. A short list of mandatory procedures
was then introduced, and the recording of all procedures became mandatory on the
1st April 2003. However, procedure recording remains an area of data development
and there is inconsistency in recording practice between boards. See Appendix A for
more background information on recording of procedures and operations performed on
outpatients.
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3.8 Publications


Publications using Outpatients (SMR00) data on ISD’s web site:


1. Summary information on number of attendances (from ISD(S)1) and Did Not Attend
rates (from SMR00):


http://www.isdscotland.org/isd/4156.html


2. Waiting times information (up to end December 2008):


http://www.isdscotland.org/isd/4053.html


In addition to the SMR00-sourced waiting times information, activity information
is also published on this page to give some context to the waiting times.


Note: numbers of outpatients are sourced from ISD(S)1 and only the DNA rate
is sourced from SMR00.


3. Information on numbers of procedures performed in predominantly inpatient or
predominantly non-inpatient settings:


http://www.isdscotland.org/isd/4158.html


Note that this is flagged as “work in progress” due to the incomplete status of
the outpatient procedure information.


4. Main data development web page on outpatient procedure recording:


http://www.isdscotland.org/isd/4788.html


5. Details of Day Surgery Targets (HEAT indicators):


http://www.isdscotland.org/isd/4158.html


6. Acute Hospital Activity (Outpatients):
http://www.isdscotland.org/isd/4150.html



http://www.isdscotland.org/isd/4156.html
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3.9 Exercises


Most Outpatients (SMR00)  analysis is only carried out on new outpatient
appointments at Consultant/Dentist led clinics. This is due to the non-mandatory
submission of most return outpatient records and nurse-led clinic records.


You might find it helpful to attempt the following exercises.


Exercise 1


For your NHS Board of Treatment, how many patients referred by a GP or GDP (General
Dental Practioner) were seen at a new outpatient appointment in 2008/2009?  Group
GP and GDP into one column.


Exercise 2


For your NHS Board of Treatment, how many SMR00 main procedures were recorded at
3 digit OPSC4 level for patients aged 14 yrs or less in financial year 2007/2008?


Exercise 3


For the residents of your NHS Board, identify the number of new outpatient
appointments split by NHS Board of Treatment for Financial year 2008/09.  Calculate
the number and percentage of patients who were not referred by their GP or GDP
(General Dental Practitioner).


Exercise 4


For your NHS Board of Treatment, create a count of new outpatient appointments for
Consultant and Dental led clinics by Specialty for Calendar year 2008.  Show the
percentage of DNA’s by quarter.


Solutions to these exercises can be found in the Appendix C
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4 Appendices


4.1 Appendix A: Recording of Procedures


Recording of Procedures and Operations Performed on
Outpatients


Taken from a paper sent by Kate Harley (dated 13th October 2006) to Chief
Executives, Medical Directors, Heads of Information and Health Record Managers within
NHS Boards in Scotland.


1. Purpose


To give guidance on which procedures MUST currently be recorded and submitted to
the national databases.


2. Background


In November 2002 SEHD issued guidance that all procedures performed in outpatients
should be recorded on national returns (SMR00). While this guidance still stands it is
clear that NHSScotland has encountered difficulties in collecting such a wide range of
procedural information.   


Over time there have been changes in clinical practice and service delivery. There has
been a significant shift from Inpatient to Day Case and Outpatient (same day) care. 
There is an extended role for nurse specialists who also carry out procedures. The
difference in definition between Day Case and Outpatient care is a tenuous one which
could contribute to the differences in procedure recording across NHSScotland.  


The principal reasons for recording outpatient procedure information are:


· to remedy the anomaly whereby a procedure will be reported if it is performed
in an inpatient or daycase setting but not if performed in an outpatient setting.
This anomaly may act as a disincentive to the transfer of certain procedures
from a day case setting to an outpatient setting even where this is clinically
appropriate;


· to improve the information available for use in planning and monitoring services;
and


· to improve the completeness of statistics on operations and procedures
performed on patients by NHSScotland.


3. Which Procedures should be recorded


Those procedures which are relatively important for NHS management and clinical
purposes should be recorded regardless of setting (ie inpatient, day case or
outpatient):


· the procedure should be undertaken by a doctor, dentist, or nurse on
outpatients;
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· the procedure should be codeable in OPCS4.3;
· procedures which have been undertaken as day cases in the past but which


can now be undertaken for outpatients;
· procedures which use substantially more resource than the average for the


specialty; and
· other procedures for which there is a consensus favouring recording for the


clinic.


If there are local difficulties in capturing the information required to record all
procedures performed in outpatients then the current minimum requirements for
national information are detailed in the paragraphs following.
                                                                                                                    
                                                                                                                    
                                                                                                                    
                                                                                                             
3.1 Mandatory Requirements


‘Fair to all, personal to each’ (December 2004) announced that for the first time new
standards would be set for patients waiting for diagnostic tests and procedures. 
These new standards place responsibility on NHSScotland to record and submit
information on: 


Scans - MRI, CT, Ultrasound and
Barium


Scans should be recorded on SMR00
when carried out in an outpatient clinic/
setting, which is not situated in a
radiology department. This is usually for
the specialties of gynaecology and
obstetrics. Radiology departments have a
high number of attendances which are
counted for ISD(S)1 (Hospital Activity
Statistics) and annual cost book
statistics and do not submit SMR00 for
scans. 


Cystoscopy
Upper G.I. endoscopy 
Sigmoidoscopy
Colonoscopy


These must be reported on SMR


3.1.1 Procedures previously carried out as Day Cases


The SCOTTISH MEDICAL AND SCIENTIFIC ADVISORY COMMITTEE reviewed the basket
of procedures set out in the Audit Scotland report Day Surgery in Scotland: Reviewing
Progress and has agreed on the applicability and suitability of procedures for the
purpose of auditing day case surgery in Scotland.  Some of these are carried out in an
outpatient setting and must be submitted centrally on SMR00 as Outpatient
Attendances.  These are:


Carpal Tunnel Decompression
Cataract Extraction 
Circumcision 
Correction of Squint
Cystoscopy
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Excision of Breast Lump 
Excision of Ganglion
Hysteroscopy and Curettage
Inguinal Hernia Operations
Laparoscopy 
Myringotomy 
Removal of metalware 
Sub Mucous Resection of Nasal Septum
Termination of Pregnancy
Varicose Vein Stripping or Ligation
Endoscopy (eg respiratory, Upper & lower GI)
Laryngoscopy
Nasendoscopy


Audit Scotland has agreed that where the above named procedures are recorded as
outpatient they will be included when measuring progress against the target for day
case surgery.


The Planned Care Improvement Programme, recently launched by the Directorate of
Delivery, SEHD, will also include procedures recorded for outpatients when measuring
compliance with the target of 75% of elective admissions as day case surgery.


4. Conclusion


Recording of outpatient procedures on SMR00 has increased considerably since 2003.
Approximately 150, 000 procedures a year are recorded for outpatients and the
procedures are carried out by consultant and nursing disciplines. It has taken time for
NHSScotland to introduce processes and procedures to capture the information and


this work is still ongoing in some areas. Identifying and capturing the activity relies on
good communications between clinical and health records & information staff and a
Patient Administration or Clinical Information system to record this.


While the procedures identified in paragraphs 3.1 and 3.1.1 are currently of national


interest it is inevitable that, over time, information will be required about other
procedures. Electronic health records are designed to capture all activity surrounding a
patients’ encounter with the NHS. In anticipation of this it would make sense to ensure
that new processes designed to capture the information are implemented in all
specialties and that all outpatient procedures are recorded.


Note: The Audit Scotland ‘Day Surgery in Scotland: Reviewing Progress’  report
referred to above can be accessed through the following link:


http://www.audit-scotland.org.uk/docs/health/2008/nr_080904_day_surgery.pdf 



http://www.audit-scotland.org.uk/docs/health/2008/nr_080904_day_surgery.pdf
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4.2 Appendix B: Outpatients (SMR00) Footnotes


GENERAL NOTES - Outpatients (SMR00):


· Source: SMR00 (outpatient appointments).
· The information was extracted from the Outpatients (SMR00) data set


maintained by ISD Scotland. Outpatients (SMR00) collects information on
outpatient appointments and relates to all specialties excluding accident &
emergency and genito urinary medicine.


· Outpatients (SMR00) is appointment-based - the same patient may have
several new outpatient appointments in the course of a year or number of
years and will be counted each time in the table.


· 'Acute specialties' relates to those specialties primarily concerned in the
surgical, medical and dental sectors. Specifically excluded are the obstetric and
psychiatric sectors, and homeopathy.


· As a general guide, figures for the latest periods are shown in italics as they
are more liable to slight change in future releases of this information.


OPERATIONS/PROCEDURES:


· Recording of outpatient procedures became mandatory on 1st April 2003.
However, procedure recording remains an area of data development. An
absence of reported activity does not necessarily imply that such operations
are not carried out as it may simply reflect the relatively early stage of national
reporting of outpatient operations and the incremental development of routine
collection of these data.  


· Up to 4 pairs of operation codes can be recorded on each episode of care. The
analysis presented counts the occurrence of the relevant OPCS4 codes in any
operation pair.
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4.3 Appendix C: Exercise solutions


4.3.1 Exercise 1


For your NHS board of Treatment, how many patients referred by a GP or GDP
(General Dental Practioner) were seen at a new outpatient appointment in
2008/2009?  Group GP and GDP into one column.


1. Drag the following objects to the Results Objects panel


a. Number of Attendances (SMR00)


2. Drag the following objects to the Query Filter panel


a. Date Clinic Attend Fin Year Name


b. Clinic Attendance (Status) Code


c. Referral Type Code


d. Referral Source Code


e. Treatment NHS Board Name (Current)


3. In the Query Filter panel set the following conditions


a. Set the condition Date Clinic Attend Fin Year Name to: Equal to 2008/2009


b. Set the condition Clinic Attendance (Status) Code to: Equal to 1  


c. Set the condition Referral Type Code to: In list 1;2 


d. Set the condition Referral Source Code to: In list 1;D 


e. Set the condition Treatment NHS Board Name (Current) to: Equal to your
NHS Board      


4. Save report as yourinitials_Exercise1 to My folders/ Favourites


5. Run query


6. Save query and close report
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4.3.2 Exercise 2


For your NHS board of Treatment, how many SMR00 main procedures were
recorded at 3 digit OPSC4 level for patients aged 14 yrs or less in financial year
2007/2008?


1. Drag the following objects to the Results Objects panel


a. Operation 1A Code (3 Char)


b. Number of Attendances (SMR00)


2. Drag the following objects to the Query Filter panel


a. Age at Attendance (years)


b. Date Clinic Attend Fin Year Name


c. Treatment NHS Board Name (Current) 


3. In the Query Filter panel set the following conditions


a. Set the condition Age at Attendance (years) to: Less than or Equal to
14


b. Set the condition Date Clinic Attend Fin Year Name to: Equal to


2008/2009


c. Set the condition Treatment NHS Board Name (Current) to: Equal to
your NHS Board


  4. Save report as yourinitials_Exercise2 to My folders/ Favourites


  5. Run query


  6. Save query and close report
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4.3.3 Exercise 3


For the residents of your NHS Board, identify the number of new outpatient
appointments split by NHS Board of Treatment for Financial year 2008/09. 
Calculate the number and percentage of patients who were not referred by
their GP or GDP (General Dental Practitioner)


1. Drag the following objects to the Results Objects panel


a. Treatment NHS Board Name (Current)


b. Number of Attendances (SMR00)


2. Drag the following objects to the Query Filter panel


a. Referral Type Code


b. Date Clinic Attend Fin Year Name


3. In the Query Filter panel set the following conditions


a. Set the condition Referral Type Code to In list 1;2


b. Set the condition Date Clinic Attend Fin Year Name to Equal to  
     2008/2009


4. Duplicate Query 1


5. Rename Query 1 as “Total” and rename Query 1 (1) as “Not_Referred”


6. Drag the following objects to the Query Filter panel of “Not_Referred”


a. Referral Source Code


7. In the Query Filter panel set the following conditions


a. Set the condition Referral Source Code to Not in list 1; D


8. Save report as yourinitials_Exercise3 to My folders/ Favourites


9. Run queries


10.Rename Report 1 to “Total”


11.Insert a blank report and rename as “%_Not_Referred.” 
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12.Change your query from Arranged by Alphabetic order to Query


13.Create a new table using the following objects:


a. Treatment NHS Board Name (Current) from merged dimensions


b. Number of attendances from Total


c. Number of attendances from Not_Referred


14.Create a new variable by clicking on the variable editor button


a. Name the variable “Percentage Not Referred”


b. Set the qualification to Measure


c. In the formula box type = 


d. Double click on Number of attendances (SMR00) from the Not_Referred


query


e. Type in / (for divide)


f. Double click on Number of attendances (SMR00) from the Total query


g. Type * (for multiply)


h. Type 100


The formula should look like this:


=[Not_Referred].[Number of Attendances(SMR00)]/[Total].[Number of
Attendances(SMR00)]*100


Press the green tick to validate the new variable, then press OK.  The new variable will
be visible in your data tab


15.Drag the new variable “Percentage Not Referred” into the table as a new
column


16.Create a report title


“SMR00 new outpatient appointments; number and percentage of
appointments not referred by a GP or GDP; year ending 31 March 2009”


17. Save query and close report
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4.3.4 Exercise 4


For your NHS board of Treatment, create a count of new outpatient
appointments for Consultant and Dental led clinics by Specialty for Calendar
year 2008.  Show the percentage of DNA’s by quarter.


1. Drag the following objects to the Results Objects panel


a. Specialty Classificat. 1/4/97 Desc


b. Number of Attendances (SMR00)


c.  Date Clinic Attend Cal Qtr Name


2. Drag the following objects to the Query Filter panel


a. Referral Type Code


b. Clinic Type Code


c. Date Clinic Attend Cal Year


d. Treatment NHS Board Name (Current)


3. In the Query Filter panel set the following conditions


a. Set the condition Referral Type Code to In list 1;2


b. Set the condition Clinic Type Code to In list 1;2


c. Set the condition Date Clinic Attend Cal Year to Equal to 2008


d. Set the condition Treatment NHS Board Name (Current) to: Equal to
your NHS Board 


4. Duplicate Query 1


5. Rename Query 1 as “Total_Attendances” and rename Query 1 (1) as
“DNA’s”


6. Drag the following classes /objects measures to the Query Filter panel of
“DNA’s”


a.  Clinic Attendance (Status) Code


7. In the Query Filter panel set the following conditions
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a. Set the condition Clinic Attendance (Status) Code to Equal to 8


8. Save report as yourinitials_Exercise4 to My folders/ Favourites
9. Run queries


10.Change your query from Arranged by Alphabetical order to Query.  


11.Rename Report 1 as DNA’s


12.Insert a new report and rename as “Total_Attendances”


13.Create a new table using the following objects from the Total_Attendances
query:


a. Date Clinic Attend Cal Qtr Name


b. Specialty Classificat. 1/4/97 Desc


c. Number of attendances (SMR00)


14. Insert a blank report and call this “DNA_Rate”. 


15. Create a new table using the following objects:


a. Date Clinic Attend Cal Qtr Name from merged dimensions


b.Specialty Classificat. 1/4/97 Desc from merged dimensions


c. Number of Attendances from the Total_Attendances query


d.Number of Attendances from the DNA’s query


16. Rename the column heading Number of Attendances (from the DNA’s 
Query) as “DNA’s” and Number of Attendances (from the
Total_Attendances query) as “Total Attendances” hint: double click the
column heading to rename


17. Create a new variable by clicking on the variable editor


a. Name the variable “Percentage did not attend”


b. Set the qualification to a measure


c. In the formula box type = 


d. Double click on Number of attendances (SMR00) from the DNA’s query


e. Type in / (for divide)


f. Then double click on the Number of attendances (SMR00) from the
Total Attendances query
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g. Type * (for multiply)


h. Then type 100


The formula should look like this:


=[DNA's].[Number of Attendances(SMR00)] / [Total_Attendances].
[Number of Attendances(SMR00)]*100


Press the green tick to validate the new variable.  The new variable will be
visible in your data panel.


18. Drag the new variable “percentage did not attend” into the table as a
new column


19. Insert a break in the Date Clinic Attend Cal Qtr Name column


20. Create a report title


“SMR00 new outpatient appointments by specialty for consultant and dental led
clinics; number and percentage of DNA’s by quarter for calendar year 2008”


21. Save query and close report
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 Scottish Birth Record 2002 onwards 
   Scottish Birth Record (SBR) 2002 onwards : Linked Database Layout 
 
File Source : ASCII (SDF) 
File Location :  
File Name :  
Contact : Kevin Greig 
 
 


Position 
From 


Position To Field Name Description Values/Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 SORT DATE 1 Patients date of birth Date in the format CCYYMMDD 


17 24 SORT DATE 2 Patients date of birth Date in the format CCYYMMDD 
25 27 RECORD TYPE         Type of record 13A – Scottish Birth Record (SBR) 


2002 onwards 
28 35 ACCESSION NUMBER A unique reference number applied to each 


input record prior to linkage. 
The lowest record accession number in 
each linked group is used as the groups link 
number (personal identifier). 
If a record is relinked it will be given a new 
record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD IDENTIFIER     Unique record identifier 8 digit numeric code. 
44 47 SURNAME SOUNDEX CODE         Compressed form of surname given by the 


Soundex/NYSIIS algorithm 
Four digit alpha-numeric code in the 
format ANNN 


48 51 MAIDEN NAME SOUNDEX CODE     Compressed form of maiden name given by 
the Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the 
format ANNN 


52 59 DATE OF BIRTH  Patients date of birth.  This is to aid in the 
sorting of the catlink file. 


Date in the format CCYYMMDD 


60 63 COMMON UNIT CODE             Code which allows the matching of 
Postcodes to Parish codes 


4 digit integer 


64 64 SORT MARKER                  Aid in the sorting of the catalog file. 0 = SMR2/02 
1 = All other Record Types. 


65 72 DATE OF LINKAGE              Date record last linked to the file Date in the format CCYYMMDD 
73 78 ONE PASS LINK WEIGHT (SCORE) Score at which the record was linked to the 


catalog 
6 digit real number 


79 80 PREGNANCY MARKER               
81 82 BABY MARKER                    
83 83 SUSPICISOUS GROUP MARKER  0 = Never been relinked 







 Scottish Birth Record 2002 onwards 


Position 
From 


Position To Field Name Description Values/Format 


1 = Relinked once 
2 = Relinked Twice (or more) 


84 84 RELINK MARKER This field should always be zero on the 
analysis catalog. 


0 = Record not to be relinked 
1 = Record to be relinked 


85 100 FOR FUTURE USE Reserved for future MRL use  Blank 
     


101 108 SBR_Ind   
109 113 Location_No   
114 114 Flag_VLBW   
115 115 Flag_Status   
116 116 Code_Status   
117 136 fSurname   
137 156 fForename1   
157 176 fForename2   
177 206 fOccupation   
207 209 fAge   
210 229 Baby_Surname   
230 249 Baby_First_Forename   
250 269 Baby_Second_Forename   
270 289 Baby_PreAlt_Surname   
290 297 Baby_Date_Of_Birth2   
298 302 Baby_Time_of_Birth   
303 303 Baby_Sex   
304 313 Baby_Chi_Number   
314 323 Baby_Hospital_Patient_Identifier   
324 333 Baby_Alternative_Case_Ref_No   
334 383 Baby_Address_1   
384 433 Baby_Address_2   
434 483 Baby_Address_3   
484 533 Baby_Address_4   
534 541 Baby_PostCode7   







 Scottish Birth Record 2002 onwards 


Position 
From 


Position To Field Name Description Values/Format 


542 543 Baby_Ethnic_Group   
544 549 Baby_GP_Practice_Code   


550 557 
Baby_GMC_Number_of_Referring_GP_GDP_
Consultant 


  


558 558 Baby_Outcome   
559 559 Episode_Stay_Number   
560 560 Episode_State   
561 561 Episode_Type_of_Care   


562 563 Birth_Number_of 
 1st digit= number of births, 2nd 


digit = birth order. 
564 567 Birth_Weight   
568 568 Birth_Phototherapy   
569 571 Birth_Max_Bilirubin   
572 574 Birth_Low_Glucose   
575 575 Birth_Feed_On_Discharge   
576 576 Birth_Place   
577 577 Birth_EDD_Certainty   
578 578 Birth_Membrane_Rupture   
579 580 Ante_Mother_Age   
581 582 Ante_Parity_LB   
583 584 Ante_Parity_SB   
585 586 Ante_Parity_ABor   
587 596 Ante_Onset_Lab   
597 597 Ante_Delivery   
598 598 Ante_Smoking_History   
599 599 Ante_Smoking_This_Pregnancy   
600 601 IC_ICU1_days   
602 603 IC_ICU2_days   
604 605 IC_SCBU_days   
606 613 Post_Delivery_Discharge_Date   
614 615 Post_Delivery_Discharge_Type   







 Scottish Birth Record 2002 onwards 


Position 
From 


Position To Field Name Description Values/Format 


616 623 Delivery_Labour_Admission_date   
624 628 Delivery_Labour_Admission_Time   
629 629 Delivery_Pain_Relief_General   
630 630 Delivery_Pain_Relief_Epidural   
631 631 Delivery_Pain_Relief_Local   
632 635 Delivery_Pain_Relief_Spinal   
636 636 Delivery_Pain_Relief_Other   
637 637 Delivery_Placenta   
638 639 Delivery_Perineum   
640 642 Delivery_Blood_Loss   
643 643 Newborn_First_Feed   
644 644 Newborn_Feed_at_Ten_Days   
645 646 Coding_Birth_Number_Of   
647 648 Coding_Birth_Gestation   
649 652 Coding_Birth_Weight   
653 653 Coding_Birth_Place   
654 661 Coding_Birth_Est_Delivery   
662 663 Coding_Birth_Apgar_Score_5   
664 665 Coding_Birth_Resuscitation   
666 666 Coding_Birth_Phototherapy   
667 669 Coding_Birth_Max_Bilirubin   
670 672 Coding_Birth_Low_Glucose   
673 673 Coding_Birth_Feed_On_Discharge   
674 677 Coding_Birth_OFC   
678 678 Coding_Birth_Hearing_Screen   
679 688 Coding_Birth_Congenital_Anomaly   
689 692 Coding_Birth_Length_Crown_Heel   
693 693 Coding_Baby_Outcome   
694 694 Health_Board_Residence   
695 699 Location_at_Birth   







 Scottish Birth Record 2002 onwards 


Position 
From 


Position To Field Name Description Values/Format 


700 700 Stay_Number_Episode   
701 704 ICD10_Main   
705 764 ICD10_Other   
765 784 Surname   
785 804 Original_Surname   
805 824 Previous_Surname   
825 844 First_Forename   
845 864 Second_Forename   
865 872 Date_of_Birth2   
873 873 Marital_Status   
874 875 Ethnic_Group   
876 881 GP_Practice_Code   


882 889 
GMC_Number_of_Referring_GP_GDP_Consu
ltant 


  


890 899 Chi_Number   
900 909 Hospital_Patient_Identifier   
910 919 Alternative_Case_Ref_No   
920 969 Patient_Address1   
970 1019 Patient_Address2   


1020 1069 Patient_Address3   
1070 1119 Patient_Address4   
1120 1127 PostCode7   
1128 1135 Orginal_Postcode   
1136 1275 OPCS4_LIST   
1276 1276 Ventilated   
1277 1278 IPPV_days   
1279 1280 HFOV_days   
1281 1282 Nasal_CPAP_days   
1283 1307 Ward   
1308 1309 Gestation   
1310 1319 Episode_Event_Date   







 Scottish Birth Record 2002 onwards 


Position 
From 


Position To Field Name Description Values/Format 


1320 1320 Episode_Type   
1321 1328 Episode_Cons_OBS   
1329 1336 Episode_Cons_PAED   
1337 1338 Episode_Discharge_Type   
1339 1358 Episode_Date_Record_Added   
1359 1363 Episode_Location   
1364 1364 Delivery_3rd_Stage_Comment   
1365 1369 SMR_Discharge_Transfer_To   
1370 1371 SMR_Discharge_Type   
1372 1391 Event_order   
1392 1392 Delivery_episiotomy   
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1. INTRODUCTION 
 
1.1 Purpose 
The purpose of this document is to provide users of the Outpatients (SMR00) Comparative data 
mart with guidance on its use, how it differs from Outpatients (SMR00) and details of the groupings 
used for diagnoses and procedures.  It is not a guide on how to build or run queries. 
 
This document is not intended to cover any aspect of the governance and use of the data.  
Governance aspects are covered in document “ National Comparatives – Governance Guide”1. 
 
1.2 Background 
 
The Outpatients (SMR00) Comparative project was developed as part of the Scottish Health 
Information Service (SHIS) programme. 
 
SHIS supports the development and release of nationally held data to NHS Boards through secure 
online access.  Access to each data mart, in the main, restricts users to data about patients’ 
resident within their own Board or treated within their Board area. 
 
Following the rollout of Outpatients (SMR00)2, users approached Information Services Division 
(ISD) and requested limited and controlled access to other Boards data.  This request was made 
on the basis that service improvement and service planning require comparative data to facilitate 
local benchmarking and performance management. 
 
The outcome is a new data mart – Outpatients (SMR00) Comparative. 
 


2. OVERVIEW OF DIFFERENCES 
 
Outpatients (SMR00) Comparative is essentially a modified view of the Outpatients (SMR00) data 
mart.  There are a number of main differences which have been put in place to minimise the risk of 
statistical disclosure3 and protect patient confidentiality. 
 
These differences will be explained in more detail in the sections that follow. 
 
2.1 List of main differences 
 


• Only higher level geographical areas available (see section Geography Class) 
• No patient identifying objects available (see section Patient Class) 
• Age at Prompted Date to be used in the absence of patient date of birth data (see section 


Age at Prompted Date) 
• Able to return results for Scotland (see section Scotland Figures) 
• ‘Sensitive’ topics combined into larger groups (see section ‘Sensitive’ Topics) 
• Only 3-character diagnosis and procedure codes available (see section 3-character 


Diagnosis and Procedure Codes) 
• Boards can decide whether to take part in Comparative or not (see section Opt Out / Opt In 


Functionality) 
 


 
1 Available by going to http://www.isdscotland.org/Products-and-Services/Scottish-Health-Information-
Service/Data-Marts/Outpatients/National-Comparative.asp
2 Outpatients – data mart containing SMR00 records 
3 Guidance on statistical disclosure control can be found at http://www.isdscotland.org/Products-and-
Services/Scottish-Health-Information-Service/Data-Marts/Outpatients/National-Comparative.asp  



http://www.isdscotland.org/Products-and-Services/Scottish-Health-Information-Service/Data-Marts/Outpatients/National-Comparative.asp

http://www.isdscotland.org/Products-and-Services/Scottish-Health-Information-Service/Data-Marts/Outpatients/National-Comparative.asp

http://www.isdscotland.org/Products-and-Services/Scottish-Health-Information-Service/Data-Marts/Outpatients/National-Comparative.asp

http://www.isdscotland.org/Products-and-Services/Scottish-Health-Information-Service/Data-Marts/Outpatients/National-Comparative.asp





3. GEOGRAPHY CLASS 
 
In order to minimise the risk of statistical disclosure smaller geographical areas are not available in 
the view.  You can only report by NHS Board of Residence, Council Area and Community Health 
Partnership (CHP). 
 
The pictures below show the difference between the Comparative view and Outpatients (SMR00). 
 
Comparative 
 


Outpatients (SMR00) 
 


 


 
 


4. PATIENT CLASS 
 
In order to protect patient confidentiality no patient identifiable objects such as CHI number, date of 
birth, or surname are available. 
 
The pictures below show the difference between the Comparative view and Outpatients (SMR00). 
 
Comparative 
 


Outpatients (SMR00) 
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5. AGE AT PROMPTED DATE 
 
You will notice in the Patient class for the Comparative view a sub-class titled “Age at Prompted 
Date”.  There are two objects in this class: 
 


 
 
Both objects allow you to return a cohort of patients who were a specified age at the date you enter 
when running the query. 
 
Use the dimension object (the one with the blue cube) to filter your query or for categorising your 
results by age.  You would normally use this object in conjunction with a measure e.g. number of 
episodes. 
 
Use the measure object (identified by the pink circle) to perform calculations using the patients’ 
age. 
 


6. SCOTLAND FIGURES 
 
You can generate results for Scotland in the Comparative view.  To do this, create your query as 
normal but do not include any of the following in your query results or filter: 


• NHS Board of Residence 
• CHP 
• Organisation 
• Location 


 
For example, if you wanted to know the total number of appointments by specialty for Scotland 
your query would be similar to the following. 
 


 
 
Please note: Not specifying any organisation in your query will return information about all patients 
treated in Scotland. This might include non-Scottish residents. In order to produce output about 
Scottish residents only, you would need to specify this in your query.  
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7. ‘SENSITIVE’ TOPICS 
 
The definition of 'sensitive’ topics is taken from the ISD Statistical Disclosure Control Protocol 
where they are defined as being topics 'where disclosure of personal information is considered 
likely to cause a relatively high impact, for example, distress or embarrassment to an individual'. 
 
This means that the bulk of less sensitive diagnoses and procedures are available at ICD10 or 
OPCS4 3-character level4. 
 
No attempt has been made to re-group diagnoses and procedures simply because they are 
uncommon – and would thus be more likely to produce small numbers in the results.  Even if such 
regrouping on the basis of uncommonness were implemented, small numbers would still occur 
because of cross-classification of the data. 
 
7.1 List of ‘sensitive’ topics 
 


• Sexually transmitted infections 
• Abortions 
• Suicides, self harm 
• Pregnancies under 16 years of age 
• Alcohol or drugs misuse 
• Mental health diagnoses and treatments 
• Prescriptions for contraceptives, mental health or any ‘sensitive’ condition 
• Crime related statistics e.g gunshot injuries, assault, stabbings 


 
Just because a topic is not included in the above list does not mean that it cannot be sensitive.  On 
occasion the sensitivity of the topic may be a difficult one to make and may require discussions 
with colleagues and senior managers. 
 


8. 3-CHARACTER DIAGNOSIS AND PROCEDURE CODES 
 
In Outpatients (SMR00) you can analyse data by 3-, 4-, and 6-character diagnosis and procedure 
codes.  Within the Comparative view you only have access to the 3-character diagnosis and 
procedure codes.  This is another method of reducing the risk of statistical disclosure. 
 
In addition to this ‘sensitive’ topics have been combined into larger groupings.  Refer to section 
‘Sensitive’ Topics for more information about ‘sensitive’ topics. 
 


 
4 Note that ICD9 and OPCS3 are not relevant for Outpatients Comparative as the data is only held from 1997 
onwards. 







The pictures below show the difference between the Comparative view and Outpatients (SMR00). 
 
Comparative 
 


Outpatients (SMR00) 
 


 


 
 
 
8.1 Regrouped procedure codes 
 
Refer to  for a complete listing of the regrouped 
procedure codes.


Appendix A – Regrouped Procedure Codes


 
 
8.2 Regrouped diagnosis codes 
 
Refer to  for a complete listing of the regrouped 
diagnosis codes. 


Appendix B – Regrouped Diagnosis Codes


 


9. OPT OUT / OPT IN FUNCTIONALITY 
 
It is possible that a NHS Board may ‘opt out’ and decide that they do not want other Boards to 
access their data. If this happens the Board will not be given access to Outpatients (SMR00) 
Comparative. Other NHS Boards will not have access to data on patients who are both resident in 
and have been treated by the non-participating Board(s). The participating Boards will however 
have access: 
 


• to patients treated by the ‘opt out’ Board who are resident in other areas of Scotland 
• to episodes of treatment for residents of the ‘opt out’ Board where they were treated outwith 


the ‘opt out’ Board. 
 
All Boards data, including Boards that have opted out, will be included for the Scotland level data 
analysis. 
 
A non-participating NHS Board can opt in at a later date at which time they will be given access to 
Outpatients (SMR00) Comparative and their data will be made available to all of the participating 
Boards. 
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APPENDIX A – REGROUPED PROCEDURE CODES 
 
 
Coding 
system Codes to be merged New code Description of new code 
OPCS4 Q01 to Q56, R01 to R43 QRX Female genital tract 
OPCS4 A83, A84 A84 Neurophysiological operations  


 
 
 
 
 
 


APPENDIX B – REGROUPED DIAGNOSIS CODES 
 
 
Coding 
system Codes to be merged New code Description of new code 
ICD10 A50 to B99 ABX Other parasitic and infectious diseases 
ICD10 C44, C46 C44 Cancer of the skin  
ICD10 N70 to P96 NPX Female pelvic and genito-urinary 
ICD10 Z00 to Z99 ZXX Z codes 


ICD10 
X00 to X99, Y00 to Y98 
(Code Y99 does not exist) XYX External cause (X and Y codes) 


ICD10 F00 to F99 FXX Mental and behavioural disorders 
ICD10 K70 to K77 KXX Liver disease 
ICD10 T36 to T65 TXX Poisonings and toxic effects 
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SUMMARY OF CODES - SMR00 
 


Source:  ISD Definitions & Reference Team                                       1                            SMR00 
ISD Data Dictionary:  www.datadictionary.scot.nhs.uk                                                                                                  Revised:  March 2012 


Sex (Gender) 
0    Not known 
1     Male 
2    Female 
9    Not specified 
 
Marital Status 
A   Never married nor registered civil partnership 
B   Married 
C   Registered civil partnership 
D   Separated, but still married 
E   Separated, but still in civil partnership 
F   Divorced 
G   Dissolved civil partnership  
H   Widowed 
J   Surviving civil partner 
Y  Other  
Z   Not known   


 
Ethnic Group 
Group A – White 
 1A Scottish 
 1B Other British 
 1C Irish 
 1K Gypsy/ Traveller 
 1L Polish 
 1Z Any other white ethnic group 
Group B – Mixed or multiple ethnic groups 
       2A  Any mixed or multiple ethnic groups 
Group C – Asian, Asian Scottish or Asian British 
 3F Pakistani, Pakistani Scottish or Pakistani British 
 3G Indian, Indian Scottish or Indian British 
 3H Bangladeshi, Bangladeshi Scottish or Bangladeshi British 
 3J Chinese, Chinese Scottish or Chinese British 
 3Z Other Asian, Asian Scottish or Asian British 
Group D – African 
 4D African, African Scottish or African British 
 4Y Other African 
Group E - Caribbean or Black 
 5C Caribbean, Caribbean Scottish or Caribbean British 
 5D Black, Black Scottish or Black British 
 5Y Other Caribbean or Black 
Group F - Other ethnic group 
 6A Arab, Arab Scottish or Arab British 
 6Z Other ethnic group 
Group G - Refused/Not provided by patient 
 98 Refused/Not provided by patient   
Group H - Not Known 
 99 Not Known   
   
Specialty/Discipline
A1    General Medicine 
A11  Acute Medicine 
A2    Cardiology 
A3    Clinical Genetics 
A6    Infectious Diseases 
A7    Dermatology 
A8    Endocrinology 
A81 Endocrine 
A82 Diabetes 
A9    Gastroenterology 
AB  Geriatric Medicine 
AC  Homoeopathy 
AD   Medical Oncology 
AF    Paediatrics 
AG   Renal Medicine  
AH   Neurology 
AK   Occupational Medicine 
AM   Palliative Medicine 
AP    Rehabilitation Medicine 
AQ  Respiratory Medicine 
AR   Rheumatology 
AV  Clinical Neurophysiology 
AW   Allergy 
C1   General Surgery 
C11  General Surgery (excl. Vascular) 
C12  Vascular Surgery 
C13 Oral and Maxillofacial Surgery 
C3    Anaesthetics 
C31  Pain Management  


C4    Cardiothoracic Surgery 
C41  Cardiac Surgery 
C42  Thoracic Surgery 
C5    Ear, Nose & Throat 
C51 Audiological Medicine 
C6    Neurosurgery 
C7    Ophthalmology 
C8    Trauma & Orthopaedic Surgery 
C9     Plastic Surgery 
CA   Paediatric Surgery 
CB    Urology 
D3    Oral Surgery 
D4    Oral Medicine 
D5    Orthodontics 
D6   Restorative Dentistry 
D8    Paediatric Dentistry 
E11  GP Obstetrics 
E12  GP Other than Obstetrics 
F2    Gynaecology 
F3    Obstetrics 
F31  Obstetrics Antenatal 
F32  Obstetrics Postnatal 
G1    General Psychiatry 
G2     Child & Adolescent Psychiatry 
G21  Child Psychiatry 
G22  Adolescent Psychiatry 
G3    Forensic Psychiatry 
G4   Psychiatry of Old Age 
G5    Learning Disability (Mental Handicap) 
G6     Psychotherapy 
H1    Clinical Radiology  
H2    Clinical Oncology 
J3     Chemical Pathology  
J4    Haematology 
J5 Immunology 
R11 Surgical Podiatry 
T2   Midwifery 
 
 
Significant Facility
11   Other (including all Standard Specialty Wards 1K, Day Bed Unit 1J)   
31   Outpatient Department 
32   Accident & Emergency Department 
33   Day Hospital 
34   Health Centre 
35   GP Surgery Premises 
36   Patient’s Home 
37 Other Community Premises 


38 38 Rapid Access Chest Pain Clinic 
39  Ambulatory Care Hospitals 
 
 
Patient Category
1   Amenity 
2   Paying 
3   NHS 
4   Overseas visitor - liable to pay for treatment 
5   Overseas visitor – not liable to pay (reciprocal arrangements) 
8   Other (including hospice) 
 
Availability Status Code  - n/a after 31st December 2007 
0   No Availability Status Code applied 
2 Where the patient has asked to delay the appointment for personal 


reasons or has refused an offer of an appointment or where an 
appointment has been rescheduled for his/her convenience. 


7 Where it is clear from the referral letter that the patient has asked to 
delay an appointment for personal reasons (eg holidays) and this 
affects the hospital's appointment scheduling. 


8     Where the hospital has rescheduled the appointment after the patient 
did not attend and did not give any prior warning that they would not 
keep the appointment. 


9    In circumstances of exceptional strain on the NHS such as a major 
disaster, major epidemic or outbreak of infection, or service disruption 
caused by industrial action. 


 
Referral Type
1   New Outpatient: Consultation and Management 
2   New Outpatient: Consultation only 
3   Follow-up/Return Outpatient 
 







SUMMARY OF CODES - SMR00 
 


Source:  ISD Definitions & Reference Team                                       2                            SMR00 
ISD Data Dictionary:  www.datadictionary.scot.nhs.uk                                                                                                  Revised:  March 2012 


 
Attendance Status
1   Patient was seen  
5   Patient attended but was not seen (CNW: Could Not Wait) 
8   Patient did not attend and gave no prior warning (DNA) 
 
Referral Source 
0   Community Health Service 
1   GP 
2   Consultant at this Heath Board/ Health Care Provider 
4  Consultant from a Heath Board/ Health Care Provider outwith this 
    Health Board area 
5   Self referral 
6   Prison/Penal Establishments (including Police Station) 
7   Judicial 
8   Local Authority/Voluntary Agency 
9   Other (includes Armed Forces) 
A   Accident and Emergency Department 
D   Dental Practitioner 
 
Attendance Follow-up
1   Admission as an Inpatient 
2 Further Outpatient Appointment with same Consultant in same  


Specialty 
3 Discharge 
4 Onto Waiting List for admission 
5 Referral to another Consultant/HCP 
8    Not applicable 
 





		Availability Status Code  - n/a after 31st December 2007 






The Scottish Record Linkage System 
  
BACKGROUND 
  
Howard Newcombe, pioneer and founder of probability matching techniques, has 
illustrated the continuing dialectic between the theory and the practical craft of 
linkage.  From the point of view of the development of record linkage in Scotland his 
most valuable contribution, beyond his initial formulation of the principles of 
probability matching, has been his emphasis on being guided by the characteristics 
and structure of the data sets in question and close empirical attention to the emergent 
qualities of each linkage (Newcombe et al. 1959; Newcombe, 1988).  Particularly 
inspiring has been his insistence that probability matching is at heart a simple and 
intuitive process and should not be turned into a highly specialised procedure isolated 
from the day to day concerns of the organisation in which it is carried out (Newcombe 
et al. 1986). 
  
In this paper we wish to show how the development of the methods of record linkage 
used in the Scottish Health Service have been driven forward by concrete 
circumstances and in particular by the practical demands of our customers and the 
needs of the health service as a whole.  Although we have pursued a highly pragmatic 
rather than a theoretical approach, the variety of linkages which have been undertaken 
has served to give shape to an overview of some of the main factors which need to be 
taken into account in designing linkages most effectively.  
  
The current system of Medical Record Linkage in Scotland was made possible by an 
extremely far sighted decision made as long ago as 1967 by the predecessor 
organisation to the Information and Statistics Division of the Scottish Health Service 
and by the Registrar General for Scotland. The decision was taken that from 1968 all 
hospital discharge records, cancer registrations and death records would be held 
centrally in machine readable form and would contain patient identifying information 
(names, dates of birth, area of residence etc.). 
  
The decision to hold patient identifying information was taken with probability 
matching in mind and reflected familiarity with the early work of Howard Newcombe 
in Canada and close contact between Scotland and the early stages of the Oxford 
Record Linkage initiative (Heasman, 1967; Heasman and Clarke, 1979). 
  
The potential for bringing the records together on a patient basis was first outlined by 
Heasman in 1968 1 2 . Linkage was carried out afresh for each exercise and each 
linkage involved ad hoc programming by the Scottish Office Computer Service (the 
turnaround time for each project tended to lie between 6 months and a year). 
  
In the late 1980’s increases in Computing power and data storage capacity meant that 
for the first time it was possible to envision a system in which all the records for the 
individual could be linked once and held together on a data set. Such a system would 
enable linked data simply to be interrogated rather than re-linked for each enquiry.  It 
was felt that increasing management and monitoring of health service activity would 
require a facility for the rapid generation and analysis of patient based data. 
  
  







THE CURRENT PROJECT 
  
Development of the current system began in May 1989 as a joint project between the 
Information and Statistics Division and the Computer Centre of the Scottish Health 
Service. The eventual plan for the new Scottish Record Linkage system was that all 
records centrally held at ISD would be brought together into the data set with all 
records pertaining to each patient grouped together. 
  
At present the data set holds eighteen years (1981-1999) of hospital discharge records 
(SMR1) together with Scottish Cancer Registry records (SMR6/SOCRATES) and 
Registrar General’s death records. Thus for example a cancer patient would have his 
or her cancer registration, any hospital admissions and any death record held together 
on the data set. 
  
A maternity/neonatal data set holds maternity (SMR2), neonatal (SMR11) and infant 
deaths/stillbirths records for 1980-1995. All records pertaining to a mother and her 
births are held together.  
  
It was envisioned that the creation of the national linked data sets would be carried 
out purely by automated algorithms with no clerical checking or intervention 
involved. After linkage of five years of data in the main linked data set it was found 
that the false positive rate in the larger groups of records was beginning to creep up 
beyond the 1% level felt to be acceptable for the statistical and management purposes 
for which the data sets are used. Limited clerical checking has been subsequently used 
to break up falsely linked groups. This has served to keep both the false positive and 
false negative rates at below three per cent. More extensive clerical checking is used 
for specialised purposes such as the linking of death records to the Scottish Cancer 
Registry to enable accurate survival analysis for example. 
  
The existence of permanently linked national data and facilities for linkage has served 
to fuel the demand for new linkages. Over a hundred and fifty separate probability 
matching exercises have been carried out over the last five years. These have 
consisted primarily of linking external data sets of various forms - survey data, 
clinical audit data sets - to the central holdings. Other specialised linkages have 
involved extending the linkage of subsets of the ISD data holdings back to 1968 for 
epidemiological purposes. (for example, MIDSPAN). Linkage proposals are subjected 
to close scrutiny in terms of the ethics of privacy and confidentiality by a Privacy 
Advisory Committee, which oversees these cases for ISD Scotland and the Registrar 
General for Scotland. 
  
Approaching a thousand linked analyses have been carried out ranging from simple 
patient based counts to complex epidemiological analyses. Among the major projects 
based on the linked data sets have been clinical outcome indicators (published at 
hospital level on a national basis), analyses of patterns of psychiatric inpatient 
readmissions and post-discharge mortality and analyses of trends and fluctuations in 
emergency admissions and the contribution of multiply admitted patients. 
  
The Scottish linkage project has been funded primarily as part of the normal operating 
budget of ISD Scotland. Relatively little time or resources have been available for 
general research into linkage methodology. Instead the development and refinement 







of linkage methods has taken place as a response to a wide variety of immediate 
operational demands. We have become to all intents and purposes a general purpose 
linkage facility at the heart of the Scottish Health Service operating to very tight 
deadlines often set in terms of weeks and in extreme cases, days. 
  







METHODS OF LINKING 
  
In a world with perfect recording of identifying information and unchanging personal 
circumstances, all that would be necessary to link records would be the sorting of the 
records to be matched by personal identifiers.  In the real world of data however, for 
each of the core items of identifying information used to link the records (surname, 
initial, year, month and day of birth), there may be a discrepancy rate of up to 3% in 
pairs of records belonging to the same person.  Thus exact matching using these items 
could miss up to 15 % of true links. 
  
To allow for the imperfections of the data, the system uses methods of probability 
matching which have been developed and refined in Canada 3 , Oxford 4  and 
Scotland 5  itself over the last thirty years.  Despite the size of the data sets, linking 
the records consists of carrying out the same basic operation over and over again.  
This operation is the comparison of two records and the decision as to whether they 
belong to the same individual. 
  
  
THE ELEMENTS OF LINKAGE. 
  
1.  1.   Bringing pairs of records together for comparison. How do we bring the 


most effective subset of pairs of records together for comparison? It is usually 
impossible to carry out probability matching on all pairs of records involved in a 
linkage. Usually only a subset are compared, those which share a minimum level 
of identifying information. This has been traditionally achieved by sorting the files 
into ‘blocks’ or ‘pockets’ within which paired comparisons are carried out e.g. 
soundex, date of birth etc. (Gill and Baldwin, 1987). 


2.  2.   Calculating probability weights. How do we assess the relative likelihood that 
pairs of records belong to the same person? This lies at the heart of probability 
matching and has probably been the main focus of much of record linkage 
literature (Newcombe, 1988). 


3.  3.   Making the linkage decision. How do we convert the probability weights 
representing relative odds into absolute odds which will support the linkage 
decision? The wide variety of linkages undertaken has been particularly important 
in moving forward understanding in this area. 


  


  







1. Blocking 
  
In an ideal world with infinite computing power we would carry out probability 
matching between every pair of records in order to determine whether they belong to 
the same person. At present this is realistically beyond current computing capacities 
and would be enormously wasteful even if it were possible.  It is necessary to cut 
down in some way the number of pair comparisons which are made in a given 
linkage. Instead of comparing all pairs of records we compare only those records 
which have some minimum level of agreement in identifying items (‘blocking’ the 
records). 
  
In the linkages carried out at ISD we tend to compare only those pairs of records 
between which there is agreement on: 
       
  Soundex/NYSIIS code, first initial and sex (Block A) 
or   All elements of date of birth (day, month, year) (Block B) 
  
Thus records will not be compared if they disagree on one or more of the first set of 
blocking items and also disagree on one or more of the second set of blocking items.  
It is of course possible that two records belonging to the same person will disagree on 
for example, first initial and also date of birth.  Experience shows that the proportion 
of true links thus lost because of blocking is less than 0.5%.  
  


2. Probability Weights 


Our approach to the calculation of probability weights has been relatively 
conventional and can be quickly summarised. A concern has been to avoid over-
elaboration and over complexity in the algorithms which calculate the weights. 
Beyond a certain level increasing refinement of the weight calculation routines tends 
to involve diminishing returns. 


For the internal linking of hospital discharge (SMR1) records across Scotland we have 
available the patient’s surname (plus sometimes maiden name), forename, sex and 
date of birth. We also have postcode of residence. For records within the same 
hospital (or sometimes the same Health Board) the hospital assigned case reference 
number can be used. In addition positive weights can be assigned for correspondence 
of the date of discharge on one record with the date of admission on another. 
Surnames are compressed using the Soundex/NYSIIS name compression algorithms 
(Newcombe, 1988) with additional scoring assigned for more detailed levels of 
agreement and disagreement. Wherever possible specific weights relating to degrees 
of agreement and disagreement are used.  Soundex and related name compression 
algorithms overcome some of the problems associated with misspelling of names and 
variant spellings. 


Blocking allows subsets of the records to be efficiently brought together for 
comparison.  Finally and most importantly probability matching allows 
mathematically precise assessment of the implications of the levels of agreement and 
disagreement between records. 
  







Probability matching 
  
Two very simple and common sense principles underlie probability matching: 
  
A. A.     Every time an item of identifying information is the same on the two records, 


the probability that they apply to the same person is increased. 
  


B. B.     Every time that an item of identifying information differs between two 
records, the probability that they apply to the same person is usually decreased. 


  
Whatever kind of matching we are doing, whether linking records within a file or 
linking records between files, we are looking at pairs of records and trying to decide 
whether they belong to the same person or don't belong to the same person.  We are 
trying to divide the pairs into two classes - which are more generally referred to as 
’truly linked’ or ‘truly unlinked’,  i.e. in our case belonging to the same person or not 
belonging to the same person. 
  
The common core of identifying items are as follows: 
  
1.  1.   Surname 
2.  2.   First initial (also full forename and second initial if available) 
3.  3.   Sex 
4.  4.   Year, month and day of birth 
5.  5.   Postcode. 
  
In principle, any items whose level of agreement or disagreement influences the 
probability that two records do or do not belong to the same person can be used by 
the computer algorithm. However, items should be statistically independent as far as 
possible.  
 
Every time we compare an item of identifying information between two records we 
obtain what can be called an outcome.  In the first instance this is either agreement or 
disagreement. 
  
For every outcome we ask the same two questions. 
  
1. 1.      How often is this outcome likely to occur if the two records really do belong 


to the same person (are truly linked)? 
  


2. 2.      How often is this outcome likely to occur if the two records really don't 
belong the same person (are truly unlinked)? 


  
The ratio between these two probabilities or odds is what is called an odds ratio - this 
is a measure of how much that particular outcome has increased or decreased the 
chances that the two records belong to the same individual.  Odds can be awkward to 
handle so probability matching tends to use binit weights instead.  The binit weight is 
the odds expressed as a logarithm to base 2. 
  
The linkage methodology is aimed at squeezing the maximum amount of 
discrimination from the available identifying information.  Thus the distribution of 







probability scores differs for each kind of linkage. The threshold (or score at which 
the decision to link is made) is determined by clerical checking of a sample of pairs 
for each type of link. 
  
The odds ratio: an example 
  
Suppose we have two records, and we are comparing their first initials.  We find that 
they both have first initial ‘J’.  We want to calculate an odds ratio which will tell us 
what effect this outcome - agreement of first initial ‘J’ - has on the chances that the 
records belong to the same person. 
  
If both records belong to the same person how often will one record have the initial 
‘J’? In a perfect world with perfect data the answer would be always - the probability 
would be one, or in percentage terms, 100%.  However, there are often going to be 
discrepancies in identifying information between records applying to the same 
person.  If we estimate that the first initial is likely to disagree 3% of the time on 
records applying to the same person, then it will agree 97% of the time.  So on the top 
line of our odds ratio we have a figure of 97%. 
  
Next we look to the bottom line of the odds ratio.  How often are we going to get 
agreement on the initial ‘J’ among pairs of records which do not belong to the same 
person?  The answer quite simply depends upon how common that first initial is.  If 
20% of all first initials are ‘J’, then if we take any record with first initial ‘J’ and 
compare it with all the other records, then 20% of the time the record it is compared 
with will have first initial ‘J’.  So the bottom line of the odds ratio is 20%.  The odds 
ratio then is 97%/20% or 4.85. 
  
So agreement of first initial ‘J’ has improved our chances that the records belong to 
the same person by 4.85 to one. 
  
What if the first initial disagrees?  Again we compare the outcome among pairs of 
records, which do belong to the same person against pairs of records which do not. 
  
The top line of the odds ratio is 3% (if you take all records with initial ‘J’, then 3% of 
the time - even among records belonging to the same person - the other record will 
have a different initial.) For the bottom line, we want to know how often the first 
initial disagrees when the records do not belong to the same person.  For illustration 
we can take the initial as disagreeing 92.5% of the time among records not belonging 
to the same person.  So for disagreement of first initial we have an odds ration of 
3%/92.5% or 1 to 32.  So disagreement of first initial has reduced the chances that the 
records belong to the same person by 32 to 1. 
  
So we now have a quantitative estimate of how much an agreement on first initial ‘J’ 
has improved our chances that we are looking at records belonging to the same 
person.  Similarly we have a quantitative estimate of how much a disagreement on 
first initial has reduced the chances that the records relate to the same person. 
  







We can now give an example of how the odds ratios deriving from comparison of 
individual identifying items can be combined to give odds for the overall comparison 
of the two records. 
  
Suppose we have two records each with the identifying information: 
  
Male J Thompson       born 15 05 1932 
Male J Thompson       born 05 05 1932 
  
The odds associated with these comparisons are as follows: 
  
        Binit 
Sex         
Agreement: odds ratio 99.5%/50% = 1.99 +0.99 
First initial         
Agreement: odds ratio 97%/20% = 4.85 +2.28 
Surname         
Agreement: odds ratio 97%/0.8% = 121.25 +6.92 
Day of birth         
Agreement: odds ratio 3%/92% = 0.0326 -4.94 
Month of birth         
Agreement: odds ratio 97%/8.3% = 11.7 +3.55 
Year of birth         
Agreement: odds ratio 97%/1.4% = 70.0 +6.13 
  
How much have all these comparisons of identifying information improved the 
chances that these two records really apply to the same person?  You combine odds 
by multiplying them: 
  


1.99  x  4.85  x  121.25  x  0.0326  x  11.7  x  70  =  31,245 to 1. 
  
So the comparisons have increased the likelihood that the two records belong to the 
same person by 31,245 to 1. However, that does not mean that it is a certainty.  Our 
files have millions of records on millions of individuals.  It is not inconceivable that 
there is more than one male J. Thompson born on the 14th or 15th of May 1932.  That 
is why the procedure is known as probability matching - there are never any 
certainties.  And since there are no certainties, we still have to make a decision as to 
whether or not the records do apply to the same person. 
  
Binit weights 
  
Odds like 31,245 to 1 are rather awkward to handle.  Probability matching tends to 
use instead what are called binit weights.  So far we have talked about odds ratios e.g. 
the odds ratio for agreement on initial ‘j’ is 4.85 to 1. The binit weight is this number 
expressed as a logarithm to base 2. 
  
In this context, the most useful thing about logarithms in general, or binit weights in 
particular, is that they can be added together.  Adding together the binit weights is the 
same as multiplying the odds ratios.  So our overall improvement in the chances that 







the records belong to the same person of 31,245 to 1 is equivalent to a binit weight of 
14.93. 
  
The essence of record linkage is to calculate the overall binit weight for each pair of 
records.  High binit weights mean that the records are likely to belong to the same 
person.  Low binit weights (which reflect odds against) mean that the records are 
unlikely to belong to the same person. 
  
Soundex/NYSIIS codes 
  
Surnames are changed to a coded format in order to overcome the effects of most 
discrepancies in the spelling.  First the NYSIIS (New York State Intelligence 
Information System) name compression algorithm is applied.  This carries out such 
tasks as bringing together commonly confused letter groups like ‘ch’ and ‘gh’ or ‘sh’ 
and ‘sch’ as well as removing vowels.  The surnames are then Soundexed 6 , which 
involves giving the same code to similar sounding non-initial constants.  The 
resulting compression and soundex codes are assigned different weights for 
agreement depending upon their frequency in the population. 
  
3. Decision-making 
  
Binit weights present us with a mathematical expression of the extent to which the 
available identifying information increases or decreases the chances that two records 
belong together.  These however are only relative odds.  They allow us to rank order 
the pairs of records in order of likelihood.  They are not absolute odds.  Such absolute 
odds depend upon various factors such as the size of the data sets involved.  Methods 
of calculating such absolute odds are available but they are usually based on rather 
speculative assumptions.  It is much safer to base the decision on which records 
belong together on a match weight threshold based on empirical inspection.  In other 
words we compare records, calculate relative odds for each pair and look at a 
selection of odds before deciding on the cut off point for accepting matches. 
  
When the frequencies of pairs of records with given values of the binit weight are 
graphed, a bimetal pattern usually emerges (see IARC report No.32 - Automated Data 
Collection in Cancer Registrations).  The group of pairs of records with high binit 
weights can be taken as matches (as belonging to the same person).  The group with 
low binit weights can be regarded as non-matches.  It is the group in between which 
cause problems. 
  
The crucial step is to identify a threshold above which pairs will be taken as linking, 
and below which the pairs will not be accepted as linking. 
  
This threshold is usually determined by clerical inspection of a sample of pairs of 
records.  The threshold is usually set at the 50/50 point.  In other words, at the 
threshold it is a fifty-fifty bet as to whether the pair of records belongs to the same 
person.  Above the threshold it is more likely than not that they do belong to the same 
person.  Below the threshold it is more likely than not that they do not belong to the 
same person. 
  







Once a threshold in terms of the binit weight has been set, the computer can be 
allowed to make the decisions as to whether records belong together.  In practice the 
development of match weights and the setting of the threshold is an iterative process 
with results depending on the precise characteristics of the data sets involved. 
  
Tuning the linkages 
  
Tuning the linkages, either in terms of adjusting the weights for particular 
comparisons or by adjusting the match threshold is an iterative process. 
  
All linkages are different and the quality of the linkage is best ensured by taking 
careful account of the precise properties of the data sets involved and the different 
problems, which emerge in linking two particular data sets. 
  
The linkage threshold is established or confirmed by inspecting the pairs output file 
and thereby establishing the weight above which it is more likely than not that a pair 
of records belong to the same person and below which it is more likely than not that 
the pair of records do not belong to the same person.  This threshold is often 
confirmed in terms of the graph of the frequency of the outcome weights for a 
particular linkage.  The 50/50 threshold (the weight at which it is evens whether 
records do or do not belong together) often corresponds to the low point of the trough 
in the frequency counts. 
  







ONE PASS LINKAGE 


The limitations of sort-and-match 


As we have seen, in Record Linkage it is impossible to bring together and compare all 
the pairs of records involved in the linkage. The number of pairs, which are brought 
together for comparison, is normally reduced to manageable proportions by some 
form of blocking by which only those pairs of records, which share common sets of 
attributes, are compared. The traditional method of achieving such blocking is to sort 
the two files concerned on the basis of the blocking criteria. The files would be first 
sorted by first initial and NYSIIS/Soundex code to bring together into the same 
‘block’ all records sharing the same NYSIIS/Soundex code and first initial. Records 
would only be compared within this block. Because a number of truly linked pairs of 
records would not be brought together on this basis (for example because of a mis-
recording of first initial), a second pass could be carried out which blocks by date of 
birth. This involves resorting the files on the basis of date of birth to create a second 
set of ‘blocks’ within which comparison takes place. The results of the first and 
second passes need to be reconciled and this involves sorting the file yet again. 


The key point is that standard methods of blocking involve sorting all the records 
involved in the linkage at least twice and usually more often. When linking a small 
number of newcomer records to a central catalog holding several millions of records 
such a procedure is at best immensely wasteful and at worst impossible. No matter 
how few newcomer records are involved, it is still necessary to sort all the central 
catalog records for the years of interest. 
  
One pass linkage in principle 
  
The major problem with traditional methods of record linkage when faced with the 
necessity of linking relatively small sets of 'newcomer' records with large national 
data sets, is that they involve sorting the rather large combined file at least twice as 
well as copying and reformatting the national data sets. 
  
One pass linkage avoids these problems by storing the newcomer records in the 
computer memory so that they can be accessed directly rather than sequentially, 
efficiently and at high speed. 
  
Thus instead of combining the newcomer records with the national data set and 
sorting the two files together in order to bring together the right pairs for comparison, 
the entire set of newcomer records can be brought into comparison with each of the 
records in the national data set. 
  
Thus by reading the newcomer records into memory we have solved the problem of 
bringing pairs of newcomer and national data set records together.  However we have 
not solved the problem of limiting the number of comparisons - the task which is 
carried out by the process of blocking in traditional methods. 
  
Essentially we solve the problem by simulating the blocking process using blocking 
index arrays. Each newcomer record has a unique identifier.  These identifiers are 







stored in the blocking index arrays to allow the national data set records to be directed 
towards comparison with simulated blocks of newcomer records. 
  
In principle the process of one pass linkage consists of: 
  


a) a)      storing all the newcomer records in memory 
b) b)      reading in the national data set records sequentially 
c) c)      directing each national data set record towards comparison with the 


appropriate subsets(blocks) of newcomer records by using the blocking 
index arrays 


  
Onepass Example 
  
<<Flow Chart Example Required for this explanation>> 
  
When a record in the national data set of someone called Anderson, with Soundex 
code A536 and date of birth 12th December 1942 is read into the matching program, 
the following happens. 
  
First the program uses the Soundex blocking index array to find the identifiers of all 
newcomer records with numeric component of the Soundex 536.  These candidate 
newcomer records are then checked to see whether they have the same first initial and 
the same sex.  If they do not they are excluded from full comparison 
  
Secondly the program uses the date of birth blocking array to find the identifiers of all 
the newcomer records with date of birth 12th December 1942.  These identifiers are 
in array cells with first three subscripts 12, 12, 42.  These newcomer records are 
accepted for comparison unless they have already been accepted according to the first 
set of blocking criteria i.e. to avoid comparing the same records more than once.  If 
accepted they are added to the list of newcomer records to be compared to the 
national data set record belonging to Mrs Felicity Anderson born on the 12th of 
December 1942. 
  
  







QUALITY OF LINKAGE 
  
The linkage system has been automated as much as possible. The probability 
matching algorithm alone makes the decision as to whether records belong together. 
Clerical monitoring shows that on a pair-wise basis, both the false positive rate (the 
proportion of pairs which are incorrectly linked) and the false negative rate (the 
proportion of pairs which the system fails to link) are around three per cent. 
  
As the data set has expanded the number of patient record sets with large numbers of 
records has grown. In order to construct a patient record set with 10 records, up to 45 
pair comparisons will have been carried out, each comparison contributing its own 
possibility of a false positive link. Thus larger groups of records are more likely to be 
false positive. Some of the more important groups moreover tend to be the larger 
groups. Patient record sets containing cancer registrations tend to have more records 
than average have thus have a relatively high error rate. For this reason, groups of 
records where there is an obvious error such as two death records or a hospital 
admission following death have been targeted for clerical correction. Such errors will 
help to keep the overall false positive and false negative rates close to one percent. 
  
By using such a focused approach to clerical checking we are intending to achieve the 
advantages of the quality of a fully clerically checked system without the massive 
investment of time and expense which such a system would involve. 
  
  
CONFIDENTIALITY 
  
Medical Record Linkage poses particular problems of data confidentiality both 
because of the comprehensive nature of the linked data and the necessity to use 
personal identifying information in order to carry out the linkage. All data involved in 
the linkage both as input and output is handled under the same strict regulations as 
any other data containing personal identifying information, which is held centrally by 
the Scottish Health Service. 
  
  
ORGANISATION OF THE DATA 
  
At present the linked data is stored as a conventional flat ASCII file of records with 
the records for each individual stored adjacently in chronological order with a unique 
personal identifier attached to each. The different types of records are stored in their 
original unlinked format preceded by several fields of linkage information. 
  
This means that any information contained in the unlinked records is available for the 
analysis of the linked data. The main advantage is that the system exhibits the 
maximum degree of flexibility in terms of the range of analyses possible. The down 
side is that the data set is relatively complex to work with requiring the use of 
bespoke FORTRAN programs to access the data. 
  







LINKAGE BEYOND THE LINKED DATA SETS 
  
Although an increasing proportion of enquiries requiring linked data can be satisfied 
on the basis of the linked data sets, there is a continuing demand for linkage of data 
beyond their limits. 
  
Much of ISD’s data holds sufficient identifying information for linkage as far back as 
1968. Subsets of this data can be linked on an ad hoc basis for the entire period from 
1968 to the present.  However the data from 1968 to 1974 does not contain many of 
the identifying items required to provide robust matches.  There are also facilities for 
linking external data  to ISD’s own data holdings.  
  
  
ANALYSIS 
  
Episodes, stays and patients. 
  
Three levels of data can be seen as defining the basic building blocks of the linked 
data set. 
  
a)  a)   At the lowest level is the individual record - whether SMR1 in-patient, SMR6 


cancer registration or Registrar General’s death record. 
b)  b)  An intermediate level is defined primarily in terms of SMR1 records. This is 


the continuous inpatient stay. A continuous inpatient stay is defined as all the 
SMR1 records referring to the same continuous spell of inpatient treatment - 
whether or not this involves transfers between hospitals or even between health 
boards. All records belonging to the same continuous inpatient stay are marked as 
such on the linked data set. 


c)  c)   Finally, all the records deemed to refer to the same patient form the patient 
record set. 


  
Monitoring of levels of activity in the National Health Service has tended to be 
carried out in terms of patient episodes corresponding to the SMR1 record. Despite 
the fact that statistics are usually based on such counts of patient episodes, they are 
often loosely referred as ‘numbers of patients being treated’. The linked data set 
allows us to be more precise in referring to counts of episodes, inpatient stays and 
numbers of different patients treated in a given time period. 
  
Any analysis of levels of activity can be carried out at episode, stay or patient level. 
Great care is needed however when assigning stays or patients to, for example, Health 
Board of Treatment in that the episodes which make up an inpatient stay or a patient 
record set can belong to more than one Health Board. 
  
  







Mortality analysis 
  
A crucial element of many analyses involving linked data is the ability to link to 
death records.  The Registrar General has allowed ISD to carry out linkages with 
death records on the understanding that permission is sought and that the Registrar 
General is kept fully informed of such linkages. 
  
The records of the Scottish Cancer Registry from 1968 onwards have been linked 
with Registrar General’s death records in order to supplement the flagging carried out 
at National Health Service Central Register.  From 1992 onwards, record linkage will 
replace flagging at NHSCR except for deaths in England and Wales. A similar 
exercise has been undertaken for the Scottish Cardiac Surgery Register. 
  
  
Statistical Modelling 
  
Although counts in terms of linked blocks of data such as inpatient stays and patient 
record sets are an important aspect of the output of the system, the bulk of the added 
value of the linked data set comes from analysing the temporal relationships between 
the records in the system.  
  
Such ‘relationship’ information is more difficult to present than normal record based 
data. The Record Linkage team is investing time in working out the best ways of 
presenting the data. 
  
Beyond the basic presentational level, and especially for purposes of epidemiological 
research, such topics call for the use of types of statistical modelling, which have only 
emerged over the last couple of decades. For example, the Cox’s proportional hazard 
model 7 allows the disentanglement of the effects of such variables of age of patient, 
date of operation and type of operation on the survival rate after a particular type of 
operation such as prostatectomy. Logistic regression can be used to explore the extent 
to which variation in readmission rates is independent of changes in the age and sex 
distribution of patients (A model of the kind of analysis involved is provided in a 
different context by Leyland et al. 8 ). 
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NHS National Services Scotland 
 


Privacy Advisory Committee 
 


Guidance Notes (updated October 2009) 
 


 
1. DATA RELEASES THAT DO NOT REQUIRE COMPLETION OF AN 


APPLICATION TO THE PRIVACY ADVISORY COMMITTEE  
 


1.1. Releases of non patient identifiable data from individual SMR schemes 
or the linked datasets 


Applications for data analyses that do not require either release of patient 
identifiable data or new linkages should be made in writing to ISD Scotland. 
It is not necessary to complete a detailed application form for these 
analyses although the intended use of the data and the data required should 
be clearly specified.  Applicants should note that some datasets present a 
risk of indirect identification of patients even though obvious identifying fields 
such as name address and postcode have been removed.  In these cases 
applicants may be asked to sign a confidentiality statement.  


 
1.2. Releases of patient identifiable data relating to own treated patients to 


consultants, hospitals or other NHS Board operating units.  


Identifiable data relating to their own treated patients can be released by 
ISD Scotland to consultants on receipt of a signed letter of request. 
Identifiable data relating to their own treated patients can be released to 
NHS Scotland hospitals or other NHS Scotland Board operating units on 
receipt of a confidentiality statement (available from ISD Scotland) signed by 
the relevant Medical Director or Caldicott Guardian. 


 
1.3. Releases of patient identifiable data relating to their resident 


population to Health Boards 


Identifiable data relating to their resident population can be released to NHS 
Boards on receipt of a confidentiality statement (available from ISD 
Scotland) signed by the Director of Public Health or NHS Board Caldicott 
Guardian. 


 
 
2. DATA RELEASES THAT REQUIRE COMPLETION OF AN APPLICATION TO 


THE PRIVACY ADVISORY COMMITTEE 
 


2.1. Releases of patient identifiable data 


Releases of patient identifiable data other than those specified above will be 
allowed only under carefully controlled conditions. In most instances the 
project should have been scrutinised by a local ethics committee and found 
acceptable. Many of the applications will be examined further by the Privacy 







 


Advisory Committee established by the Scottish Office Department of Health 
to advise the Consultants in Public Health Medicine at ISD Scotland on 
release of confidential data. 


Rarely, the researcher may wish to contact patients or their relatives, 
identified from ISD Scotland data. This is regarded as highly sensitive, and 
full clarification of the method of contacting patients and obtaining consent 
will be required. 


 
2.2. Linkage of previously unlinked records 


Any request for the linkage of records, which have not previously been 
linked, will require the completion of an application form. This is regardless 
of whether the release of any patient-identifiable information will result from 
the linkage. The Privacy Advisory Committee (PAC) will usually consider 
requests for new linkages. In general the linkage of any data other than that 
already held on NHS administrative systems or resulting from treatment in 
the NHS will require the signed consent of the individuals involved.  In some 
circumstances PAC may approve the linkage of data without explicit signed 
consent if the applicants only require anonymised output from the linkage. 


In all releases of data from ISD Scotland it remains the responsibility of the 
researchers to seek and obtain ethics committee approval for studies where 
appropriate. 


 
 
3. BACKGROUND INFORMATION  
 


3.1. Patient identifiable data 
 


Patient identifiable data are any data including one or more of the following 
 


 surname/family name 
 any unique reference number, e.g. CHI number, hospital case reference 


number, 
 NHS number etc. 
 full postcode 
 date of birth 


When small numbers of cases are involved other data items may become 
identifiable items (e.g. partial post code) 


 
3.2. ISD Scotland confidential data files (See Appendix 1 for further 


information on SMR schemes) 


Data for individual patients are collected by ISD Scotland as a series of 
Scottish Morbidity Records (SMR). The main SMR schemes that include 
identifiable patient information are: 


SMR00 Outpatient attendance 
SMR01 General acute inpatient and day case 
SMR02 Maternity inpatient and day case 
SMR04 Mental health inpatient and day case 
SMR06 Cancer registration 
SMR11 Neonatal 
SBR  Scottish Birth Record 


Many of these data have now been collected for over 20 years. 







 


Records of individual hospital episodes from the different SMR schemes and 
records from the Registrar General have been pulled together using 
probability matching record linkage to provide profiles for each patient. The 
two main linked datasets are: 


 
 SMR01, SMR04, SMR06 and Registrar General death records (1981 


onwards) 
 SMR02, SMR11, stillbirth and neonatal death records, Registrar General 


birth records (1980 onwards) and Scottish Birth Record (SBR) 
 


3.3. Availability of data 


Data held by ISD Scotland are usually available for medical research studies 
free of charge to research workers from the health service or medical 
schools. However, charges to cover medical record linkage, the cost of data 
processing and the preparation of analyses may have to be levied when 
material is provided for other organisations or for any study where extra 
resources have to be made available in ISD Scotland.  


 







 


 


Appendix 1: ISD Scotland confidential data files 
 
 Description Coverage Time trends Linkages 
SMR01  Episode level data on inpatient and 


daycase discharges from acute 
specialties.  Includes information on 
patient characteristics, operations and 
diagnosis, specialty, length of stay, 
hospital and geographical information 
 


National coverage.  
All NHS 
discharges are 
included 


Available back to the 1960s.  
Available as linked data back to 
1981 


Routinely internally linked 
and linked to GRO death 
records, SMR04 mental 
health records and cancer 
records 


SMR00 Data on attendances at outpatient 
clinics in all specialties (except A&E).  
Includes information on patient 
characteristic, specialty, hospitals and 
geographical information.  It should be 
noted there is no diagnostic information 
available. 
 
The recording of surgical 
activity/operations is in development.  
Only a proportion of NHS Boards have 
achieved extensive coverage and 
further work will be necessary by most 
boards before a compete account of all 
outpatient surgical activity can be 
made. 
 
 
 
 
 
 
 
 
 
 


National coverage 
of all new NHS 
outpatient 
attendances.  
Limited coverage 
of return 
attendances.   


Return started in early 1990’s.  
Routinely available from April 
1997.  


Not routinely linked but ad-
hoc linkages to SMR01 
have been undertaken 







 


 Description Coverage Time trends Linkages 
SMR02 Episode level data on maternity 


inpatient and daycase discharges from 
obstetric specialties.  Includes 
information on patient characteristics, 
operations and diagnosis, specialty, 
length of stay, hospital and 
geographical information 


National coverage.  
All NHS 
discharges are 
included 


Available back to 1975 with 
national coverage. An earlier 
maternity return (SMRM), started 
in 1969 with about 60% national 
coverage and continued to 1974 
with coverage progressively 
growing.  
 


Linked together to form the 
basis of maternity profiles 
in a linked maternity and 
neonatal database.  Baby 
information from SMR11, 
the Scottish Stillbirth and 
Infant death Survey and 
GRO Birth registrations are 
added to the maternity 
profiles. 
 
Linked maternity and 
neonatal data covers 
period 1975 onwards. 
 
Other acute datasets, 
SMR01 and SMR00 not 
routinely added to this 
database but are often 
linked on an adhoc basis. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 


 Description Coverage Time trends Linkages 
SMR11 Episode level data on discharges from 


special care baby unit. 
 
Includes information on patient 
characteristics, operations and 
diagnosis, specialty, length of stay, 
hospital and geographical information 


National coverage.  
All NHS 
discharges are 
included 


Single record per baby available 
from 1975 to December 1991.  
Dataset revised in 1992 with the 
continuation of a universal record 
for all babies and a separate 
additional return for babies 
admitted to Special Care Baby 
Units (SCBU). 
 
Revised again in April 1996, with 
the abolition of the universal 
record.  Only sick babies 
admitted to SCBU or babies with 
congenital anomalies included 
thereafter. 
 
Returns declined from 2000 
onwards as units prepared to 
move across to the recording of 
baby information on the Scottish 
Birth Record. 
 
All returns had virtually ceased 
by the end of 2002. 
 


Record type within the 
linked maternity and 
neonatal database, which 
covers period 1975 
onwards. 
 
Supplements the mothers 
delivery information as 
recorded on SMR02. 


Scottish 
Birth 
Record 


Newly developed universal record to 
be returned for all babies born in 
Scotland.  


Although a live 
system, it is still 
undergoing 
development.  
Coverage is now 
almost national. 


Although piloted at very few 
locations during 2000 and 2001, 
conversion from SMR11 really 
started in 2002.  Since then 
uptake has steadily grown. 


Record type within the 
linked maternity and 
neonatal database, which 
covers period 1975 
onwards. 
 
Supplements the mothers 
delivery information as 
recorded on SMR02. 
 







 


 Description Coverage Time trends Linkages 
SMR04 Episode level data on mental health 


inpatient and daycase admissions to 
and discharges from mental health 
specialties.  Includes information on 
patient characteristics, diagnosis, 
specialty, length of stay, hospital and 
geographical information 


National coverage.  
All NHS 
admissions and 
discharges are 
included 


Linked discharge information is 
available back to 1981 however 
there are some quality issues 
with the early data and routine 
analysis would normally be 
undertaken from April 1997 
onwards. 


Routinely internally linked 
and linked to GRO death 
records, SMR01 acute 
records and cancer records 


SMR50 Episode level data on admissions to 
and discharges from geriatric long stay 
and younger physically disabled 
specialties.  Includes information on 
patient characteristics, diagnosis, 
specialty, length of stay, hospital and 
geographical information 


National coverage.  
All NHS 
admissions and 
discharges are 
included  


Available from 1997 onwards. 
 


Not routinely linked 


SOCRATES Cancer registrations.  Includes 
information on patient characteristics, 
clinical data, and geographical 
information 


National coverage. Available from the 1960s  Routinely internally linked 
and linked to GRO death 
records, SMR01 acute 
records and SMR04 mental 
health records 


Scottish 
Health 
Survey 


Main purpose is to monitor trends in 
cardiovascular disease and it’s risk 
factors.  The survey also collects a 
wide range of information on the socio-
economic characteristics of 
respondents and on other aspects of 
health. 


Nationally 
representative 
survey of the 
population of 
Scotland  
(1995 –7,932 
adults aged 16-74; 
1998 – 12,939 
persons aged < 
75; 
2003 – 11,472 
persons of all 
ages) 


1995, 1998, 2003 
 


Consenting respondents 
from 1995, 1998 and 2003 
surveys are linked annually 
to the SMR01 linked 
database. 
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   COPPISH SMR01 Discharges April 1997 onwards (Linked Catalog Layout) 
 
File Source : ASCII (SDF) 
File Location : Unix Server:  /conf/linkage/catalog 
Contact : Linked Catalog Update Team (NSS.linked-catalog-updates@nhs.net) 
 
Position 


From 
Position 


To
Field Name Description Values / Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 DATE OF ADMISSION Patients date of admission Date in the format CCYYMMDD 


17 24 DATE OF DISCHARGE Patients date of discharge Date in the format CCYYMMDD 
25 27 RECORD TYPE Type of record 01A = SMR1 record (1980 - 1997 Q1) 


01B = SMR01 record (1997 Q2 onwards) 
04A = Historic SMR4 record (Patients discharged 
between 1981 and March 1997) 
04B = COPPISH SMR04 record (Current residents 
and patients discharged from April 1996 onwards) 
06A = SOCRATES record (1980 onwards) 
99A = GRO Death registration (1980 - 1995) 
99B = GRO Death registration (1996 onwards) 


28 35 ACCESSION NUMBER A unique reference number applied to each input 
record prior to linkage. 
The lowest record accession number in each 
linked group is used as the groups link number 
(personal identifier). 
If a record is relinked it will be given a new 
record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD 
IDENTIFIER 


Unique record identifier 8 digit numeric code. 


44 47 SURNAME SOUNDEX 
CODE 


Compressed form of surname given by the 
Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the format ANNN 


48 51 MAIDEN NAME 
SOUNDEX CODE 


Compressed form of maiden name given by the 
Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the format ANNN 


52 55 COMMON UNIT CODE Code which allows the matching of Postcodes to 4 digit integer 
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Position 
From 


Position 
To


Field Name Description Values / Format 


Parish codes 
56 61 ONE PASS LINK WEIGHT 


(SCORE) 
Score at which the record was linked to the 
catalog 


6 digit real number 


62 62 SORT MARKER Aid in the sorting of the catalog  
63 70 DATE OF LINKAGE Date record last linked to the file Date in the format CCYYMMDD 
71 78 DATE LAST AMENDED Date record was last amended Date in the format CCYYMMDD 
79 81 FILLER   
82 82 SUMMARISED 


ADMISSION CODE 
This field only applies to historic SMR1 and 
COPPISH SMR01 records and is used as part of 
the catalog sort order. 
This field is derived from the 
Admission/Transfer From field. 


If Admission/Transfer From equals 1 (Home 
admission)  = 0. 
If Admission/Transfer From equals 2 or 3 (Transfer) 
= 2. 
If Admission/Transfer From equals anything else 
(Other) = 1. 


83 83 SUMMARISED 
DISCHARGE CODE 


This field only applies to historic SMR1 and 
COPPISH SMR01 records and is used as part of 
the catalog sort order. 
This field is derived from the Discharge Type 
field. 


If Discharge Type equals 3 or 5 (Other hospital or 
specialty) = 0. 
If Discharge Type equals 6 or 7 (Died) = 2. 
If Discharge Type equals anything else = 1. 
 


84 93 SEEDED CHI NUMBER   
94 98 CONTINUOUS INPATIENT 


STAY 
Continuous Inpatient Stay Marker 00001-99999 


99 99 FILLER   
100 100 HEALTH BOARD OF 


RESIDENCE CYPHER 
Health Board of Residence - cypher A = Ayrshire and Arran 


B = Borders 
C = Argyll & Clyde 
F = Fife 
G = Glasgow 
H = Highland 
L = Lanarkshire 
N = Grampian 
R = Orkney 
S = Lothian 
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Position 
From 


Position 
To


Field Name Description Values / Format 


T = Tayside 
V = Forth Valley 
W = Western Isles 
Y = Dumfries & Galloway 
Z = Shetland 
E = England / Wales / Northern Ireland 
O = Outside U.K. 
Q = No fixed abode 
U = Not known 


101 105 SENDING LOCATION Location code where this data was sent from.  
Not always the same as the location where this 
episode took place (see 285 to 289) 


Five digit alpha-numeric code in the format 
ANNNA   


106 116 EPISODE RECORD KEY SMR Episode Record Key When the data items in the SMR Dataset are entered 
initially as a new insert record, whether on a manual 
form or computer screen, there is no SMR Episode 
Record Key.  This key is added by the PAS or at the 
ISD Data Centre. It is a single key to identify 
uniquely the SMR Patient Episode. 


Patient ID Data :- 
117 136 SURNAME The surname of a person represents that part of 


the name of a person which indicates the family 
group of which the person is part. 


Max length 20 


137 156 1ST FORENAME The first forename of a person represents that 
part of the name of a person which, after the 
surname, is the principal identifier of a person. 


Max length 20 


157 176 2ND FORENAME The second forename of a person represents that 
part of the name of a person which, after the 
surname and first forename, is the principal 
identifier of a person. 


Max length 20 


177 196 PREVIOUS SURNAME This is any surname by which a person was 
previously known. 


Max length 20 


197 204 DATE OF BIRTH Patients date of birth Date in the format CCYYMMDD 
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Position 
From 


Position 
To


Field Name Description Values / Format 


205 205 SEX Patients gender 1 = Male 
2 = Female 


206 206 MARITAL STATUS Patients marital status 1 = Never married (Single) 
2 = Married (includes separated) 
3 = Widowed 
8 = Other (includes divorced, cohabiting or stable 
relationships) 
9 = Not Known (Not divulged or patient left 
hospital before it could be recorded) 


207 216 CI/CHI NUMBER Community Health Index number uniquely 
identifies a person on the index.   


There are eight indexes covering defined 
geographical areas of Scotland.  A person may be 
registered on more than one index. 


217 226 NHS NUMBER Patients NHS number. An identifier allocated to 
an individual to enable unique identification 
within the UK for NHS health care purposes 


 


227 230 HEALTH RECORDS 
SYSTEM IDENTIFIER 


Health Records Systems Identifier These four characters are reserved primarily for use 
by COMPAS Patient Administration Systems.  
They can also be used for HOMER PAS which 
have Patient Identifiers longer than10 characters. 


231 240 PATIENT IDENTIFIER Patients Case Reference Number. This is used to 
uniquely identify a patient within a health 
register or Patient Administration Systems. 


These can consist of up to 10 characters but must 
have at least 6 characters.  SEE ABOVE ENTRY. 


241 250 ALTERNATIVE CASE 
REFERENCE NUMBER 


Patients Alternative Case Reference Number On COPPISH records this is now a local item. 
On Pre-COPPISH records the CHI number was 
sometimes recorded in this field. 


251 258 POSTCODE Patients postcode 8 digit geographical identifier 
259 260 ETHNIC GROUP Patients ethnic group. An ethnic group is a group 


of people having racial, religious, linguistic 
and/or other cultural traits in common. The 
ethnic group to which a patient belongs is judged 
by the patient. 


Codes valid as at 28th January 2012.  Pleas see 
appendix 1 for previous codings.  
Group A – White 
1A Scottish  
1B Other British  
1C Irish  
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Position 
From 


Position 
To


Field Name Description Values / Format 


1K Gypsy/ Traveller 
1L Polish 
1Z Any other white ethnic group 
Group B – Mixed or multiple ethnic groups 
2A Any mixed or multiple ethnic groups 
Group C - Asian, Asian Scottish or Asian British 
3F Pakistani, Pakistani Scottish or Pakistani British 
3G Indian, Indian Scottish or Indian British 
3H Bangladeshi, Bangladeshi Scottish or 
Bangladeshi British 
3J Chinese, Chinese Scottish or Chinese British 
3Z Other Asian, Asian Scottish or Asian British  
Group D - African 
4D African, African Scottish or African British 
4Y Other African 
Group E - Caribbean or Black 
5C Caribbean, Caribbean Scottish or Caribbean 
British 
5D Black, Black Scottish or Black British 
5Y Other Caribbean or Black 
Group F - Other ethnic group 
6A Arab, Arab Scottish or Arab British 
6Z Other ethnic group 
Group G - Refused/Not provided by patient 
98 Refused/Not provided by patient  
Group H - Not Known 
99 Not Known  


261 266 GP PRACTICE CODE Practice code of the Patients GP Standard 5 digit numerical code. 
It comprises a 4 digit identifying code, which is 
within an agreed range for each Health Board, and a 
check digit. 
It should be right justified with the first character a 
space unless it is a valid code from outwith 
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Position 
From 


Position 
To


Field Name Description Values / Format 


Scotland. 
267 274 REFERRING GP/GDP GMC 


NUMBER 
Personal identification number of the GP or GDP 
who referred the patient. 


(a) GMC number can consist of 7 numeric digits 
(b) GMC number can consist of L and 6 numeric 


digits.  This is used for Limited registrations 
(usually overseas doctors) 


(c) GDC number consists of D0 and 5 numeric 
digits. 


This number should be right justified in the eight 
character spaces provided. 


Episode Management Data :- 
275 284 CARE PACKAGE 


IDENTIFIER 
Number which allows a number or group of 
COPPISH SMR episodes to be related together. 


 


285 289 LOCATION Institution code where this episode took place. Each location is assigned a unique five-character 
code, made up of an alpha-prefix usually referring 
to a health board, followed by a three-digit serial 
number, and ending with an alpha-suffix 
representing the type of location. (ANNNA) 
When a location closes its code is not re-allocated 
to another location.  
Location Codes are used to record the location at 
which health activity takes place, e.g. the point of 
delivery of health care. 


290 292 SPECIALTY Specialty where this episode took place See appendix 1 for code changes over the period 
1980 - 1997 


293 293 SPECIALTY LOCAL CODE Specialty Local Code ? 
294 295 SIGNIFICANT FACILITY Significant facility where this episode took place.


A Significant facility is a clinical facility which 
is of interest for clinical and/or contracting 
reasons. 


17 = Accident & Emergency Ward (A&E) 
1L = Adolescent Unit 
1C = Burns Unit 
14 = Cardiac Care Unit 
16 = Childrens Unit 
 
1F = Convalescent Unit 
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1D = Geriatric Assessment Unit 
1A = Geriatric Orthopaedic Rehabilitation Unit 
(GORU) 
13 = Intensive Care Unit 
1G = Palliative Care Unit 
 
1B = Rehabilitation Ward (Except GORU) 
19 = Spinal Unit 
18 = Ward for Younger Physically Disabled 
11 = Other (Including all Standard Specialty Wards 
1K, Day Bed Unit 1J, High Dependency Unit 1H) 


296 298 CLINICAL FACILITY - 
START 


Clinical facility to which the patient was 
admitted at the start of an SMR inpatient or 
daycase episode. 


This is a three character code which should be left 
justified.  The third character is for local use. 
17 = Accident & Emergency Ward (A&E) 
1L = Adolescent Unit 
1C = Burns Unit 
14 = Cardiac Care Unit 
16 = Childrens Unit 
 
1F = Convalescent Unit 
1J = Day Bed Unit 
1D = Geriatric Assessment Unit 
1A = Geriatric Orthopaedic Rehabilitation Unit 
(GORU) 
1H = High Dependency Unit 
 
13 = Intensive Care Unit 
1E = Long Stay Unit for Care of the Elderly 
15 = Neonatal Unit 
1G = Palliative Care Unit 
12 = Postnatal Cot 
 
1B = Rehabilitation Ward (Except GORU) 
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19 = Spinal Unit 
1K = Standard Specialty Wards  
18 = Ward for Younger Physically Disabled 


299 301 CLINICAL FACILITY - 
END 


Clinical facility from which the patient was 
discharged at the end of an SMR inpatient or 
daycase episode. 


See ITEM 31 for code values 


302 309 CONSULTANT/HCP 
RESPONSIBLE FOR CARE 


Consultant/Health Care Professional who carries 
clinical responsibility for a patient’s healthcare 
during an episode. 


The 7 digit General Medical Council (GMC) 
Number allocated to each doctor is used as the 
consultant code. 
(a) GMC number can consist of 7 numeric digits 
(b) GMC number can consist of L and 6 numeric 


digits.  This is used for Limited registrations 
(usually overseas doctors) 


(c) GDC number consists of D0 and 5 numeric 
digits. 


(d) The 8 digit personal identification number (PIN) 
allocated to each midwife is used as the midwife 
code.  The PIN consists of an 8 character 
alpha/numeric code. 


This number should be right justified in the eight 
character spaces provided. 


310 310 MANAGE OF PATIENT Management of patient indicates the patient type 
and the pattern of bed use of a patient for 
COPPISH SMR records. 
This field replaces the previous SMR1 Type of 
Facility. 


1 = Inpatients (except for categories 3,5,7,8,9 and A 
below) 
2 = Day Case in a Day Bed Unit (except where 
retained overnight or longer) 
3 = Inpatient originally admitted as a Day Case in a 
Day Bed Unit, then moved to an Inpatient Ward for 
overnight retention or longer.  NOTE:  This 
admission generates only one SMR episode. 
4 = Day Case in Inpatient Ward (except where 
retained overnight or longer). 
5 = Inpatient originally admitted as Day Case in 
Inpatient Ward and retained overnight or longer. 
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NOTE:  This admission generates only one SMR 
episode. 
6 = Day Case - Other than in Day Bed Unit or 
Inpatient Ward (except where retained overnight or 
longer). 
NOTE:  This admission generates only one SMR 
episode. 
7 = Inpatient originally admitted as Day Case Other, 
then moved to Inpatient Ward for overnight 
retention or longer. 
NOTE:  This admission generates only one SMR 
episode.  This code is expected to be used 
infrequently. 
A = Inpatient admitted to and discharged from a 
Day Bed Unit on the same day. 


311 311 PATIENT CATEGORY Initially included in the Type of Bed on 
discharge field, this set of codes indicated a 
patient's paying status.  In 1980, the field was 
split into Category of Patient and Type of 
Facility, where Category of Patient continued to 
indicate a patient's paying status. 


See APPENDIX 2 for code changes over time. 


312 316 PROVIDER CODE Provider code Derived to reflect Trust configuration pre and post 
April 1999.  Code as supplied by the Trust is held in 
positions 661-665. 
Format is “AAANN”.  For example, “SAC01” 


317 321 PURCHASER CODE Purchaser code  
322 327 SERIAL NUMBER Serial number Serial number ? 
328 333 GP REFERRAL LETTER 


NUMBER 
This is the identification number taken from the 
GP’s referral letter. 


This is a 6 digit number 


334 334 WAITING LIST 
GUARANTEE EXCEPTION 
CODE 


A waiting time guarantee exception (qualifier) is 
a specific circumstance which causes a patient 
not to have a Waiting Time Guarantee. 


0 = No Waiting Time Guarantee Exception applied 
1 = Where, in the  judgement of the relevant HCP 
and the patient, it would be better to wait rather 
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longer to secure the specialised services of a 
particular doctor. 
2 = Where the patient has asked to defer admission 
for personal reasons or refused an offer of 
admission. 
3 = In individual cases where, after discussion with 
the patient, the treatment has been judged of low 
medical priority. 
4 = With highly specialised treatments identified at 
time of placing the patient on a waiting list. 
9 = In the circumstances of exceptional strain on the 
NHS such as a major disaster, major epidemic or 
outbreak of infection, or service disruption by 
industrial action. 
 
Note: Code 1 (Named Consultant) is no longer valid 


335 342 WAITING LIST DATE Waiting List Date is the date that a decision is 
made, by the healthcare professional responsible 
for a patient’s care, to put the patient on the 
waiting list. 


Date in the format CCYYMMDD 


343 350 ADMISSION DATE Admission Date is the date on which an inpatient 
or day case admission occurs. 


Date in the format CCYYMMDD 


351 351 WAITING LIST TYPE Waiting List Type indicates whether or not a 
patient who is admitted for inpatient/ day case 
care is on a waiting list for the condition giving 
rise to the admission. 


0 = Deferred Waiting List 
1 = True Waiting List 
2 = Planned Repeat Waiting List 
8 = Not on Waiting List 
9 = Not Known [This is allowed locally as a 
holding code on PAS systems, until the correct code 
is assigned, and is not valid on central returns.] 


352 353 ADMISSION TYPE Admission Type Inpatient Admission - This is categorised as an 
emergency, urgent or routine inpatient admission.  
The appropriate admission category depends on the 
clinical condition of the patient as assessed by the 
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receiving consultant.  The patient may or may not 
be on a waiting list. 
 
Code 
10 = Routine Admission, no additional detail added 
11 = Routine elective (i.e. from waiting list as 
planned, excludes planned transfers) 
12 = Patient admitted on same day or following day 
as Attendance at Outpatients, not for medical 
reasons, but because suitable resources are available 
18 = Planned transfers 
19 = Routine Admission, type not known 
20 = Urgent Admission, no additional detail added 
21 = Patient delay (for domestic, legal or other 
practical reasons) 
22 = Hospital delay (for administrative or clinical 
reasons e.g. arranging appropriate facilities, for test 
to be carried out, specialist equipment, etc.) 
30 = Emergency Admission, no additional detail 
added 
31 = Patient Injury - Self Inflicted (Injury or 
Poisoning) 
32 = Patient Injury - Road Traffic Accident (RTA) 
33 = Patient Injury - Home Accident (including 
Accidental Poisoning in the home) 
34 = Patient Injury - Accident at Work 
35 = Patient Injury - Other Injury (including 
Accidental Poisoning other than in the home) - not 
elsewhere classified 
36 = Patient Non-Injury (e.g. stroke, MI, Ruptured 
Appendix) 
38 = Other Emergency Admission (including 
emergency transfers) 
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39 = Emergency Admission, type not known 
40 = Other admission types, no additional detail 
added 
41 = Home Birth (Record Type 02 only) 
42 = Maternity Admission (Record Type 02 only) 
43 = Neonatal Admission (Record Type 11 only) 
48 = Other 


354 355 ADMISSION REASON Admission reason indicates the general reason 
why a patient is admitted for inpatient or day 
case care. 


10 = Acute Admission no additional detail added 
11 = Admission for treatment 
12 = Pre-operative preparation 
13 = Observation 
14 = Radiotherapy/Chemotherapy 
15 = Rehabilitation 
16 = Convalescence 
17 = Self-medication training 
18 = Other type of Acute Admission 
19 = Acute Admission, type not known 
1A = Professional examinations (i.e. medical staff 
undergoing exams) 
1B = Readmission for treatment, same condition 
(e.g. incomplete abortion following complete 
abortion episode) 
1C = Self-inflicted injury 
1D = Assessment 
1E = Accidental Injury 
1F = Other injury 
1G = Clinical drug trials 
1H = Assault 
1J = Respite care 
1K = Investigation 
 
40 = Geriatric Admission, no additional detail 
added 
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41 = Continuing Care 
42 = Respite Care - planned 
43 = Respite Care - non-elective 
44 = Admission awaiting local authority residential 
home 
45 = Admission awaiting private residential home 
46 = Admission awaiting voluntary residential 
home 
47 = Admission awaiting nursing home care 
48 = Other type of geriatric admission 
49 = Geriatric admission, type not known 
4A = Assessment 


356 357 ADMISSION/TRANSFER 
FROM 


Admission/transfer from indicates the source of 
admission, or type of location from which a 
patient has been admitted. 


Admission/Transfer From Codes 
10 = Private Residence - no additional detail added 
11 = Private Residence - living alone 
12 = Private Residence - living with relatives or 
friends 
13 = Private Residence (sheltered) 
18 = Private Residence - other type 
19 = Private Residence - type not known 
20 = Place of Residence: Institution, no additional 
detail added 
21 = NHS — Nursing/Residential/Hostel/Group 
Home 
22 = Local Authority/Voluntary — 
Nursing/Residential/Hostel/Group Home 
23 = Private — Nursing/Residential/Hostel/Group 
Home 
24 = NHS Partnership Hospital 
28 = Place of Residence - Institution - other type 
29 = Place of Residence - Institution - type not 
known 
30 = Temporary place of Residence, no additional 
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detail added 
31 = Holiday Accommodation 
32 = Student Accommodation 
33 = Legal Establishment, including Prison 
34 = No fixed abode 
35 = Admission of Foundling (For use on Record 
type 11 only) 
38 = Other type of temporary residence (includes 
hospital residences, hotel facilities) 
39 = Temporary Place of Residence - type not 
known 
40 = Transfer from the same Provider Unit, no 
additional detail added 
41 = Accident and Emergency 
42 = Surgical Specialty 
43 = Medical Specialty 
44 = Obstetrics/Postnatal Cots 
45 = Paediatrics 
46 = Neonatal Paediatrics 
47 = GP Obstetrics/Postnatal Cots 
48 = Other specialty not separately identified 
49 = Transfer from the same Provider Unit - 
specialty not known 
4A = GP Non Obstetrics 
4B = Geriatrics (except for patient on pass) 
4C = Geriatrics (patient on pass) 
4D = Psychiatry (except for patient on pass) 
4E = Psychiatry (patient on pass) 
4F = Orthopaedics 
4G = Learning Disability 
50 = Transfer from other NHS Provider Unit, no 
additional detail added 
51 = Accident and Emergency 
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52 = Surgical Specialty 
53 = Medical Specialty 
54 = Obstetrics/Postnatal Cots 
55 = Paediatrics 
56 = Neonatal Paediatrics 
57 = GP Obstetrics/Postnatal Cots 
58 = Other specialty not separately identified 
59 = Transfer from other NHS Provider Unit - 
specialty not known 
5A = GP Non Obstetrics 
5B = Geriatrics (except for patient on pass) 
5C = Geriatrics (patient on pass) 
5D = Psychiatry (except for patient on pass) 
5E = Psychiatry (patient on pass) 
5F = Orthopaedics 
5G = Learning Disability 
60 = Admission from Other Types of Location etc. - 
no additional detail added 
61 = Private Hospital 
62 = Hospice 
68 = Other type of location 
69 = Type of location - not known 


358 362 ADMISSION/TRANSFER 
FROM – LOCATION 


Admission/transfer from - location gives the 
institution code, where appropriate, of the 
location from where a patient is admitted. 


Five digit alpha-numeric code in the format 
ANNNA 


363 370 READY FOR DISCHARGE 
DATE 


Ready for discharge date is the date on which the 
healthcare professional responsible for a patient's 
inpatient care decides that treatment under 
his/her care in that specialty/facility is no longer 
required and the patient is ready to be discharged 
from his/her responsibility in that 
specialty/facility. 


Date in the format CCYYMMDD 


371 378 DISCHARGE DATE Discharge date is the date on which a patient is Date in the format CCYYMMDD 
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discharged from an episode of care. 
379 380 DISCHARGE TYPE Discharge type indicates whether a discharge 


from an inpatient or day case episode is regular, 
irregular (e.g. self-discharge) or as a result of the 
patient's death. 


Regular Discharge 
10 = Regular discharge, no additional detail added 
11 = Discharge from NHS inpatient/daycase care 
12 = Transfer within the same Provider Unit 
13 = Transfer to other Provider Unit 
14 = Patient given Extended Pass/Leave of Absence 
15 = Patient discharged by Mental Welfare 
Commission (SMR04 only) 
16 = Patient discharged under Community Care 
Order (SMR04 only) 
18 = Other type of regular discharge 
19 = Regular discharge, type not known  
 
Irregular Discharge 
20 = Irregular Discharge, no additional detail added 
21 = Patient discharged himself/herself against 
medical advice 
22 = Patient discharged by relative 
23 = Patient absconded from detention (Record type 
04 only) 
28 = Other type of irregular discharge 
29 = Irregular discharge, type not known 
 
Death 
40 = Death, no additional detail added 
41 = Death - Post Mortem 
42 = Death - No Post Mortem 
43 = Death – Whilst on Pass 


381 382 DISCHARGE/TRANSFER 
TO 


Discharge/Transfer to - gives the type of location 
to which a patient is discharged following an 
episode of care. 


00 = Patient Died 
10 = Private Residence - no additional detail added 
11 = Private Residence - living alone 
12 = Private Residence - living with relatives or 
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friends 
13 = Private Residence (sheltered) 
18 = Private Residence - other type 
19 = Private Residence - type not known 
20 = Place of residence: Institution, no additional 
detail added 
21 = NHS — Nursing/Residential/Hostel/Group 
Home 
22 = Local Authority/Voluntary — 
Nursing/Residential/Hostel/Group Home 
23 = Private — Nursing/Residential/Hostel/Group 
Home 
24 = NHS Partnership Hospital 
28 = Place of Residence - Institution - other type 
29 = Place of Residence - Institution - type not 
known 
30 = Temporary place of Residence, no additional 
detail added 
31 = Holiday Accommodation 
32 = Student Accommodation 
33 = Legal Establishment, including Prison 
34 = No fixed abode 
35 = Discharge of Foundling (Record Type 11 only) 
38 = Other type of temporary residence (includes 
hospital residences, hotel facilities) 
39 = Temporary Place of Residence - type not 
known 
40 = Transfer within the same Provider Unit, no 
additional detail added 
41 = Accident and Emergency 
42 = Surgical Specialty 
43 = Medical Specialty 
44 = Obstetrics/Postnatal Cots 
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45 = Paediatrics 
46 = Neonatal Paediatrics 
47 = GP Obstetrics/Postnatal Cots 
48 = Other specialty not separately identified 
49 = Transfer within the same Provider Unit - 
specialty not known 
4A = GP Other than Obstetrics 
4B = Geriatrics (except for patient on pass) 
4C = Geriatrics (patient on pass) 
4D = Psychiatry (except for patient on pass) 
4E = Psychiatry (patient on pass) 
4F = Orthopaedics 
4G = Learning Disability 
50 = Transfer to other NHS Provider Unit, no 
additional detail added 
51 = Accident and Emergency 
52 = Surgical Specialty 
53 = Medical Specialty 
54 = Obstetrics/Postnatal Cots 
55 = Paediatrics 
56 = Neonatal Paediatrics 
57 = GP Obstetrics/Postnatal Cots 
58 = Other specialty not separately identified 
59 = Transfer to other NHS Provider Unit - 
specialty not known 
5A = GP Other than Obstetrics 
5B = Geriatrics (except for patient on pass) 
5C = Geriatrics ( patient on pass) 
5D = Psychiatry (except for patient on pass) 
5D = Psychiatry (except for patient on pass) 
5E = Psychiatry (patient on pass) 
5F = Orthopaedics 
5G = Learning Disability 
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60 = Discharge to Other types of Locations - no 
additional detail added 
61 = Private Hospital 
62 = Hospice 
68 = Other type of discharge location 
69 = Type of discharge location, not known 


383 387 DISCHARGE/TRANSFER 
TO - LOCATION 


Discharge/transfer to — location gives the 
institution codes, where appropriate, of a 
patient's destination following discharge from an 
episode of care. 


Five digit alpha-numeric code in the format 
ANNNA 


General Clinical Data :- 
388 393 MAIN CONDITION This item should be seen as describing the main 


medical (or social) condition 
managed/investigated during the patient's stay. 
Also referred to as Diagnosis 1 


ICD10 


394 399 OTHER CONDITION 1 In addition to the main condition, the record 
should, whenever possible, also list separately 
other conditions or problems dealt with during 
the episode of health care. Other conditions are 
defined as those conditions that co-exist or 
develop during the episode of healthcare and 
affect the management of the patient. 
Conditions related to an earlier episode that have 
no bearing on the current episode should not be 
recorded. 
Also referred to as Diagnosis 2 


ICD10 


400 405 OTHER CONDITION 2 See description for Other Condition 1 
Also referred to as Diagnosis 3 


ICD10 


406 411 OTHER CONDITION 3 See description for Other Condition 1 
Also referred to as Diagnosis 4 


ICD10 


412 417 OTHER CONDITION 4 See description for Other Condition 1 
Also referred to as Diagnosis 5 


ICD10 
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418 423 OTHER CONDITION 5 See description for Other Condition 1 
Also referred to as Diagnosis 6 


ICD10 


424 427 MAIN OPERATION - A The main operation is that selected by the 
clinician responsible for the care of the patient.  
An operation should be recorded if there is a 
code for it in OPCS4. Therapeutic procedures 
take precedence over diagnostic ones.  
Part A is used for single codes or for the primary 
part of a recognised code-pair. 


OPCS4 


428 431 MAIN OPERATION - B The main operation is that selected by the 
clinician responsible for the care of the patient.  
An operation should be recorded if there is a 
code for it in OPCS4. Therapeutic procedures 
take precedence over diagnostic ones. 
Part B is used for Approach, Technique, Site or 
Laterality codes or for the supplementary part of 
a recognised code-pair. 


OPCS4 


432 439 DATE OF MAIN 
OPERATION 


This reflects the date the operation was 
performed. 


Date in the format CCYYMMDD 


440 447 CLINICIAN RESPONSIBLE 
FOR MAIN OPERATION 


This is the identification code of the clinician 
responsible for the procedure. 


For a doctor, it is the GMC Registration Number; 
for other health professionals, it is the unique 
identification number issued by the controlling 
authority of that discipline. 


448 451 OTHER OPERATION 1 - A Other operation entered in the order specified by 
the clinician.  An operation should be recorded if 
there is a code for it in OPCS4. Therapeutic 
procedures take precedence over diagnostic ones.
Part A is used for single codes or for the primary 
part of a recognised code-pair. 


OPCS4 


452 455 OTHER OPERATION 1 - B Other operation entered in the order specified by 
the clinician.  An operation should be recorded if 
there is a code for it in OPCS4. Therapeutic 


OPCS4 
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procedures take precedence over diagnostic ones. 
Part B is used for Approach, Technique, Site or 
Laterality codes or for the supplementary part of 
a recognised code-pair. 


456 463 DATE OF OTHER 
OPERATION 1 


This reflects the date the operation was 
performed. 


Date in the format CCYYMMDD 


464 471 CLINICIAN - OTHER 
OPERATION 1 


This is the identification code of the clinician 
responsible for the procedure. 


For a doctor, it is the GMC Registration Number; 
for other health professionals, it is the unique 
identification number issued by the controlling 
authority of that discipline. 


472 475 OTHER OPERATION 2 - A See description for operation 1 - A OPCS4 
476 479 OTHER OPERATION 2 - B See description for operation 1 - B OPCS4 
480 487 DATE OF OTHER 


OPERATION 2 
This reflects the date the operation was 
performed. 


Date in the format CCYYMMDD 


488 495 CLINICIAN - OTHER 
OPERATION 2 


This is the identification code of the clinician 
responsible for the procedure. 


For a doctor, it is the GMC Registration Number; 
for other health professionals, it is the unique 
identification number issued by the controlling 
authority of that discipline. 


496 499 OTHER OPERATION 3 - A See description for operation 1 - A OPCS4 
500 503 OTHER OPERATION 3 - B See description for operation 1 - B OPCS4 
504 511 DATE OF OTHER 


OPERATION 3 
This reflects the date the operation was 
performed. 


Date in the format CCYYMMDD 


512 519 CLINICIAN - OTHER 
OPERATION 3 


This is the identification code of the clinician 
responsible for the procedure. 


For a doctor, it is the GMC Registration Number; 
for other health professionals, it is the unique 
identification number issued by the controlling 
authority of that discipline. 


520 522 FILLER   
523 531 CHP Code Community Health Partnerships, known as CHPs 


are subdivisions of NHS Boards in Scotland.   
9 digit codes are used to represent CHPs and take 
the format S03NNNNNN. Some CHPs are co-
terminous with Council Areas.  Note that some 
Council Areas contain several CHPs. From April 
2011 CHP derivation changed to reflect the new 
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Glasgow City CHP, created by the merger of the 5 
individual Glasgow City CHPs. 


532 540 CHP sub area Community Health Partnership sub area (from 
April 2011 onwards) 


9 digit codes are used to represent CHP sub areas 
and take the format S26NNNNNN 


541 549 NHS Board of Residence 
Code (Current) 


A 9-digit code representing the area where the 
patient usually resides.  The current 
configuration of NHS Boards came into being on 
1st April 2006.  At this time, NHS Argyll & 
Clyde was dissolved.  NHS Greater Glasgow and 
NHS Highland both took over parts of the former 
NHS Argyll and Clyde. 
In cases where the patient does not usually reside 
in Scotland, codes have been assigned for these 
specific circumstances. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


550 558 NHS Board of Residence 
Code (Previous) 


A 9-digit code representing the area where the 
patient usually resides. 
This dimension holds values for the previous 
NHS Board configuration of 15 NHS Boards.  15 
NHS Boards existed from 1974 – 31st March 
2006, at this time, NHS Argyll & Clyde was 
dissolved. 
In cases where the patient does not usually reside 
in Scotland, codes have been assigned for the 
specific circumstances. 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
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S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


Additional back-mapped fields :- 
559 559 INPATIENT/DAY CASE 


MARKER 
Inpatient / Day case flag I = Inpatient 


D = Day Case 
560 561 OLD SPECIALTY CODE Pre-COPPISH SMR1 specialty code See below 
562 562 OLD TYPE OF ADMISSION 


CODE 
Pre-COPPISH SMR1 Type of Admission code See below 


563 563 WAITING TIME CODE Waiting time code Waiting time code 


Derived Data :- 
564 570 Reformatted Postcode 7 Character Postcode  
571 576 Grid Reference Easting ED Grid Reference - Derived from the 


Enumeration District of the patient on the 
incidence date 


The easting with the origin based in the Scilly isles. 


577 583 Grid Reference Northing ED Grid Reference - Derived from the 
Enumeration District of the patient on the 
incidence date 


The northing with the origin based in the Scilly 
isles. 


584 584 SE Urban Rural Code 2004 Urban Rural code 2004  
585 594 2001 Census Output Area   
595 603 Datazone   
604 612 Aggregated Datazone   
613 618 SIMD 2009 V2 Score The SIMD 2009 V2 Score is an area based  
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measure, calculated at data zone level and has 
seven domains (income, employment, education, 
housing, health, crime and geographical access). 
These have been combined into an overall index 
or score. Please note that SIMD 2009 V2 values 
may appear for records prior to 1999, however 
ISD recommendations are to use SIMD for trend 
analyses from 1999 onwards.  For trend analyses 
back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html   


619 619 SIMD 2009 V2 Scotland 
Quintile 


A categorisation which divides the Scottish 
population into five equal categories based on 
the range of SIMD 2009 V2 scores so that 20% 
of the population falls into each quintile 
(population weighted). Quintile 1 is the MOST 
deprived, quintile 5 the LEAST deprived. Please 
note that SIMD 2009 V2 values may appear for 
records prior to 1999, however ISD 
recommendations are to use SIMD for trend 
analyses from 1999 onwards.  For trend analyses 
back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 


 


620 621 SIMD 2009 V2 Scotland 
Decile 


A categorisation which divides the Scottish 
population into ten equal categories based on the 
range of SIMD 2009 V2 scores so that 10% of 
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the population falls into each decile (population 
weighted). Decile 1 is the MOST deprived, 
decile 10 the LEAST deprived. Please note that 
SIMD 2009 values may appear for records prior 
to 1999, however ISD recommendations are to 
use SIMD for trend analyses from 1999 onwards. 
For trend analyses back to 1991, use the 2001 
census based Carstairs deprivation.  For trend 
analyses back to before 1991, use the 1991 
census based Carstairs deprivation.  See ISD 
online for further information - 
http://www.isdscotland.org/isd/3211.html 


622 622 SIMD 2009 V2 Health Board 
Quintile 


A categorisation which divides the population of 
each Health Board into five equal categories 
based on the range of SIMD 2009 V2 scores so 
that 20% of the population falls into each 
quintile (population weighted). Quintile 1 is the 
MOST deprived, quintile 5 the LEAST deprived. 
Please note that SIMD 2009 V2 values may 
appear for records prior to 1999, however ISD 
recommendations are to use SIMD for trend 
analyses from 1999 onwards.  For trend analyses 
back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 


 


623 624 SIMD 2009 V2 Health Board 
Decile 


A categorisation which divides the population of 
each Health Board into ten equal categories 
based on the range of SIMD 2009 V2 scores so 
that 10% of the population falls into each decile 
(population weighted). Decile 1 is the MOST 
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deprived, decile 10 the LEAST deprived. Please 
note that SIMD 2009 values may appear for 
records prior to 1999, however ISD 
recommendations are to use SIMD for trend 
analyses from 1999 onwards.  For trend analyses 
back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 


625 625 SIMD 2009 V2 Top 15% 
Marker 


A marker (1=yes, 0=no) to determine whether 
the data zone is amongst the top 15% most 
deprived data zones in Scotland based on the 
SIMD 2009 V2 score. Please note that SIMD 
values may appear for records prior to 1999, 
however ISD recommendations are to use SIMD 
for trend analyses from 1999 onwards.  For trend 
analyses back to 1991, use the 2001 census based
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 
 


1 = yes 
0 = no 


626 626 SIMD 2009 V2 Bottom 15% 
Marker 


A marker (1=yes, 0=no) to determine whether 
the data zone is amongst the bottom 15% most 
deprived data zones in Scotland based on the 
SIMD 2009 V2 score. Please note that SIMD 
values may appear for records prior to 1999, 
however ISD recommendations are to use SIMD 
for trend analyses from 1999 onwards.  For trend 
analyses back to 1991, use the 2001 census based 


1 = yes 
0 = no 
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Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 


627 632 Carstairs 2001 Score The Carstairs Deprivation Score is an area based 
measure, calculated at postcode sector level and 
is derived from four 2001 census variables: over 
crowding, male unemployment, social class and 
car ownership. These items are combined to 
create a composite score.   


 


633 633 Carstairs 2001 Scotland 
Quintile 


A categorisation which divides the Scottish 
population into five equal categories based on 
the range of Carstairs deprivation scores so that 
20% of the population falls into each quintile 
(population weighted). Quintile 1 is the least 
deprived, quintile 5 the most deprived. 


 


634 635 Carstairs 2001 Scotland 
Decile 


A categorisation which divides the Scottish 
population into ten equal categories based on the 
range of Carstairs deprivation scores so that 10% 
of the population falls into each decile 
(population weighted). Decile 1 is the least 
deprived, decile 10 the most deprived. 


 


636 636 Carstairs 2001 Health Board 
Quintile 


A categorisation which divides the population of 
each Health Board into five equal categories 
based on the range of Carstairs 2001 deprivation 
scores so that 20% of the population falls into 
each quintile (population weighted). Quintile 1 is 
the least deprived, quintile 5 the most deprived. 


 


637 638 Carstairs 2001 Health Board 
Decile 


A categorisation which divides the population of 
each Health Board into ten equal categories 
based on the range of Carstairs 2001 deprivation 
scores so that 10% of the population falls into 
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each decile (population weighted). Decile 1 is 
the least deprived, decile 10 the most deprived. 


639 644 Carstairs 1991 Score The Carstairs Deprivation Score is an area based 
measure, calculated at postcode sector level and 
is derived from four 1991 census variables: over 
crowding, male unemployment, social class and 
car ownership. These items are combined to 
create a composite score.   


 


645 645 Carstairs 1991 Quintile A categorisation which divides the Scottish 
population into five equal categories based on 
the range of Carstairs deprivation scores so that 
20% of the population falls into each quintile 
(population weighted). Quintile 1 is the least 
deprived, quintile 5 the most deprived. 


 


646 647 Carstairs 1991 Decile A categorisation which divides the Scottish 
population into ten equal categories based on the 
range of Carstairs deprivation scores so that 10% 
of the population falls into each decile 
(population weighted). Decile 1 is the least 
deprived, decile 10 the most deprived. 


 


648 648 Carstairs 1991 Category The Deprivation Category is derived by dividing 
the Deprivation Score into seven categories, 
ranging from very high deprivation (category 7)  
to very low (category 1).  The Scottish 
population is unevenly distributed between these 
seven categories with the middle range (3 & 4) 
holding a greater proportion than the extremes. 


 


649 655 1991 Census Output Area 1991 Output Area(01) is a seven character code 
identifying a list of adjoining postcodes.  These 
areas were developed to output 1991 Census 
Small Area Statistics and were designed to pass 
the confidentiality threshold of 50 residents. 
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656 664 Treatment NHS Board Code 
(Current) 


A 9-digit code representing the NHS Board in 
which the patient was treated (14 NHS Board 
configuration). 
In a very small number of cases the patient may 
have been treated at home (domiciliary 
treatment) or at the State Hospital (or the Golden 
Jubilee Hospital). 
For domiciliary cases, the NHS Board of 
Treatment is recorded the same as the patient’s 
NHS Board of Residence.  The State Hospital 
has its own 9-digit code. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


665 673 Treatment NHS Board Code 
(Previous) 


A 9-digit code representing the NHS Board in 
which the patient was treated (15 NHS Board 
configuration). 
In a very small number of cases the patient may 
have been treated at home (domiciliary 
treatment) or at the State Hospital (or the Golden 
Jubilee Hospital). 
For domiciliary cases, the NHS Board of 
Treatment is recorded the same as the patient’s 
NHS Board of Residence.  The State Hospital 
has its own 9-digit code. 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
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S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


674 682 Practice NHS Board Code 
(Current) 
 


A 9-digit code representing the administering 
NHS Board to which the patient’s GP practice 
belongs (14 NHS board configuration).  This 9 
digit number is derived from a unique GP 
practice code. 
 
 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


683 691 Practice NHS Board Code 
(Previous) 


A 9-digit code representing the administering 
NHS Board to which the patient’s GP practice 
belongs (15 NHS board configuration).  This 9 
digit number is derived from a unique GP 
practice code. 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
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S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K            


692 696 HRG4 Healthcare Resource Group (HRG) codes are 
standard groupings of clinically similar 
treatments which use comparable levels of 
healthcare resource. The field contains version 4 
HRG codes. 


\\Stats\cl-out\lookups\clinical\HRG\v4 
 


697 702 Filler (for future use)   
703 706 Electoral Ward District Ward code District Ward code 


Electoral ward code ? 
707 708 UK Parliamentary Constituency The UK Parliamentary Constituency where the 


patient normally resides.    This information is 
derived directly from the patient's postcode of 
residence.  This information is only present for 
discharges from 1 April 1997 and is limited to 
only Scottish constituencies. 


01 = Aberdeen Central 
02 = Aberdeen North 
03 = Aberdeen South 
04 = Airdrie & Shotts 
05 = Angus 
06 = Argyll & Bute 
07 = Ayr 
08 = Banff & Buchan 
09 = Caithness, Sutherland & Easter Ross 
10 = Carrick, Cumnock & Doon Valley 
11 = Central Fife 
12 = Clydebank & Milngavie 
13 = Clydesdale 
14 = Coatbridge & Chryston 
15 = Cumbernauld & Kilsyth 
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16 = Cunninghame North 
17 = Cunninghame South 
18 = Dumbarton 
19 = Dumfries 
20 = Dundee East 
21 = Dundee West 
22 = Dunfermline East 
23 = Dunfermline West 
24 = East Kilbride 
25 = East Lothian 
26 = Eastwood 
27 = Edinburgh Central 
28 = Edinburgh East & Musselburgh 
29 = Edinburgh North & Leith 
30 = Edinburgh Pentlands 
31 = Edinburgh South 
32 = Edinburgh West 
33 = Falkirk East 
34 = Falkirk West 
35 = Galloway & Upper Nithsdale 
36 = Glasgow Anniesland 
37 = Glasgow Baillieston 
38 = Glasgow Cathcart 
39 = Glasgow Govan 
40 = Glasgow Kelvin 
41 = Glasgow Maryhill 
42 = Glasgow Pollock 
43 = Glasgow Rutherglen 
44 = Glasgow Shettleston 
45 = Glasgow Springburn 
46 = Gordon 
47 = Greenock & Inverclyde 
48 = Hamilton North & Bellshill 
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49 = Hamilton South 
50 = Inverness East, Nairn & Lochaber 
51 = Kilmarnock & Loudoun 
52 = Kirkcaldy 
53 = Linlithgow 
54 = Livingston 
55 = Midlothian 
56 = Moray 
57 = Motherwell & Wishaw 
58 = North East Fife 
59 = North Tayside 
60 = Ochil 
61 = Orkney and Shetland 
62 = Paisley North 
63 = Paisley South 
64 = Perth 
65 = Ross, Skye & Inverness West 
66 = Roxburgh & Berwickshire 
67 = Stirling 
68 = Strathkelvin & Bearsden 
69 = Tweeddale, Ettrick & Lauderdale 
70 = West Aberdeenshire & Kincardine 
71 = West Renfrewshire 
72 = Western Isles 


709 710 Scottish Parliamentary 
Constituency 


The Scottish Parliamentary Constituency where 
the patient normally resides.    This information 
is derived directly from the patient's postcode of 
residence.  This information is only present for 
discharges from 1 April 1997. 


01 = Aberdeen Central 
02 = Aberdeen North 
03 = Aberdeen South 
04 = Airdrie & Shotts 
05 = Angus 
06 = Argyll & Bute 
07 = Ayr 
08 = Banff & Buchan 
09 = Caithness, Sutherland & Easter Ross 
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10 = Carrick, Cumnock & Doon Valley 
11 = Central Fife 
12 = Clydebank & Milngavie 
13 = Clydesdale 
14 = Coatbridge & Chryston 
15 = Cumbernauld & Kilsyth 
16 = Cunninghame North 
17 = Cunninghame South 
18 = Dumbarton 
19 = Dumfries 
20 = Dundee East 
21 = Dundee West 
22 = Dunfermline East 
23 = Dunfermline West 
24 = East Kilbride 
25 = East Lothian 
26 = Eastwood 
27 = Edinburgh Central 
28 = Edinburgh East & Musselburgh 
29 = Edinburgh North & Leith 
30 = Edinburgh Pentlands 
31 = Edinburgh South 
32 = Edinburgh West 
33 = Falkirk East 
34 = Falkirk West 
35 = Galloway & Upper Nithsdale 
36 = Glasgow Anniesland 
37 = Glasgow Baillieston 
38 = Glasgow Cathcart 
39 = Glasgow Govan 
40 = Glasgow Kelvin 
41 = Glasgow Maryhill 
42 = Glasgow Pollock 
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43 = Glasgow Rutherglen 
44 = Glasgow Shettleston 
45 = Glasgow Springburn 
46 = Gordon 
47 = Greenock & Inverclyde 
48 = Hamilton North & Bellshill 
49 = Hamilton South 
50 = Inverness East, Nairn & Lochaber 
51 = Kilmarnock & Loudoun 
52 = Kirkcaldy 
53 = Linlithgow 
54 = Livingston 
55 = Midlothian 
56 = Moray 
57 = Motherwell & Wishaw 
58 = North East Fife 
59 = North Tayside 
60 = Ochil 
61 = Orkney Islands  
62 = Paisley North 
63 = Paisley South 
64 = Perth 
65 = Ross, Skye & Inverness West 
66 = Roxburgh & Berwickshire 
67 = Shetland Islands 
68 = Stirling 
69 = Strathkelvin & Bearsden 
70 = Tweeddale, Ettrick & Lauderdale 
71 = West Aberdeenshire & Kincardine 
72 = West Renfrewshire 
73 = Western Isles 


711 712 Local Government District Local Government District 01 = Berwickshire 
02 = Ettrick & Lauderdale 
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03 = Roxburgh 
04 = Tweeddale 
05 = Clackmannan 
06 = Falkirk 
07 = Stirling 
08 = Annandale & Eskdale 
09 = Nithsdale 
10 = Stewartry 
11 = Wigtown 
12 = Dunfermline 
13 = Kirkcaldy 
14 = North East Fife 
15 = Aberdeen City 
16 = Banff & Buchan 
17 = Gordon 
18 = Kincardine & Deeside 
19 = Moray 
20 = Badenoch & Strathspey 
21 = Caithness 
22 = Inverness 
23 = Lochaber 
24 = Nairn 
25 = Ross & Cromarty 
26 = Skye & Lochalsh 
27 = Sutherland 
28 = East Lothian 
29 = Edinburgh 
30 = Midlothian 
31 = West Lothian 
32 = Argyll 
33 = Bearsden & Milngavie 
34 = Clydebank 
38 = Dumbarton 
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40 = Eastwood 
41 = Glasgow City 
42 = Hamilton 
43 = Inverclyde 
44 = Kilmarnock & Loudoun 
45 = Kyle & Carrick 
46 = Clydesdale 
47 = Monklands 
48 = Motherwell 
49 = Renfrew 
50 = Strathkelvin 
51 = Angus 
52 = Dundee City 
53 = Perth & Kinross 
54 = Orkney 
55 = Shetland 
56 = Western Isles 
57 = No Fixed Abode 
58 = Remainder Of England 
59 = Cumbria 
60 = Tyne and Wear 
61 = Northumberland 
62 = Wales 
63 = Northern Ireland 
64 = Commonwealth 
65 = Other Foreign Countries 
66 = Not Known 
67 = Else 
68 = U.K. Dependent Territories 


713 714 Council Area The local government council area, as defined by 
the reorganisation of 1 April 1996, where the 
patient normally resides.    This information is 
derived directly from the patient's postcode of 


01 = Aberdeen City 
02 = Aberdeenshire 
03 = Angus 
04 = Argyll & Bute 
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residence. 05 = Scottish Borders 
06 = Clackmannanshire 
07 = West Dunbartonshire 
08 = Dumfries & Galloway 
09 = Dundee City 
10 = East Ayrshire 
11 = East Dunbartonshire 
12 = East Lothian 
13 = East Renfrewshire 
14 = City of Edinburgh 
15 = Falkirk 
16 = Fife 
17 = Glasgow City 
18 = Highland 
19 = Inverclyde 
20 = Midlothian 
21 = Moray 
22 = North Ayrshire 
23 = North Lanarkshire 
24 = Orkney Islands 
25 = Perth & Kinross 
26 = Renfrewshire 
27 = Shetland Islands 
28 = South Ayrshire 
29 = South Lanarkshire 
30 = Stirling 
31 = West Lothian 
32 = Comhairle nan Eilean Siar 


715 717 Filler Reserved for future MRL use Blank 
718 724 Nomenclature of Units for 


Territorial Statistics(NUTS) 
  


725 728 Filler Reserved for future MRL use Blank 
729 731 Age in Years Age on admission to hospital in years  
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732 735 Age in Months Age on admission to hospital in months  
736 740 Days Waiting Number of days spent on the waiting list  
741 745 Length of Stay Length of stay in hospital in days  
746 748 HRG3_5 Healthcare Resource Group (HRG) codes are 


standard groupings of clinically similar 
treatments which use comparable levels of 
healthcare resource. The field contains version 
3.5 HRG codes. 


\\Stats\cl-out\lookups\clinical\HRG\v3.5 
 


749 749 Postcode Query ind Postcode query indicator 
Flag to indicate that the current postcode does 
not match a postcode on the postcode file. 


 


750 750 Error Flag This record is currently in error 0 = No,  1 = Yes 
751 751 Query Flag This record is currently being queried 0 = No,  1 = Yes,  2 = Amended 


 Processing History :- 
752 757 Batch Number The number of the batch that the records were 


processed in. 
 


758 761 Batch Sequence Number The sequence in the batch.  
762 767 Version Number   
768 775 Date Record Inserted Date record was inserted into source file Date in the format CCYYMMDD 
776 783 Date Last Amended ? Date in the format CCYYMMDD 
784 784 Delete Flag Delete Flag  
785 785 Accredited Flag Shows whether the record came from an 


accredited site. 
 
 


786 786 Processing Site Processing Site flag  
787 791 Input Provider   
792 797 Date (of discharge)  Date in the format MMCCYY – used for derivation 


of Provider code 
798 802 Current Provider   
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Appendix 1 – Previous Ethnicity Codes 
 
1st October 2010 – 27th January 2012 1st October 2009 – 30th October 2010 1st July 2004 – 30th September 2010 1st April 2002 – 30th June 2004 


A – White 
1A Scottish  
1E English 
1F Welsh 
1G Northern Irish 
1H British 
1J Irish 
1K Gypsy/ Traveller 
1L Polish 
1Z Any other white ethnic group 
B – Mixed or multiple ethnic groups 
2A  Any mixed or multiple ethnic 
groups 
C - Asian, Asian Scottish or Asian 
British 
3F Pakistani, Pakistani Scottish or 
Pakistani British 
3G Indian, Indian Scottish or Indian 
British 
3H Bangladeshi, Bangladeshi Scottish 
or Bangladeshi British 
3J Chinese, Chinese Scottish or Chinese 
British 
3Z Other 


1A – White Scottish 
1B – White other British 
1C – White Irish 
1D – Any other White Background 
2A – Any mixed Background 
3A – Indian 
3B – Pakistani 
3C – Bangladeshi 
3D – Chinese 
3E – Any other Asian Background 
4A – Caribbean 
4B – African 
4C – Any other Black Background 
5A – Any other Ethnic Background 
98 – Refused/Not provided by patient 
99 – Not Known 


1A – White Scottish 
1B – White other British 
1C – White Irish 
1D – Other White – specify 
2A – Mixed Any  - specify 
3A – Indian 
3B – Pakistani 
3C – Bangladeshi 
3D – Chinese 
3E – Other Asian - specify 
4A – Caribbean 
4B – African 
4C – Other Black - specify 
5A – Other Ethnic - specify 
99 – Not Known 


00 - White 
01 - Black Caribbean 
02 - Black African 
03 - Black Other 
04 - Indian 
05 - Pakistani 
06 - Bangladeshi 
07 - Chinese 
08 - Other Ethnic Group 
09 - Not Known 
10 - Refused 
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D - African, Caribbean or Black 
4D African, African Scottish or African 
British 
4E Caribbean, Caribbean Scottish or 
Caribbean British 
4F Black, Black Scottish or Black 
British 
4Z Other 
E - Other ethnic group 
5B Arab 
5Z Other 
F - Refused/Not provided by patient 
98 Refused/Not provided by patient  
G - Not Known 
99 Not Known  
 
 








 
 
 


 
PRIVACY ADVISORY COMMITTEE FOR NHS NATIONAL SERVICES SCOTLAND  


 
GUIDING PRINCIPLES AND POLICY  


FOR DECISION-MAKING AND ADVICE  
 
Purpose of PAC  
 
The Privacy Advisory Committee (PAC) was set up in 1990 to advise the Scottish 
Health Service Information & Statistics Division (ISD) and the General Register Office 
for Scotland (GROS) on the release of patient-identifiable data and public health 
uses. PAC also advises ISD on linkage of datasets not already linked, whether or not 
identifiable data are to be released.  
 
PAC is not an ethics committee, but it does act ethically in discharging its function, as 
detailed above. This document is for researchers and members of the public alike 
and is designed to explain the bases upon which PAC takes decisions about release 
of patient-identifiable data or dataset linkage for health-related research.  
 
Objectives of PAC  
 
The principal concern of PAC is the protection of patient privacy. Adequate 
privacy protection is mandated by law and ethics and is the foundation of good 
medical and research practice. Rights of privacy are not, however, absolute, that is, 
we cannot insist that privacy is protected in all circumstances without exception. 
Sometimes minimal privacy risks can be justified with good reason, for example, the 
public interest.  
 
PAC is committed to the view that scientifically-sound and ethically robust 
medical research is in the public interest, that is, that it is in the interests of all of 
us, our families, communities, Scottish society, and indeed the global population as a 
whole. PAC is keen to promote this kind of medical research so long as it does not 
have a disproportionate impact on the privacy of patients.  
 
The core objective of PAC is to strike an acceptable balance between 
facilitating medical research in the public interest and ensuring adequate 
protection of patient privacy. It is important to note that it is in the public 
interest both to encourage good medical research and to protect patient 
privacy.  
 
Principles that guide PAC  
 
Privacy  


 1. The starting point for considering any application to use patient data or link 
datasets is to recognise that everyone has a right to respect for their privacy.  


 
Public interest  


 2. Before approving a release, PAC must be satisfied that the public interest 
will be furthered by the scientific proposal at hand, e.g. is there a pressing 
social need for such research and a reasonable likelihood that it will result in 
tangible benefits for society?  


 
Good science  
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 3. If applicants wish to use patient data or link datasets in ways that may 
increase the risk to patient privacy, then the onus is on applicants to 
demonstrate that their research is scientifically-sound and ethically robust. 
This may be evidenced, for example, by approvals from an ethics committee 
and/or a scientific peer-review committee.  


 
Consent  


 4. There is a general expectation that patients’ consent will be obtained to use 
or link their data. But it is recognised that in some circumstances it is not 
possible or appropriate to obtain consent. In such circumstances, a clear 
explanation and justification should be given.  


 
Anonymisation  


 5. Anonymising data before releasing them can considerably help to reduce 
of research on individual privacy. Anonymised data are data from which an 
individual can no longer be identified because information such as name or 
date of birth, have been removed or masked. PAC operates on the basis that 
data should be anonymised as fully as possible consistent with their use and 
in line with the recommendations of the Confidentiality and Security Advisory 
Group for Scotland.1 However, as with consent, sometimes it is not 
appropriate to fully anonymise the data because this will interfere with 
legitimate research. In such circumstances, a clear explanation and 
justification should be given.  


 
Privacy impact  


 6. PAC must be convinced that an application to use or link data will have 
only the most minimum impact on individual privacy to achieve the objectives 
of the research. The likely impacts of patient privacy should, therefore, be 
explained as far as possible to allow a meaningful assessment of the risk.  


 
Safeguards  


 7. If special safeguards are to be used to protect privacy, these must be 
described.  


 
Security  


8. PAC must be satisfied that data will be held securely as long as they 
remain in the custody of the recipients.  


 
Proportionality  


9. All dealings with patient data must be proportionate to the research 
objectives. This can only be assessed on a case-by-case basis but it signals 
that interference should be no more than necessary to meet the social need; 
in this case, medical research in the public interest. Relevant factors include 
the type and amount of information to be use or linked, and the nature and 
number of parties to whom it is to be disclosed.  


 
Precedent  


10. PAC will ask whether precedents exist on which the Committee has 
previously decided and whether they apply to the instant case. Might the case 
be expedited as a result (either in favour of disclosure, or against)?  
 


1 
http://www.sehd.scot.nhs.uk/publications/ppcr/ppcr.pdf 
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POLICY DECISIONS AND PRINCIPLES 
 
7 Nov 1990 i Studies cannot be changed substantially without another 


application being submitted. 
 


14 May 1991 ii Change of name and address of principal researcher must be 
notified. 
 


17 Jun 1992 iii Ongoing studies should be reviewed every 5 years to check 
whether the personnel have changed; or the researchers 
want to continue receiving data. 
 


 iv Form must be properly completed with respect to:- Medical 
person responsible for data confidentiality. Local Research 
Ethics Committees (LRECs) must be consulted for any 
studies involving access to medical notes. 
 


27 Jun 1996 v PAC does not require to see applications for release of 
patient identifiable data from ISD Scotland in the following 
circumstances: 
 
1. When consultants are requesting information relating to 
their own treated patients. For these releases, a signed letter 
of request is required from the consultant. When consultants 
from different boards are working together e.g. on an audit or 
register then all relevant signatures are required. 
2. When Health Boards are requesting information relating to 
their resident population. The Director of Public Health or 
his/her named (medically qualified) deputy must sign ISD's 
declaration on confidentiality and privacy for each release. 
3. When NHS Trusts are requesting information relating to 
their own treated patients. The Medical Director (or Clinical 
Director if only one Directorate is involved) must sign ISD's 
declaration on confidentiality and privacy for each release. 
When Boards are working together e.g. on an audit or register 
then all relevant signatures are required. 
For any studies performed using the above data, it is the 
responsibility of the researchers to obtain ethics committee 
approval where appropriate. ISD should see a copy of the 
letter of approval and, when relevant, the information sheet 
and consent form. Especially sensitive data are considered 
very carefully. 
 


 vi First contact with non-current patients by researcher should 
always be by someone whom the patient will recognise as 
involved in their past or current care. This may be the relevant 
responsible specialist for the proposed research or the 
current GP. 
 


14 Dec 2002 vii Informed consent is required for flagging or follow-up 
including linkage to NHS or other records. If consent is not 
given then list-cleaning or a status check could be carried out. 
 


 viii PAC must see participant information sheet and consent form 
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relevant to request. What is covered by the consent must be 
‘sufficiently’ specific to cover the new application e.g. ‘consent 
to follow up including access to other health records held 
nationally or locally’. 
 


Jun 2002 ix Confidentiality & Security Advisory Group for Scotland 
(CSAGS) categories should apply. 
 


Dec 2002 x a) Several categories of conditions under which explicit 
consent for research is not needed should apply. These are:  


 Section 33 of the Data Protection Act 
  ‘Consent not needed on grounds of disproportionate 


effort’ from the Canadian Institutes of Health Research 
 Class support categories from PIAG 


 
b) It is proposed that these categories should apply also to 
applications for management (including audit) and public 
health uses of personal data. 
 
c) Consent is also not needed: 


 If only anonymised (aggregated) data are to be sent 
out 


 If researcher does the analysis within ISD 
 If ‘refusers’ are not identified at any stage 


 
d) However, unless the historical exemption applies, none of 
these categories over rides the need to inform in some way. 
 


Since Dec 
2002 


xi The exemptions listed above over ride the protection given by 
the Adults with Incapacity Bill, provided as always that there 
is information in the public domain and that recovery of 
competence to consent means that that consent will be 
sought retrospectively. 
 


From Aug 
2004 


xii Flagging 
 
The Privacy Advisory Committee has considered its position 
regarding flagging again in the light of two recent applications. 
Neither of these had informed consent and in neither case 
was this a realistic option. In both cases, it was felt that the 
potential benefit to the study subjects was significant and the 
risks of disclosure very small. The committee was not 
unanimous on this but, on balance, it was decided that these 
two requests should be approved. 
 
In view of this the guidance on flagging is changed; studies 
which request flagging without informed consent will not be 
automatically rejected but be considered on their merits. 
 


Dec 08  The signature of an appropriately registered health 
professional (e.g. doctor, nurse), (and not only that of a 
medically qualified person), who will act as information 
custodian, and take responsibility for data confidentiality and 
security, is now acceptable in section A.3. of the PAC 
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application form.   
  


Jun 09 
 
 
 
 
 
 
 
 
 
 
 
Jun 09 


 Applications for linkage between locally developed databases 
and national data held by NHS National Services Scotland 
must clearly specify the purpose for which linkage is sought.  
Applications which are, or appear to be, a request to 
download significant extracts from the national datasets for 
non-specific local uses will not/ are unlikely to be approved.  
In such cases, applicants will be asked to reconsider and 
resubmit their application such that either a request for an 
anonymised extract, or a clearly specified purpose or 
hypothesis justifying the proposed linkage, is provided. 
 
 
It is acceptable to use SMR as a sampling frame for studies. 
In this circumstance contact should be made through the GP 
or the Consultant with responsibility for the individual, only. 
Direct contact with individuals by researchers will not be 
approved.  The identifying data of individuals sampled will not 
be passed to researchers but will be used by NHSCR and/or 
NSS to contact GPs on behalf of researchers.  This approach 
can only be taken if there is sufficient capacity within these 
organisations. 
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   Historic SMR1 Discharges January 1981 - March 1997 (Linked Catalog Layout) 
 
File Source : ASCII (SDF) 
File Location : Unix Server:  /conf/linkage/catalog 
Contact : Linked Catalog Update Team (NSS.linked-catalog-updates@nhs.net) 
 
Position 


From 
Position 


To Field Name Description Values / Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 DATE OF ADMISSION Patients date of admission Date in the format CCYYMMDD 
17 24 DATE OF DISCHARGE Patients date of discharge Date in the format CCYYMMDD 
25 27 RECORD TYPE Type of record 01A = SMR1 record (1980 - 1997 Q1) 


01B = SMR01 record (1997 Q2 onwards) 
04A = Historic SMR4 record (Patients 
discharged between 1981 and March 1997) 
04B = COPPISH SMR04 record (Current 
residents and patients discharged from April 
1996 onwards) 
06A = SOCRATES record (1980 onwards) 
99A = GRO Death registration (1980 - 1995) 
99B = GRO Death registration (1996 onwards) 


28 35 ACCESSION NUMBER A unique reference number applied to each input 
record prior to linkage. 
The lowest record accession number in each 
linked group is used as the groups link number 
(personal identifier). 
If a record is re-linked it will be given a new 
record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD 
IDENTIFIER 


Unique record identifier 8 digit numeric code. 


44 47 SURNAME SOUNDEX 
CODE 


Compressed form of surname given by the 
Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the format 
ANNN 


48 51 MAIDEN NAME 
SOUNDEX CODE 


Compressed form of maiden name given by the 
Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the format 
ANNN 
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Position 
From 


Position 
To Field Name Description Values / Format 


52 55 COMMON UNIT CODE Code which allows the matching of Postcodes to 
Parish codes 


4 digit integer 


56 61 ONE PASS LINK WEIGHT 
(SCORE) 


Score at which the record was linked to the 
catalog 


6 digit real number 


62 62 SORT MARKER Aid in the sorting of the catalog  
63 70 DATE OF LINKAGE Date record last linked to the file Date in the format CCYYMMDD 
71 78 DATE LAST AMENDED Date record was last amended Date in the format CCYYMMDD 
79 81 FILLER Reserved for future MRL use Blank 
82 82 SUMMARISED 


ADMISSION CODE 
This field only applies to historic SMR1 and 
COPPISH SMR01 records and is used as part of 
the catalog sort order. 
This field is derived from the 
Admission/Transfer From field. 


If Admission/Transfer From equals 1 (Home 
admission)  = 0. 
If Admission/Transfer From equals 2 or 3 
(Transfer) = 2. 
If Admission/Transfer From equals anything else 
(Other) = 1. 


83 83 SUMMARISED 
DISCHARGE CODE 


This field only applies to historic SMR1 and 
COPPISH SMR01 records and is used as part of 
the catalog sort order. 
This field is derived from the Discharge Type 
field. 


If Discharge Type equals 3 or 5 (Other hospital 
or specialty) = 0. 
If Discharge Type equals 6 or 7 (Died) = 2. 
If Discharge Type equals anything else = 1. 
 


84 93 SEEDED CHI NUMBER   
94 98 CONTINUOUS INPATIENT 


STAY 
Continuous Inpatient Stay Marker 00001-99999 


99 99 FILLER Reserved for future MRL use Blank 
100 100 HEALTH BOARD OF 


RESIDENCE 
Health Board of Residence A = Ayrshire and Arran 


B = Borders 
C = Argyll & Clyde 
F = Fife 
G = Glasgow 
H = Highland 
L = Lanarkshire 
N = Grampian 
R = Orkney 
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Position 
From 


Position 
To Field Name Description Values / Format 


S = Lothian 
T = Tayside 
V = Forth Valley 
W = Western Isles 
Y = Dumfries & Galloway 
Z = Shetland 
E = England / Wales / Northern Ireland 
O = Outside U.K. 
Q = No fixed abode 
U = Not known 


101 104 YEAR OF DISCHARGE Year of discharge Date in format CCYY 
105 109 HOSPITAL CODE Institution code where this episode took place. Each location is assigned a unique five-character 


code, made up of an alpha-prefix usually 
referring to a health board, followed by a three-
digit serial number, and ending with an alpha-
suffix representing the type of location. 
(ANNNA) 
When a hospital closes its code is not re-
allocated to another hospital.  
Hospital Codes are used to record the location at 
which health activity takes place, e.g. the point 
of delivery of health care. 


110 119 CASE REFERENCE 
NUMBER (CRN) 


Patients Case Reference Number. This is used to 
uniquely identify a patient within a health 
register or Patient Administration Systems. 


These can consist of up to 10 characters but must 
have at least 6 characters.  


120 126 PATIENT KEY Identifying number generated by mainframe 
VME processing system. 


 


127 138 SURNAME The surname of a person represents that part of 
the name of a person which indicates the family 
group of which the person is part. 


Max length 12 


139 139 1ST FORENAME The forename of a person represents that part of 
the name of a person which, after the surname, is 


Max length 1 







LINKED SMR1/SMR4/SOCRATES/GRO DEATH  CATALOG Historic SMR1  January 1981  –  March 1997  (Record Type 01A) 
 


  Page 4 of 18 


Position 
From 


Position 
To Field Name Description Values / Format 


the principal identifier of a person.  First initial 
of 1st forename. 


140 140 2ND FORENAME The 2nd forename of a person represents that part 
of the name of a person which, after the surname 
and first forename, is the principal identifier of a 
person.  First initial of 2nd forename. 


Max length 1 


141 152 MAIDEN NAME This is any surname by which a female was 
previously known, before marriage. 


Max length 12 


153 160 DATE OF BIRTH Patients date of birth Date in the format CCYYMMDD 
161 163 AGE IN YEARS Age on admission to hospital in years  
164 164 SEX Patients gender 1 = Male 


2 = Female 
8 = Other or Not Known 


165 165 MARITAL STATUS Patients marital status 1 = Never married (Single) 
2 = Married (includes separated) 
3 = Widowed 
8 = Other (includes divorced, cohabiting or 
stable relationships) 
9 = Not Known (Not divulged or patient left 
hospital before it could be recorded) 


166 175 HOSPITAL ALTERNATIVE 
CRN 


Patients Alternative Case Reference Number On COPPISH records this is now a local item. 
On Pre-COPPISH records the CHI number was 
sometimes recorded in this field. 


176 182 POSTCODE Patients postcode 7 digit geographical identifier 
183 183 PC QUERY INDICATOR Postcode query indicator 


Flag to indicate that the current postcode does 
not match a postcode on the postcode file. 


Blank, 0-5 


184 185 LOCAL GOVERNMENT 
REGION 


Local Government Region 01 = Borders 
02 = Central 
03 = Dumfries & Galloway 
04 = Fife 
05 = Grampian 
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Position 
From 


Position 
To Field Name Description Values / Format 


06 = Highland 
07 = Lothian 
08 = Strathclyde 
09 = Tayside 
10 = Orkney 
11 = Shetland 
12 = Western Isles 
13 = No Fixed Abode 
14 = Remainder Of England 
15 = Cumbria 
16 = Tyne and Wear 
17 = Northumberland 
18 = Wales 
19 = Northern Ireland 
20 = Commonwealth 
21 = Other Foreign Countries 
22 = Not Known 
23 = Else 
24 = U.K. Dependent Territories 


186 187 LOCAL GOVERNMENT 
DISTRICT 


Local Government District - Derived from the 
Postcode of the patient on the incidence date 


DISTRICT 1975 – 85 1986 - 95 
Berwickshire 27 01 
Ettrick & Lauderdale 25 02 
Roxburgh 26 03 
Tweeddale 24 04 
Clackmannan 28 05 
Falkirk 30 06 
Stirling 29 07 
Annandale & Eskdale 53 08 
Nithsdale 52 09 
Stewartry 51 10 
Wigtown (Merrick) 50 11 
Dunfermline 19 12 
Kirkcaldy 17 13 
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Position 
From 


Position 
To Field Name Description Values / Format 


North East Fife 18 14 
Aberdeen City 12 15 
Banff & Buchan 10 16 
Gordon 11 17 
Kincardine & Deeside 13 18 
Moray 09 19 
Badenoch & Strathspey 07 20 
Caithness 01 21 
Inverness 06 22 
Lochaber 05 23 
Nairn 08 24 
Ross & Cromarty 03 25 
Skye & Lochalsh 04 26 
Sutherland 02 27 
East Lothian 23 28 
Edinburgh City 21 29 
Midlothian 22 30 
West Lothian 20 31 
Argyll & Bute 31 32 
Bearsden & Milngavie 35 33 
Clydebank 34 34 
Cumbernauld 37 35 
Doon Valley 49 36 
Cunninghame 46 37 
Dumbarton 32 38 
East Kilbride 41 39 
Eastwood 42 40 
Glasgow City 33 41 
Hamilton 40 42 
Inverclyde 45 43 
Kilmarnock & Loudoun 47 44 
Kyle & Carrick 48 45 
Clydesdale (Prev. Lanark) 43 46 
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Position 
From 


Position 
To Field Name Description Values / Format 


Monklands 38 47 
Motherwell 39 48 
Renfrew 44 49 
Strathkelvin 36 50 
Angus 14 51 
Dundee City 15 52 
Perth & Kinross 16 53 
Orkney 54 54 
Shetland 55 55 
Western Isles 56 56 
No Fixed Abode 57 57 
Remainder Of England 58 58 
Cumbria 59 59 
Tyne and Wear 60 60 
Northumberland 61 61 
Wales 62 62 
Northern Ireland 63 63 
Commonwealth 64 64 
Other Foreign Countries 65 65 
Not Known 66 66 
Else 67 67 
U.K. Dependent Territories 68 68 


188 188 FILLER Reserved for future MRL use Blank 
189 189 CATCHMENT AREA Five catchment areas for admission to Glasgow 


hospitals.  This was based on postcode. 
 


190 199 GRID REFERENCE ED Grid Reference - Derived from the 
Enumeration District of the patient on the 
incidence date 


The easting and northing with the origin based in 
the Scilly isles. 


200 202 WARD CODE  Electoral ward code Electoral ward code 
203 204 NEW TOWN CODE New Town Code New Town Code 


Relates to the five new towns in Scotland 
01 = Cumbernauld 
02 = East Kilbride 
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Position 
From 


Position 
To Field Name Description Values / Format 


03 = Glenrothes 
04 = Irvine 
05 = Livingston 


205 208 ISLAND CODE Island code  
209 209 URBAN/RURAL CODE Urban Rural code The urban/rural marker on SMR is from the 1991 


census. 


The urban/rural marker is split into 6 categories 
using the total population of one continuous area. 
The categories are : 


1. over 1,000,000 people 
2. 100,000 - 999,999  
3. 10,000 - 99,999 
4. 1,000 - 9,999 
5. 500 - 999 
6. not in a locality 


The GRO normally use categories 1-5 to signify 
an urban area and 6 to signify a rural area. 


The total population for a given area is found by 
taking each town and adding each directly 
adjacent town i.e. those which make up one 
continuous area.  Glasgow and Paisley are in the 
same continuous area, as are Edinburgh and 
Musselburgh, however Penicuik and Edinburgh 
are not in the same continuous area. 


All postcodes that lie within each continuous 
area are then assigned a category based on the 
population for the total continuous area i.e. 
Paisley postcodes will have an urban/rural 
category of 1 even though there are clearly less 
than 1,000,000 people living in Paisley alone. 
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Position 
From 


Position 
To Field Name Description Values / Format 


210 214 POP LOCALITY Population locality Geographic area for census reports 
215 220 ENUMERATION DISTRICT A district which a census enumerator covers.  


These will probably be slightly different 
depending the Census. 


Six character code. 


221 221 ADMITTED/TRANSFERRE
D FROM 


Admitted from indicates the source of admission, 
or type of location from which a patient has been 
admitted. 


1 = Home (Usual address) 
2 = Other NHS Hospital (Inpatient, Short Stay or 
Day Bed Facilities only) 
3 = Other Unit in this Hospital (Inpatient 
Facilities or Day Bed Units only) 
8 = Other  


222 222 TYPE OF ADMISSION Admission Type 0 = Deferred Admission 
1 = Waiting List/Diary/Booked 
2 = Repeat Admissions 
3 = Transfer 
4 = Emergency - Deliberate Self Injury or 
Poisoning 
5 = Emergency - Road Traffic Accident 
6 = Emergency - Home Accident (includes 
Accidental Poisoning in the home) 
7 = Emergency - Other Injury (includes 
Accidental Poisoning other than in the home) 
8 = Emergency - Other (excludes Accidental 
Poisoning) 


223 223 DISCHARGE CODE Discharge code indicates whether a discharge 
from an inpatient or day case episode is regular, 
irregular (e.g. self-discharge) or as a result of the 
patient's death. 


0 = Irregular – eg. Self Discharge 
1 = Home 
2 = Convalescent Hospital or Home 
3 = Other Hospital 
4 = Local Authority Care 
5 = Transfer to other speciality in same hospital 
6 = Died - Post Mortem 
7 = Died - No Post Mortem 
8 = Other 


224 224 CATEGORY OF PATIENT Initially included in the Type of Bed on 1 = Amenity 
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Position 
From 


Position 
To Field Name Description Values / Format 


discharge field, this set of codes indicated a 
patient's paying status.  In 1980, the field was 
split into Category of Patient and Type of 
Facility, where Category of Patient continued to 
indicate a patient's paying status. 


2 = Paying 
3 = NHS 
4 = Overseas Visitor – Liable to pay for treatment
5 = Overseas Visitor – Not liable to pay – 
reciprocal arrangements 
7 = Special Arrangements 


225 225 TYPE OF FACILITY Type of Facility indicates the patient type and 
the pattern of bed use of a patient for SMR1 
records. 
Management of Patient field in COPPISH SMR1 
replaces this field. 


1 = Inpatient Admission 
4 = Day Case Remaining Overnight in Inpatient 
Facilities 
5 = Five Day Ward 
6 = Day Bed Unit 
7 = Day Case Inpatient Facilities 
8 = Day Case Other 


226 227 SPECIALTY Specialty where this episode took place See appendix 1 for code changes over the period 
1980 - 1997 


228 229 SUB SPECIALTY   
230 236 CONSULTANT CODE Consultant/Health Care Professional who carries 


clinical responsibility for a patient’s healthcare 
during an episode. 


The 7 digit General Medical Council (GMC) 
Number allocated to each doctor is used as the 
consultant code. 
(a) GMC number can consist of 7 numeric digits 
(b) GMC number can consist of L and 6 numeric 


digits.  This is used for Limited registrations 
(usually overseas doctors) 


(c) GDC number consists of D0 and 5 numeric 
digits. 


237 244 DATE OF ADMISSION Admission Date is the date on which an inpatient 
or day case admission occurs. 


Date in the format CCYYMMDD 


245 252 DATE OF DISCHARGE  Discharge date is the date on which a patient is 
discharged from an episode of care. 


Date in the format CCYYMMDD 


253 257 WAIT Number of days spent on the waiting list  
258 262 STAY Length of stay in hospital in days  
263 268 NATIONAL USE National Use indicator  
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Position 
From 


Position 
To Field Name Description Values / Format 


269 272 DIAGNOSIS SHORT LIST Grouping of ICD diagnosis codes  
273 278 DIAGNOSIS 1 This item should be seen as describing the main 


medical (or social) condition 
managed/investigated during the patient's stay. 


ICD9 until March 1996 
ICD10 from April 1996 to March 1997 


279 284 DIAGNOSIS 2 In addition to the main condition, the record 
should, whenever possible, also list separately 
other conditions or problems dealt with during 
the episode of health care. Other conditions are 
defined as those conditions that co-exist or 
develop during the episode of healthcare and 
affect the management of the patient. 
Conditions related to an earlier episode that have 
no bearing on the current episode should not be 
recorded. 


ICD9 until March 1996 
ICD10 from April 1996 to March 1997 


285 290 DIAGNOSIS 3 See description for diagnosis 2 ICD9 until March 1996 
ICD10 from April 1996 to March 1997 


291 296 DIAGNOSIS 4 See description for diagnosis 2 ICD9 until March 1996 
ICD10 from April 1996 to March 1997 


297 302 DIAGNOSIS 5 See description for diagnosis 2 ICD9 until March 1996 
ICD10 from April 1996 to March 1997 


303 308 DIAGNOSIS 6 See description for diagnosis 2 ICD9 until March 1996 
ICD10 from April 1996 to March 1997 


309 312 OPERATION 1 SHORT 
LIST 


Grouping of OPCS operation codes  


313 316 OPERATION  1A The main operation is that selected by the 
clinician responsible for the care of the patient. 
Therapeutic procedures take precedence over 
diagnostic ones.  
Part A is used for single codes or for the primary 
part of a recognised code-pair (OPCS4 only). 


OPCS3 until 1988 
OPCS4 from 1989 
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Position 
From 


Position 
To Field Name Description Values / Format 


317 320 OPERATION 1B The main operation is that selected by the 
clinician responsible for the care of the patient.  
Therapeutic procedures take precedence over 
diagnostic ones. 
Part B is used for OPCS4 Approach, Technique, 
Site or Laterality codes or for the supplementary 
part of a recognised code-pair. 


OPCS3 until 1988 
OPCS4 from 1989 


321 324 OPERATION 2A Other operation entered in the order specified by 
the clinician.  Therapeutic procedures take 
precedence over diagnostic ones. 
Part A is used for single codes or for the primary 
part of a recognised code-pair (OPCS4 only). 


OPCS3 until 1988 
OPCS4 from 1989 


325 328 OPERATION 2B Other operation entered in the order specified by 
the clinician.  Therapeutic procedures take 
precedence over diagnostic ones.  
Part B is used for OPCS4 Approach, Technique, 
Site or Laterality codes or for the supplementary 
part of a recognised code-pair. 


OPCS3 until 1988 
OPCS4 from 1989 


329 336 DATE OF OPERATION 1 This reflects the date the operation was 
performed. 


Date in the format CCYYMMDD 


337 339 DIAGNOSIS DATA VET 
NO 


  


340 342 OPERATION VET NO   
343 343 RECORD STATUS   
344 348 5 NATIONAL 


INDICATORS 
Hips/ Cataracts/Knees  


349 352 AGE IN MONTHS Age on admission to hospital in months  
353 355 OPERATION 3 FILLER for 1986 onwards  
356 358 COUNTY REFERENCE FILLER for 1986 onwards  
359 359 CITY REFERENCE FILLER for 1986 onwards  
360 362 PARISH REFERENCE FILLER for 1986 onwards  
363 365 PRE-OPERATION STAY   
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Position 
From 


Position 
To Field Name Description Values / Format 


366 370 DIAGNOSIS RELATED 
GROUP  


  


371 375 GP PRACTICE CODE Practice code of the Patients GP This was only supplied from 1991 onwards. 
Standard 5 digit numerical code. 
It comprises a 4 digit identifying code, which is 
within an agreed range for each Health Board, 
and a check digit. 


 
Beteween April 1996 and March 1997 SMR1 data was submitted in both COPPISH and historic formats.  Some institutions submitted their 
data in purely historic format, some institutions submitted in purely COPPISH format and the remaining institutions submitted historic data 
first and then moved over (at various points in the year) to submitting in COPPISH format. 
 
To get round this problem ISD backmapped all records submitted in COPPISH format to historic format.  However, some additional 
COPPISH data items were retained on these backmapped records. 
 
Therefore, the following fields are only available for those COPPISH SMR01 records which were backmapped.  The use of these items should 
be considered carefully prior to use as they are incomplete for the period as a whole and will be incomplete for certain institutions as well 
during this time period. 
 
Position 


From 
Position 


To Field Name Description Values / Format 


376 379 HEALTH RECORD 
SYSTEM IDENTIFIER 


Only available for those backmapped Coppish 
SMR01 records  1996/04 – 1997/03. 
 
Health Records Systems Identifier 
 


These four characters are reserved primarily for 
use by COMPAS Patient Administration 
Systems.  They can also be used for HOMER 
PAS which have Patient Identifiers longer than 
10 characters. 


380 387 DATE PLACED ON 
WAITING LIST 


Only available for those backmapped Coppish 
SMR01 records  1996/04 – 1997/03. 
 
Waiting List Date is the date that a decision is 
made, by the healthcare professional responsible 
for a patient’s care, to put the patient on the 


Date in the format CCYYMMDD 
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Position 
From 


Position 
To Field Name Description Values / Format 


waiting list. 
 


388 395 DATE RECORD 
PROCESSED 


Only available for those backmapped Coppish 
SMR01 records  1996/04 – 1997/03. 
 
Processing date 


Date in the format CCYYMMDD 


396 400 SENDING LOCATION Only available for those backmapped Coppish 
SMR01 records  1996/04 – 1997/03. 
 
Institution code where this data was sent from. 


Five digit alpha-numeric code in the format 
ANNNA 


401 411 EPISODE RECORD KEY Only available for those backmapped Coppish 
SMR01 records  1996/04 – 1997/03. 
 
SMR Episode Record Key 


When the data items in the SMR Dataset are 
entered initially as a new insert record, whether 
on a manual form or computer screen, there is no 
SMR Episode Record Key.  This key is added by 
the PAS or at the ISD Data Centre. It is a single 
key to identify uniquely the SMR Patient 
Episode. 


412 416 PROVIDER CODE Only available for those backmapped Coppish 
SMR01 records  1996/04 – 1997/03. 
 
Institution code of the provider 
 


Each location is assigned a unique five-character 
code, made up of an alpha-prefix usually 
referring to a health board, followed by a three-
digit serial number, and ending with an alpha-
suffix representing the type of location. 
(ANNNA) 


417 421 PURCHASER CODE Only available for those backmapped Coppish 
SMR01 records  1996/04 – 1997/03. 
 
Institution code of the purchaser 
 


Each location is assigned a unique five-character 
code, made up of an alpha-prefix usually 
referring to a health board, followed by a three-
digit serial number, and ending with an alpha-
suffix representing the type of location. 
(ANNNA) 


422 422 GP FUNDHOLDER FLAG Only available for those backmapped Coppish 
SMR01 records  1996/04 – 1997/03. 
 


N = No 
Y = Yes 
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Position 
From 


Position 
To Field Name Description Values / Format 


Fundholding GP flag 
423 430 PREVIOUS LINK NUMBER Relates to a small number of records which were 


subject to 1993 breaklinks.  These were applied 
by the interim system. 


8 digit numeric code 


431 439 NHS Board of Residence 
Code (Current) 


A 9-digit code representing the area where the 
patient usually resides.  The current 
configuration of NHS Boards came into being on 
1st April 2006.  At this time, NHS Argyll & 
Clyde was dissolved.  NHS Greater Glasgow and 
NHS Highland both took over parts of the former 
NHS Argyll and Clyde. 
In cases where the patient does not usually reside 
in Scotland, codes have been assigned for these 
specific circumstances. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


440 448 NHS Board of Residence 
Code (Previous) 


A 9-digit code representing the area where the 
patient usually resides. 
This dimension holds values for the previous 
NHS Board configuration of 15 NHS Boards.  15 
NHS Boards existed from 1974 – 31st March 
2006, at this time, NHS Argyll & Clyde was 
dissolved. 
In cases where the patient does not usually reside 
in Scotland, codes have been assigned for the 
specific circumstances. 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
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Position 
From 


Position 
To Field Name Description Values / Format 


S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


449 457 Treatment NHS Board Code 
(Current) 


A 9-digit code representing the NHS Board in 
which the patient was treated (14 NHS Board 
configuration). 
In a very small number of cases the patient may 
have been treated at home (domiciliary 
treatment) or at the State Hospital (or the Golden 
Jubilee Hospital). 
For domiciliary cases, the NHS Board of 
Treatment is recorded the same as the patient’s 
NHS Board of Residence.  The State Hospital 
has its own 9-digit code. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


458 466 Treatment NHS Board Code 
(Previous) 


A 9-digit code representing the NHS Board in 
which the patient was treated (15 NHS Board 
configuration). 
In a very small number of cases the patient may 
have been treated at home (domiciliary 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
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Position 
From 


Position 
To Field Name Description Values / Format 


treatment) or at the State Hospital (or the Golden 
Jubilee Hospital). 
For domiciliary cases, the NHS Board of 
Treatment is recorded the same as the patient’s 
NHS Board of Residence.  The State Hospital 
has its own 9-digit code. 


S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


467 475 Practice NHS Board Code 
(Current) 


A 9-digit code representing the administering 
NHS Board to which the patient’s GP practice 
belongs (14 NHS board configuration).  This 9 
digit number is derived from a unique GP 
practice code. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
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Position 
From 


Position 
To Field Name Description Values / Format 


S08200004 Outside U.K. 
476 484 Practice NHS Board Code 


(Previous) 
A 9-digit code representing the administering 
NHS Board to which the patient’s GP practice 
belongs (15 NHS board configuration).  This 9 
digit number is derived from a unique GP 
practice code. 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


 
 








Death Layouts from January 1996 onwards 
 


Position 
From 


Position To Field Name Description Values / Format 


1 8 PERSONAL IDENTIFIER Unique personal 
identifier 


Sequential 8 digit numeric code. 


9 16 DATE OF EVENT Date that death occurred Date in the format CCYYMMDD 
17 24 DATE OF EVENT Date that death occurred Date in the format CCYYMMDD 
25 27 RECORD TYPE  Type of record 01A = SMR1 record (1980 - 1997 Q1) 


01B = SMR01 record (1997 Q2 onwards) 
04A = Historic SMR4 record (Patients discharged between 1981 and March 
1997) 
04B = COPPISH SMR04 record (Current residents and patients discharged 
from April 1996 onwards) 
06A = SOCRATES record (1980 onwards) 
99A = GRO Death registration (1980 - 1995) 
99B = GRO Death registration (1996 onwards) 
 


28     
35 ACCESSION 


NUMBER 
A unique reference number 
applied to each input record prior 
to linkage. 
The lowest record accession 
number in each linked group is 
used as the groups link number 
(personal identifier). 
If a record is relinked it will be 
given a new record accession 
number 


8 digit numeric code. 


 


36 43 UNIQUE RECORD IDENTIFIER Unique record identifier 8 digit numeric code. 
44 47 SURNAME SOUNDEX CODE Compressed form of 


surname given by the 
Soundex/NYSIIS 


Four digit alpha-numeric code in the format ANNN 
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Position To Field Name Description Values / Format 


algorithm 
48 51 MAIDEN NAME SOUNDEX 


CODE 
Compressed form of 
maiden name given by 
the Soundex/NYSIIS 
algorithm 


Four digit alpha-numeric code in the format ANNN 


52 55 COMMON UNIT CODE Code which allows the 
matching of Postcodes to 
Parish codes 


4 digit integer 


56 61 ONE PASS LINK WEIGHT 
(SCORE) 


Score at which the record 
was linked to the 
catalogue 


6 digit real number 


62 62 SORT MARKER Aid in the sorting of the 
catalogue 


 


63 70 DATE OF LINKAGE Date record last linked to 
the file 


Date in the format CCYYMMDD 


71 83 FILLER Reserved for future MRL 
use 


Blank 


84 93 SEEDED CHI NUMBER   
94 98 FILLER Reserved for future MRL 


use 
Blank 


99 100 HEALTH BOARD AREA Health board of residence 
– different coding from 
cancer and SMR1 records


1 = Highland 
2 = Grampian 
3 = Tayside 
4 = Fife 
5 = Lothian 
6 = Borders 
7 = Forth Valley 
8 = Argyll & Clyde 
9 = Greater Glasgow 
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Position 
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10 = Lanarkshire 
11 = Ayrshire & Arran 
12 = Dumfries & Galloway 
13 = Orkney 
14 = Shetland 
15 = Western Isles 


101 108 DATE OF REGISTRATION Date that death was 
registered 


Date in format CCYYMMDD 


109 111 REGISTRATION DISTRICT 
NUMBER 


Code representing the 
district of registration. 


Numeric code in the range 100 - 875 


112 115 ENTRY NUMBER Entry number in 
registration district’s 
register 


Numeric code in the range 0001 - 2335 


116 123 DATE OF EVENT Date of Death Date in format CCYYMMDD 
124 128 INSTITUTION Institution code where 


death occurred 
(also known as location 
code) 


Five digit alpha-numeric code in the format ANNNA. 


129 129 POST MORTEM Post mortem code 1 = Post mortem has been performed 
2 = Post mortem may be performed 
3 = Post mortem not proposed 
4 = Post mortem proposed and performed later 
5 = Post mortem proposed but no further information received 
6 = Post mortem not proposed but performed later 


130 134 PRIMARY CAUSE OF DEATH Underlying cause of 
death 
Also referred as Cause of 
Death 1 


ICD9 1996-1999 (includes E and N prefixes) 
ICD10 2000 onwards 
Primary cause can be repeated in any one of the 10 secondary cause fields. 


135 139 SECONDARY CAUSE 0 Contributing cause of ICD9 from 1996 to 1999, ICD10 2000 onwards 
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death 
Also referred as Cause of 
Death 2 


Primary cause can be repeated in any one of the 10 secondary cause fields 


140 144 SECONDARY CAUSE 1 Contributing cause of 
death 
Also referred as Cause of 
Death 3 


ICD9 1996-1999 (includes E and N prefixes) 
ICD10 2000 onwards 
Primary cause can be repeated in any one of the 10 secondary cause fields 


145 149 SECONDARY CAUSE 2 Contributing cause of 
death 
Also referred as Cause of 
Death 4 


ICD9 1996-1999 (includes E and N prefixes) 
ICD10 2000 onwards 
Primary cause can be repeated in any one of the 10 secondary cause fields 


150 154 SECONDARY CAUSE 3 Contributing cause of 
death 
Also referred as Cause of 
Death 5 


ICD9 1996-1999 (includes E and N prefixes) 
ICD10 2000 onwards 
Primary cause can be repeated in any one of the 10 secondary cause fields 


155 159 SECONDARY CAUSE 4 Contributing cause of 
death 
Also referred as Cause of 
Death 6 


ICD9 1996-1999 (includes E and N prefixes) 
ICD10 2000 onwards 
Primary cause can be repeated in any one of the 10 secondary cause fields 


160 164 SECONDARY CAUSE 5 Contributing cause of 
death 
Also referred as Cause of 
Death 7 


ICD9 1996-1999 (includes E and N prefixes) 
ICD10 2000 onwards 
Primary cause can be repeated in any one of the 10 secondary cause fields 


165 169 SECONDARY CAUSE 6 Contributing cause of 
death 
Also referred as Cause of 
Death 8 


ICD9 1996-1999 (includes E and N prefixes) 
ICD10 2000 onwards 
Primary cause can be repeated in any one of the 10 secondary cause fields. 


170 174 SECONDARY CAUSE 7 Contributing cause of 
death 


ICD9 1996-1999 (includes E and N prefixes) 
ICD10 2000 onwards 
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Also referred as Cause of 
Death 9 


Primary cause can be repeated in any one of the 10 secondary cause fields 


175 179 SECONDARY CAUSE 8 Contributing cause of 
death 
Also referred as Cause of 
Death 10 


ICD9 1996-1999 (includes E and N prefixes) 
ICD10 2000 onwards 
Primary cause can be repeated in any one of the 10 secondary cause fields. 


180 184 SECONDARY CAUSE 9 Contributing cause of 
death 
Also referred as Cause of 
Death 11 


ICD9 1996-1999 (includes E and N prefixes) 
ICD10 2000 onwards 
Primary cause can be repeated in any one of the 10 secondary cause fields. 


185 186 Supplementary Code 0 Grouping for causes of 
death 


01 = Any agricultural Accident (inc Farmers Lung) 
03 = Death whilst under anaesthetic 
04 = Any mention of Mesothelioma 
06 = Uncertified Deaths 
12 = Pregnancy 1 – will be converted to pregnancy supp. Codes (JC requires 
instructions) 
13 = Pregnancy 2 – will be converted to pregnancy supp. Codes (JC requires 
instructions) 
14 = Any mention of Chronic Air Flow Limitation (code: 7991) 
15 = Accidents occurring on an oil rig 
16 = Any mention of Reye Syndrome (code: 3318) 
17 = Death Occurring from natural cause during sports and recreation 
18 = Any mention of Necrotising Fasciitis 
19 = Mountaineering deaths (accidents on mountains) 
20 = Solvent related deaths 
21 = Drug & Poison related deaths 
22 Any mention of Legionaires Disease (code: 4828) 
23 = Temporary code where drug or poison is suspected 
90 = AIDS related deaths 
91 = AIDS related deaths 
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92 = AIDS related deaths 
93 = Suspected AIDS (death in AIDS hospice or any mention of Codes: 
0785, 3632, 1363, 0078 or 1738 but no supp. Code 90 – 92 
99 = Dr Cole Queries – Query code for any coder for records they may wise 
to raise with Dr Cole 


187 188 Supplementary Code 1 Grouping for causes of 
death 


See codes for supplementary code 0 


189 190 Supplementary Code 2 Grouping for causes of 
death 


See codes for supplementary code 0 


191 192 Supplementary Code 3 Grouping for causes of 
death 


See codes for supplementary code 0 


193 194 Supplementary Code 4 Grouping for causes of 
death 


See codes for supplementary code 0 


195 202 DATE OF BIRTH Persons date of birth Date in format CCYYMMDD 
203 205 Age Age in years  
206 207 Age < 2 years Age at death (if aged less 


than 2 years old) 
 


208 208 Age < 2 years - Units Units that Age at death 
(if aged less than 2 years 
old) is measured in. 


N = miNutes 
H = Hours 
D = Days 
W = Weeks 
M = Months 
U = Unknown 


209 209 SEX                      Persons gender 1 = Male 
2 = Female 
9 = Not Known 


210 210 MARITAL STATUS Persons marital status 1 = Single 
2 = Married 
3 = Widowed 
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4 = Divorced 
5 = Not Known 
A = Marriage annulled 
C = Civil partnership 
V = Civil partnership dissolved 
L = Civil partnership annulled 
P = Married divorce pending 
U = Surviving civil partner 
*  = Already married in ceremony in foreign country -     not recognised in 
Scotland. 
 


211 212 Country of Residence Code Persons country of 
residence 


This is a 2 character alphabetic field 


213 214 Country of Birth  Persons country of birth This is a 2 character alphabetic field 
215 218 Occupation code Persons occupation For registrations between 1980 and 2000 this code takes the form of a left 


hand justified 3 digit integer. 
For registrations from 2001 onwards this code takes the form of a 4 digit 
integer. 
 
SOC 80 coding scheme for registrations up to December 1990. 
SOC 90 coding scheme for registrations from January 1991 to December 
2000. 
SOC2000 classification for registrations from January 2001.  Further 
information on SOC2000 can be found on the ONS website at 
http://www.statistics.gov.uk/methods_quality/classifications.asp. 
 
9999 is used when the person is aged 75 or over. 
 
This code does not necessarily apply to the deceased but can be used to give 
a general indication of the deceased’s ‘social background’. It could, for 
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example, be the mother/father’s occupation of even the spouse for those 
individuals not in work. 


219 219 Employment Status Persons Employment 
status 


0 = Students, independent means, no occupation, handicapped 
1 = Employees, apprentices, armed forces - other ranks 
2 = Managers, superintendants, armed forces - officers 
3 = Foremen 
4 = Self-employed, with employees 
5 = Self-employed, without employees 
 
This code does not necessarily apply to the deceased but can be used to give 
a general indication of the deceased’s ‘social background’. It could, for 
example, be the mother/father’s occupation of even the spouse for those 
individuals not in work. 


220 220 Social Class Persons Social Class Social Class Codes for registrations between 1980 and 2000. 
National Statistics Socio-Economic Classification for registrations from 
2001. 
 
Social Class Codes 
1 (I) = Professional 
2 (II) = Executive 
3 (III Manual) = Skilled (Manual) 
4 (IV) = Semi-skilled 
5 (V) = Unskilled 
6 (III Non-Manual) = Skilled (Non-manual) 
8 = Inadequate description (1981 onwards) 
9 = Not stated 
 
The National Statistics Socio-Economic Classification (NS-SEC) is now in 
use replacing the previous Social Class information. 
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To allow these codes to be processed simply and ensure that programs do not 
require amendments the GRO have allocated the following codes (held in the 
same field as the previous social class code). 
 
National Statistics Socio-Economic Classification 
0 (1.1) = Large employers and higher managerial occupations 
1 (1.2) = Higher professional occupations 
2 (2) = Lower managerial and professional occupations 
3 (3) = Intermediate occupations 
4 (4) = Small employers and own account workers 
5 (5) = Lower supervisory and technical occupations 
6 (6) = Semi-routine occupations 
7 (7) = Routine occupations 
8 (8) = Never worked and long-term unemployed 
9 = Not stated 
 
Further information on NS-SEC can be found on the ONS website at 
http://www.statistics.gov.uk/methods_quality/classifications.asp 
 


221 228 Postcode Persons home postcode 8 digit geographical identifier, where the standard seven character code is 
stored.  An optional postcode split indicator can be stored in character 
position 8. 
 
For deaths of non Scottish residents (between 1980 & 1995), ZZ postcodes 
are used. From 1996 – 2010 non Scottish deaths have a blank postcode. From 
2011 onwards, non Scottish deaths mainly have a Scottish postcode assigned 
(based on the postcode where the person died). 
 
Postcode split indicator – The GRO file holds postcodes primarily at the 
1991 census area level.  If a postcode spans more than one output area then 
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all the parts are reported. 
This file ignores any of the smaller parts resulting from this splitting; all the 
delivery points are allocated to the largest part and this part is marked with 
‘A’. 
Possible values for the postcode split indicator are blank or A. 


229 245 NHS number   Persons NHS number This is a 17 digit alpha-numeric code which may also contain other 
characters (: / - ( ) .).  It may also contain some blank spaces between 
characters. 
It may be entirely blank or N/K may have been inserted to represent an 
unknown value 


246 247 Council Area New Council Area 01 = Aberdeen City Council 
02 = Aberdeenshire Council 
03 = Angus Council 
04 = Argyll & Bute Council 
05 = Scottish Borders Council 
06 = The Clackmananshire Council 
07 = West Dumbartonshire 
08 = Dumfries & Galloway Council 
09 = Dundeee City Council 
10 = East Ayrshire Council 
11 = East Dumbartonshire Council 
12 = East Lothian Council 
13 = East Renfrewshire Council 
14 = City of Edinburgh Council 
15 = Falkirk Council 
16 = Fife Council 
17 = City of Glasgow Council 
18 = Highland Council 
19 = Inverclyde Council 
20 = Midlothian Council 
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21 = Moray Council 
22 = North Ayrshire Council 
23 = North Lanarkshire Council 
24 = Orkney Islands Council 
25 = Perth & Kinross Council 
26 = Renfrewshire Council 
27 = Shetland Islands Council 
28 = South Ayrshire Council 
29 = South Lanarkshire Council 
30 = Stirling Council 
31 = West Lothian Council 
32 = Western Isles Council 


248 249 Local Government Region Local Government 
Region - Derived from 
the Postcode of the 
patient on the incidence 
date 


01 = Borders 
02 = Central 
03 = Dumfries & Galloway 
04 = Fife 
05 = Grampian 
06 = Highland 
07 = Lothian 
08 = Strathclyde 
09 = Tayside 
10 = Orkney 
11 = Shetland 
12 = Western Isles 
13 = No Fixed Abode 
14 = Remainder Of England 
15 = Cumbria 
16 = Tyne and Wear 
17 = Northumberland 
18 = Wales 







Death Layouts from January 1996 onwards 
 


Position 
From 


Position To Field Name Description Values / Format 


19 = Northern Ireland 
20 = Commonwealth 
21 = Other Foreign Countries 
22 = Not Known 
23 = Else 
24 = U.K. Dependent Territories 


250 251 Local Government District Local Government 
District - Derived from 
the Postcode of the 
patient on the incidence 
date 


01 = Berwickshire 
02 = Ettrick & Lauderdale 
03 = Roxburgh 
04 = Tweeddale 
05 = Clackmannan 
06 = Falkirk 
07 = Stirling 
08 = Annandale & Eskdale 
09 = Nithsdale 
10 = Stewartry 
11 = Wigtown 
12 = Dunfermline 
13 = Kirkcaldy 
14 = North East Fife 
15 = Aberdeen City 
16 = Banff & Buchan 
17 = Gordon 
18 = Kincardine & Deeside 
19 = Moray 
20 = Badenoch & Strathspey 
21 = Caithness 
22 = Inverness 
23 = Lochaber 
24 = Nairn 







Death Layouts from January 1996 onwards 
 


Position 
From 


Position To Field Name Description Values / Format 


25 = Ross & Cromarty 
26 = Skye & Lochalsh 
27 = Sutherland 
28 = East Lothian 
29 = Edinburgh 
30 = Midlothian 
31 = West Lothian 
32 = Argyll 
33 = Bearsden & Milngavie 
34 = Clydebank 
35 = Cumbernauld 
36 = Doon Valley 
37 = Cunninghame 
38 = Dumbarton 
39 = East Kilbride 
40 = Eastwood 
41 = Glasgow City 
42 = Hamilton 
43 = Inverclyde 
44 = Kilmarnock & Loudoun 
45 = Kyle & Carrick 
46 = Clydesdale 
47 = Monklands 
48 = Motherwell 
49 = Renfrew 
50 = Strathkelvin 
51 = Angus 
52 = Dundee City 
53 = Perth & Kinross 
54 = Orkney 







Death Layouts from January 1996 onwards 
 


Position 
From 


Position To Field Name Description Values / Format 


55 = Shetland 
56 = Western Isles 


252 253 Filler Reserved for future MRL 
use 


Blank 


254 256 Regional Electoral Division & 
District Ward Code 


Regional Electoral 
Division & District Ward 
Code 


Three digit code in the range of 011 - 462 


257 260 Civil parish Civil Parish Code This field contains a three digit code in the range of 001 - 871 
261 261 Place of Occurrence code Place that death occurred.


Only recorded for 
External Causes i.e. 
accidents and sudden 
deaths. 


To 31 December 2009 
0 = Home 
1 = Farm 
2 = Mine/Quarry 
3 = Place of Industry 
4 = Sport/Recreation Area 
5 = Street/Highway 
6 = Public Building 
7 = Residential Institution 
8 = Other Specified Place 
9 = Unspecified 
null = unknown 
 
From 1 January 2000 
0 = Home 
1 = Farm 
2 = Mine or quarry 
3 = Place of industry 
4 = Sports / recreation area 
5 = Street or highway 
6 = Public building 
7 = Residential institution 
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Position 
From 


Position To Field Name Description Values / Format 


8 = Other specified place 
9 = Unspecified or not known 
null = unknown 


262 276 Surname Persons surname Max length 15 
277 291 Forename Persons forename Max length 15 
292 306 Mothers Surname   Persons mother’s 


surname 
Max length 15 


307 321 Mothers forename  Persons mother’s 
forename 


Max length 15 


322 336 Mother’s maiden name Persons mother’s maiden 
name 


Max length 15 


337 351 Father’s surname Persons father’s surname Max length 15 
352 366 Fathers forename  Persons father’s 


forename 
Max length 15 


367 381 Spouses surname          Persons Spouses surname Max length 15 
382 396 Spouses forename  Persons Spouses 


forename 
Max length 15 


397 405 CHP Code Community Health 
Partnerships, known as 
CHPs are subdivisions of 
NHS Boards in Scotland. 


9 digit codes are used to represent CHPs and take the format S03NNNNNN. 
Some CHPs are co-terminous with Council Areas.  Note that some Council 
Areas contain several CHPs. From April 2011 CHP derivation changed to 
reflect the new Glasgow City CHP, created by the merger of the 5 individual 
Glasgow City CHPs. 


406 414 CHP sub area Community Health 
Partnership sub area 
(from April 2011 
onwards) 


9 digit codes are used to represent CHP sub areas and take the format 
S26NNNNNN 


415 423 NHS Board of Residence Code 
(Current) 


A 9-digit code 
representing the area 
where the patient usually 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
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Position 
From 


Position To Field Name Description Values / Format 


resides.  The current 
configuration of NHS 
Boards came into being 
on 1st April 2006.  At 
this time, NHS Argyll & 
Clyde was 
dissolved.  NHS Greater 
Glasgow and NHS 
Highland both took over 
parts of the former NHS 
Argyll and Clyde. 
In cases where the patient 
does not usually reside in 
Scotland, codes have 
been assigned for these 
specific circumstances. 
 
Health Board of 
residence is assigned 
based on the Health 
Board Area information 
supplied by NRS 
(previously GRO), not 
from the deceased’s 
postcode. 


S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


424 432 NHS Board of Residence Code 
(Previous) 


A 9-digit code 
representing the area 
where the patient usually 
resides. 
This dimension holds 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
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Position 
From 


Position To Field Name Description Values / Format 


values for the previous 
NHS Board configuration 
of 15 NHS Boards.  15 
NHS Boards existed from 
1974 – 31st March 2006, 
at this time, NHS Argyll 
& Clyde was dissolved. 
In cases where the patient 
does not usually reside in 
Scotland, codes have 
been assigned for the 
specific circumstances. 
 
Health Board of 
residence is assigned 
based on the Health 
Board Area information 
supplied by NRS 
(previously GRO), not 
from the deceased’s 
postcode. 


S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


433 441 NHS Board Code of Occurrence 
(Current) 


A 9-digit code 
representing the NHS 
Board in which the death 
occurred (14 NHS Board 
configuration). 
In a very small number of 
cases the death may have 
occurred at home 
(domiciliary treatment) 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
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Position 
From 


Position To Field Name Description Values / Format 


or at the State Hospital 
(or the Golden Jubilee 
Hospital). 
For domiciliary cases, the 
NHS Board of 
Occurrence is recorded 
the same as the patient’s 
NHS Board of 
Residence.  The State 
Hospital has its own 9-
digit code. 


S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


442 450 NHS Board Code of Occurrence 
(Previous) 


A 9-digit code 
representing the NHS 
Board in which the death 
occurred (15 NHS Board 
configuration). 
In a very small number of 
cases the death may have 
occurred at home 
(domiciliary treatment) 
or at the State Hospital 
(or the Golden Jubilee 
Hospital). 
For domiciliary cases, the 
NHS Board of 
Occurrence is recorded 
the same as the patient’s 
NHS Board of 
Residence.  The State 
Hospital has its own 9-


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 







Death Layouts from January 1996 onwards 
 


Position 
From 


Position To Field Name Description Values / Format 


digit code. S08200003 Not Known 
S08200004 Outside U.K. 


 









SUMMARY OF CODES - SMR01 Long stay Geriatric  
 


Source:  ISD Definitions & Reference Team                                                 1                                                                   SMR01 Long Stay Geriatric 
ISD Data Dictionary:  www.datadictionary.scot.nhs.uk    Revised:  March 2012 
2011 


Sex (Gender) 
0    Not known 
1    Male 
2    Female 
9    Not specified 
 
Marital Status 
A   Never married nor registered civil partnership 
B   Married 
C   Registered civil partnership 
D   Separated, but still married 
E   Separated, but still in civil partnership 
F   Divorced 
G   Dissolved civil partnership  
H   Widowed 
J   Surviving civil partner 
Y  Other  
Z   Not known   
 
Ethnic Group 
Group A – White 
 1A Scottish 
 1B Other British 
 1C Irish 
 1K Gypsy/ Traveller 
 1L Polish 
 1Z Any other white ethnic group 
Group B – Mixed or multiple ethnic groups 
       2A  Any mixed or multiple ethnic groups 
Group C – Asian, Asian Scottish or Asian British 
 3F Pakistani, Pakistani Scottish or Pakistani British 
 3G Indian, Indian Scottish or Indian British 
 3H Bangladeshi, Bangladeshi Scottish or Bangladeshi British 
 3J Chinese, Chinese Scottish or Chinese British 
 3Z Other Asian, Asian Scottish or Asian British 
Group D – African 
 4D African, African Scottish or African British 
 4Y Other African 
Group E - Caribbean or Black 
 5C Caribbean, Caribbean Scottish or Caribbean British 
 5D Black, Black Scottish or Black British 
 5Y Other Caribbean or Black 
Group F - Other ethnic group 
 6A Arab, Arab Scottish or Arab British 
 6Z Other ethnic group 
Group G - Refused/Not provided by patient 
 98 Refused/Not provided by patient   
Group H - Not Known 
 99 Not Known   
  
Specialty/Discipline 
AB    Geriatric Medicine 
E12   GP Other than Obstetrics 
 
Significant Facility 
1E   Long Stay Unit for Care of the Elderly 
 
Management of Patient 
1   Inpatient  
 
Patient Category
1   Amenity 
2   Paying 
3   NHS 
4   Overseas visitor - liable to pay for treatment 
5   Overseas visitor – not liable to pay (reciprocal arrangements) 
8   Other (including hospice) 
 
 
 
 
 
 
 
 
 
Availability Status Code 


0    No ASC applied 
2  Where the patient has asked to delay admission for personal   


reasons or refused a reasonable offer of admission 
3   In individual cases where, after discussion with the patient, the  
      treatment has been judged  of low clinical priority 
4  With highly specialised treatments identified at time of placing the  
     patient on a waiting list 
8 Where the patient did not attend, nor give any prior warning that 


they would not attend 


9   In the circumstances of exceptional strain on the NHS such as a 
major disaster, major epidemic or outbreak of infection, or service 
disruption by industrial action 


A Patients under medical constraints (condition other than that 
requiring treatment) which affected their ability to accept an 
admission date, if offered 


X Only until 30.09.03 – patients transferred from deferred WL for 
whom the reason for their being on the list is not known 


 
Waiting List Type
1   True Waiting List 
2   Planned Repeat Waiting List 
8   Not on Waiting List  
 
 
Admission Type 
 
Routine Admission 
11   Routine elective (i.e. from waiting list as planned, excludes 
       planned transfers) 
12   Patient admitted on same day as Attendance at Outpatients, not 


for medical reasons, but because suitable resources are available 
18   Planned transfers 
19   Routine admission - type not known 
10   Routine admission - no additional detail added 
 
Urgent Admission 
21   Patient delay (for domestic, legal or other practical reasons) 
22   Hospital delay (for administrative or clinical reasons e.g.  
  arranging appropriate facilities, for tests to be carried out,  
  specialist equipment, etc.) 
20   Urgent Admission - no additional detail added 
 
Emergency Admission, 
38   Other Emergency Admission (including emergency transfers) 
39   Emergency Admission, type not known 
30   Emergency Admission - no additional detail added 
 
Other 
48   Other 
40   Other admission type - no additional detail added 
 
 
Admission Reason 
41   Continuing Care 
42   Respite Care - planned 
43   Respite Care - non-elective 
44   Admission awaiting local authority residential home 
45   Admission awaiting private residential home 
46   Admission awaiting voluntary residential home 
47   Admission awaiting nursing home care 
48   Other type of geriatric admission 
49   Geriatric admission, type not known 
4A   Geriatric Assessment 
4B   Geriatric Palliative Care 
40   Geriatric Admission - no additional detail added 
 
Admission/Transfer From 
 
Private Residence 
11   Private Residence - living alone 
12   Private Residence - living with relatives or friends 
14   Private Residence – (supported) 
18   Private Residence - other type 
19   Private Residence - type not known 
10   Private Residence - no additional detail added 
Institution 
24   NHS Partnership Hospital 
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Source:  ISD Definitions & Reference Team                                                 2                                                                   SMR01 Long Stay Geriatric 
ISD Data Dictionary:  www.datadictionary.scot.nhs.uk    Revised:  March 2012 
2011 


25  Care Home 
28   Place of Residence - Institution - other type 
29   Place of Residence - Institution - type not known 
20   Place of Residence: Institution - no additional detail added 
 
Temporary Place of Residence 
31   Holiday Accommodation  
33   Legal Establishment, including Prison 
34   No fixed abode 
38   Other type of Temporary Residence (includes hospital  
  residences, hotel facilities) 
39   Temporary Place of Residence - type not known 
30   Temporary place of Residence - no additional detail added 
 
Admission/Transfer From cont. 
 
Transfer within the same Health Board/ Health Care Provider 
40   Transfer within the same Heath Board/ Health Care Provider – no 


additional detail added 
41   Accident and Emergency Ward 
42   Surgical Specialty 
43   Medical Specialty 
48   Other specialty not separately identified. 
49   Transfer within the same Heath Board/ Health Care Provider - 


specialty not known 
4A   GP Non Obstetrics 
4B   Geriatrics (except for patient on pass) 
4C   Geriatrics (patient on pass) 
4D   Psychiatry (except for patient on pass) 
4E   Psychiatry (patient on pass) 
4F   Orthopaedics 
4G   Learning Disability 
 
 
Transfer from another Health Board/ Health Care Provider 
50   Transfer from another Heath Board/ Health Care Provider - no 
additional detail added 
51   Accident and Emergency Ward 
52   Surgical Specialty 
53   Medical Specialty 
58   Other specialty not separately identified 
59   Transfer from another Heath Board/ Health Care Provider - 
specialty not known 
5A   GP Non Obstetrics 
5B   Geriatrics (except for patient on pass) 
5C   Geriatrics (patient on pass) 
5D   Psychiatry (except for patient on pass) 
5E   Psychiatry (patient on pass) 
5F   Orthopaedics 
5G   Learning Disability 
 
 
Other Type of Location 
61   Private Hospital 
62   Hospice 
68   Other type of location 
69   Type of location - not known 
60   Other type of location - no additional detail added 
 
 
Discharge Type 
Regular Discharge 
11   Discharge from NHS inpatient/day case care 
12   Transfer within the same Health Board/ Health Care Provider 
13   Transfer to another Health Board/ Health Care Provider 
18   Other type of regular discharge 
19   Regular discharge - type not known 
10   Regular Discharge - no additional detail added 
 
Irregular Discharge 
21   Patient discharged himself/herself against medical advice 
22   Patient discharged by relative 
28   Other type of irregular discharge 
29   Irregular Discharge - type not known 
20   Irregular Discharge - no additional detail added 
Death 
41   Death - Post Mortem 
42   Death - No Post Mortem 


43   Death - Whilst on Pass 
40   Death - no additional detail added 
 
Discharge/Transfer To 
Death 
00   Patient Died (except patients on Pass) 
01   Patient Died Whilst on Pass 
 
Private Residence  
11   Private Residence - living alone 
12   Private Residence - living with relatives or friends 
14   Private Residence- (supported) 
18   Private Residence - other type 
Discharge/Transfer To cont. 
 
19   Private Residence - type not known 
10   Private Residence - no additional detail added 
 
 Institution 
24   NHS Partnership Hospital 
25   Care Home  
28   Place of Residence - Institution - other type 
29   Place of Residence - Institution - type not known 
20   Place of Residence – Institution - no additional detail added 
 
Temporary Place of Residence 
31   Holiday Accommodation 
33   Legal Establishment, including Prison 
34   No fixed abode 
38   Other type of temporary residence (includes hospital residences,  
 hotel facilities) 
39   Temporary Place of Residence - type not known 
30   Temporary place of Residence - no additional detail added 
 
Transfer within the same Health Board/ Health Care Provider 
41   Accident and Emergency Ward 
42   Surgical Specialty 
43   Medical Specialty 
48   Other specialty not separately identified 
49   Transfer within the same Heath Board/ Health Care Provider - 


specialty not known 
4A   GP Other than Obstetrics 
4B   Geriatrics (except for patient on pass) 
4C   Geriatrics (patient on pass) 
4D   Psychiatry (except for patient on pass) 
4E   Psychiatry (patient on pass) 
4F   Orthopaedics 
4G   Learning Difficulties 
40   Transfer within the same Heath Board/ Health Care Provider - no 


additional detail added 
 
Transfer to another Health Board/ Health Care Provider 
51   Accident and Emergency Ward 
52   Surgical Specialty 
53   Medical Specialty 
58   Other specialty not separately identified 
59   Transfer to another Heath Board/ Health Care Provider - specialty 


not known 
5A   GP Other than Obstetrics 
5B   Geriatrics (except for patient on pass) 
5C   Geriatrics (patient on pass) 
5D   Psychiatry (except for patient on pass) 
5E   Psychiatry (patient on pass) 
5F   Orthopaedics 
5G   Learning Difficulties 
50   Transfer to another Heath Board/ Health Care Provider - no 


additional detail added 
 
Other Type of Location 
61   Private Hospital 
62   Hospice 
68   Other type of location 
69   Type of location not known 
60   Other Type of location - no additional detail added 
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LINKED  SMR1/SMR4/SOCRATES/GRO DEATH  CATALOG  GRO Deaths  January 1980 – December 1995  (Record Type 99A) 
 


  Page 1 of 13 


   GRO Death Records  January 1980 – December 1995 (Linked Catalog Layout) 
 
File Source : ASCII (SDF) 
File Location : Unix Server:  /conf/linkage/catalog 
Contact : Linked Catalog Update Team (NSS.linked-catalog-updates@nhs.net) 
 
Position 


From 
Position 


To
Field Name Description Values / Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 DATE OF EVENT Date that death occurred Date in the format CCYYMMDD 
17 24 DATE OF EVENT Date that death occurred Date in the format CCYYMMDD 
25 27 RECORD TYPE  Type of record 01A = SMR1 record (1980 - 1997 Q1) 


01B = SMR01 record (1997 Q2 onwards) 
04A = Historic SMR4 record (Patients discharged 
between 1981 and March 1997) 
04B = COPPISH SMR04 record (Current 
residents and patients discharged from April 1996 
onwards) 
06A = SOCRATES record (1980 onwards) 
99A = GRO Death registration (1980 - 1995) 
99B = GRO Death registration (1996 onwards) 


28 35 ACCESSION NUMBER A unique reference number applied to each input 
record prior to linkage. 
The lowest record accession number in each 
linked group is used as the groups link number 
(personal identifier). 
If a record is relinked it will be given a new 
record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD 
IDENTIFIER 


Unique record identifier 8 digit numeric code. 


44 47 SURNAME SOUNDEX 
CODE 


Compressed form of surname given by the 
Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the format 
ANNN 


48 51 MAIDEN NAME 
SOUNDEX CODE 


Compressed form of maiden name given by the 
Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the format 
ANNN 
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Position 
From 


Position 
To


Field Name Description Values / Format 


52 55 COMMON UNIT CODE Code which allows the matching of Postcodes to 
Parish codes 


4 digit integer 


56 61 ONE PASS LINK WEIGHT 
(SCORE) 


Score at which the record was linked to the 
catalog 


6 digit real number 


62 62 SORT MARKER Aid in the sorting of the catalog  
63 70 DATE OF LINKAGE Date record last linked to the file Date in the format CCYYMMDD 
71 83 FILLER Reserved for future MRL use Blank 
84 93 SEEDED CHI NUMBER   
94 98 FILLER Reserved for future MRL use Blank 
99 100 Health Board Area Health board of residence – different coding 


from cancer and SMR1 records 
1 = Highland 
2 = Grampian 
3 = Tayside 
4 = Fife 
5 = Lothian 
6 = Borders 
7 = Forth Valley 
8 = Argyll & Clyde 
9 = Greater Glasgow 
10 = Lanarkshire 
11 = Ayrshire & Arran 
12 = Dumfries & Galloway 
13 = Orkney 
14 = Shetland 
15 = Western Isles 


101 108 DATE OF REGISTRATION Date that death was registered Date in format CCYYMMDD 
109 111 REGISTRATION DISTRICT 


NUMBER 
Code representing the district of registration. Numeric code in the range 100 - 875 


112 115 ENTRY NUMBER Entry number in registration district’s register Numeric code in the range 0001 - 2335 
116 123 DATE OF EVENT Date of Death Date in format CCYYMMDD 
124 128 INSTITUTION Institution code where death occurred 


(also known as location code) 
Five digit alpha-numeric code in the format 
ANNNA. 


129 129 POST MORTEM Post mortem code 1 = Post mortem has been performed 
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Position 
From 


Position 
To


Field Name Description Values / Format 


2 = Post mortem may be performed 
3 = Post mortem not proposed 
4 = Post mortem proposed and performed later 
5 = Post mortem proposed but no further 
information received 
6 = Post mortem not proposed but performed later 


130 133 PRIMARY CAUSE OF 
DEATH 


Underlying cause of death 
Also referred to as Cause of Death 1 


 
Three or four digit numeric ICD9 code in the 
range 010 - 9899 


Codes from the "Injury and Poisoning" chapter of 
ICD9 are not recorded in any of the Cause of 
Death fields.  Only 10 specified injury groupings 
can be identified through the field "Nature of 
Injury". 


Unlike NHS data these External cause codes can 
be recorded in any of the Cause of Death fields. 


134 137 SECONDARY CAUSE 1 Contributing cause of death 1 
Also referred to as Cause of Death 2 


Three or four digit numeric ICD9 code in the 
range 010 - 9899.  It may also be blank. 
See comments for Primary Cause of Death 


138 141 SECONDARY CAUSE 2 Contributing cause of death 2 
Also referred to as Cause of Death 3 


Three or four digit numeric ICD9 code in the 
range 010 - 9899.  It may also be blank. 
See comments for Primary Cause of Death 


142 145 SECONDARY CAUSE 3 Contributing cause of death 3 
Also referred to as Cause of Death 4 


Three or four digit numeric ICD9 code in the 
range 010 - 9899.  It may also be blank. 
See comments for Primary Cause of Death 


146 147 Nature of injury Nature of Injury Code 38 = Fracture of skull 
39 = Fracture of the spine and trunk 
40 = Fracture of limbs 
41 = Dislocation without fracture 
42 = Sprains and strains of joints and adjacent 
muscles 
43 = Intracranial injury (excluding fractures) 
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Position 
From 


Position 
To


Field Name Description Values / Format 


44 = Internal injury of chest, abdomen and pelvis 
45 = Laceration and open wound 
46 = Superficial injury, contusion and crushing 
with intact skin surface 
47 = Effects of foreign body entering through 
orifice 
48 = Burns 
49 = Adverse effects of medicinal agents and non-
medicinal agents 
50 = Other adverse effects - multiple injuries 


148 148 Place of occurrence Place that death occurred 
Only recorded for External Causes i.e. accidents 
and sudden deaths. 


0 = Home 
1 = Farm 
2 = Mine/Quarry 
3 = Place of Industry 
4 = Sport/Recreation Area 
5 = Street/Highway 
6 = Public Building 
7 = Residential Institution 
8 = Other Specified Place 
9 = Unspecified 
null = unknown 


149 150 Supplementary Code Grouping for causes of death 01 = Any agricultural Accident (inc Farmers 
Lung) 
03 = Death whilst under anaesthetic 
04 = Any mention of Mesothelioma 
06 = Uncertified Deaths 
12 = Pregnancy 1 – will be converted to 
pregnancy supp. Codes (JC requires instructions) 
13 = Pregnancy 2 – will be converted to 
pregnancy supp. Codes (JC requires instructions) 
14 = Any mention of Chronic Air Flow Limitation 
(code: 7991) 
15 = Accidents occurring on an oil rig 
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Position 
From 


Position 
To


Field Name Description Values / Format 


16 = Any mention of Reye Syndrome (code: 3318) 
17 = Death Occurring from natural cause during 
sports and recreation 
18 = Any mention of Necrotising Fasciitis 
19 = Mountaineering deaths (accidents on 
mountains) 
20 = Solvent related deaths 
21 = Drug & Poison related deaths 
22 Any mention of Legionaires Disease (code: 
4828) 
23 = Temporary code where drug or poison is 
suspected 
90 = AIDS related deaths 
91 = AIDS related deaths 
92 = AIDS related deaths 
93 = Suspected AIDS (death in AIDS hospice or 
any mention of Codes: 0785, 3632, 1363, 0078 or 
1738 but no supp. Code 90 – 92 
99 = Dr Cole Queries – Query code for any coder 
for records they may wise to raise with Dr Cole 


151 158 DATE OF BIRTH Persons date of birth Date in format CCYYMMDD 
159 161 Age Age at death Numeric code in the range 001 - 120 are valid 


values and 999 = unknown 
162 163 Age < 2 years Age at death (if aged less than 2 years old)  
164 164 Age < 2 years - Units Units that Age at death (if aged less than 2 years 


old) is measured in. 
N = miNutes 
H = Hours 
D = Days 
W = Weeks 
M = Months 
U = Unknown 


165 165 SEX                      Persons gender 1 = Male 
2 = Female 
9 = Not Known 
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Position 
From 


Position 
To


Field Name Description Values / Format 


166 166 MARITAL STATUS Persons marital status 1 = Single 
2 = Married 
3 = Widowed 
4 = Divorced 
5 = Not Known 
A = Marriage annulled 
C = Civil partnership 
V = Civil partnership dissolved 
L = Civil partnership annulled 
P = Married divorce pending 
U = Surviving civil partner 
*  = Already married in ceremony in foreign 
country -     not recognised in Scotland. 
 


167 168 Country of Birth  Persons country of birth This is a 2 character alphabetic field 
169 170 Country of residence Persons country of residence This is a 2 character alphabetic field 
171 173 Occupation code Persons occupation Sequential numeric code in the range 001 - 350.  


Then 360 - 362, 479, 491 - 496, 666 and 777. 
 
9999 is used when the person is aged 75 or over. 
 
This code does not necessarily apply to the 
deceased but can be used to give a general 
indication of the deceased’s ‘social background’. 
It could, for example, be the mother/father’s 
occupation of even the spouse for those 
individuals not in work. 


174 174 Employment Status Persons Employment status 0 = Students, independent means, no occupation, 
handicapped 
1 = Employees, apprentices, armed forces - other 
ranks 
2 = Managers, superintendants, armed forces - 
officers 
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3 = Foremen 
4 = Self-employed, with employees 
5 = Self-employed, without employees 
 
This code does not necessarily apply to the 
deceased but can be used to give a general 
indication of the deceased’s ‘social background’. 
It could, for example, be the mother/father’s 
occupation of even the spouse for those 
individuals not in work. 


175 175 Social Class Persons Social Class 1 (I) = Professional 
2 (II) = Executive 
3 (III Manual) = Skilled (Manual) 
4 (IV) = Semi-skilled 
5 (V) = Unskilled 
6 (III Non-Manual) = Skilled (Non-manual) 
8 = Inadequate description (1981 onwards) 
9 = Not stated 


176 183 Postcode Persons home postcode 8 digit geographical identifier, where the standard 
seven character code is stored.  An optional 
postcode split indicator can be stored in character 
position 8. 
 
For deaths of non Scottish residents (between 
1980 & 1995), ZZ postcodes are used.  
 
Postcode split indicator – The GRO file holds 
postcodes primarily at the 1991 census area level.  
If a postcode spans more than one output area then 
all the parts are reported. 
This file ignores any of the smaller parts resulting 
from this splitting; all the delivery points are 
allocated to the largest part and this part is marked 
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with ‘A’. 
Possible values for the postcode split indicator are 
blank or A. 


184 200 NHS number   Persons NHS number This is a 17 digit alpha-numeric code which may 
also contain other characters (: / - ( ) .).  It may 
also contain some blank spaces between 
characters. 
It may be entirely blank or N/K may have been 
inserted to represent an unknown value 


201 202 Local Government Region Local Government Region - Derived from the 
Postcode of the patient on the event date 


01 = Borders 
02 = Central 
03 = Dumfries & Galloway 
04 = Fife 
05 = Grampian 
06 = Highland 
07 = Lothian 
08 = Strathclyde 
09 = Tayside 
10 = Orkney 
11 = Shetland 
12 = Western Isles 
13 = No Fixed Abode 
14 = Remainder Of England 
15 = Cumbria 
16 = Tyne and Wear 
17 = Northumberland 
18 = Wales 
19 = Northern Ireland 
20 = Commonwealth 
21 = Other Foreign Countries 
22 = Not Known 
23 = Else 
24 = U.K. Dependent Territories 
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203 204 Local Government District Local Government District - Derived from the 
Postcode of the patient on the event date 


01 = Berwickshire 
02 = Ettrick & Lauderdale 
03 = Roxburgh 
04 = Tweeddale 
05 = Clackmannan 
06 = Falkirk 
07 = Stirling 
08 = Annandale & Eskdale 
09 = Nithsdale 
10 = Stewartry 
11 = Wigtown 
12 = Dunfermline 
13 = Kirkcaldy 
14 = North East Fife 
15 = Aberdeen City 
16 = Banff & Buchan 
17 = Gordon 
18 = Kincardine & Deeside 
19 = Moray 
20 = Badenoch & Strathspey 
21 = Caithness 
22 = Inverness 
23 = Lochaber 
24 = Nairn 
25 = Ross & Cromarty 
26 = Skye & Lochalsh 
27 = Sutherland 
28 = East Lothian 
29 = Edinburgh 
30 = Midlothian 
31 = West Lothian 
32 = Argyll 
33 = Bearsden & Milngavie 
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34 = Clydebank 
35 = Cumbernauld 
36 = Doon Valley 
37 = Cunninghame 
38 = Dumbarton 
39 = East Kilbride 
40 = Eastwood 
41 = Glasgow City 
42 = Hamilton 
43 = Inverclyde 
44 = Kilmarnock & Loudoun 
45 = Kyle & Carrick 
46 = Clydesdale 
47 = Monklands 
48 = Motherwell 
49 = Renfrew 
50 = Strathkelvin 
51 = Angus 
52 = Dundee City 
53 = Perth & Kinross 
54 = Orkney 
55 = Shetland 
56 = Western Isles 


205 206 FILLER Reserved for future MRL use Blank 
207 209 Regional Electoral Division 


& District Ward Code 
Regional Electoral Division & District Ward 
Code 


Three digit code in the range of 011 - 462 


210 213 Civil parish Civil Parish Code This field contains a four digit code 
214 228 Surname Persons surname Max length 15 
229 243 Forename Persons forename Max length 15 
244 258 Mother's surname   Persons mother’s surname Max length 15 
259 273 Mother's forename  Persons mother’s forename Max length 15 
274 288 Mother’s maiden name Persons mother’s maiden name Max length 15 
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289 303 Father’s surname Persons father’s surname Max length 15 
304 318 Father's forename  Persons father’s forename Max length 15 
319 333 Spouse's surname          Persons Spouses surname Max length 15 
334 348 Spouse's forename  Persons Spouses forename Max length 15 
349 357 NHS Board of Residence 


Code (Current) 
A 9-digit code representing the area where the 
patient usually resides.  The current 
configuration of NHS Boards came into being on 
1st April 2006.  At this time, NHS Argyll & 
Clyde was dissolved.  NHS Greater Glasgow and 
NHS Highland both took over parts of the former 
NHS Argyll and Clyde. 
 
In cases where the patient does not usually reside 
in Scotland, codes have been assigned for these 
specific circumstances. 
 
Health Board of residence is assigned based on 
the Health Board Area information supplied by 
NRS (previously GRO), not from the deceased’s 
postcode. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


358 366 NHS Board of Residence 
Code (Previous) 


A 9-digit code representing the area where the 
patient usually resides. 
This dimension holds values for the previous 
NHS Board configuration of 15 NHS Boards.  15 
NHS Boards existed from 1974 – 31st March 
2006, at this time, NHS Argyll & Clyde was 
dissolved. 
 
In cases where the patient does not usually reside 
in Scotland, codes have been assigned for the 
specific circumstances. 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
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Health Board of residence is assigned based on 
the Health Board Area information supplied by 
NRS (previously GRO), not from the deceased’s 
postcode. 


S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


367 375 NHS Board Code of 
Occurrence (Current) 


A 9-digit code representing the NHS Board in 
which the death occurred (14 NHS Board 
configuration). 
In a very small number of cases the death may 
have occurred at home (domiciliary treatment) or 
at the State Hospital (or the Golden Jubilee 
Hospital). 
For domiciliary cases, the NHS Board of 
Occurrence is recorded the same as the patient’s 
NHS Board of Residence.  The State Hospital 
has its own 9-digit code. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


376 384 NHS Board Code of 
Occurrence (Previous) 


A 9-digit code representing the NHS Board in 
which the death occurred (15 NHS Board 
configuration). 
In a very small number of cases the death may 
have occurred at home (domiciliary treatment) or 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
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at the State Hospital (or the Golden Jubilee 
Hospital). 
For domiciliary cases, the NHS Board of 
Occurrence is recorded the same as the patient’s 
NHS Board of Residence.  The State Hospital 
has its own 9-digit code. 


S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 
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Sex (Gender)  
0   Not known     
1   Male      
2   Female      
9   Not specified     
 


Marital Status 
A   Never married nor registered civil partnership 
B   Married 
C   Registered civil partnership 
D   Separated, but still married 
E   Separated, but still in civil partnership 
F   Divorced 
G   Dissolved civil partnership  
H   Widowed 
J   Surviving civil partner 
Y  Other  
Z   Not known   


 


Ethnic Group 
Group A – White 
 1A Scottish 
 1B Other British 
 1C Irish 
 1K Gypsy/ Traveller 
 1L Polish 
 1Z Any other white ethnic group 
Group B – Mixed or multiple ethnic groups 
       2A  Any mixed or multiple ethnic groups 
Group C – Asian, Asian Scottish or Asian British 
 3F Pakistani, Pakistani Scottish or Pakistani British 
 3G Indian, Indian Scottish or Indian British 
 3H Bangladeshi, Bangladeshi Scottish or Bangladeshi British 
 3J Chinese, Chinese Scottish or Chinese British 
 3Z Other Asian, Asian Scottish or Asian British 
Group D – African 
 4D African, African Scottish or African British 
 4Y Other African 
Group E - Caribbean or Black 
 5C Caribbean, Caribbean Scottish or Caribbean British 
 5D Black, Black Scottish or Black British 
 5Y Other Caribbean or Black 
Group F - Other ethnic group 
 6A Arab, Arab Scottish or Arab British 
 6Z Other ethnic group 
Group G - Refused/Not provided by patient 
 98 Refused/Not provided by patient   
Group H - Not Known 
 99 Not Known   
 


Specialty/Discipline 
A1   General Medicine 
A11 Acute Medicine 


C5    Ear, Nose & Throat 
C51 Audiological Medicine 


A2   Cardiology C6   Neurosurgery 
A3   Clinical Genetics C7   Ophthalmology 
A6   Infectious Diseases C8   Trauma & Orthopaedic 
A7   Dermatology         Surgery 
A8   Endocrinology & Diabetes C9   Plastic Surgery 
A81 Endocrine CA   Paediatric Surgery 
A82 Diabetes CB   Urology 
A9   Gastroenterology D1   Community Dental  
AA   Genito-Urinary Medicine         Practice 
AB   Geriatric Medicine D3    Oral Surgery(excl C13) 
AC   Homoeopathy D4    Oral Medicine 
AD   Medical Oncology D5    Orthodontics 
AF    Paediatrics D6    Restorative Dentistry 
AG   Renal Medicine D8    Paediatric Dentistry 
AH   Neurology  
AM   Palliative Medicine E12   GP Other than  
AP    Rehabilitation Medicine          Obstetrics 
AQ   Respiratory Medicine F2     Gynaecology 
AR   Rheumatology H1     Clinical  Radiology  
AV   Clinical Neurophysiology          (Diagnostic Radiology) 
AW  Allergy H2    Clinical Oncology        
C1    General Surgery J3     Chemical Pathology 
C11  General Surgery (excl. Vascular)  J4     Haematology 
C12 Vascular Surgery J5    Immunology 
C13 Oral and Maxillofacial Surgery R11  Surgical Podiatry 
C2   Accident & Emergency  
C3   Anaesthetics  
  


 
C31 Pain Management 
C4   Cardiothoracic Surgery  
C41 Cardiac Surgery  
C42  Thoracic Surgery  
  
  
Significant Facility 
11   Other (inc. Clinical Facilities of Standard Specialty Ward 1K, Day Bed Unit 1J)   
13   Intensive Care Unit    
14   Cardiac Care Unit    
16   Children's Unit    
17   Accident & Emergency (A&E) Ward    
18   Ward for Younger Physically Disabled    
19   Spinal Unit    
1A  Geriatric Orthopaedic Rehabilitation Unit (GORU)    
1B   Rehabilitation Ward (except GORU)    
1C   Burns Unit    
1D   Geriatric Assessment Unit    
1E   Long Stay Unit for Care of the Elderly    
1F   Convalescent Unit    
1G  Palliative Care Unit    
1H   High Dependancy Unit    
1M  Transplant Unit    
1P   Stroke Unit    
39   Ambulatory Care Hospitals    
40   Acute Medical Unit (AMU)   
 
Management of Patient 
1    Inpatient (except for categories 3, 5, 7 and A below) 
2    Day Case in Day Bed Unit (except where retained overnight or longer) 
3    Inpatient originally admitted as a Day Case in Day Bed Unit, then 


moved to Inpatient Ward for overnight retention or longer. N.B. This 
admission generates only one SMR episode 


4    Day Case in Inpatient Ward (except where retained overnight or 
longer) 


5    Inpatient originally admitted as Day Case in Inpatient Ward and   
retained overnight or longer. N.B. This admission generates only one 
SMR episode 


6    Day Case - Other than in Day Bed Unit or Inpatient Ward (except 
where retained overnight or longer). N.B. This admission generates 
only one SMR episode 


7    Inpatient originally admitted as Day Case Other, then moved to 
Inpatient Ward for intended overnight retention or longer. N.B. This 
admission generates only one SMR episode 


A   Inpatient adm to and disch from a Day Bed Unit on the same day. 
 
Patient Category 
1   Amenity 4   Overseas visitor - liable to pay for treatment 
2   Paying  5   Overseas visitor - not liable to pay  
3   NHS  8   Other (including Hospice) 
 
Availability Status Code 
0    No ASC applied 
2  Where the patient has asked to delay admission for personal   reasons 


or refused a reasonable offer of admission 
3   In individual cases where, after discussion with the patient, the  
      treatment has been judged  of low clinical priority 
4  With highly specialised treatments identified at time of placing the  
     patient on a waiting list 
8 Where the patient did not attend, nor give any prior warning that they 


would not attend 
9   In the circumstances of exceptional strain on the NHS such as a major 


disaster, major epidemic or outbreak of infection, or service disruption 
by industrial action 


A Patients under medical constraints (condition other than that requiring 
treatment) which affected their ability to accept an admission date, if 
offered 


X Only until 30.09.03 – patients transferred from deferred WL for whom 
the reason for their being on the list is not known 


 
 
Waiting List Type  
1   True Waiting List 2   Planned Repeat Waiting List 
8   Not on Waiting List 9  Not Known (allowed locally as a  
          holding code but not centrally valid) 
 
Admission Type 
Routine Admission 
10   Routine Admission -  no additional detail added 
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11   Routine elective (i.e. from waiting list as planned, excludes planned 
transfers) 


12   Patient admitted on day of decision to admit, or following day, not for 
medical reasons, but because suitable resources are available 


18   Planned transfers 
19   Routine Admission - type not known 
 
Urgent Admission 
20   Urgent Admission -  no additional detail added 
21   Patient delay (for domestic, legal or other practical reasons) 
22   Hospital delay (for administrative or clinical reasons e.g. arranging 


appropriate facilities, for tests to be carried out, specialist equipment, 
etc.) 


 
Emergency Admission 
30   Emergency Admission - no additional detail added 
31   Patient Injury - Self Inflicted (Injury or Poisoning) 
32   Patient Injury - Road Traffic Accident (RTA) 
33   Patient Injury - Home Incident (incl. assault or accidental 
       poisoning)  
34   Patient Injury - Incident at Work (incl. assault or accidental 
       poisoning) 
35   Patient Injury - Other Injury (including assault or accidenta 
  poisoning other than in the home or at work) - nec 
36   Patient Non-Injury (e.g. stroke, MI, ruptured appendix) 
38   Other Emergency Admission (including emergency  transfers) 
39   Emergency Admission - type not known 
 
Admission Reason 
Acute 
10   Acute Admission - no additional detail added 
11   Admission for treatment 
12   Pre-operative preparation 
13   Observation 
14   Radiotherapy/Chemotherapy 
15   Rehabilitation 
16   Convalescence 
17   Self medication training 
18   Other type of Acute Admission 
19   Acute Admission, type not known 
1A   Professional examinations (i.e. medical staff undergoing exams) 
1B   Readmission for treatment, same condition 
1C   Self-inflicted injury 
1D   Assessment (other than Geriatrics) 
1E   Accidental injury 
1F   Other injury 
1G   Clinical drug trials 
1H   Assault 
1J    Respite care 
1K   Investigation 
1M  Palliative Care 
 
Geriatric 
40   Geriatric Admission - no additional detail added 
41   Continuing Care 
42   Respite Care - planned 
43   Respite Care - non-elective 
44   Admission awaiting local authority residential home 
45   Admission awaiting private residential home 
46   Admission awaiting voluntary residential home 
47   Admission awaiting nursing home care 
48   Other type of  geriatric admission 
49   Geriatric admission, type not known 
4A   Geriatric Assessment 
4B   Geriatric Palliative Care 
 
 
Admission/Transfer From  
Private Residence 
11   Private Residence - living alone 
12   Private Residence - living with relatives or friends 
14   Private Residence – (supported) 
18   Private Residence - other type 
19   Private Residence - type not known 
10   Private Residence - no additional detail added 
 
Institution 
20   Usual place of Residence - Institution - no additional detail added 
24   NHS Partnership Hospital 
25  Care Home 


28   Usual Place of Residence - Institution - other type 
29   Usual Place of Residence - Institution - type not known 
 
Temporary Place of Residence 
30   Temporary place of Residence -  no additional detail added 
31   Holiday Accommodation 
32   Student Accommodation 
33   Legal Establishment, including Prison 
34   No fixed abode 
38   Other type of temporary residence (includes hospital residences, 
  hotel facilities, foster care)       
39   Temporary Place of Residence - type not known 
 
Transfer within the same Health Board/ Health Care Provider 
40   Transfer within the same Heath Board/ Health Care Provider - no   
  additional detail added 
41   Accident and Emergency Ward 
42   Surgical Specialty 
43   Medical Specialty 
44   Obstetrics/Postnatal Cots 
45   Paediatrics 
46   Neonatal Paediatrics 
47   GP Obstetrics/Postnatal Cots 
48   Other specialty not separately identified 
49   Transfer within the same Heath Board/ Health Care Provider –  
 specialty not known 
4A   GP Non Obstetrics 
4B   Geriatrics (except for patient on pass) 
4C   Geriatrics (patient on pass) 
4D  Psychiatry (except for patient on pass) 
4E   Psychiatry (patient on pass) 
4F   Orthopaedics 
4G   Learning Disability 
 
Transfer from another Health Board/ Health Care Provider 
50   Transfer from another Heath Board/ Health Care Provider - no  
       additional detail  added 
51   Accident and Emergency Ward 
52   Surgical Specialty 
53   Medical Specialty 
54   Obstetrics/Postnatal Cots 
55   Paediatrics 
56   Neonatal Paediatrics 
57   GP Obstetrics/Postnatal Cots 
58   Other specialty not separately identified 
59   Transfer from another Heath Board/ Health Care Provider - specialty 


not  known 
5A   GP Non Obstetrics 
5B   Geriatrics (except for patient on pass) 
5C   Geriatrics (patient on pass) 
5D   Psychiatry (except for patient on pass) 
5E   Psychiatry (patient on pass) 
5F   Orthopaedics 
5G   Learning Disability 
 
Other Type of Location 
60   Other type of Location  - no additional detail added 
61   Private Hospital 
62   Hospice 
68   Other type of location 
69   Type of location not known 
 
 
 
Discharge Type 
Regular Discharge 
10   Regular Discharge - no additional detail added 
11   Discharge from NHS inpatient/day case care 
12   Transfer within the same Health Board/ Health Care Provider 
13   Transfer to another Health Board/ Health Care Provider 
18   Other type of regular discharge 
19   Regular discharge - type not known 
 
 
 
 
Irregular Discharge 
20   Irregular Discharge - no additional detail added 
21   Patient discharged himself/herself against medical advice 
22   Patient discharged by relative 
28   Other type of irregular discharge 
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29   Irregular discharge - type not known 
 
Death 
40   Death - no additional detail added 
41   Death - Post Mortem 
42   Death - No Post Mortem 
43   Death - Whilst on pass 
 
 
Discharge/Transfer To 
00   Patient died (except on pass) 
01   Patient died whilst on pass 
 
Private Residence  
10   Private Residence - no additional detail added 
11   Private Residence - living alone 
12   Private Residence - living with relatives or friends 
14   Private Residence-(supported) 
18   Private Residence - other type 
19   Private Residence - type not known 
 
Institution 
20   Usual Place of Residence: Institution - no additional detail added 
24   NHS Partnership Hospital 
25  Care Home 
28   Usual Place of Residence - Institution -  other type  
29   Usual Place of Residence - Institution - type not known 
 
Temporary Place of Residence 
30   Temporary Place of Residence - no additional detail added 
31   Holiday Accommodation 
32   Student Accommodation 
33   Legal Establishment, including Prison 
34   No fixed abode 
38   Other type of temporary residence (includes hospital residences,  


hotel facilities, foster care)       
39   Temporary Place of Residence - type not known 
 
Transfer within the same Health Board/ Health Care Provider 
40   Transfer within the same Heath Board/ Health Care Provider – no 
  additional detail added 
41   Accident and Emergency Ward 
42   Surgical Specialty 
43   Medical Specialty 
44   Obstetrics/Postnatal Cots 
45   Paediatrics 
46   Neonatal Paediatrics 
47   GP Obstetrics/Postnatal Cots 
48   Other specialty not separately identified 
49   Transfer within the same Heath Board/ Health Care Provider –  
  specialty not known 
4A   GP Non Obstetrics 
4B   Geriatrics (except for patient on pass) 
4C   Geriatrics (patient on pass) 
4D   Psychiatry (except for patient on pass) 
4E   Psychiatry (patient on pass) 
4F   Orthopaedics 
4G   Learning Disability 
 
Transfer to another Health Board/ Health Care Provider 
50   Transfer to another Heath Board/ Health Care Provider – no 
       additional detail added 
51   Accident and Emergency Ward 
52   Surgical Specialty 
53   Medical Specialty 
54   Obstetrics/Postnatal Cots 
55   Paediatrics 
56   Neonatal Paediatrics 
57   GP Obstetrics/Postnatal Cots 
58   Other specialty not separately identified 
59   Transfer to another Heath Board/ Health Care Provider – specialty 
       not known 
5A  GP Non Obstetrics 
5B  Geriatrics (except for patient on pass) 
5C  Geriatrics (patient on pass) 
5D  Psychiatry (except for patient on pass) 
5E   Psychiatry (patient on pass) 
5F   Orthopaedics 
5G  Learning Disability 
 


Other Type of Location 
60   Other type of location - no additional detail added 
61   Private Hospital 
62   Hospice 
68   Other type of location 
69   Type of location not known 
 
 





		Specialty/Discipline 

		Significant Facility 

		11   Other (inc. Clinical Facilities of Standard Specialty Ward 1K, Day Bed Unit 1J)   

		13   Intensive Care Unit    

		14   Cardiac Care Unit    

		16   Children's Unit    

		17   Accident & Emergency (A&E) Ward    

		18   Ward for Younger Physically Disabled    

		19   Spinal Unit    

		1A  Geriatric Orthopaedic Rehabilitation Unit (GORU)    

		1B   Rehabilitation Ward (except GORU)    

		1C   Burns Unit    

		1D   Geriatric Assessment Unit    

		1E   Long Stay Unit for Care of the Elderly    

		1F   Convalescent Unit    

		1G  Palliative Care Unit    

		1H   High Dependancy Unit    

		1M  Transplant Unit    

		1P   Stroke Unit    

		39   Ambulatory Care Hospitals    

		40   Acute Medical Unit (AMU)   

		Management of Patient 

		 

		Patient Category 

		 

		Admission Type 

		Routine Admission 

		 

		Urgent Admission 

		 

		Emergency Admission 



		Admission Reason 



		Acute 

		Geriatric 

		Admission/Transfer From  





		Private Residence 

		 

		Institution 

		Temporary Place of Residence 

		Transfer within the same Health Board/ Health Care Provider 

		Transfer from another Health Board/ Health Care Provider 

		Other Type of Location 

		 

		 

		 

		Discharge Type 

		 

		Discharge/Transfer To 

		Private Residence  

		Institution 

		Other Type of Location 

		60   Other type of location - no additional detail added 


















 GRO BIRTHS 


   GRO BIRTH REGISTRATIONS 1975 onwards – Linked Database Layout 
 
File Source : ASCII (SDF) 
File Location :  
Contact : Kevin Greig 
 
 
Position 


From 
Position 


To 
Field Name Description Values/Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 SORT DATE 1 Date of birth Date in the format 


CCYYMMDD 
17 24 SORT DATE 2 Date of birth Date in the format 


CCYYMMDD 
25 27 RECORD TYPE         Type of record 14A = GRO birth 
28 35 ACCESSION NUMBER A unique reference number applied to 


each input record prior to linkage. 
The lowest record accession number in 
each linked group is used as the groups 
link number (personal identifier). 
If a record is relinked it will be given a 
new record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD IDENTIFIER     Unique record identifier 8 digit numeric code. 
44 47 SURNAME SOUNDEX CODE         Compressed form of surname given by 


the Soundex/NYSIIS algorithm 
Four digit alpha-numeric code in 
the format ANNN 


48 51 MAIDEN NAME SOUNDEX CODE     Compressed form of maiden name given 
by the Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in 
the format ANNN 


52 59 DATE OF BIRTH  Patients date of birth.  This is to aid in 
the sorting of the catlink file. 


Date in the format 
CCYYMMDD 


60 63 COMMON UNIT CODE             Code which allows the matching of 
Postcodes to Parish codes 


4 digit integer 


64 64 SORT MARKER                  Aid in the sorting of the catalog file. 0 = SMR2/02 
1 = All other Record Types. 







 GRO BIRTHS 


Position 
From 


Position 
To 


Field Name Description Values/Format 


65 72 DATE OF LINKAGE              Date record last linked to the file Date in the format 
CCYYMMDD 


73 78 ONE PASS LINK WEIGHT (SCORE) Score at which the record was linked to 
the catalog 


6 digit real number 


79 80 PREGNANCY MARKER               
81 82 BABY MARKER                    
83 83 SUSPICISOUS GROUP MARKER  0 = Never been relinked 


1 = Relinked once 
2 = Relinked Twice (or more) 


84 84 RELINK MARKER This field should always be zero on the 
analysis catalog. 


0 = Record not to be relinked 
1 = Record to be relinked 


85 100 FOR FUTURE USE Reserved for future MRL use  Blank 
101 104 YEAR_OF_REGISTRATION  
105 107 REGISTRATION_DISTRICT  
108 111 ENTRY_NUMBER  
112 119 DATE_OF_REGISTRATION  
120 127 DATE_OF_BIRTH  
128 131 TIME_OF_BIRTH  
132 136 INSTITUTION   
137 137 SEX  
138 138 PARENTS_MARRIED_INDICATOR  
139 139 TOTAL_BIRTHS_LIVE_AND_STILL   
140 140 LIVE_MALES  
141 141 LIVE_FEMALES  
142 142 STILLBORN_MALES  
143 143 STILLBORN_FEMALES  
144 144 STILLBORN_SEX_NOT_KNOWN  
145 145 LIVEBORN_SEX_NOT_KNOWN  
146 147 MOTHER_COUNTRY_OF_RESIDENCE  
148 149 MOTHER_COUNTRY_OF_BIRTH   
150 153 OCCUPATION   
154 154 EMPLOYMENT_STATUS   







 GRO BIRTHS 


Position 
From 


Position 
To 


Field Name Description Values/Format 


155 155 SOCIO_ECONOMIC_GROUP   
156 159 DURATION_OF_MARRIAGE   
160 166 POSTCODE   
167 168 FATHER_COUNTRY_OF_BIRTH   
169 176 PARENTS_DATE_OF_MARRIAGE   
177 178 COUNCIL_AREA   
179 180 LOCAL_GOVERNMENT_REGION   
181 182 LOCAL_GOVERNMENT_DISTRICT   
183 184 HEALTH_BOARD_AREA   
185 187 RED_DW   
188 191 CIVIL_PARISH   
192 241 CHILD_SURNAME   
242 271 CHILD_FORENAME   
272 321 MOTHER_MAIDEN_SURNAME   
322 371 MOTHER_SURNAME   
372 401 MOTHER_FORENAMES   
402 451 FATHER_SURNAME   
452 481 FATHER_FORENAMES   
482 498 NHS_NUMBER Baby’s NHS number  
499 499 NUMBER OF BIRTHS (DERIVED)   


 
The following fields are transitional linkage items that will not be required on the final analysis file. 
Position 


From 
Position 


To 
Field Name Description Values/Format 


500 505 SURNAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
506 511 MAIDEN NAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
512 519 INTERNAL LINK NUMBER  Sequential 8 digit numeric code. 


520 525 
INTERNAL LINK SCORE Score at which the record was internally  


linked. 
6 digit real number 


 








 COPPISH SMR02 April 1997 onwards 


   COPPISH SMR02 Discharges April 1997 onwards: Linked Database Layout 
 
File Source : ASCII (SDF) 
File Location :  
File Name :  
Contact : Kevin Greig 
 
 
Position 


From 
Position 


To 
Field Name Description Values/Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 SORT DATE 1 Patients date of admission Date in the format 


CCYYMMDD 
17 24 SORT DATE 2 Patients date of discharge Date in the format 


CCYYMMDD 
25 27 RECORD TYPE         Type of record 02C = COPPISH SMR02 


1997/04/01 onwards 
28 35 ACCESSION NUMBER A unique reference number applied to 


each input record prior to linkage. 
The lowest record accession number in 
each linked group is used as the groups 
link number (personal identifier). 
If a record is relinked it will be given a 
new record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD IDENTIFIER     Unique record identifier 8 digit numeric code. 
44 47 SURNAME SOUNDEX CODE         Compressed form of surname given by 


the Soundex/NYSIIS algorithm 
Four digit alpha-numeric code in 
the format ANNN 


48 51 MAIDEN NAME SOUNDEX CODE     Compressed form of maiden name given 
by the Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in 
the format ANNN 


52 59 DATE OF BIRTH  Patients date of birth.  This is to aid in 
the sorting of the catlink file. 


Date in the format 
CCYYMMDD 


60 63 COMMON UNIT CODE             Code which allows the matching of 
Postcodes to Parish codes 


4 digit integer 







 COPPISH SMR02 April 1997 onwards 


Position 
From 


Position 
To 


Field Name Description Values/Format 


64 64 SORT MARKER                  Aid in the sorting of the catalog file. 0 = SMR2/02 
1 = All other Record Types. 


65 72 DATE OF LINKAGE              Date record last linked to the file Date in the format 
CCYYMMDD 


73 78 ONE PASS LINK WEIGHT (SCORE) Score at which the record was linked to 
the catalog 


6 digit real number 


79 80 PREGNANCY MARKER               
81 82 BABY MARKER                    
83 83 SUSPICISOUS GROUP MARKER  0 = Never been relinked 


1 = Relinked once 
2 = Relinked Twice (or more) 


84 84 RELINK MARKER This field should always be zero on the 
analysis catalog. 


0 = Record not to be relinked 
1 = Record to be relinked 


85 100 FOR FUTURE USE Reserved for future MRL use  Blank 
101 105 Sending Location   


106 116 Episode Record Key   


117 136 Surname   


137 156 1st Forename   


157 176 2nd Forename   


177 196 Previous Surname   


197 204 Date of Birth  ccyymmdd 


205 205 Sex   


206 206 Marital Status   


207 216 CI/CHI Number   


217 226 NHS Number   


227 230 Health Records System Identifier   


231 240 Patient Identifier   


241 250 Alternative Case Reference Number   


251 258 Postcode  On anonymised files, only first six characters 
(postcode sector) given - last 2 characters blank  


259 260 Ethnic Group   







 COPPISH SMR02 April 1997 onwards 


Position 
From 


Position 
To 


Field Name Description Values/Format 


261 266 GP Practice Code  right justify Practice code 


267 274 Referring GP/GDP GMC Number  right justify GMC No 


275 284 Care Package Identifier   


285 289 Location   


290 292 Specialty  left justify 


293 293 Specialty Local Code   


294 295 Significant Facility   


296 298 Clinical Facility - Start   


299 301 Clinical Facility - End   


302 309 Consultant/HCP Responsible for Care  right justify GMC No 


310 310 Management of Patient   


311 311 Patient Category   


312 316 Provider Code  Derived to reflect Trust configuration pre and 
post April 1999.  Code as supplied by the Trust is 
held in positions 878-882 


317 321 Purchaser Code   


322 327 Serial Number   


328 333 GP Referral Letter Number   


334 342 Filler  not applicable to SMR02 


343 350 Admission Date  ccyymmdd 


351 351 Filler  not applicable to SMR02 


352 353 Admission Type   


354 355 Admission Reason   


356 357 Admission/Transfer From   


358 362 Admission/Transfer From -Location   


363 370 Ready for Discharge Date  ccyymmdd 


371 378 Discharge Date  ccyymmdd 


379 380 Discharge Type   


381 382 Discharge/Transfer To   


383 387 Discharge/Transfer To -Location   


388 393 Main Condition  ICD10 code format 







 COPPISH SMR02 April 1997 onwards 


Position 
From 


Position 
To 


Field Name Description Values/Format 


394 399 Other Condition 1  ICD10 code format 


400 405 Other Condition 2  ICD10 code format 


406 411 Other Condition 3  ICD10 code format 


412 417 Other Condition 4  ICD10 code format 


418 423 Other Condition 5  ICD10 code format 


424 431 Main Operation  OPCS4 code pair 


432 439 Date of Main Operation  ccyymmdd 


440 447 Clinician Responsible for Main Operation  right justify GMC No 


448 455 Other Operation 1  OPCS4 code pair 


456 463 Date of Other Operation 1  ccyymmdd 


464 471 Clinician - Other Operation 1  right justify GMC No 


472 479 Other Operation 2  OPCS4 code pair 


480 487 Date of Other Operation 2  ccyymmdd 


488 495 Clinician - Other Operation 2  right justify GMC No 


496 503 Other Operation 3  OPCS4 code pair 


504 511 Date of Other Operation 3  ccyymmdd 


512 519 Clinician - Other Operation 3  right justify GMC No 


520 549 Filler (for future use)   


550 551 Total Previous Pregnancies   


552 553 Total Previous Spontaneous Abortions   


554 555 Total Previous Therapeutic Abortions   


556 557 Total Previous Ceasarean Sections   


558 559 Total Previous Stillbirths   


560 561 Total Previous Neonatal Deaths   


562 563 Previous Admissions this Pregnancy   


564 571 Date of Booking  ccyymmdd 


572 576 Original Booking   


577 577 Delivery Plan - Place   


578 578 Delivery Plan - Management   


579 579 Booking Change - Place   







 COPPISH SMR02 April 1997 onwards 


Position 
From 


Position 
To 


Field Name Description Values/Format 


580 580 Booking Change- Management   


581 583 Height   


584 586 Weight of Mother  Introduced 01/04/2003 


587 587 Type of Abortion   


588 588 Management of Abortion   


589 596 Date of LMP  ccyymmdd 


597 598 Estimated Gestation   


599 599 Certainty of Gestation - Based on Scan  Introduced 01/04/2003 


600 600 Antenatal Steroids   


601 601 Diabetes   


602 602 Smoking History   


603 603 Smoker During Pregnancy   


604 604 Condition on Discharge   


605 605 Drug Misuse  Introduced 01/04/2003 


606 607 Drugs Used 1  Introduced 01/04/2003 


608 609 Drugs Used 2  Introduced 01/04/2003 


610 611 Drugs Used 3  Introduced 01/04/2003 


612 613 Drugs Used 4  Introduced 01/04/2003 


614 614 Ever Injected Illicit Drugs  Introduced 01/04/2003 


615 616 Typical Weekly Alcohol Consumption  Introduced 01/04/2003 


617 617 Induction of Labour   


618 619 Duration of Labour   


620 620 Analgesia During Labour/Delivery  Introduced 01/04/2003 


621 621 Episiotomy   


622 622 Tears   


623 623 Sterilisation after Delivery   


624 631 Date of Delivery  ccyymmdd 


632 632 Number of Births this Pregnancy   


633 633 Doctor Present At Delivery  Introduced 01/04/2003 


634 634 Midwife Present At Delivery  Introduced 01/04/2003 







 COPPISH SMR02 April 1997 onwards 


Position 
From 


Position 
To 


Field Name Description Values/Format 


635 635 Midwife to Consultant Transfer   


636 641 Indication for Operative Delivery  ICD10 code format 


642 642 Presentation at Delivery, Baby 1   


643 643 Presentation at Delivery, Baby 2   


644 644 Presentation at Delivery, Baby 3   


645 645 Mode of Delivery, Baby 1   


646 646 Mode of Delivery, Baby 2   


647 647 Mode of Delivery, Baby 3   


648 648 Outcome of Pregnancy, Baby 1   


649 649 Outcome of Pregnancy, Baby 2   


650 650 Outcome of Pregnancy, Baby 3   


651 654 Birthweight, Baby 1   


655 658 Birthweight, Baby 2   


659 662 Birthweight, Baby 3   


663 663 Resuscitation, Baby 1   


664 664 Resuscitation, Baby 2   


665 665 Resuscitation, Baby 3   


666 667 Apgar @ 5 Minutes, Baby 1   


668 669 Apgar @ 5 Minutes, Baby 2   


670 671 Apgar @ 5 Minutes, Baby 3   


672 672 Sex, Baby 1   


673 673 Sex, Baby 2   


674 674 Sex, Baby 3   


675 677 OFC, Baby 1   


678 680 OFC, Baby 2   


681 683 OFC, Baby 3   


684 685 Crown Heel, Baby 1   


686 687 Crown Heel, Baby 2   


688 689 Crown Heel, Baby 3   


690 690 Neonatal Indicator, Baby 1   







 COPPISH SMR02 April 1997 onwards 


Position 
From 


Position 
To 


Field Name Description Values/Format 


691 691 Neonatal Indicator, Baby 2   


692 692 Neonatal Indicator, Baby 3   


693 693 Baby Discharged To, Baby 1   


694 694 Baby Discharged To, Baby 2   


695 695 Baby Discharged To, Baby 3   


696 705 Baby CI/CHI Number, Baby 1  Blank on anonymised files 


706 715 Baby CI/CHI Number, Baby 2  Blank on anonymised files 


716 725 Baby CI/CHI Number, Baby 3  Blank on anonymised files 


726 726 Feed on Discharge, Baby 1   


727 727 Feed on Discharge, Baby 2   


728 728 Feed on Discharge, Baby 3   


729 729 First Feed Given, Baby 1  Introduced 01/04/2003 


730 730 First Feed Given, Baby 2  Introduced 01/04/2003 


731 731 First Feed Given, Baby 3  Introduced 01/04/2003 


732 732 Feeding Intention at Booking  Discontinued from 01/04/2004 


733 733 Certainty of Gestation  Discontinued from 01/04/2004 


734 734 Analgesia during Labour  Discontinued from 01/04/2004 


735 735 Analgesia/Anaesthesia during Delivery  Discontinued from 01/04/2004 


736 736 Most Senior Doctor Present  Discontinued from 01/04/2004 


737 737 Most Senior Midwife Present  Discontinued from 01/04/2004 


738 744 Reformatted Postcode  On anonymised files, only first five characters 
(postcode sector) given - last 2 characters blank  


745 750 Grid Reference Easting  Blank on anonymised files 


751 757 Grid Reference Northing  Blank on anonymised files 


758 764 1991 Census Output Area   


765 765 1991 Census Urban Rural Code   


766 766 1991 Carstairs Deprivation Category   


767 767 1991 Carstairs Deprivation Quintile   


768 773 1991 Carstairs Deprivation Score   


774 783 2001 Census Output Area   


784 792 Datazone   







 COPPISH SMR02 April 1997 onwards 


Position 
From 


Position 
To 


Field Name Description Values/Format 


793 801 Aggregated Datazone  Not yet available 


802 856 2001 Deprivation Data  Not yet available 


857 861 2001 Census Ward ST  Not yet available 


862 866 2001 Census Ward CAS  Not yet available 


867 871 2001 Census Postcode Sector ST  Not yet available 


872 876 2001 Census Postcode sector CAS  Not yet available 


877 880 Electoral Ward   


881 882 UK Parliamentary Constituency   


883 884 Scottish Parliamentary Constituency   


885 886 Local Government District   


887 888 Council Area   


889 889 Health Board of Residence Cypher   


890 891 Health Board of Residence Number   


892 898 Nomenclature of Units for Territorial 
Statistics(NUTS)


  


899 900 HB of Treatment Number   


901 902 GP Practice HB Number   


903 905 Age on Admission   


906 908 Age at Conception   


909 909 Hospital Type   


910 910 Mother’s Height Group   


911 911 Birthweight Group Baby 1   


912 912 Birthweight Group Baby 2   


913 913 Birthweight Group Baby 3   


914 914 Duration of Pregnancy Centile Baby 1   


915 915 Duration of Pregnancy Centile Baby 2   


916 916 Duration of Pregnancy Centile Baby 3   


917 917 Estimated Gestation Centile Baby 1   


918 918 Estimated Gestation Centile Baby 2   


919 919 Estimated Gestation Centile Baby 3   







 COPPISH SMR02 April 1997 onwards 


Position 
From 


Position 
To 


Field Name Description Values/Format 


920 922 HRG at Conception   


923 927 Length of Stay   


928 930 Antenatal Stay   


931 933 Post Natal Stay   


934 935 Duration of Pregnancy   


936 937 Gestation at Booking   


938 939 Parity   


940 940 Error Flag   


941 941 Query Flag   


942 942 Postcode Query Ind   


943 948 Batch Number   


949 952 Batch Sequence Number   


953 958 Version Number   


959 966 Date Record Inserted  ccyymmdd 


967 974 Date Last Amended  ccyymmdd 


975 975 Delete Flag  = D if record has been deleted 


976 976 Accredited Flag  = A if record from Accredited site 


977 977 Processing Site  M=Maryfield, T=TPH 


978 982 Input Provider  As supplied by Trust - information in the 
‘Provider’ & ‘Current Provider’ fields (positions 
212-216), 764-768 is derived using this field 


983 988 Date (of discharge)  mmyyyy - used for derivation of Provider code 


989 993 Current Provider  Mapped code from 1997 based on current 
configuration. 


 
The following fields are transitional linkage items that will not be required on the final analysis file. 
Position 


From 
Position 


To 
Field Name Description Values/Format 


994 999 SURNAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
1000 1005 MAIDEN NAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
1006 1013 INTERNAL LINK NUMBER  Sequential 8 digit numeric code. 
1014 1019 INTERNAL LINK SCORE Score at which the record was internally  6 digit real number 







 COPPISH SMR02 April 1997 onwards 


Position 
From 


Position 
To 


Field Name Description Values/Format 


linked. 
 








 Pre-Coppish SMR2 1975 – March 1997 


   Pre-Coppish SMR2 Discharges January 1975 – March 1997: Linked Database Layout 
 
File Source : ASCII (SDF) 
File Location :  
File Name :  
Contact : Kevin Greig 
 
 
Position 


From 
Position 


To 
Field Name Description Values/Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 SORT DATE 1 Patients date of admission Date in the format 


CCYYMMDD 
17 24 SORT DATE 2 Patients date of discharge Date in the format 


CCYYMMDD 
25 27 RECORD TYPE         Type of record 02B = Pre-COPPISH SMR2 


1975/01/01 – 1997/03/31 
28 35 ACCESSION NUMBER A unique reference number applied to 


each input record prior to linkage. 
The lowest record accession number in 
each linked group is used as the groups 
link number (personal identifier). 
If a record is relinked it will be given a 
new record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD IDENTIFIER     Unique record identifier 8 digit numeric code. 
44 47 SURNAME SOUNDEX CODE         Compressed form of surname given by 


the Soundex/NYSIIS algorithm 
Four digit alpha-numeric code in 
the format ANNN 


48 51 MAIDEN NAME SOUNDEX CODE     Compressed form of maiden name given 
by the Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in 
the format ANNN 


52 59 DATE OF BIRTH  Patients date of birth.  This is to aid in 
the sorting of the catlink file. 


Date in the format 
CCYYMMDD 


60 63 COMMON UNIT CODE             Code which allows the matching of 
Postcodes to Parish codes 


4 digit integer 







 Pre-Coppish SMR2 1975 – March 1997 


Position 
From 


Position 
To 


Field Name Description Values/Format 


64 64 SORT MARKER                  Aid in the sorting of the catalog file. 0 = SMR2/02 
1 = All other Record Types. 


65 72 DATE OF LINKAGE              Date record last linked to the file Date in the format 
CCYYMMDD 


73 78 ONE PASS LINK WEIGHT (SCORE) Score at which the record was linked to 
the catalog 


6 digit real number 


79 80 PREGNANCY MARKER               
81 82 BABY MARKER                    
83 83 SUSPICISOUS GROUP MARKER  0 = Never been relinked 


1 = Relinked once 
2 = Relinked Twice (or more) 


84 84 RELINK MARKER This field should always be zero on the 
analysis catalog. 


0 = Record not to be relinked 
1 = Record to be relinked 


85 100 FOR FUTURE USE Reserved for future MRL use  Blank 
101 104 Year Identifies annual file, year of discharge 1975 – 1997 
105 109 Hospital Code (Location) Institution code  
110 119 Mother’s Case Reference Number Hospital case reference number  
120 127 Date of Admission  Date in the format 


CCYYMMDD 
128 135 Date of Discharge  Date in the format 


CCYYMMDD 
136 141 SMR Number   
142 153 Surname   
154 154 First Initial   
155 155 Second Initial   
156 167 Maiden Name   
168 175 Mother’s Date of Birth Patient’s date of birth Date in the format 


CCYYMMDD 
176 176 Marital Status  1=Never married (single) 


2=Married 
3=Widowed 







 Pre-Coppish SMR2 1975 – March 1997 


Position 
From 


Position 
To 


Field Name Description Values/Format 


4=Divorced 
5=Separated 
8=Other 
9=Not known 


177 183 Postcode   
184 186 Patient’s Occupation Patient’s Occupation  
187 189 Next of Kin’s Occupation Next of kin’s occupation  
190 197 Date of Marriage  Date in the format 


CCYYMMDD 
198 204 Obstetrician Obstetrician in charge of care  
205 211 Family Doctor Patient’s own GP  
212 212 Total Previous Pregnancies Total number of previous pregnancies 0-9 
213 213 Previous Spontaneous Abortions Number of previous spontaneous 


abortions 
0-9 


214 214 Previous Theraputic Abortions Number of previous theraputic abortions 0-9 
215 215 Previous Caesarian Sections Number of previous caesarian sections 0-9 
216 216 Previous Perinatal Deaths Number of previous perinatal deaths 0-9 
217 217 Number of Children Living Number of children living 0-9 
218 218 Antenatal Care  0=None 


1=GP/ Midwife 
2=GP care with specialist 
consultation 
3=Hospital only 
4=GP and hospital shared 
5=Midwife only 
8=Other 
9=Not known 


219 219 Admitted From  0=Not admitted 
1=Home 
2=Other hospital 
3=GP unit outwith this hospital 







 Pre-Coppish SMR2 1975 – March 1997 


Position 
From 


Position 
To 


Field Name Description Values/Format 


4=Other specialty in this hospital 
220 220 Previous Admissions Number of previous admissions to any 


hospital in this pregnancy 
0-9 


221 221 Type of Admission  0=Domiciliary (not admitted) 
1=Abortion (includes threatened 
abortion and  ectopic pregnancy) 
2=Pregnant but not in labour 
3=In labour 
4=Born before arrival 
5=Admitted after delivery at 
home 
6=Admitted after delivery in any 
hospital 
8=Other (eg doubtfully 
pregnant) 


222 229 Date of Booking  Date in the format 
CCYYMMDD 


230 230 Original Booking Original booking for delivery 0=Not booked prior to this 
admission 
1=Booked for home delivery 
2=This hospital (consultant unit) 
3=This hospital (GP unit) 
4=Other hospital (consultant 
unit) 
5=Other hospital (GP unit) 
9=Not known 


231 231 Mother’s Blood Group Patient’s blood group 1=O Rh –ve 
2=O Rh +ve 
3=A Rh –ve 
4=A Rh +ve 
5=B Rh –ve 







 Pre-Coppish SMR2 1975 – March 1997 


Position 
From 


Position 
To 


Field Name Description Values/Format 


6=B Rh +ve 
7=AB Rh –ve 
8=AB Rh +ve 
9=Not known 


232 234 Mother’s Height Patient’s Height (cm)  
235 235 Type of Abortion  0=Threatened abortion (still 


pregnant on discharge) 
1=Spontaneous or incomplete 
abortion 
2=Missed abortion 
3=Hydatidiform mole 
4=Therapeutic abortion 
5=Suspected illegal abortion 
6=Failed therapeutic abortion 
7=Ectopic pregnancy 
8=Unspecified abortion 


236 236 Management of Abortion  0=Not operative 
1=D+C 
2=Vacuum aspiration 
3=Hysterotomy 
4=Prostaglandin (all forms) 
5=Amniotic infusion (other than 
prostaglandin) 
8=Other (including eptopic 
pregnancy) 
9=Not stated 


237 237 Sterilisation After Abortion   0=None 
1=Laparoscopy 
2=Laparotomy 
3=Laparoscopy other hospital 
4=Laparotomy other hospital 







 Pre-Coppish SMR2 1975 – March 1997 


Position 
From 


Position 
To 


Field Name Description Values/Format 


8=Other 
9=Not stated 


238 238 Principal Complication of Abortion  0=None 
1=Haemorrhage 
2=Sepsis 
3=Trauma to cervix or uterus 
4=Damage to bowel 
5=Retained products requiring 
re-evacuation 
8=Other 
9=Not stated 


239 246 Date of Last Menstrual Period Date of last menstrual period Date in the format 
CCYYMMDD 


247 248 Estimated Gestation Estimated gestation at abortion or 
delivery (weeks) 


 


249 249 Certainty of Gestation  0=Not applicable 
1=Certain 
2=Uncertain 
9=Not known 


250 250 Smoking Before Pregnancy  0=Never 
1=Current 
2=Former 
9=N/K 


251 251 Smoking During Pregnancy  0=No 
1=Yes 
9=N/K 


252 252 Condition on Discharge Condition of the mother on discharge 0=Domiciliary delivery 
1=Still pregnant 
2=Aborted (all types of 
completed abortion) 
3=Delivered 







 Pre-Coppish SMR2 1975 – March 1997 


Position 
From 


Position 
To 


Field Name Description Values/Format 


4=Post natal care only 
5=Pregnancy not confirmed 
8=Other (eg known missed 
abortion) 


253 253 Discharged to  0=Domiciliary delivery 
1=Home care 
2=Other hospital – GP maternity 
unit 
3=Other hospital – specialist 
maternity unit 
4=Other hospital or institution 
5=Other unit in this hospital 
6=Died (PM) 
7=Died (no PM) 
8=Other 


254 254 Category of Patient  1=Amenity 
2=Paying 
3=NHS 
7=Special arrangement 


255 255 Unit on Discharge  1=Obstetric (consultant) 
2=Obstetric (General 
Practitioner) 
3=Home or other confinement 
not admitted to hospital 
4=day case 
5=Midwife only unit 
6=Midwife to consultant transfer 
this episode in labour ward 
7=Midwife to consultant transfer 
this episode in post-natal ward 
9=other or not known 







 Pre-Coppish SMR2 1975 – March 1997 


Position 
From 


Position 
To 


Field Name Description Values/Format 


256 256 Method of Induction Induction of labour indicates the type of 
induction used actively to start labour 
by clinical intervention 


0=none 
1=Artificial rupture of 
membranes (ARM) 
2=Oxytocics 
3=ARM + Oxytocics 
4=Prostaglandins (includes 
cervical priming) 
5=ARM + Prostaglandins 
6=Prostaglandins + Oxytocics 
7=Prostaglandins + ARM + 
Oxytocics 
8=Other 
9=Not Known 


257 258 Duration of Labour Duration of labour (hours)  
259 259 Sterilisation after Delivery Sterilisation after delivery indicates the 


method of sterilisation used 
0=None 
1=Laparoscopy 
2=Laparotomy 
3=Sterilisation with caesarean 
section 
7=Other Method 
8=Sterilised, but method not 
stated 


260 267 Date of Delivery  Date in the format 
CCYYMMDD 


268 268 Number of Births this Pregnancy Number of births this pregnancy  
269 269 Presentation at Delivery, Baby 1 Presentation at delivery is the part of the 


fetus which is lowest in relation to the 
position within the maternal pelvis 


1=Occipito – anterior (OA) 
2=Occipito – posterior (OP) 
3=Occipito – lateral (OL) 
4=Breech 
5=Face/Brow 
6=Shoulder 
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Position 
From 


Position 
To 


Field Name Description Values/Format 


7=Cord 
8=Other 
9=Not Known 


270 270 Presentation at Delivery, Baby 2 Presentation at delivery or start of 
operative delivery for baby 2 (if 
applicable) 


As Baby 1  


271 271 Delivery Mode, Baby 1 The method by which the baby is 
delivered 


0=Normal, spontaneous vertex, 
vaginal delivery, occipito – 
anterior 
1=Cephalic vaginal delivery, 
with abnormal presentation of 
the head at delivery, without 
instruments, with or without 
manipulation 
2=Forceps, low application, 
without manipulation, forceps 
delivery NOS 
3=Other forceps delivery. 
Forceps with manipulation, high 
forceps, mid forceps 
4=Vacuum extraction ventouse 
5=Breech delivery, spontaneous 
assisted or unspecified partial 
breech extraction 
6=Breech extraction, NOS. 
Version with breech extraction 
7=Elective (planned) Caesarean 
Section 
8=Emergency and unspecified 
caesarean section 
9=Other and unspecified method 
of delivery 
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Position 
From 


Position 
To 


Field Name Description Values/Format 


272 272 Delivery Mode, Baby 2 Mode of delivery for baby 2 (if 
applicable) 


As Baby 1 


273 273 Outcome of Pregnancy, Baby 1 Outcome of pregnancy indicates 
whether the baby was liveborn or 
stillborn (or fetus was aborted in 
multiple pregnancy) 


1=Live birth 
2=Still birth 
3=Livebirth dying within the 
first 6 days (early neonatal 
death) 
4=Livebirth dying on or after the 
7th completed day but before the  
28th day (late neonatal death) 
5=Livebirth dying on or after the 
28th completed day, but before 
the end of the first year of life 
(post-neonatal death) 
8=Abortion of a dead fetus of a 
multiple pregnancy ending 
before 24 wks of gestation in 
which the other babies are live 
born 


274 274 Outcome of Pregnancy, Baby 2 Outcome of pregnancy for baby 2 (if 
applicable) 


As baby 1 


275 278 Birthweight, Baby 1 Weight of first baby at birth (gms)  
279 282 Birthweight, Baby 2 Weight of second baby at birth (gms) – 


if applicable 
 


283 283 Apgar, Baby 1 Apgar score at 5 minutes for baby 1.A 
score based on assessment of 5 variables 
in the baby, each rated from 0-2 (0 
worst, 2 best). 


0-9; Actual apgar score at 5 
minutes (or death before 5 
minutes) 


284 284 Apgar, Baby 2 Apgar score at 5 minutes for baby 2 As baby 1 
285 285 Sex, Baby 1 Sex of Infant – baby 1 1=Male 


2=Female 
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Position 
From 


Position 
To 


Field Name Description Values/Format 


8=Other or not known 
286 286 Sex, Baby 2 Sex of Infant – baby 2 As baby 1 
287 287 Special Care Unit, Baby 1 Special Care Baby Unit – baby 1 0=Not admitted 


1=Admitted for up to 48 hours 
2=Admitted for more than 48 
hours 
9=Not known 


288 288 Special Care Unit, Baby 2 Special Care Baby Unit – baby 2 As baby 1 
289 289 Baby Discharged To, Baby 1 This indicates the disposal of the baby 


on the mother’s DISCHARGE 
1=Home with mother 
2=Remaining in neonatal care 
3=Underwent neonatal care, but 
home with mother 
4=Transfer to other hospital 
5=Other unit in same hospital 
6=Foster home 
7=Local Authority Care 
8=Healthy baby remaining in 
hospital after mother’s discharge 
9=Dead 


290 290 Baby Discharged To, Baby 2 Baby discharged to – baby 2 (if 
applicable) 


As baby 1 


291 300 Case Reference Number, Baby 1 Case record number in this hospital  - 
baby 1 


 


301 310 Case Reference Number, Baby 2 Case record number in this hospital  - 
baby 2 


 


311 314 Cause of Death, Baby 1 Underlying cause of still birth or 
neonatal death – baby 1 


 


315 318 Cause of Death, Baby 2 Underlying cause of still birth or 
neonatal death – baby 2 


 


319 324 Main Condition Main Condition ICD-8 1968-1979 
ICD-9 1980 – March 1996 
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Position 
From 


Position 
To 


Field Name Description Values/Format 


(position 2-5) 
ICD-10 from April 1996 
(position 1-4)  


325 330 Other Condition 1 Other Condition 1 As main condition 
331 336 Other Condition 2 Other Condition 2 As main condition 
337 342 Other Condition 3 Other Condition 3 As main condition 
343 348 Other Condition 4 Other Condition 4 As main condition 
349 354 Other Condition 5 Other Condition 5 As main condition 
355 358 Operation  OPCS4 1989 onwards 


OPCS3 1977-1988 
OPCS2 1971-1976 
(based on year of discharge) 


359 368 National Option   
369 380 Local Option   
381 383 Total Stay   
384 386 Antenatal Stay   
387 389 Postnatal Stay   
390 391 Age on Admission (in Years)   
392 393 Duration of Pregnancy   
394 395 Health Board of Residence Number   
396 397 Local Government District   
398 398 Health Board of Residence Cipher   
399 400 Health Board of Treatment Number   
401 402 Gestation at Booking   
403 403 Parity  0-7=number of actual events 


8=8 or more actual events 
9=not known 


404 404 Birthweight Group, Baby 1  A=1 – 499 
B=500 – 999 
C=1000 – 1499 
D=1500 – 1999 
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Position 
From 


Position 
To 


Field Name Description Values/Format 


E=2000 – 2499 
F=2500 – 2999 
G=3000 – 3499 
H=3500 – 3999 
I=4000 – 4499 
J=4500+ 
K=N/K 


405 405 Birthweight Group, Baby 2  As baby 1 
406 406 Mother’s Height Group   
407 407 Hospital Type  1= Specialist 


2=GP 
3= Other (mainly domiciliary) 


408 408 Estimated Gestation Centile, Baby 1   
409 409 Estimated Gestation Centile, Baby 2   
410 410 Duration of Pregnancy Centile, Baby 1   
411 411 Duration of Pregnancy Centile, Baby 2   
412 412 Social Class  1= Professional 


2= Intermediate 
3= Skilled – manual 
4= Skilled – non-manual 
5= Partly skilled 
6= Unskilled 
8= Inadequately described 
9= Not stated 


413 413 Error Flag   
414 414 Query Flag   
415 418 Batch Number   
419 419 Market Flag   
420 420 English 3rd Character   
421 428 Date of Processing Processing date Date in the format 


CCYYMMDD 
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Beteween April 1996 and March 1997 SMR2 data was submitted in both COPPISH and historic formats.  Some institutions submitted 
their data in purely historic format, some institutions submitted in purely COPPISH format and the remaining institutions submitted 
historic data first and then moved over (at various points in the year) to submitting in COPPISH format. 
 
To get round this problem ISD backmapped all records submitted in COPPISH format to historic format.  However, some additional 
COPPISH data items were retained on these backmapped records. 
 
Therefore, the following fields are only available for those COPPISH SMR02 records which were backmapped.  The use of these items 
should be considered carefully prior to use as they are incomplete for the period as a whole and will be incomplete for certain 
institutions as well during this time period. 
Position 


From 
Position 


To 
Field Name Description Values/Format 


429 429 Board Flag Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
1997/03.


 


430 430 Tayside Flag Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
1997/03.


 


431 440 Mother’s CHI Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
1997/03.


 


441 445 GP Practice Code Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
1997/03.


 


446 450 Provider Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
1997/03.


 


451 455 Purchaser Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
1997/03.


 


456 461 Serial Number Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
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Position 
From 


Position 
To 


Field Name Description Values/Format 


1997/03.
462 462 Fundholder Flag Only available for those backmapped 


Coppish SMR02 records  1996/04 – 
1997/03. 
Fundholding GP flag 


N = No 
Y = Yes 


463 466 Case Note Prefix Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
1997/03.


 


467 468 Age at Conception (in Years) Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
1997/03.


 


469 471 HRG Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
1997/03.


 


472 476 Sending Location Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
1997/03. 
Institution code where this data was sent 
from. 


Five digit alpha-numeric code in 
the format ANNNA 


477 487 Episode Record Key Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
1997/03. 
SMR Episode Record Key 


When the data items in the SMR 
Dataset are entered initially as a 
new insert record, whether on a 
manual form or computer screen, 
there is no SMR Episode Record 
Key.  This key is added by the 
PAS or at the ISD Data Centre. 
It is a single key to identify 
uniquely the SMR Patient 
Episode. 


488 492 Derived Purchaser Only available for those backmapped 
Coppish SMR02 records  1996/04 – 
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Position 
From 


Position 
To 


Field Name Description Values/Format 


1997/03.
493 497 Derived Provider                                   Only available for those backmapped 


Coppish SMR02 records  1996/04 – 
1997/03.


 


 
The following fields are transitional linkage items that will not be required on the final analysis file. 
Position 


From 
Position 


To 
Field Name Description Values/Format 


498 503 SURNAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
504 509 MAIDEN NAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
510 517 INTERNAL LINK NUMBER  Sequential 8 digit numeric code. 
518 523 INTERNAL LINK SCORE Score at which the record was internally  


linked. 
6 digit real number 


 










 GRO SBID 


   GRO STILLBIRTH AND INFANT DEATH REGISTRATIONS 1975 onwards – Linked Database Layout 
 
File Source : ASCII (SDF) 
File Location :  
Contact : Kevin Greig 
 
 
Position 


From 
Position 


To 
Field Name Description Values/Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 SORT DATE 1  Date in the format 


CCYYMMDD 
17 24 SORT DATE 2  Date in the format 


CCYYMMDD 
25 27 RECORD TYPE         Type of record 15A = GRO stillbirth 


15B = GRO infant death 
28 35 ACCESSION NUMBER A unique reference number applied to 


each input record prior to linkage. 
The lowest record accession number in 
each linked group is used as the groups 
link number (personal identifier). 
If a record is relinked it will be given a 
new record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD IDENTIFIER     Unique record identifier 8 digit numeric code. 
44 47 SURNAME SOUNDEX CODE         Compressed form of surname given by 


the Soundex/NYSIIS algorithm 
Four digit alpha-numeric code in 
the format ANNN 


48 51 MAIDEN NAME SOUNDEX CODE     Compressed form of maiden name given 
by the Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in 
the format ANNN 


52 59 DATE OF BIRTH  Patients date of birth.  This is to aid in 
the sorting of the catlink file. 


Date in the format 
CCYYMMDD 


60 63 COMMON UNIT CODE             Code which allows the matching of 
Postcodes to Parish codes 


4 digit integer 


64 64 SORT MARKER                  Aid in the sorting of the catalog file. 0 = SMR2/02 
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Position 
From 


Position 
To 


Field Name Description Values/Format 


1 = All other Record Types. 
65 72 DATE OF LINKAGE              Date record last linked to the file Date in the format 


CCYYMMDD 
73 78 ONE PASS LINK WEIGHT (SCORE) Score at which the record was linked to 


the catalog 
6 digit real number 


79 80 PREGNANCY MARKER               
81 82 BABY MARKER                    
83 83 SUSPICISOUS GROUP MARKER  0 = Never been relinked 


1 = Relinked once 
2 = Relinked Twice (or more) 


84 84 RELINK MARKER This field should always be zero on the 
analysis catalog. 


0 = Record not to be relinked 
1 = Record to be relinked 


85 100 FOR FUTURE USE Reserved for future MRL use  Blank 
101 104 YEAR OF REGISTRATION  
105 107 REGISTRATION DISTRICT  
108 111 ENTRY NO.  
112 119 DATE OF REGISTRATION  
120 127 DATE OF BIRTH  
128 131 TIME OF BIRTH  
132 136 INSTITUTION 15A= birth, 15B=death  
137 137 SEX  
138 138 PARENTS MARRIED INDICATOR  
139 146 DATE OF DEATH 15A = same as date of birth  
147 147 PERIOD OF DEATH  
148 148 POST MORTEM INDICATOR  
149 153 UNDERLYING CAUSE OF DEATH  
154 158 CAUSE OF DEATH CODE 0  
159 163 CAUSE OF DEATH CODE 1  
164 168 CAUSE OF DEATH CODE 2  
169 173 CAUSE OF DEATH CODE 3  
174 178 CAUSE OF DEATH CODE 4   
179 183 CAUSE OF DEATH CODE 5   
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Position 
From 


Position 
To 


Field Name Description Values/Format 


184 188 CAUSE OF DEATH CODE 6   
189 193 CAUSE OF DEATH CODE 7   
194 198 CAUSE OF DEATH CODE 8   
199 203 CAUSE OF DEATH CODE 9   
204 206 AGE   
207 208 AGE LESS THAN 2 YEARS   
209 209 AGE UNITS   
210 210 TOTAL_BIRTHS_LIVE_AND_STILL   
211 211 LIVE_MALES   
212 212 LIVE_FEMALES   
213 213 STILLBORN_MALES   
214 214 STILLBORN_FEMALES   
215 215 STILLBORN_SEX_NOT_KNOWN   
216 216 LIVEBORN_SEX_NOT_KNOWN   
217 218 DURATION OF PREGNANCY   
219 222 WEIGHT OF FOETUS   
223 224 COUNTRY OF RESIDENCE 15A=mother, 15B=child  
225 226 COUNTRY OF BIRTH 15A=mother, 15B=child  
227 228 FATHER COUNTRY OF BIRTH   
229 232 OCCUPATION   
233 233 EMPLOYMENT STATUS   
234 234 SOCIOECONOMIC GROUP   
235 238 DURATION OF MARRIAGE   
239 246 DATE OF MARRIAGE   
247 253 POSTCODE 15A=at birth 15B =at death  
254 255 COUNCIL AREA   
256 257 LOCAL GOVERNMENT REGION   
258 259 LOCAL GOVERNMENT DISTRICT   
260 261 HEALTH BOARD AREA   
262 264 RED_DW   
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Position 
From 


Position 
To 


Field Name Description Values/Format 


265 268 CIVIL PARISH   
269 318 MOTHER MAIDEN NAME   
319 368 MOTHER SURNAME   
369 398 MOTHER FORENAMES   
399 448 FATHER SURNAME   
449 478 FATHER FORENAMES   
479 528 CHILD SURNAME   
529 558 CHILD FORENAMES   
559 559 SB/ID MARKER  1=stillbirth, 2 = infant death 
560 560 NUMBIR(DERIVED)   
561 561 AGE AT DEATH(DERIVED)  A = <1 hour 


B = 1-23 hours 
C = 1-6 days 
D = 7-13 days 
E = 14-20 days 
F = 21-27 days 
G = 28 days-2 months 
H = 3-5 months 
I = 6-8 months 
J = 9-11 months 
Z = stillbirth 


 
The following fields are transitional linkage items that will not be required on the final analysis file. 
Position 


From 
Position 


To 
Field Name Description Values/Format 


562 567 SURNAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
568 573 MAIDEN NAME SOUNDEX WEIGHT Soundex weight 6 digit real number 
574 581 INTERNAL LINK NUMBER  Sequential 8 digit numeric code. 
582 587 INTERNAL LINK SCORE Score at which the record was internally  


linked. 
6 digit real number 
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Marital Status 
A Never married nor registered civil partnership 
B Married 
C Registered civil partnership 
D Separated, but still married 
E Separated, but still in civil partnership 
F Divorced 
G Dissolved civil partnership  
H Widowed 
J Surviving civil partner 
Y Other  
Z Not known   
 
Ethnic Group 
Group A – White 
 1A Scottish 
 1B Other British 
 1C Irish 
 1K Gypsy/ Traveller 
 1L Polish 
 1Z Any other white ethnic group 
Group B – Mixed or multiple ethnic groups 
       2A  Any mixed or multiple ethnic groups 
Group C – Asian, Asian Scottish or Asian British 
 3F Pakistani, Pakistani Scottish or Pakistani British 
 3G Indian, Indian Scottish or Indian British 
 3H Bangladeshi, Bangladeshi Scottish or Bangladeshi British 
 3J Chinese, Chinese Scottish or Chinese British 
 3Z Other Asian, Asian Scottish or Asian British 
Group D – African 
 4D African, African Scottish or African British 
 4Y Other African 
Group E - Caribbean or Black 
 5C Caribbean, Caribbean Scottish or Caribbean British 
 5D Black, Black Scottish or Black British 
 5Y Other Caribbean or Black 
Group F - Other ethnic group 
 6A Arab, Arab Scottish or Arab British 
 6Z Other ethnic group 
Group G - Refused/Not provided by patient 
 98 Refused/Not provided by patient   
Group H - Not Known 
 99 Not Known   
 
Specialty/Discipline 
E11   GP Obstetrics 
T2     Midwifery 
T21   Community Midwifery 
F3     Obstetrics 
 


Significant Facility  
11 Other (including all Standard Specialty Wards) 
13    Intensive Care Unit  
1H    High Dependency Unit  
 
Management of  Patient  
1    Inpatient (except for categories 3,5,7 and A below) 
2   Day Case in Day Bed Unit (except where retained overnight or 


longer) 
3   Inpatient originally admitted as a Day Case in Day Bed Unit, then 


moved to Inpatient Ward for intended overnight retention or 
longer 


      N.B. This admission generates only one SMR episode 
4    Day Case in Inpatient Ward (except where retained overnight or 


longer) 
5    Inpatient originally admitted as Day Case in Inpatient Ward and 


retained overnight or longer.  N.B. This admission generates only 
one SMR episode 


6    Day Case - Other than in Day Bed Unit or Inpatient Ward (except 
where retained overnight or longer).  N.B. This admission 
generates only one SMR episode 


7    Inpatient originally admitted as Day Case Other, then moved  to 
Inpatient Ward for overnight retention or longer.  N.B. This 
admission generates only one SMR episode 


A    Inpatient admitted to and discharged from a Day Bed Unit on 
 the same day 


 
Patient Category 


1   Amenity 
2   Paying 
3   NHS 
4   Overseas visitor - liable to pay for treatment 
5   Overseas visitor – not liable to pay (reciprocal arrangements) 
8   Other (including hospice) 
 


 
Admission Reason 
21   Abortion (includes ectopic pregnancy) 
22   Pregnant but not in labour (includes threatened abortion) 
23   In labour 
24   Born before Arrival (maternity admission where the baby was 


born before arrival at the hospital) 
25   Admitted after delivery at home (admitted following a home birth) 
26   Admitted after delivery in any hospital (transfer of mother where 


birth occurred in another hospital) 
28   Other type of maternity admission (incl doubtfully pregnant and 


incomplete abortion following complete abortion episode) 
 


Admission Type  
42   Maternity Admission 
 


 
Admission/Transfer From 
 


Private Residence  
11   Private Residence - living alone 
12   Private Residence - living with relatives or friends 
14   Private Residence – (supported) 
18   Private Residence - other type (e.g. foster care) 
19   Private Residence - type not known 
10   Private Residence - no additional detail added 
 


Institution 
24   NHS Partnership Hospital 
25  Care Home 
28   Usual Place of Residence - Institution - other  type 
29   Usual Place of Residence - Institution - type not known 
20   Usual  place of Residence: Institution - no additional detail added 
 


Temporary Place of Residence 
31   Holiday Accommodation 
32   Student Accommodation 
33   Legal Establishment, including Prison 
34   No fixed abode 
38   Other type of temporary residence (includes hospital residences, 


hotel facilities)       
39   Temporary Place of Residence - type not known 
30   Temporary place of Residence - no additional detail added 
 


Transfer within the same Heath Board/ Health Care Provider  
40   Transfer within the same Heath Board/ Health Care Provider - no 
additional detail added 
41   Accident and Emergency Ward 
42   Surgical Specialty 
43   Medical Specialty 
44   Obstetrics/Postnatal Cots 
47   GP Obstetrics/Postnatal Cots 
48   Other specialty not separately identified 
49   Transfer within the same Heath Board/ Health Care Provider - 


specialty  not known 
4A   GP Non Obstetrics 
4D   Psychiatry (except for patient on pass) 
4E   Psychiatry (patient on pass) 
4F   Orthopaedics 
4G   Learning Disability 


 


Transfer from another Heath Board/ Health Care Provider 
50   Transfer from another Heath Board/ Health Care Provider - no 


additional detail added 
51   Accident and Emergency Ward 
52   Surgical Specialty 
53   Medical Specialty 
54   Obstetrics/Postnatal Cots 
57   GP Obstetrics/Postnatal Cots 
58   Other specialty not separately identified 
59   Transfer from another Heath Board/ Health Care Provider - 


specialty not known 
5A   GP Non Obstetrics 


ISD Data Dictionary:  www.datadictionary.scot.nhs.uk                                                                                                            Revised:  March  2012 







SUMMARY OF CODES - SMR02 
 


Source:  ISD Definitions & Reference Team                                                    2                               SMR02 


5D   Psychiatry (except  for patient on pass) 
5E   Psychiatry (patient on pass) 
5F   Orthopaedics 
5G   Learning Disability 
 
Other Type of Location  
61   Private Hospital 
62   Hospice 
68   Other type of location 
69   Type of location not known 
60   Other type of location  - no additional detail added 
 
CURRENT PREGNANCY 
 
Previous Pregnancies Section  
00 - 98   None to 98 actual events 
99 Not known 
 
Number of Previous  Admissions to Any  Hospital in this 
Pregnancy 
00 - 98   None to 98 actual events 
99 Not known 
 


CURRENT PREGNANCY (Continued) 
 


Original Booking  
Not booked      00000 
Home delivery    D201N 
Scottish Hospital      (institution code) 
UK hospital outwith Scotland  E999H 
Hospital outside UK   E888H 
Not known if booked   99999 (which should only be used as a 


last resort) 
 


Delivery Plan - Place 
0   Home birth 3   Midwife Unit 
1   Consultant Unit 8   Not booked/other 
2   GP Unit 9   Not known 
 


Delivery Plan - Management  
0   Home 
3   Inpatient 
8   Not booked/other 
9   Not known 
 


Booking Change - Place 
1   Consultant Unit 7   No change 
2   GP Unit 8   Not Booked/Other 
3   Midwife Unit 9   Not known 
 
Booking Change - Management  
3   Inpatient 8   Not booked/Other 
7   No change 9   Not known 
  
Type of Abortion  
1  Spontaneous or incomplete abortion 
2  Missed abortion  
3  Trophoblastic disease (includes Molar Pregnancy) 
4  Therapeutic abortion  
5  Suspected illegal abortion 
6  Ectopic pregnancy 
8  Other abortion 
9  Unspecified 
 
Management of Abortion  
0   Conservative/expectant management  
A  Dilatation and curettage (D&C) or vacuum aspiration 
3  Hysterotomy  
4   Medical (incl Misoprostol and Prostaglandin  
B   Ectopic – laparoscopic salpingectomy 
C   Ectopic – laparoscopic salpingostomy 
D   Ectopic – laparotomy & salpingectomy 
E   Ectopic – laparotomy & salpingostomy 
8   Other (incl methotrexate) 
9   Management not stated 
 
Certainty of Gestation based on Scan  
1   Certain 
2   Uncertain 


3   No scan given 
9   Not known 
 
 
Antenatal Steroids  
0  Antenatal steroids not given 
1  Antenatal steroids given (complete 48 hour course); or             


Incomplete (less  than 48 hour course) 
8  Not applicable (gestations  of 36 weeks or over with no previous 


threat of delivery) 
9  Not known whether given or not 
 
 
Diabetes 
1 Yes, Pre-existing diabetes (diagnosed before  pregnancy) 
2  Yes, Gestational diabetes (diagnosed during this pregnancy) 
3   Yes, Time of diagnosis unknown 
4   No (no diabetes during this pregnancy) 
9   Unknown 
 
 
Booking Smoking History  
0   Never smoked, non smoker 
1   Current smoker 
2   Former smoker 
9   Not known 
 
Smoker during Pregnancy  
0   No 
1   Yes 
9   Not  known 
 
Drug Misuse during this Pregnancy 
0 No 
1 Yes  
9 Not known 
 
 
Drugs Used 
00 None 
10 Heroin 
11 Morphine 
12 Methadone – prescribed only 
13 Methadone – other 
14 Dihydrocodeine – prescribed only 
15 Dihydrocodeine – other 
16 Dipipanone 
17 Buprenorphine 
19 Other opiates 
20 Diazepam – prescribed only 
21 Diazepam – other 
22 Temazepam – prescribed only 
23 Temazepam – other 
24 Nitrazepam 
25 Other benzodiazepines 
29 Other sedatives 
30 Amphetamines 
31 Cocaine 
32 Crack Cocaine 
33 Ecstacy 
39 Other stimulants 
40 Hallucinogens 
50 Cannabis 
60 Solvents & gases 
70 Other drugs 
99 Not known 
 
 
 
 
 
 
Ever Injected Illicit Drugs 
0 No 
1 Yes, during current pregnancy 
2 Yes, prior to current pregnancy 
3 Yes, but it is not known when 
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9 Not known  
 
RECORD OF LABOUR 
 
Induction of Labour  
0   None 
1   Artificial rupture of membranes (ARM) 
2   Oxytocics 
3   ARM + Oxytocics 
4   Prostaglandins (includes cervical priming) 
5   Prostaglandins + ARM  
6   Prostaglandins and Oxytocics 
7   Prostaglandins and ARM and Oxytocics 
8   Other 
9   Not known 
 
Analgesia during Labour and/or Delivery 
0   None 4   General anaesthetic 
1  Pethidine/Morphine 
    or other opiates/ 
    opioids     


5   Spinal (includes 
     ‘combined spinal 
     epidural’) 


2   Epidural  8   Other 
3   Gas and air only 9   Not known 


 
RECORD OF LABOUR (continued) 
 
Sterilisation after delivery 
0   None 
1   Laparoscopy 
2   Laparotomy 
3   Sterilisation with caesarean section 
7   Other Method 
8   Sterilised, but method not stated 
 
Number of Births this Pregnancy 
1      Single birth 4      Quads 
2      Twin birth 5      Quins 
3      Triplets 6-9   Six to nine 
 
Episiotomy  
0   No 
1   Yes 
9   Not  known 
 
Tears 
0   No (includes intact perineum and/or vaginal or cervical 


lacerations) 
1   Tear 1O 4   Tear 4O


2   Tear 2O 8   Unspecified tear 
3   Tear 3O 9   Not known if tear 
  
Doctor Present at Delivery 
0   No 
1   Yes 
9   Not known 
 
Midwife Present at Delivery 
0   No 
1   Yes 
9   Not known 
 
Transfer of Responsibility: Midwife to Consultant 
0   No transfer - midwife retains responsibility throughout the delivery 


episode 
1   Midwife to consultant transfer in labour/delivery 
2   Midwife to consultant transfer after delivery 
8   Not applicable 
9   Not known 
 
 
BABY RECORD 
 
Presentation at Delivery (Baby 1,2,3) 
1   Occipito-anterior (OA)  
2   Occipito-posterior (OP)  
3   Occipito-lateral (OL)  


4   Breech  
5   Face/brow  
6   Shoulder 
7   Cord 
8   Other 
9   Not  known 
 
Mode of Delivery (Baby 1,2,3) 
0  Normal, spontaneous vertex vaginal delivery, occipito-anterior 
1  Cephalic vaginal delivery, with abnormal presentation of the head 


at delivery 
2  Low forceps – no rotation, forceps NOS (incl. Wrigleys) 
A  Mid cavity forceps – no rotation (incl. Haig-Fergusson, Neville-


Barnes etc) 
B Rotational forceps (incl Kiellands) 
C Ventouse – no rotation or unspecified 
D Ventouse with rotation 
E Other forceps delivery (includes ‘high-cavity’, high forceps) 
5 Breech delivery, spontaneous, assisted or unspecified partial 


breech extraction 
6 Breech extraction, NOS. Version with breech extraction. 
7 Elective (planned) caesarean section 
8 Emergency and unspecified caesarean section 
9 Other and unspecified method of delivery 
 
Outcome of Pregnancy (Baby 1,2,3)  
1   Livebirth 
2   Stillbirth 
3   Livebirth dying within the first 6 days (early neonatal death) 
4   Livebirth dying on or after the 7th completed day but before the 


28th day (late neonatal death) 
5   Livebirth dying on or after the 28th completed day but   before the 


end of the first year of life (postneonatal death) 
8   Abortion of a dead fetus of a multiple pregnancy ending before 24 


weeks of gestation in which the other twin is a live birth 
 
Resuscitation  (Baby 1,2,3)  
1   Nil/Facial oxygen 5   Intubation for IPPV (with drugs) 
2   Bag and mask (no drugs) 6   Drugs only (usually Nalaxone) 
3   Bag & mask (with drugs) 8   Other 
4   Intubation for IPPV (no drugs) 9   Not known 
 
Apgar Score at 5 min (Baby 1,2,3)  
00-10   actual Apgar score at 5 mins (or death before 5 mins) 
RR       Baby being actively resuscitated at the 5 minute check 
NR  Not recorded 
 
Sex (Baby 1,2,3) 
0   Not known (i.e. indeterminate sex) 
1   Male 
2   Female 
9   Not specified 
 
Neonatal Indicator (Baby 1,2,3) 
0   Not admitted 
1   Admitted - for up to 48 hours 
2   Admitted - for more than 48 hours 
9   Not known 
 
Baby Discharged  to (Baby 1,2,3) 
2   Remaining in neonatal care 
3   Underwent neonatal care, but home with mother 
4   Transfer to other hospital 
5   Other unit in same hospital 
6   Foster Home 
7   Local Authority Care 
8   Healthy baby remaining in hospital after mother’s discharge 
9   Dead 
 
First Feed Given (Baby 1,2,3) 
1   Breast only 
2   Formula only 
3   Not Applicable (use if Baby is stillborn) 
4   Mixed (breast and formula) 
8   Other (non milk feed) 
9   Not known 
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Feed on Discharge  (Baby 1,2,3) 
1   Breast only 
2   Formula only 
3   Not Applicable (use if Baby is stillborn or has died) 
4   Mixed (breast and formula) 
8   Other (non milk feed) 
9   Not known 
 
 
MATERNAL DISCHARGE  
 
Condition on Discharge 
1   Still pregnant  
2   Aborted   
3   Delivered 
4   Postnatal care only 
5   Pregnancy not confirmed 
8   Other (includes missed abortion) 
 
MATERNAL DISCHARGE (Continued) 
 
Discharge Type 
Regular Discharge 
11   Discharge from NHS care 
12   Transfer within the same Health Board/ Health Care Provider 
13   Transfer to other Health Board/ Health Care Provider 
18   Other type of regular discharge 
19   Regular discharge – type not known 
10   Regular discharge - no additional detail added 
 
Irregular Discharge 
21   Patient discharged herself against medical advice 
22   Patient discharged by relative 
28   Other type of irregular discharge 
29   Irregular discharge - type not known 
20   Irregular Discharge - no additional detail added 
 
Death 
41    Death - Post Mortem 
42    Death - No Post Mortem 
43    Death - whilst on pass 
40    Death - no additional detail added 
 
Discharge/Transfer To 
 
Death 
00   Patient died 
01   Patient died whilst on pass 
 
Private Residence  
11    Private Residence - living alone 
12   Private Residence - living with relatives or friends 
14    Private Residence –(supported) 
18    Private Residence - other type (e.g. foster care) 
19 Private Residence - type not known 
10    Private Residence - no additional detail added 
 
Institution 
24   NHS Partnership Hospital 
25   Care Home 
 
28   Usual Place of Residence - Institution - other type  
29   Usual Place of Residence - Institution - type not known 
20   Usual Place of Residence: Institution - no additional detail  
 added 
 
 
 
Temporary Place of Residence 
31   Holiday Accommodation 
32   Student Accommodation 
33   Legal Establishment, including Prison 
34   No fixed abode 
38   Other type of temporary residence (includes hospital 
 residences, hotel facilities, foster care)       
39   Temporary Place of Residence - type not known 
30   Temporary Place of Residence - no additional detail added 


 
Transfer within the same Heath Board/ Health Care Provider 
40   Transfer within the same Heath Board/ Health Care Provider - no 
additional detail  added 
41   Accident and Emergency Ward 
42   Surgical Specialty 
43   Medical Specialty 
44   Obstetrics/Postnatal Cots 
47   GP Obstetrics/Postnatal Cots 
48   Other specialty not separately identified 
49   Transfer within the same Heath Board/ Health Care Provider - 


specialty not known 
4A   GP Non Obstetrics 
4D   Psychiatry (except for patient on pass) 
4E   Psychiatry (patient on pass) 
4F   Orthopaedics 
4G   Learning Disability 
 
 
Transfer to another Heath Board/ Health Care Provider 
50   Transfer to another Heath Board/ Health Care Provider - no 


additional detail added 
51   Accident and Emergency Ward 
52   Surgical Specialty 
53   Medical Specialty 
54   Obstetrics/Postnatal Cots 
57   GP Obstetrics/Postnatal Cots 
58   Other specialty not separately identified 
59   Transfer to another Heath Board/ Health Care Provider - 
specialty not known 
5A   GP Non Obstetrics 
5D   Psychiatry (except for patient on pass) 
5E   Psychiatry (patient on pass) 
5F   Orthopaedics 
5G   Learning Disability 
 
Other Type of Location  
61   Private Hospital 
62   Hospice 
68   Other type of location 
69   Type of location not known 
60   Other type of location  - no additional detail added 
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OPCS4(a) coding for procedures in acute hospitals in Scotland, 


Chapter codes Group and Chapter Name Codes
A00-A84 Nervous system


Epidural injections and spinal puncture A52, A54 and A55
Release of entrapment of peripheral nerve at wrist A65
Other peripheral nerve release A66-A69
Neurophysiological procedures A83, A84
Other nervous system procedures Remainder of chapter


B00-B40 Endocrine system and breast 
Thyroid procedures B08, B09, B12
Mastectomy and partial excision of breast B27, B28
Mammoplasty and mastopexy B31
Breast biopsy B32
Reconstructive/other procedures on breast B29, B30, B33-B39
Other endocrine system procedures (includes parathyroid 
and adrenal glands)


Remainder of chapter


C00-C90 Eye 
Eyelid lesion removal C12, C11.1, C11.2
Other procedures on eyelid C13-C22, C11.3-C11.9
Cataract procedures C71-C75(b)


Vitreous body procedures C79
Procedures on retina C80-C85, C87, C88
Other eye procedures Remainder of chapter


D00-D28 Ear
Clearance of external auditory canal D07, D08.5
Drainage of the middle ear D15
Other ear procedures Remainder of chapter


E00-E98 Respiratory tract 
Procedures on internal nose E03, E04, E08
Arrest of bleeding from internal nose E05, E06
Pharyngoscopy E24, E25
Laryngoscopy E34-E37
Lower respiratory flexi endoscopy E48, E49
Respiratory/ventilation support E85-E98
Other respiratory tract (includes other procedures on 
nose, pharynx, and lung)


Remainder of chapter


F00-F63 Mouth
Tooth extraction F09, F10
Orthodontic procedures F14, F15
Tonsillectomy F34
Other mouth procedures Remainder of chapter


G00-G82 Upper digestive tract
Upper gastrointestinal endoscopy G14-G19, G42-G46, G54-G55, G64-G65, G79-G80
Intubation of stomach G47
Other upper digestive tract procedures Remainder of chapter


H00-H70 Lower digestive tract
Appendicectomy H01, H02
Colon/rectum resection/exteriorisation H04-H11, H14, H15, H29, H33
Lower gastrointestinal endoscopy H20-H28, H68-H70
Haemorrhoid procedures H51-H53
Other procedures on the anal and perianal region H54-H58
Philonidal sinus procedures H59, H60
Other lower digestive tract procedures Remainder of chapter


J00-J77 Other abdominal organs
Percutaneous liver procedures J12, J13
Gall bladder excision (Cholecystectomy) J18
ERCP procedures J38-J45
Other abdominal organ procedures (includes liver, gall 
bladder, bile ducts, pancreas, spleen)


Remainder of chapter


K00-K78 Heart
Heart valve procedures K25-K36
Coronary artery bypass graft K40-K46
Coronary angioplasty/stent K49, K50.1, K75
Arrhythmia procedures K57.1, K57.2, K57.4, K58.1, K58.2, K58.6, K59-K61, K62.1-K62.4
Cardiac/coronary angiography K63
Other heart procedures Remainder of chapter


L00-L99, O01-O05, O15, 
O20 Arteries and veins


Pulmonary arteriography L13.3
Peripheral arteriography L26.4, L31.2, L35.2, L39.4, L43.4, L47.3, L54.3, L63.4, L72.1
Pulmonary angioplasty/stent L13.4 - L13.6
Angioplasty/stent of aorta L26.1, L26.2, L26.5, L26.6, L26.7, L27.-, L28.1-L28.6
Peripheral angioplasty/stent L31.1, L31.4, L35.3, L39.1, L39.5, L43.1, L43.5, L47.1, L47.4, L54.1, L54.4, L63.1, 


L63.5, L66.2, L66.5, L66.7, L69.4, L69.5, L71.1
Arteriovenous shunt procedures L74
Varicose vein procedures L83-L88
Central venous catheter procedures L91.1-L91.5
Other artery or vein procedures Remainder of chapter including O01-O05, O15, O20


M00-M86 Urinary 
Kidney excision total/partial M02, M03
Extracorporeal shock wave lithotripsy of calculus of 
kidney


M14


Other procedures on kidney M01, M04-M08, M13, M15-M17
Urinary tract endoscopy M09-M11,M26, M27-M30, M32.1-M32.6, M42-M45, M76, M77
Bladder catheterisation M47
Female bladder outlet procedures M51-M56
Endoscopic resection of prostate M65
Other urinary procedures Remainder of chapter







N00-N35 Male genital organs
Vasectomy N17.1
Circumcision N30.3
Other male genital organ procedures Remainder of chapter


P01-P32 Lower Female Genital Tract
Prolapse repair P22-P24
Colposcopy of vagina P27.3
Other lower genital tract procedures


Q00-R43 Upper and Other Female Genital Tract
Hysterectomy Q07, Q08
Dilation of cervix uteri and curettage of uterus NEC Q10.3
Colposcopy of cervix Q55.4
Female Genital Tract Examination Q55 (excluding Q55.4)
Other procedures from Q and R chapter Remainder of chapters


S00- S70 Skin 
Skin lesion excision/destruction S05, S06, S08, S09, S10, S11
Skin phototherapy S07, S12
Skin biopsy S13-S15
Skin suture/suture removal S41-S43
Skin incision and drainage S47
Debridement/dressing of skin S54-S57
Other skin procedures (includes skin grafting and nail 
procedures)


Remainder of chapter


T00-T97 Soft tissue
Pleural puncture T12
Inguinal hernia procedures T19, T20, T21 
Other hernia repair T22-T27, T97, T98
Exploratory laparotomy T30
Diagnostic laparoscopy T43
Abdominal/peritoneal drainage T45, T46
Fasciectomy T52, T56
Tendon repair T67, T68
Lymph node block dissection T85
Lymph node biopsy/sampling T86, T87, T91.1
Other soft tissue procedures Remainder of chapter


U00-U54 Diagnostic imaging, testing and rehabilitation U00-U54
V00-V68 Bones and joints of skull and spine


Fixation of mandible/reduction of mandible fracture V15, V17
Spinal decompression V22-V27, V60, V61, V67, V68
Intervertebral disc excision V29-V31, V32-V35, V58, V59
Other bone of skull and spine procedures Remainder of chapter


W00-W99, O06-O10, O17-
O19, O21-O29


Other bones and joints


Osteotomies W03.2, W03.6, W12-W16
Fracture reduction/fixation O17, W19-W25
Other fixation/traction of bone W27-W30
Diagnostic bone puncture W36
Primary total hip replacement W37.1, W38.1, W39.1, W93.1, W94.1, W95.1
Other total hip replacement W37-W39, W93-W95 (excluding W37.1, W38.1, W39.1, W93.1, W94.1, W95.1)
Primary total knee replacement W40.1, W41.1, W42.1
Other total knee replacement O18, W40-W42 (excluding W40.1, W41.1, W42.1)
Other total joint replacement O06-O08, O21-O23, W43-W45, W96-W98
Hip hemiarthroplasty W46-W48
Other joint hemiarthroplasty O24-O26, W49-W54
Reduction of traumatic joint dislocation W65-W67
Arthroscopic procedures O19, W82-W89
Joint aspiration/injection W90
Other bone/joint procedures Remainder of chapter including O09 and O10


X00-X97 Miscellaneous procedures
Amputation X07-X12
Renal replacement therapy X40
Radiotherapy X65
Chemotherapy for neoplasm X72, X73
Other miscellaneous Remainder of chapter


(a) Office for Population Censuses and Surveys Classification of Surgical Operations and Procedures (OPCS). 


Please note each procedure grouping may contain a range of procedures, these can vary from minor to major procedures.
See the data tables for more detailed notes on the procedure groupings


(b) Inpatient cataract procedures must have a diagnosis of any of the following ICD10 codes to be counted: H25, H26, H28.0 to H28.2.  This only applies to inpatient and 
daycase records as diagnosis data is not complete on outpatient returns.  For outpatients any record with the relevant procedure codes have been counted.
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COPPISH SMR04 Current residents and patients discharged from April 1996 onwards (Linked Catalog Layout) 
 
File Source : ASCII (SDF) 
File Location : Unix Server:  /conf/linkage/catalog/ 
Contact : Linked Catalog Update Team (NSS.linked-catalog-updates@nhs.net) 
 
Notes: 
 


 All patients admitted and discharged before April 1996 have been recorded on the SMR4 file (i.e. pre-COPPISH data). 
 


 Between April 1996 and March 1997, NHS Trusts began submitting COPPISH records.  Some NHS Trusts began submitting COPPISH records 
on 1st April 1996, others at various times during the year and the rest on 1st April 1997. 


 
 COPPISH records submitted between April 1996 and March 1997 were not backmapped to the SMR4 format, therefore SMR4 and SMR04 


(COPPISH) ran in parallel during this period. 
 


 When an NHS Trust began submitting COPPISH records, an SMR04 record was created for all current residents.  The SMR4 file contains only 
records relating to patients who were discharged before April 1997.  


 
 The SMR04 file only contains records for current residents and discharges from April 1996. 


 
 Note that admissions prior to April 1996 contain a mixture of ICD9 and ICD10 codes. 
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Position 


From 
Position 


To
Field Name Description Values / Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 DATE OF ADMISSION Patients date of admission Date in the format CCYYMMDD 


17 24 DATE OF DISCHARGE Patients date of discharge Date in the format CCYYMMDD 
25 27 RECORD TYPE  Type of record 01A = SMR1 record (1980 - 1997 Q1) 


01B = SMR01 record (1997 Q2 onwards) 
04A = Historic SMR4 record (Patients discharged 
between 1981 and March 1997) 
04B = COPPISH SMR04 record (Current residents 
and patients discharged from April 1996 onwards) 
06A = SOCRATES record (1980 onwards) 
99A = GRO Death registration (1980 - 1995) 
99B = GRO Death registration (1996 onwards) 


28 35 ACCESSION NUMBER A unique reference number applied to each input 
record prior to linkage. 
The lowest record accession number in each 
linked group is used as the groups link number 
(personal identifier). 
If a record is re-linked it will be given a new 
record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD 
IDENTIFIER 


Unique record identifier 8 digit numeric code. 


44 47 SURNAME SOUNDEX 
CODE 


Compressed form of surname given by the 
Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the format ANNN 


48 51 MAIDEN NAME 
SOUNDEX CODE 


Compressed form of maiden name given by the 
Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the format ANNN 


52 55 COMMON UNIT CODE Code which allows the matching of Postcodes to 
Parish codes 


4 digit integer 


56 61 ONE PASS LINK WEIGHT 
(SCORE) 


Score at which the record was linked to the 
catalog 


6 digit real number 


62 62 SORT MARKER Aid in the sorting of the catalog  
63 70 DATE OF LINKAGE Date record last linked to the file Date in the format CCYYMMDD 
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Position 
From 


Position 
To


Field Name Description Values / Format 


71 83 FILLER Reserved for future MRL use Blank 
84 93 SEEDED CHI NUMBER   
94 99 FILLER Reserved for future MRL use Blank 
100 100 HEALTH BOARD OF 


RESIDENCE CYPHER 
Health Board of Residence - cypher A = Ayrshire and Arran 


B = Borders 
C = Argyll & Clyde 
F = Fife 
G = Glasgow 
H = Highland 
L = Lanarkshire 
N = Grampian 
R = Orkney 
S = Lothian 
T = Tayside 
V = Forth Valley 
W = Western Isles 
Y = Dumfries & Galloway 
Z = Shetland 
E = England / Wales / Northern Ireland 
O = Outside U.K. 
Q = No fixed abode 
U = Not known 


Key Fields :- 
101 105 SENDING LOCATION Location code  Location code where this data was sent from 
106 116 EPISODE RECORD KEY SMR Episode Record Key When the data items in the SMR Dataset are entered 


initially as a new insert record, whether on a manual 
form or computer screen, there is no SMR Episode 
Record Key.  This key is added by the PAS or at the 
ISD Data Centre. It is a single key to identify 
uniquely the SMR Patient Episode. 
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Position 
From 


Position 
To


Field Name Description Values / Format 


Patient ID Data :- 
117 136 SURNAME Patients surname The surname of a person represents that part of the 


name of a person which indicates the family group 
of which the person is part. 
Max length 20 


137 156 1ST FORENAME Patients first forename The first forename of a person represents that part 
of the name of a person which, after the surname, is 
the principal identifier of a person. 
Max length 20 


157 176 2ND FORENAME Patients second forename Max length 20 
177 196 PREVIOUS SURNAME Patients previous surname This is any surname by which a person was 


previously known. 
Max length 20 


197 204 DATE OF BIRTH Patients date of birth Date in the format CCYYMMDD 
205 205 SEX Patients gender 1 = Male 


2 = Female 
206 206 MARITAL STATUS Patients marital status 1 = Never married (Single) 


2 = Married (includes separated) 
3 = Widowed 
8 = Other (includes divorced, cohabiting or stable 
relationships) 
9 = Not Known (Not divulged or patient left 
hospital before it could be recorded) 


207 216 CI/CHI NUMBER Patients Community Health Index number Community Health Index number uniquely 
identifies a person on the index.  There are eight 
indexes covering defined geographical areas of 
Scotland.  A person may be registered on more than 
one index. 


217 226 NHS NUMBER Patients NHS number An identifier allocated to an individual to enable 
unique identification within the UK for NHS health 
care purposes 
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Position 
From 


Position 
To


Field Name Description Values / Format 


227 230 HEALTH RECORDS 
SYSTEM IDENTIFIER 


Health Records Systems Identifier These four characters are reserved primarily for use 
by COMPAS Patient Administration Systems.  
They can also be used for HOMER PAS which 
have Patient Identifiers longer than10 characters. 


231 240 PATIENT IDENTIFIER Patients Case Reference Number This is used to uniquely identify a patient within a 
health register or Patient Administration Systems. 
These can consist of up to 10 characters but must 
have at least 6 characters.  SEE ABOVE ENTRY. 


241 250 ALTERNATIVE CASE 
REFERENCE NUMBER 


Patients Alternative Case Reference Number On COPPISH records this is now a local item. 
On Pre-COPPISH records the CHI number was 
sometimes recorded in this field. 


251 258 POSTCODE Patients postcode 8 digit geographical identifier 
259 260 ETHNIC GROUP Patients ethnic group.  An ethnic group is a 


group of people having racial, religious, 
linguistic and/or other cultural traits in common. 
The ethnic group to which a patient belongs is 
judged by the patient. 
 


Codes valid as at 28th January 2012.  Pleas see 
appendix 1 for previous codings.  
Group A – White 
1A Scottish  
1B Other British  
1C Irish  
1K Gypsy/ Traveller 
1L Polish 
1Z Any other white ethnic group 
Group B – Mixed or multiple ethnic groups 
2A Any mixed or multiple ethnic groups 
Group C - Asian, Asian Scottish or Asian British 
3F Pakistani, Pakistani Scottish or Pakistani British 
3G Indian, Indian Scottish or Indian British 
3H Bangladeshi, Bangladeshi Scottish or 
Bangladeshi British 
3J Chinese, Chinese Scottish or Chinese British 
3Z Other Asian, Asian Scottish or Asian British  
Group D - African 
4D African, African Scottish or African British 
4Y Other African 
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Position 
From 


Position 
To


Field Name Description Values / Format 


Group E - Caribbean or Black 
5C Caribbean, Caribbean Scottish or Caribbean 
British 
5D Black, Black Scottish or Black British 
5Y Other Caribbean or Black 
Group F - Other ethnic group 
6A Arab, Arab Scottish or Arab British 
6Z Other ethnic group 
Group G - Refused/Not provided by patient 
98 Refused/Not provided by patient  
Group H - Not Known 
99 Not Known  


261 266 GP PRACTICE CODE Practice code of the Patients GP Standard 5 digit numerical code. 
It comprises a 4 digit identifying code, which is 
within an agreed range for each Health Board, and a 
check digit. 
It should be right justified with the first character a 
space unless it is a valid code from outwith 
Scotland. 


267 274 REFERRING GP/GDP GMC 
NUMBER 


Referring GP or GDP GMC number  Personal identification number of the GP or GDP 
who referred the patient. 
(a) GMC number can consist of 7 numeric digits 
(b) GMC number can consist of L and 6 numeric 


digits.  This is used for Limited registrations 
(usually overseas doctors) 


(c) GDC number consists of D0 and 5 numeric 
digits. 


This number should be right justified in the eight 
character spaces provided. 


Episode Management Data :- 
275 284 CARE PACKAGE 


IDENTIFIER 
Care package identifier Number which allows a number or group of 


COPPISH SMR episodes to be related together. 
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Position 
From 


Position 
To


Field Name Description Values / Format 


285 289 LOCATION Location code Location code where this episode took place. 
Each location is assigned a unique five-character 
code, made up of an alpha-prefix usually referring 
to a health board, followed by a three-digit serial 
number, and ending with an alpha-suffix 
representing the type of location. (ANNNA) 
When a location closes its code is not re-allocated 
to another location.  
Location Codes are used to record the location at 
which health activity takes place, e.g. the point of 
delivery of health care. 


290 292 SPECIALTY Specialty code Specialty where this episode took place 
See appendix 1 for code changes over the period 
1980 - 1997 


293 293 SPECIALTY LOCAL CODE Specialty Local Code ? 
294 295 SIGNIFICANT FACILITY Significant facility where this episode took 


place.  A Significant facility is a clinical facility 
which is of interest for clinical and/or 
contracting reasons. 


17 = Accident & Emergency Ward (A&E) 
1L = Adolescent Unit 
1C = Burns Unit 
14 = Cardiac Care Unit 
16 = Childrens Unit 
 
1F = Convalescent Unit 
1D = Geriatric Assessment Unit 
1A = Geriatric Orthopaedic Rehabilitation Unit 
(GORU) 
13 = Intensive Care Unit 
1G = Palliative Care Unit 
 
1B = Rehabilitation Ward (Except GORU) 
19 = Spinal Unit 
18 = Ward for Younger Physically Disabled 
11 = Other (Including all Standard Specialty Wards 
1K, Day Bed Unit 1J, High Dependency Unit 1H) 







LINKED SMR1/SMR4/SOCRATES/GRO DEATH  CATALOG COPPISH SMR04 (Record Type 04B) 
 


  Page 8 of 45  


Position 
From 


Position 
To


Field Name Description Values / Format 


296 298 CLINICAL FACILITY - 
START 


Clinical facility to which the patient was 
admitted at the start of an SMR inpatient or 
daycase episode. 


This is a three character code which should be left 
justified.  The third character is for local use 
. 
17 = Accident & Emergency Ward (A&E) 
1L = Adolescent Unit 
1C = Burns Unit 
14 = Cardiac Care Unit 
16 = Childrens Unit 
 
1F = Convalescent Unit 
1J = Day Bed Unit 
1D = Geriatric Assessment Unit 
1A = Geriatric Orthopaedic Rehabilitation Unit 
(GORU) 
1H = High Dependency Unit 
 
13 = Intensive Care Unit 
1E = Long Stay Unit for Care of the Elderly 
15 = Neonatal Unit 
1G = Palliative Care Unit 
12 = Postnatal Cot 
 
1B = Rehabilitation Ward (Except GORU) 
19 = Spinal Unit 
1K = Standard Specialty Wards  
18 = Ward for Younger Physically Disabled 


299 301 CLINICAL FACILITY - 
END 


Clinical facility from which the patient was 
discharged at the end of an SMR inpatient or 
daycase episode. 


 
See previous item for code values 


302 309 CONSULTANT/HCP 
RESPONSIBLE FOR CARE 


Consultant/Health Care Professional who carries 
clinical responsibility for a patient’s healthcare 
during an episode. 


The 7 digit General Medical Council (GMC) 
Number allocated to each doctor is used as the 
consultant code. 
(a) GMC number can consist of 7 numeric digits 
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(b) GMC number can consist of L and 6 numeric 
digits.  This is used for Limited registrations 
(usually overseas doctors) 


(c) GDC number consists of D0 and 5 numeric 
digits. 


(d) The 8 digit personal identification number (PIN) 
allocated to each midwife is used as the midwife 
code.  The PIN consists of an 8 character 
alpha/numeric code. 


This number should be right justified in the eight 
character spaces provided. 


310 310 MANAGEMENT OF 
PATIENT 


Management of patient indicates the patient type 
and the pattern of bed use of a patient for 
COPPISH SMR records.  
This field replaces the previous SMR1 Type of 
Faciltity. 


1 = Inpatients (except for categories 3,5,7,8,9 and A 
below) 
2 = Day Case in a Day Bed Unit (except where 
retained overnight or longer) 
3 = Inpatient originally admitted as a Day Case in a 
Day Bed Unit, then moved to an Inpatient Ward for 
overnight retention or longer.  NOTE:  This 
admission generates only one SMR episode. 
4 = Day Case in Inpatient Ward (except where 
retained overnight or longer). 
5 = Inpatient originally admitted as Day Case in 
Inpatient Ward and retained overnight or longer. 
NOTE:  This admission generates only one SMR 
episode. 
6 = Day Case - Other than in Day Bed Unit or 
Inpatient Ward (except where retained overnight or 
longer). 
NOTE:  This admission generates only one SMR 
episode. 
7 = Inpatient originally admitted as Day Case Other, 
then moved to Inpatient Ward for overnight 
retention or longer. 
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NOTE:  This admission generates only one SMR 
episode.  This code is expected to be used 
infrequently. 
A = Inpatient admitted to and discharged from a 
Day Bed Unit on the same day. 


311 311 PATIENT CATEGORY Initially included in the Type of bed on discharge 
field, this set of codes indicated a patient's 
paying status.  In 1980, the field was split into 
Category of Patient and Type of Facility, where 
Category of Patient continued to indicate a 
patient's paying status. 


See APPENDIX 2 for code changes over time. 


312 316 PROVIDER CODE Provider code Derived to reflect Trust configuration pre and post 
April 1999.  Code as supplied by the Trust is held in 
positions 661-665. 
Format is “AAANN”.  For example, “SAC01” 


317 321 PURCHASER CODE Purchaser code  
322 327 SERIAL NUMBER Serial number Serial number ? 
328 333 GP REFERRAL LETTER 


NUMBER 
is the identification number taken from the GP’s 
referral letter. 


This is a 6 digit number 


334 334 WAITING LIST 
GUARANTEE EXCEPTION 
CODE 


A waiting time guarantee exception (qualifier) is 
a specific circumstance which causes a patient 
not to have a Waiting Time Guarantee. 


0 = No Waiting Time Guarantee Exception applied 
1 = Where, in the  judgement of the relevant HCP 
and the patient, it would be better to wait rather 
longer to secure the specialised services of a 
particular doctor. 
2 = Where the patient has asked to defer admission 
for personal reasons or refused an offer of 
admission. 
3 = In individual cases where, after discussion with 
the patient, the treatment has been judged of low 
medical priority. 
4 = With highly specialised treatments identified at 
time of placing the patient on a waiting list. 
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9 = In the circumstances of exceptional strain on the 
NHS such as a major disaster, major epidemic or 
outbreak of infection, or service disruption by 
industrial action. 
 
Note: Code 1 (Named Consultant) is no longer valid 


335 342 WAITING LIST DATE Waiting List Date is the date that a decision is 
made, by the healthcare professional responsible 
for a patient’s care, to put the patient on the 
waiting list. 


Date in format CCYYMMDD 


343 350 ADMISSION DATE Admission Date is the date on which an inpatient 
or day case admission occurs. 


Date in format CCYYMMDD 


351 351 WAITING LIST TYPE Waiting List Type indicates whether or not a 
patient who is admitted for inpatient/ day case 
care is on a waiting list for the condition giving 
rise to the admission. 


0 = Deferred Waiting List 
1 = True Waiting List 
2 = Planned Repeat Waiting List 
8 = Not on Waiting List 
9 = Not Known [This is allowed locally as a 
holding code on PAS systems, until the correct code 
is assigned, and is not valid on central returns.] 


352 353 ADMISSION TYPE Admission Type  
Inpatient Admission - This is categorised as an 
emergency, urgent or routine inpatient 
admission.  The appropriate admission category 
depends on the clinical condition of the patient 
as assessed by the receiving consultant.  The 
patient may or may not be on a waiting list. 


10 = Routine Admission, no additional detail added 
11 = Routine elective (i.e. from waiting list as 
planned, excludes planned transfers) 
12 = Patient admitted on same day or following day 
as Attendance at Outpatients, not for medical 
reasons, but because suitable resources are available 
18 = Planned transfers 
19 = Routine Admission, type not known 
20 = Urgent Admission, no additional detail added 
21 = Patient delay (for domestic, legal or other 
practical reasons) 
22 = Hospital delay (for administrative or clinical 
reasons e.g. arranging appropriate facilities, for test 
to be carried out, specialist equipment, etc.) 
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30 = Emergency Admission, no additional detail 
added 
31 = Patient Injury - Self Inflicted (Injury or 
Poisoning) 
32 = Patient Injury - Road Traffic Accident (RTA) 
33 = Patient Injury - Home Accident (including 
Accidental Poisoning in the home) 
34 = Patient Injury - Accident at Work 
35 = Patient Injury - Other Injury (including 
Accidental Poisoning other than in the home) - not 
elsewhere classified 
36 = Patient Non-Injury (e.g. stroke, MI, Ruptured 
Appendix) 
38 = Other Emergency Admission (including 
emergency transfers) 
39 = Emergency Admission, type not known 
40 = Other admission types, no additional detail 
added 
41 = Home Birth (Record Type 02 only) 
42 = Maternity Admission (Record Type 02 only) 
43 = Neonatal Admission (Record Type 11 only) 
48 = Other 


354 355 ADMISSION REASON Admission reason indicates the general reason 
why a patient is admitted for inpatient or day 
case care. 


10 = Acute Admission no additional detail added 
11 = Admission for treatment 
12 = Pre-operative preparation 
13 = Observation 
14 = Radiotherapy/Chemotherapy 
15 = Rehabilitation 
16 = Convalescence 
17 = Self-medication training 
18 = Other type of Acute Admission 
19 = Acute Admission, type not known 
1A = Professional examinations (i.e. medical staff 
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undergoing exams) 
1B = Readmission for treatment, same condition 
(e.g. incomplete abortion following complete 
abortion episode) 
1C = Self-inflicted injury 
1D = Assessment 
1E = Accidental Injury 
1F = Other injury 
1G = Clinical drug trials 
1H = Assault 
1J = Respite care 
1K = Investigation 
 
40 = Geriatric Admission, no additional detail 
added 
41 = Continuing Care 
42 = Respite Care - planned 
43 = Respite Care - non-elective 
44 = Admission awaiting local authority residential 
home 
45 = Admission awaiting private residential home 
46 = Admission awaiting voluntary residential 
home 
47 = Admission awaiting nursing home care 
48 = Other type of geriatric admission 
49 = Geriatric admission, type not known 
4A = Assessment 
 
50 Mental Health Admission, no additional 
detail added 
51 Diagnostic 
52 Therapeutic/Clinical crisis 
53 Self-inflicted injury 
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54 Poisoning 
55 Accidental injury 
56 Other injury 
57 Rehabilitation 
58 Other type of psychiatric admission 
5A Admission after extended pass 
5B Respite/holiday care 
5C Learning disability 


356 357 ADMISSION/TRANSFER 
FROM 


Admission/transfer from indicates the source of 
admission, or type of location from which a 
patient has been admitted. 


10 = Private Residence - no additional detail added 
11 = Private Residence - living alone 
12 = Private Residence - living with relatives or 
friends 
13 = Private Residence (sheltered) 
18 = Private Residence - other type 
19 = Private Residence - type not known 
20 = Place of Residence: Institution, no additional 
detail added 
21 = NHS — Nursing/Residential/Hostel/Group 
Home 
22 = Local Authority/Voluntary — 
Nursing/Residential/Hostel/Group Home 
23 = Private — Nursing/Residential/Hostel/Group 
Home 
24 = NHS Partnership Hospital 
28 = Place of Residence - Institution - other type 
29 = Place of Residence - Institution - type not 
known 
30 = Temporary place of Residence, no additional 
detail added 
31 = Holiday Accommodation 
32 = Student Accommodation 
33 = Legal Establishment, including Prison 
34 = No fixed abode 
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35 = Admission of Foundling (For use on Record 
type 11 only) 
38 = Other type of temporary residence (includes 
hospital residences, hotel facilities) 
39 = Temporary Place of Residence - type not 
known 
40 = Transfer from the same Provider Unit, no 
additional detail added 
41 = Accident and Emergency 
42 = Surgical Specialty 
43 = Medical Specialty 
44 = Obstetrics/Postnatal Cots 
45 = Paediatrics 
46 = Neonatal Paediatrics 
47 = GP Obstetrics/Postnatal Cots 
48 = Other specialty not separately identified 
49 = Transfer from the same Provider Unit - 
specialty not known 
4A = GP Non Obstetrics 
4B = Geriatrics (except for patient on pass) 
4C = Geriatrics (patient on pass) 
4D = Psychiatry (except for patient on pass) 
4E = Psychiatry (patient on pass) 
4F = Orthopaedics 
4G = Learning Disability 
50 = Transfer from other NHS Provider Unit, no 
additional detail added 
51 = Accident and Emergency 
52 = Surgical Specialty 
53 = Medical Specialty 
54 = Obstetrics/Postnatal Cots 
55 = Paediatrics 
56 = Neonatal Paediatrics 
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57 = GP Obstetrics/Postnatal Cots 
58 = Other specialty not separately identified 
59 = Transfer from other NHS Provider Unit - 
specialty not known 
5A = GP Non Obstetrics 
5B = Geriatrics (except for patient on pass) 
5C = Geriatrics (patient on pass) 
5D = Psychiatry (except for patient on pass) 
5E = Psychiatry (patient on pass) 
5F = Orthopaedics 
5G = Learning Disability 
60 = Admission from Other Types of Location etc. - 
no additional detail added 
61 = Private Hospital 
62 = Hospice 
68 = Other type of location 
69 = Type of location - not known 


358 362 ADMISSION/TRANSFER 
FROM -LOCATION 


Admission/transfer from - location gives the 
location code, where appropriate, of the location 
from where a patient is admitted 


Location code in format ANNNA. 


363 370 READY FOR DISCHARGE 
DATE 


Ready for discharge date is the date on which the 
healthcare professional responsible for a patient's 
inpatient care decides that treatment under 
his/her care in that specialty/facility is no longer 
required and the patient is ready to be discharged 
from his/her responsibility in that 
specialty/facility. 
 


Date in format CCYYMMDD 


371 378 DISCHARGE DATE Discharge date is the date on which a patient is 
discharged from an episode of care. 


Date in format CCYYMMDD 


379 380 DISCHARGE TYPE Discharge type indicates whether a discharge 
from an inpatient or day case episode is regular, 
irregular (e.g. self-discharge) or as a result of the 


Regular Discharge 
10 = Regular discharge, no additional detail added 
11 = Discharge from NHS inpatient/daycase care 
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patient's death. 12 = Transfer within the same Provider Unit 
13 = Transfer to other Provider Unit 
14 = Patient given Extended Pass/Leave of Absence 
15 = Patient discharged by Mental Welfare 
Commission (SMR04 only) 
16 = Patient discharged under Community Care 
Order (SMR04 only) 
18 = Other type of regular discharge 
19 = Regular discharge, type not known  
 
Irregular Discharge 
20 = Irregular Discharge, no additional detail added 
21 = Patient discharged himself/herself against 
medical advice 
22 = Patient discharged by relative 
23 = Patient absconded from detention (Record type 
04 only) 
28 = Other type of irregular discharge 
29 = Irregular discharge, type not known 
 
Death 
40 = Death, no additional detail added 
41 = Death - Post Mortem 
42 = Death - No Post Mortem 
43 = Death - On pass 


381 382 DISCHARGE/TRANSFER 
TO 


Discharge/Transfer to - gives the type of location 
to which a patient is discharged following an 
episode of care. 


00 = Patient Died 
10 = Private Residence - no additional detail added 
11 = Private Residence - living alone 
12 = Private Residence - living with relatives or 
friends 
13 = Private Residence (sheltered) 
18 = Private Residence - other type 
19 = Private Residence - type not known 
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20 = Place of residence: Institution, no additional 
detail added 
21 = NHS — Nursing/Residential/Hostel/Group 
Home 
22 = Local Authority/Voluntary — 
Nursing/Residential/Hostel/Group Home 
23 = Private — Nursing/Residential/Hostel/Group 
Home 
24 = NHS Partnership Hospital 
28 = Place of Residence - Institution - other type 
29 = Place of Residence - Institution - type not 
known 
30 = Temporary place of Residence, no additional 
detail added 
31 = Holiday Accommodation 
32 = Student Accommodation 
33 = Legal Establishment, including Prison 
34 = No fixed abode 
35 = Discharge of Foundling (Record Type 11 only) 
38 = Other type of temporary residence (includes 
hospital residences, hotel facilities) 
39 = Temporary Place of Residence - type not 
known 
40 = Transfer within the same Provider Unit, no 
additional detail added 
41 = Accident and Emergency 
42 = Surgical Specialty 
43 = Medical Specialty 
44 = Obstetrics/Postnatal Cots 
45 = Paediatrics 
46 = Neonatal Paediatrics 
47 = GP Obstetrics/Postnatal Cots 
48 = Other specialty not separately identified 
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49 = Transfer within the same Provider Unit - 
specialty not known 
4A = GP Other than Obstetrics 
4B = Geriatrics (except for patient on pass) 
4C = Geriatrics (patient on pass) 
4D = Psychiatry (except for patient on pass) 
4E = Psychiatry (patient on pass) 
4F = Orthopaedics 
4G = Learning Disability 
50 = Transfer to other NHS Provider Unit, no 
additional detail added 
51 = Accident and Emergency 
52 = Surgical Specialty 
53 = Medical Specialty 
54 = Obstetrics/Postnatal Cots 
55 = Paediatrics 
56 = Neonatal Paediatrics 
57 = GP Obstetrics/Postnatal Cots 
58 = Other specialty not separately identified 
59 = Transfer to other NHS Provider Unit - 
specialty not known 
5A = GP Other than Obstetrics 
5B = Geriatrics (except for patient on pass) 
5C = Geriatrics ( patient on pass) 
5D = Psychiatry (except for patient on pass) 
5D = Psychiatry (except for patient on pass) 
5E = Psychiatry (patient on pass) 
5F = Orthopaedics 
5G = Learning Disability 
60 = Discharge to Other types of Locations - no 
additional detail added 
61 = Private Hospital 
62 = Hospice 
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68 = Other type of discharge location 
69 = Type of discharge location, not known 


383 387 DISCHARGE/TRANSFER 
TO -LOCATION 


Discharge/transfer to — location gives the 
institution codes, where appropriate, of a 
patient's destination following discharge from an 
episode of care. 


Location code in format ANNNA. 


General Clinical Data :- 
388 393 DISCHARGE  - MAIN 


CONDITION 
Main Condition at discharge 
The main condition is the diagnosis most 
relevant to the length of stay.  In many instances, 
the main condition at discharge will be the same 
as the main condition on admission, except 
possibly for new patients when a diagnosis was 
only established during the inpatient episode. 
Also referred to as Diagnosis 1 


ICD9 / ICD10 
ICD10 codes should be drawn from Chapter V 
(F00-F99) or may be a dagger code from another 
chapter.  There are certain codes from Chapter XXI 
- Factors influencing health status and contact with 
health services (Z00-Z99) that may be used as a 
main condition, for example in cases where no 
psychiatric diagnosis was found: 


394 399 DISCHARGE - OTHER 
CONDITION 1 


Other Condition 1 at discharge  
In addition to the main condition, the record 
should, whenever possible, also list separately 
other conditions or problems dealt with during 
the episode of health care. Other conditions are 
defined as those conditions that co-exist or 
develop during the episode of healthcare and 
affect the management of the patient. 
Conditions related to an earlier episode that have 
no bearing on the current episode should not be 
recorded. 
Also referred to as Diagnosis 2 


ICD9 / ICD10 


400 405 DISCHARGE - OTHER 
CONDITION 2 


See description for Discharge - Other Condition 
1 
Also referred to as Diagnosis 3 


ICD9 / ICD10 


406 411 OTHER CONDITION 3 See description for Discharge - Other Condition 
1 


ICD9 / ICD10 
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Also referred to as Diagnosis 4 
412 417 OTHER CONDITION 4 See description for Discharge - Other Condition 


1 
Also referred to as Diagnosis 5 


ICD9 / ICD10 


418 423 OTHER CONDITION 5 See description for Discharge - Other Condition 
1 
Also referred to as Diagnosis 6 


ICD9 / ICD10 


424 427 MAIN OPERATION A The main operation is that selected by the 
clinician responsible for the care of the patient.  
An operation should be recorded if there is a 
code for it in OPCS4. Therapeutic procedures 
take precedence over diagnostic ones.  
Part A is used for single codes or for the primary 
part of a recognised code-pair. 


OPCS4 


428 431 MAIN OPERATION B The main operation is that selected by the 
clinician responsible for the care of the patient.  
An operation should be recorded if there is a 
code for it in OPCS4. Therapeutic procedures 
take precedence over diagnostic ones. 
Part B is used for Approach, Technique, Site or 
Laterality codes or for the supplementary part of 
a recognised code-pair. 


OPCS4 


432 439 DATE OF MAIN 
OPERATION 


This reflects the date the operation was 
performed. 


Date in the format CCYYMMDD 


440 447 CLINICIAN RESPONSIBLE 
FOR MAIN OPERATION 


This is the identification code of the clinician 
responsible for the procedure. 


For a doctor, it is the GMC Registration Number; 
for other health professionals, it is the unique 
identification number issued by the controlling 
authority of that discipline. 


448 451 OTHER OPERATION 1A Other operation entered in the order specified by 
the clinician.  An operation should be recorded if 
there is a code for it in OPCS4. Therapeutic 
procedures take precedence over diagnostic ones.


OPCS4 
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Part A is used for single codes or for the primary 
part of a recognised code-pair. 


452 455 OTHER OPERATION 1B Other operation entered in the order specified by 
the clinician.  An operation should be recorded if 
there is a code for it in OPCS4. Therapeutic 
procedures take precedence over diagnostic ones. 
Part B is used for Approach, Technique, Site or 
Laterality codes or for the supplementary part of 
a recognised code-pair. 


OPCS4 


456 463 DATE OF OTHER 
OPERATION 1 


This reflects the date the operation was 
performed. 


Date in the format CCYYMMDD 


464 471 CLINICIAN - OTHER 
OPERATION 1 


This is the identification code of the clinician 
responsible for the procedure. 


For a doctor, it is the GMC Registration Number; 
for other health professionals, it is the unique 
identification number issued by the controlling 
authority of that discipline. 


472 475 OTHER OPERATION 2A See description for operation 1 - A OPCS4 
476 479 OTHER OPERATION 2B See description for operation 1 - B OPCS4 
480 487 DATE OF OTHER 


OPERATION 2 
This reflects the date the operation was 
performed. 


Date in the format CCYYMMDD 


488 495 CLINICIAN - OTHER 
OPERATION 2 


This is the identification code of the clinician 
responsible for the procedure. 


For a doctor, it is the GMC Registration Number; 
for other health professionals, it is the unique 
identification number issued by the controlling 
authority of that discipline. 


496 499 OTHER OPERATION 3A See description for operation 1 - A OPCS4 
500 503 OTHER OPERATION 3B See description for operation 1 - B OPCS4 
504 511 DATE OF OTHER 


OPERATION 3 
This reflects the date the operation was 
performed. 


Date in the format CCYYMMDD 


512 519 CLINICIAN - OTHER 
OPERATION 3 


This is the identification code of the clinician 
responsible for the procedure. 


For a doctor, it is the GMC Registration Number; 
for other health professionals, it is the unique 
identification number issued by the controlling 
authority of that discipline. 


520 528 CHP Code Community Health Partnerships, known as CHPs 9 digit codes are used to represent CHPs and take 
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are subdivisions of NHS Boards in Scotland.   the format S03NNNNNN. Some CHPs are co-
terminous with Council Areas.  Note that some 
Council Areas contain several CHPs. From April 
2011 CHP derivation changed to reflect the new 
Glasgow City CHP, created by the merger of the 5 
individual Glasgow City CHPs. 


529 537 CHP sub area Community Health Partnership sub area (from 
April 2011 onwards) 


9 digit codes are used to represent CHP sub areas 
and take the format S26NNNNNN 


538 546 NHS Board of Residence 
Code (Current) 


A 9-digit code representing the area where the 
patient usually resides.  The current 
configuration of NHS Boards came into being on 
1st April 2006.  At this time, NHS Argyll & 
Clyde was dissolved.  NHS Greater Glasgow and 
NHS Highland both took over parts of the former 
NHS Argyll and Clyde. 
In cases where the patient does not usually reside 
in Scotland, codes have been assigned for these 
specific circumstances. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


547 555 NHS Board of Residence 
Code (Previous) 


A 9-digit code representing the area where the 
patient usually resides. 
This dimension holds values for the previous 
NHS Board configuration of 15 NHS Boards.  15 
NHS Boards existed from 1974 – 31st March 
2006, at this time, NHS Argyll & Clyde was 
dissolved. 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
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In cases where the patient does not usually reside 
in Scotland, codes have been assigned for the 
specific circumstances. 


S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


556 558 FILLER   


SMR04 Specific Data :- 


559 
 


559 
STATUS ON ADMISSION The status of the patient at the time of admission 


to the episode with respect to the Mental Health 
Act (Scotland) 1984. 


1 = Informal (excluding holiday / respite) 
2 = Informal - holiday / respite 
3 = Formal 


560 560 ADMISSION - REFERRAL 
FROM 


The source of the patient's referral on admission 
to the episode. 


Admission - Referral From  
1 = Mental Health Outpatients 
2 = Mental Health Unit 
3 =  Direct Transfer from other Psychiatric Inpatient 
Care 
4 = Referral from Non-Psychiatric Clinical Ward 
5 = From Extended Pass/Leave of Absence 
6 = Prison/Penal establishment 
7 = Judicial (Court) 
8 = Local Authority/Voluntary Agency 
9 = Other 
A = Community Mental Health Services Team 
B = Self Referral 
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C = Domiciliary Visit 
D = GP 
E = From Community Care Order 


561 561 PREVIOUS PSYCHIATRIC 
CARE 


Whether or not the patient has had previous 
psychiatric hospital care. 


Previous Psychiatric Inpatient Care  
1 = YES - readmitted following break from 
inpatient care 
2 = YES - direct transfer from psychiatric hosp 
3 = NO - first admission to any psychiatric hosp 
9 = Not Known 
 
Points to Note 
1. = Readmitted following break in inpatient care 
refers to previous care being provided in any 
psychiatric institution as an inpatient and the break 
being of any duration. 
2. = Direct transfer refers to patients who have had 
no intervening stay  elsewhere and patients 
transferred from another consultant in the same 
psychiatric hospital. 
3. = Only enter Not Known if there is no 
information available either from patient or medical 
records. 


562 567 ADMISSION - MAIN 
CONDITION 


Admission - Main condition / Principal 
Diagnosis / Problem 
The main medical problem which the patient is 
experiencing at the time of admission. 


ICD9 / ICD10 
ICD10 codes should come from the ICD10 Chapter 
V (Mental and Behavioural Disorders), or selected 
Z codes from Chapter XXI (Factors influencing 
health status and contact with health services). 


568 573 ADMISSION - OTHER 
CONDITION 1 


Other medical conditions which contributed to 
the decision to admit the patient or which were 
identified on admission as requiring management


ICD9 / ICD10 


574 579 ADMISSION - OTHER 
CONDITION 2 


Other medical conditions which contributed to 
the decision to admit the patient or which were 
identified on admission as requiring management


ICD9 / ICD10 
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580 585 ADMISSION - OTHER 
CONDITION 3 


Other medical conditions which contributed to 
the decision to admit the patient or which were 
identified on admission as requiring management


ICD9 / ICD10 


586 586 TYPE OF PSYCHIATRIC 
CARE PROVIDED 


Type Of Psychiatric Care Provided 
The main "type of care" the patient has received 
during this episode of psychiatric care. 


1 = Assessment 
2 = Cognitive/Behaviour 
3 = Crisis Management 
4 = Explorative Psychotherapy 
5 = Family Work 
6 = Group Work 
7 = Medication 
8 = Observation only 
9 = Other 
A = Supportive Psychotherapy 
B = Advice 


587 594 ECT 1ST TREATMENT - 
DATE 


The date of the first Electro Convulsive Therapy 
treatment in this episode of care. 


Date in the format CCYYMMDD 


595 596 ECT TREATMENTS - 
NUMBER THIS EPISODE 


The total number of Electro Convulsive Therapy 
treatments given during this episode of care. 


Number of ECT treatments given. 


597 597 ARRANGEMENTS FOR 
AFTERCARE 1 


This is the planned arrangements for aftercare 
which the patient will receive on discharge. 1  
Up to four codes can be r ecorded. 


1 = GP 
2 = Psychiatric Day Hospital 
3 = Community Care Team 
4 = Key Worker 
5 = Statutory Guardianship 
6 = Outpatient Clinic 
7 = Social Work 
8 = Other 
9 = Not Known 
A = Voluntary agency/group ( e.g. AA, Cruse, 
Relate.) 
B = None 
C = Direct Transfer to Other Psychiatric Inpatient 
Care 


598 598 ARRANGEMENTS FOR This is the planned arrangements for aftercare See codes in Arrangements for Aftercare 1 item 
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AFTERCARE 2 which the patient will receive on discharge. 2 
Up to four codes can be recorded. 


599 599 ARRANGEMENTS FOR 
AFTERCARE 3 


This is the planned arrangements for aftercare 
which the patient will receive on discharge. 3 
Up to four codes can be recorded. 


See codes in Arrangements for Aftercare 1 item 


600 600 ARRANGEMENTS FOR 
AFTERCARE 4 


This is the planned arrangements for aftercare 
which the patient will receive on discharge. 4 
Up to four codes can be recorded. 


See codes in Arrangements for Aftercare 1 item 


601 601 CARE PLAN 
ARRANGEMENTS 


Whether any care plan arrangements have been 
arranged for the patient on discharge. 


1 = Yes 
2 = No 


602 609 DATE LAST INCLUDED IN 
MHLS CENSUS 


Date Of Inclusion In Last Mental Health Census Date in the format CCYYMMDD 


Derived Data :- 
610 616 Reformatted Postcode 7 Character Postcode  
617 622 Grid Reference Easting ED Grid Reference - Derived from the 


Enumeration District of the patient on the 
incidence date 


The easting with the origin based in the Scilly isles. 


623 629 Grid Reference Northing ED Grid Reference - Derived from the 
Enumeration District of the patient on the 
incidence date 


The northing with the origin based in the Scilly 
isles. 


630 630 SE Urban Rural Code 2004   
631 640 2001 Census Output Area   
641 649 Datazone   
650 658 Aggregated Datazone   
659 664 SIMD 2009 V2 Score The SIMD 2009 V2 Score is an area based 


measure, calculated at data zone level and has 
seven domains (income, employment, education, 
housing, health, crime and geographical access). 
These have been combined into an overall index 
or score. Please note that SIMD 2009 V2 values 
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may appear for records prior to 1999, however 
ISD recommendations are to use SIMD for trend 
analyses from 1999 onwards.  For trend analyses 
back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html   


665 665 SIMD 2009 V2 Scotland 
Quintile 


A categorisation which divides the Scottish 
population into five equal categories based on 
the range of SIMD 2009 V2 scores so that 20% 
of the population falls into each quintile 
(population weighted). Quintile 1 is the MOST 
deprived, quintile 5 the LEAST deprived. Please 
note that SIMD 2009 V2 values may appear for 
records prior to 1999, however ISD 
recommendations are to use SIMD for trend 
analyses from 1999 onwards.  For trend analyses 
back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 


 


666 667 SIMD 2009 V2 Scotland 
Decile 


A categorisation which divides the Scottish 
population into ten equal categories based on the 
range of SIMD 2009 V2 scores so that 10% of 
the population falls into each decile (population 
weighted). Decile 1 is the MOST deprived, 
decile 10 the LEAST deprived. Please note that 
SIMD 2009 V2 values may appear for records 
prior to 1999, however ISD recommendations 
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are to use SIMD for trend analyses from 1999 
onwards.  For trend analyses back to 1991, use 
the 2001 census based Carstairs deprivation.  For 
trend analyses back to before 1991, use the 1991 
census based Carstairs deprivation.  See ISD 
online for further information - 
http://www.isdscotland.org/isd/3211.html 


668 668 SIMD 2009 V2 Health Board 
Quintile 


A categorisation which divides the population of 
each Health Board into five equal categories 
based on the range of SIMD 2009 V2 scores so 
that 20% of the population falls into each 
quintile (population weighted). Quintile 1 is the 
MOST deprived, quintile 5 the LEAST deprived. 
Please note that SIMD 2009 V2 values may 
appear for records prior to 1999, however ISD 
recommendations are to use SIMD for trend 
analyses from 1999 onwards.  For trend analyses 
back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 


 


669 670 SIMD 2009 V2 Health Board 
Decile 


A categorisation which divides the population of 
each Health Board into ten equal categories 
based on the range of SIMD 2009 V2 scores so 
that 10% of the population falls into each decile 
(population weighted). Decile 1 is the MOST 
deprived, decile 10 the LEAST deprived. Please 
note that SIMD 2009 V2 values may appear for 
records prior to 1999, however ISD 
recommendations are to use SIMD for trend 
analyses from 1999 onwards.  For trend analyses 
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back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 


671 671 SIMD 2009 V2 Top 15% 
Marker 


A marker (1=yes, 0=no) to determine whether 
the data zone is amongst the top 15% most 
deprived data zones in Scotland based on the 
SIMD 2009 V2 score. Please note that SIMD 
values may appear for records prior to 1999, 
however ISD recommendations are to use SIMD 
for trend analyses from 1999 onwards.  For trend 
analyses back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 
 


1 = yes 
0 = no 


672 672 SIMD 2009 V2 Bottom 15% 
Marker 


A marker (1=yes, 0=no) to determine whether 
the data zone is amongst the bottom 15% most 
deprived data zones in Scotland based on the 
SIMD 2009 V2 score. Please note that SIMD 
values may appear for records prior to 1999, 
however ISD recommendations are to use SIMD 
for trend analyses from 1999 onwards.  For trend 
analyses back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 


1 = yes 
0 = no 
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673 678 Carstairs 2001 Score The Carstairs Deprivation Score is an area based 
measure, calculated at postcode sector level and 
is derived from four 2001 census variables: over 
crowding, male unemployment, social class and 
car ownership. These items are combined to 
create a composite score.   


 


679 679 Carstairs 2001 Scotland 
Quintile 


A categorisation which divides the Scottish 
population into five equal categories based on 
the range of Carstairs deprivation scores so that 
20% of the population falls into each quintile 
(population weighted). Quintile 1 is the least 
deprived, quintile 5 the most deprived. 


 


680 681 Carstairs 2001 Scotland 
Decile 


A categorisation which divides the Scottish 
population into ten equal categories based on the 
range of Carstairs deprivation scores so that 10% 
of the population falls into each decile 
(population weighted). Decile 1 is the least 
deprived, decile 10 the most deprived. 


 


682 682 Carstairs 2001 Health Board 
Quintile 


A categorisation which divides the population of 
each Health Board into five equal categories 
based on the range of Carstairs 2001 deprivation 
scores so that 20% of the population falls into 
each quintile (population weighted). Quintile 1 is 
the least deprived, quintile 5 the most deprived. 


 


683 684 Carstairs 2001 Health Board 
Decile 


A categorisation which divides the population of 
each Health Board into ten equal categories 
based on the range of Carstairs 2001 deprivation 
scores so that 10% of the population falls into 
each decile (population weighted). Decile 1 is 
the least deprived, decile 10 the most deprived. 


 


685 690 Carstairs 1991 Score The Carstairs Deprivation Score is an area based 
measure, calculated at postcode sector level and 
is derived from four 1991 census variables: over 
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crowding, male unemployment, social class and 
car ownership. These items are combined to 
create a composite score.   


691 691 Carstairs 1991 Quintile A categorisation which divides the Scottish 
population into five equal categories based on 
the range of Carstairs deprivation scores so that 
20% of the population falls into each quintile 
(population weighted). Quintile 1 is the least 
deprived, quintile 5 the most deprived. 


 


692 693 Carstairs 1991 Decile A categorisation which divides the Scottish 
population into ten equal categories based on the 
range of Carstairs deprivation scores so that 10% 
of the population falls into each decile 
(population weighted). Decile 1 is the least 
deprived, decile 10 the most deprived. 


 


694 694 Carstairs 1991 Category The Deprivation Category is derived by dividing 
the Deprivation Score into seven categories, 
ranging from very high deprivation (category 7)  
to very low (category 1).  The Scottish 
population is unevenly distributed between these 
seven categories with the middle range (3 & 4) 
holding a greater proportion than the extremes. 


 


695 701 1991 Census Output Area 1991 Output Area(01) is a seven character code 
identifying a list of adjoining postcodes.  These 
areas were developed to output 1991 Census 
Small Area Statistics and were designed to pass 
the confidentiality threshold of 50 residents. 


 


702 748 Filler (for future use)   
749 752 Electoral Ward District Ward code District Ward code 


Electoral ward code ? 
753 754 UK Parliamentary 


Constituency 
The UK Parliamentary Constituency where the 
patient normally resides.    This information is 


01 = Aberdeen Central 
02 = Aberdeen North 
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derived directly from the patient's postcode of 
residence.  This information is only present for 
discharges from 1 April 1997 and is limited to 
only Scottish constituencies. 


03 = Aberdeen South 
04 = Airdrie & Shotts 
05 = Angus 
06 = Argyll & Bute 
07 = Ayr 
08 = Banff & Buchan 
09 = Caithness, Sutherland & Easter Ross 
10 = Carrick, Cumnock & Doon Valley 
11 = Central Fife 
12 = Clydebank & Milngavie 
13 = Clydesdale 
14 = Coatbridge & Chryston 
15 = Cumbernauld & Kilsyth 
16 = Cunninghame North 
17 = Cunninghame South 
18 = Dumbarton 
19 = Dumfries 
20 = Dundee East 
21 = Dundee West 
22 = Dunfermline East 
23 = Dunfermline West 
24 = East Kilbride 
25 = East Lothian 
26 = Eastwood 
27 = Edinburgh Central 
28 = Edinburgh East & Musselburgh 
29 = Edinburgh North & Leith 
30 = Edinburgh Pentlands 
31 = Edinburgh South 
32 = Edinburgh West 
33 = Falkirk East 
34 = Falkirk West 
35 = Galloway & Upper Nithsdale 
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36 = Glasgow Anniesland 
37 = Glasgow Baillieston 
38 = Glasgow Cathcart 
39 = Glasgow Govan 
40 = Glasgow Kelvin 
41 = Glasgow Maryhill 
42 = Glasgow Pollock 
43 = Glasgow Rutherglen 
44 = Glasgow Shettleston 
45 = Glasgow Springburn 
46 = Gordon 
47 = Greenock & Inverclyde 
48 = Hamilton North & Bellshill 
49 = Hamilton South 
50 = Inverness East, Nairn & Lochaber 
51 = Kilmarnock & Loudoun 
52 = Kirkcaldy 
53 = Linlithgow 
54 = Livingston 
55 = Midlothian 
56 = Moray 
57 = Motherwell & Wishaw 
58 = North East Fife 
59 = North Tayside 
60 = Ochil 
61 = Orkney and Shetland 
62 = Paisley North 
63 = Paisley South 
64 = Perth 
65 = Ross, Skye & Inverness West 
66 = Roxburgh & Berwickshire 
67 = Stirling 
68 = Strathkelvin & Bearsden 
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69 = Tweeddale, Ettrick & Lauderdale 
70 = West Aberdeenshire & Kincardine 
71 = West Renfrewshire 
72 = Western Isles 


755 756 Scottish Parliamentary 
Constituency 


The Scottish Parliamentary Constituency where 
the patient normally resides.    This information 
is derived directly from the patient's postcode of 
residence.  This information is only present for 
discharges from 1 April 1997. 


01 = Aberdeen Central 
02 = Aberdeen North 
03 = Aberdeen South 
04 = Airdrie & Shotts 
05 = Angus 
06 = Argyll & Bute 
07 = Ayr 
08 = Banff & Buchan 
09 = Caithness, Sutherland & Easter Ross 
10 = Carrick, Cumnock & Doon Valley 
11 = Central Fife 
12 = Clydebank & Milngavie 
13 = Clydesdale 
14 = Coatbridge & Chryston 
15 = Cumbernauld & Kilsyth 
16 = Cunninghame North 
17 = Cunninghame South 
18 = Dumbarton 
19 = Dumfries 
20 = Dundee East 
21 = Dundee West 
22 = Dunfermline East 
23 = Dunfermline West 
24 = East Kilbride 
25 = East Lothian 
26 = Eastwood 
27 = Edinburgh Central 
28 = Edinburgh East & Musselburgh 
29 = Edinburgh North & Leith 
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30 = Edinburgh Pentlands 
31 = Edinburgh South 
32 = Edinburgh West 
33 = Falkirk East 
34 = Falkirk West 
35 = Galloway & Upper Nithsdale 
36 = Glasgow Anniesland 
37 = Glasgow Baillieston 
38 = Glasgow Cathcart 
39 = Glasgow Govan 
40 = Glasgow Kelvin 
41 = Glasgow Maryhill 
42 = Glasgow Pollock 
43 = Glasgow Rutherglen 
44 = Glasgow Shettleston 
45 = Glasgow Springburn 
46 = Gordon 
47 = Greenock & Inverclyde 
48 = Hamilton North & Bellshill 
49 = Hamilton South 
50 = Inverness East, Nairn & Lochaber 
51 = Kilmarnock & Loudoun 
52 = Kirkcaldy 
53 = Linlithgow 
54 = Livingston 
55 = Midlothian 
56 = Moray 
57 = Motherwell & Wishaw 
58 = North East Fife 
59 = North Tayside 
60 = Ochil 
61 = Orkney Islands  
62 = Paisley North 
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63 = Paisley South 
64 = Perth 
65 = Ross, Skye & Inverness West 
66 = Roxburgh & Berwickshire 
67 = Shetland Islands 
68 = Stirling 
69 = Strathkelvin & Bearsden 
70 = Tweeddale, Ettrick & Lauderdale 
71 = West Aberdeenshire & Kincardine 
72 = West Renfrewshire 
73 = Western Isles 


757 758 Local Government District Local Government District 01 = Berwickshire 
02 = Ettrick & Lauderdale 
03 = Roxburgh 
04 = Tweeddale 
05 = Clackmannan 
06 = Falkirk 
07 = Stirling 
08 = Annandale & Eskdale 
09 = Nithsdale 
10 = Stewartry 
11 = Wigtown 
12 = Dunfermline 
13 = Kirkcaldy 
14 = North East Fife 
15 = Aberdeen City 
16 = Banff & Buchan 
17 = Gordon 
18 = Kincardine & Deeside 
19 = Moray 
20 = Badenoch & Strathspey 
21 = Caithness 
22 = Inverness 
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23 = Lochaber 
24 = Nairn 
25 = Ross & Cromarty 
26 = Skye & Lochalsh 
27 = Sutherland 
28 = East Lothian 
29 = Edinburgh 
30 = Midlothian 
31 = West Lothian 
32 = Argyll 
33 = Bearsden & Milngavie 
34 = Clydebank 
38 = Dumbarton 
40 = Eastwood 
41 = Glasgow City 
42 = Hamilton 
43 = Inverclyde 
44 = Kilmarnock & Loudoun 
45 = Kyle & Carrick 
46 = Clydesdale 
47 = Monklands 
48 = Motherwell 
49 = Renfrew 
50 = Strathkelvin 
51 = Angus 
52 = Dundee City 
53 = Perth & Kinross 
54 = Orkney 
55 = Shetland 
56 = Western Isles 
57 = No Fixed Abode 
58 = Remainder Of England 
59 = Cumbria 
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60 = Tyne and Wear 
61 = Northumberland 
62 = Wales 
63 = Northern Ireland 
64 = Commonwealth 
65 = Other Foreign Countries 
66 = Not Known 
67 = Else 
68 = U.K. Dependent Territories 


759 760 Council Area The local government council area, as defined by 
the reorganisation of 1 April 1996, where the 
patient normally resides.    This information is 
derived directly from the patient's postcode of 
residence. 


01 = Aberdeen City 
02 = Aberdeenshire 
03 = Angus 
04 = Argyll & Bute 
05 = Scottish Borders 
06 = Clackmannanshire 
07 = West Dunbartonshire 
08 = Dumfries & Galloway 
09 = Dundee City 
10 = East Ayrshire 
11 = East Dunbartonshire 
12 = East Lothian 
13 = East Renfrewshire 
14 = City of Edinburgh 
15 = Falkirk 
16 = Fife 
17 = Glasgow City 
18 = Highland 
19 = Inverclyde 
20 = Midlothian 
21 = Moray 
22 = North Ayrshire 
23 = North Lanarkshire 
24 = Orkney Islands 
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25 = Perth & Kinross 
26 = Renfrewshire 
27 = Shetland Islands 
28 = South Ayrshire 
29 = South Lanarkshire 
30 = Stirling 
31 = West Lothian 
32 = Comhairle nan Eilean Siar 


761 763 Filler   
764 770 Nomenclature of Units for 


Territorial Statistics(NUTS) 
  


771 774 Filler   
775 777 AGE ON DISCHARGE Age on discharge  
778 780 AGE ON ADMISSION Age on admission to hospital in years  
781 781 HOSPITAL TYPE Hospital type  
782 786 DAYS WAITING Number of days spent on the waiting list  
787 791 LENGTH OF STAY Length of stay in hospital in days  
792 792 PAS ADMISSION 


INDICATOR 
Patient Administration System Admission 
Indicator 


 


793 793 PAS DISCHARGE 
INDICATOR 


Patient Administration System Discharge 
Indicator 


 


794 794 DISCHARGE MISSING 
FLAG 


Discharge missing Flag  


795 795 ERROR FLAG Error flag -  This record is currently in error 0 = No,  1 = Yes 
796 796 QUERY FLAG Query flag -  This record is currently being 


queried 
0 = No,  1 = Yes,  2 = Amended 


797 797 POSTCODE QUERY IND Flag to indicate that the current postcode does 
not match a postcode on the postcode file 


 
. 


PROCESSING HISTORY :- 
798 803 BATCH NUMBER The number of the batch that the records were 


processed in. 
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804 807 BATCH SEQUENCE 
NUMBER 


The sequence in the batch.  


808 813 VERSION NUMBER   
814 821 DATE RECORD INSERTED Date record was inserted into source file Date in the format CCYYMMDD 
822 829 DATE LAST AMENDED Date record was last amended Date in the format CCYYMMDD 
830 837 DATE DISCHARGE 


CREATED 
Date discharge created Date in the format CCYYMMDD 


838 838 DELETE FLAG Delete Flag  
839 839 ACCREDITED FLAG Shows whether the record came from an 


accredited site 
 
 


840 840 PROCESSING SITE Processing Site flag  
841 845 INPUT PROVIDER Input Provider, as supplied by Trust – 


information in the ‘Provider’ field (pos. 212-216) 
is derived to reflect Trust configuration pre and 
post April 1999 


 


846 851 DATE (OF DISCHARGE) Used for derivation of Provider code Date in the format MMCCYY 
852 856 CURRENT TRUST/DMU 


CODE 
  


857 865 Treatment NHS Board Code 
(Current) 


A 9-digit code representing the NHS Board in 
which the patient was treated (14 NHS Board 
configuration). 
In a very small number of cases the patient may 
have been treated at home (domiciliary 
treatment) or at the State Hospital (or the Golden 
Jubilee Hospital). 
For domiciliary cases, the NHS Board of 
Treatment is recorded the same as the patient’s 
NHS Board of Residence.  The State Hospital 
has its own 9-digit code. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
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S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


866 874 Treatment NHS Board Code 
(Previous) 


A 9-digit code representing the NHS Board in 
which the patient was treated (15 NHS Board 
configuration). 
In a very small number of cases the patient may 
have been treated at home (domiciliary 
treatment) or at the State Hospital (or the Golden 
Jubilee Hospital). 
For domiciliary cases, the NHS Board of 
Treatment is recorded the same as the patient’s 
NHS Board of Residence.  The State Hospital 
has its own 9-digit code. 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


875 883 Practice NHS Board Code 
(Current) 
 


A 9-digit code representing the administering 
NHS Board to which the patient’s GP practice 
belongs (14 NHS board configuration).  This 9 
digit number is derived from a unique GP 
practice code. 
 
 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
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S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


884 892 Practice NHS Board Code 
(Previous) 


A 9-digit code representing the administering 
NHS Board to which the patient’s GP practice 
belongs (15 NHS board configuration).  This 9 
digit number is derived from a unique GP 
practice code. 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K            


 
 
 
 







LINKED SMR1/SMR4/SOCRATES/GRO DEATH  CATALOG COPPISH SMR04 (Record Type 04B) 
 


  Page 44 of 45  


 
 
 
 


Appendix 1 – Previous Ethnicity Codes 
 


1st October 2010 – 27th January 2012 1st October 2009 – 30th October 2010 1st July 2004 – 30th September 2010 1st April 2002 – 30th June 2004 
A – White 
1A Scottish  
1E English 
1F Welsh 
1G Northern Irish 
1H British 
1J Irish 
1K Gypsy/ Traveller 
1L Polish 
1Z Any other white ethnic group 
B – Mixed or multiple ethnic groups 
2A  Any mixed or multiple ethnic 
groups 
C - Asian, Asian Scottish or Asian 
British 
3F Pakistani, Pakistani Scottish or 
Pakistani British 
3G Indian, Indian Scottish or Indian 
British 
3H Bangladeshi, Bangladeshi Scottish 
or Bangladeshi British 
3J Chinese, Chinese Scottish or Chinese 
British 
3Z Other 
D - African, Caribbean or Black 
4D African, African Scottish or African 
British 
4E Caribbean, Caribbean Scottish or 


1A – White Scottish 
1B – White other British 
1C – White Irish 
1D – Any other White Background 
2A – Any mixed Background 
3A – Indian 
3B – Pakistani 
3C – Bangladeshi 
3D – Chinese 
3E – Any other Asian Background 
4A – Caribbean 
4B – African 
4C – Any other Black Background 
5A – Any other Ethnic Background 
98 – Refused/Not provided by patient 
99 – Not Known 


1A – White Scottish 
1B – White other British 
1C – White Irish 
1D – Other White – specify 
2A – Mixed Any  - specify 
3A – Indian 
3B – Pakistani 
3C – Bangladeshi 
3D – Chinese 
3E – Other Asian - specify 
4A – Caribbean 
4B – African 
4C – Other Black - specify 
5A – Other Ethnic - specify 
99 – Not Known 


00 - White 
01 - Black Caribbean 
02 - Black African 
03 - Black Other 
04 - Indian 
05 - Pakistani 
06 - Bangladeshi 
07 - Chinese 
08 - Other Ethnic Group 
09 - Not Known 
10 - Refused 
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Caribbean British 
4F Black, Black Scottish or Black 
British 
4Z Other 
E - Other ethnic group 
5B Arab 
5Z Other 
F - Refused/Not provided by patient 
98 Refused/Not provided by patient  
G - Not Known 
99 Not Known  
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Historic SMR4 Patients discharged between 1981 and March 1997 (Linked Catalog Layout) 
 
File Source : ASCII (SDF) 
File Location : Unix Server:  /conf/linkage/catalog/ 
Contact : Linked Catalog Update Team (NSS.linked-catalog-updates@nhs.net) 
 
Notes: 
 


 All patients admitted and discharged before April 1996 have been recorded on the SMR4 file (i.e. pre-COPPISH data). 
 


 Between April 1996 and March 1997, NHS Trusts began submitting COPPISH records.  Some NHS Trusts began submitting COPPISH records 
on 1st April 1996, others at various times during the year and the rest on 1st April 1997. 


 
 COPPISH records submitted between April 1996 and March 1997 were not backmapped to the SMR4 format, therefore SMR4 and SMR04 


(COPPISH) ran in parallel during this period. 
 


 When an NHS Trust began submitting COPPISH records, an SMR04 record was created for all current residents.  The SMR4 file contains only 
records relating to patients who were discharged before April 1997.  


 
 The SMR04 file only contains records for current residents and discharges from April 1996. 


 
 Note that admissions prior to April 1996 contain a mixture of ICD9 and ICD10 codes. 
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Position 


From 
Position 


To
Field Name Description Values / Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 DATE OF ADMISSION Patients date of admission Date in the format CCYYMMDD 
17 24 DATE OF DISCHARGE Patients date of discharge Date in the format CCYYMMDD 
25 27 RECORD TYPE  Type of record 01A = SMR1 record (1980 - 1997 Q1) 


01B = SMR01 record (1997 Q2 onwards) 
04A = Historic SMR4 record (Patients 
discharged between 1981 and March 1997) 
04B = COPPISH SMR04 record (Current 
residents and patients discharged from April 
1996 onwards) 
06A = SOCRATES record (1980 onwards) 
99A = GRO Death registration (1980 - 1995) 
99B = GRO Death registration (1996 onwards) 


28 35 ACCESSION NUMBER A unique reference number applied to each input 
record prior to linkage. 
The lowest record accession number in each 
linked group is used as the groups link number 
(personal identifier). 
If a record is relinked it will be given a new 
record accession number 


8 digit numeric code. 


36 43 UNIQUE RECORD 
IDENTIFIER 


Unique record identifier 8 digit numeric code. 


44 47 SURNAME SOUNDEX 
CODE 


Compressed form of surname given by the 
Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the format 
ANNN 


48 51 MAIDEN NAME 
SOUNDEX CODE 


Compressed form of maiden name given by the 
Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the format 
ANNN 


52 55 COMMON UNIT CODE Code which allows the matching of Postcodes to 
Parish codes 


4 digit integer 


56 61 ONE PASS LINK WEIGHT 
(SCORE) 


Score at which the record was linked to the 
catalog 


6 digit real number 


62 62 SORT MARKER Aid in the sorting of the catalog  
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Position 
From 


Position 
To


Field Name Description Values / Format 


63 70 DATE OF LINKAGE Date record last linked to the file Date in the format CCYYMMDD 
71 83 FILLER Reserved for future MRL use Blank 
84 93 SEEDED CHI NUMBER   
94 100 FILLER Reserved for future MRL use Blank 
101 105 HOSPITAL CODE Location code Institution code where this episode took place. 


Each location is assigned a unique five-character 
code, made up of an alpha-prefix usually 
referring to a health board, followed by a three-
digit serial number, and ending with an alpha-
suffix representing the type of location. 
(ANNNA) 
When a location closes its code is not re-
allocated to another location.  
Location Codes are used to record the location at 
which health activity takes place, e.g. the point 
of delivery of health care. 


106 115 CASE REFERENCE 
NUMBER 


 This is used to uniquely identify a patient within 
a health register or Patient Administration 
Systems. 
These can consist of up to 10 characters but must 
have at least 6 characters. 


116 123 DATE OF ADMISSION Admission Date is the date on which an inpatient 
or day case admission occurs. 


Date in format CCYYMMDD 


124 129 ADMISSION SERIAL 
NUMBER 


  


130 141 SURNAME Patients surname The surname of a person represents that part of 
the name of a person which indicates the family 
group of which the person is part. 
Max length 12 


142 142 FIRST INITIAL   
143 143 SECOND INITIAL   
144 155 MAIDEN NAME This is any surname by which a female was Max length 12 
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Position 
From 


Position 
To


Field Name Description Values / Format 


previously known, before marriage. 
156 163 DATE OF BIRTH Patients date of birth Date in format CCYYMMDD 
164 164 SEX Patients gender 1 = Male 


2 = Female 
8 = Other or Not Known 


165 165 PRESENT MARITAL 
STATE 


Patients marital status 1 = Never Married 
2 = Married 
3 = Widowed 
4 = Divorced 
5 = Separated (Legally or De Facto) 
8 = Other 
9 = Not Known 


166 172 POSTCODE Patients postcode 7 digit geographical identifier 
173 175 OCCUPATION   
176 176 PREVIOUS PSYCHIATRIC 


INPATIENT CARE 
 1= YES: readmitted following break in inpatient 


care 
2= YES: direct transfer from other psychiatric 
hospital 
3= NO: first admission to any psychiatric 
hospital 
4= NOT KNOWN 


177 177 STATUS ON ADMISSION   1, 2, 3 
178 179 IMMEDIATE SOURCE OF 


REFERRAL 
 01=Psychiatric Out-Patient Clinic 


02=Psychiatric Day Unit 
03= Domicilliary Visit 
04=Non-Psychiatric Clinic or Ward 
05=General Practitioner (if no other medical 
judicial, social or community services involved) 
06=Self, Relatives or Friends (if sole source of 
referral only) 
07=Prison 
08=Judicial 
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Position 
From 


Position 
To


Field Name Description Values / Format 


09=Local/Regional Authority Agency 
10=Community Mental health services 
11=Direct Transfer from Other Psychiatric In-
Patient Care 
12=From Extended Pass/Leave of Absence (this 
code takes precedence over any other in this 
field) 
98=Other (Ministers of religion, Voluntary 
Agencies, etc) 
99=Not Known 


180 180 RESIDENCE 
IMMEDIATELY PRIOR TO 
ADMISSION 


 0= Private House - Living with relative(s) or 
friend(s). 
1= Private House – Living alone 
2= Residential Accommodation of local 
authority (see note below) 
3= Residential Accommodation of voluntary 
Body (see note below) 
4= Other Mental Hospital 
5= Other Mental Handicap Hospital 
6= Psychiatric unit of General Hospital 
7= Non Psychiatric Hospital Care 
8= PenaI Institution 
9= Other (specify) 
(NOTE: Codes 2 and 3 include eventide homes, 
approved schools, salvation army hostels, part III 
accommodation etc.) 


181 181 INJURIES OR POISONING 
PRECIPITATING 
ADMISSION 


 0= Not Applicable 
1= Accidental 
2= Due to Assault 
3= Self-Inflicted 
8= Other Causes (specify) 
9= Not known  


182 187 MAIN ADMISSION   
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Position 
From 


Position 
To


Field Name Description Values / Format 


DIAGNOSIS 
188 193 SECOND ADMISSION 


DIAGNOSIS 
  


194 199 THIRD ADMISSION 
DIAGNOSIS 


  


200 205 ADMISSION OPTIONAL 
DATA - BOX 1 


  


206 211 ADMISSION OPTIONAL 
DATA - BOX 2 


  


212 217 ADMISSION OPTIONAL 
DATA - BOX 3 


  


218 223 ADMISSION OPTIONAL 
DATA - BOX 4 


  


224 231 ADMISSION PROCESS 
DATE 


 Date in format CCYYMMDD 


232 234 AGE ON ADMISSION   
235 236 FILLER Reserved for future MRL use Blank 
237 238 LOCAL GOVERNMENT 


DISTRICT 
  


239 240 FILLER Reserved for future MRL use Blank 
241 241 HOSPITAL TYPE  1, 2, 3, 5 
242 242 DISCHARGE MISSING 


FLAG 
 0, 1 


243 243 SOCIAL CLASS  pre 1988 
244 245 HEALTH DISTRICT OF 


RESIDENCE 
 pre 1988 


246 246 EMPLOYMENT STATUS  pre 1984 
247 247 P.A.S. ADMISSION 


INDICATOR 
 0, 1, 2 


248 248 TAYSIDE CHI CONTACT 
NO. 


  


249 249 PRE 1969 FLAG  1 or SPACE 
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Position 
From 


Position 
To


Field Name Description Values / Format 


250 256 FILLER2   
257 262 DISCHARGE FORM 


SERIAL NUMBER 
  


263 270 DATE OF DISCHARGE  Date in format CCYYMMDD 
271 271 OCCUPATIONAL 


CONDITION ON 
DISCHARGE 


 0= Not Assessed 
1= Fit for employment without further training 
2= Fit for sheltered employment 
3= May be fit for employment after further 
training 
4= Unlikely to be fit for employment  
5= Not recorded 
6= Not assessable 
7= Not applicable 


272 272 DISCHARGE TYPE  1= Routine 
2= Absconded while under detention 
3= Self-discharge against medical advice 
4= To extended pass/leave of absence 
6= Died (post mortem) 
7= Died (no post mortem) 
8= Other 


273 274 DISPOSAL ON 
DISCHARGE 


 01= Died 
12= Discharged home – living with relative(s) or 
friend(s) 
13= Discharged home – living alone 
24= Discharged to a hostel for ex-patients (see 
note) 
25= Discharged to other hostel/home (see note) 
31= Transferred to another Hospital (Mental 
illness) 
32= Transferred to another Hospital (Mental 
Handicap) 
33= Transferred to a psychiatric unit in a General 
Hospital 
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Position 
From 


Position 
To


Field Name Description Values / Format 


34= Transferred to Geriatric in-patient care 
35= Transferred to other in-patient care 
46= Discharged to a Penal institution 
56= Discharged to other type of residence (give 
details) 
99= NOT KNOWN 
(NOTE:  
Code 24 includes any hostel/home run 
specifically for ex-patients by hospitals and/or 
local authorities 
Code 25 includes eventide homes, approved 
schools, salvation army hostels, part III 
accommodation etc.) 


275 275 AFTER CARE - REFERRED 
TO - GENERAL 
PRACTITIONER 


 1= YES 
2= NO 
9= NOT KNOWN 


276 276 AFTER CARE - REFERRED 
TO - OUTPATIENT CLINIC


 1= YES 
2= NO 
9= NOT KNOWN 


277 277 AFTER CARE - REFERRED 
TO - LOCAL / REGIONAL 
AUTHORITY MENTAL 
HEALTH SERVICES  


 1= YES 
2= NO 
9= NOT KNOWN 


278 278 AFTER CARE - REFERRED 
TO - COMMUNITY 
MENTAL HEALTH 
SERVICES 


 1= YES 
2= NO 
9= NOT KNOWN 


279 279 AFTER CARE - REFERRED 
TO - DAY HOSPITAL UNIT


 1= YES 
2= NO 
9= NOT KNOWN 


280 280 AFTER CARE - REFERRED 
TO - OTHER CARE 


 1= YES 
2= NO 
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Position 
From 


Position 
To


Field Name Description Values / Format 


9= NOT KNOWN 
281 281 AFTER CARE - 


DISCHARGED TO 
STATUTORY 
GUARDIANSHIP 


 1= YES 
2= NO 
9= NOT KNOWN 


282 287 MAIN DISCHARGE 
DIAGNOSIS 


  


288 293 2ND DISCHARGE 
DIAGNOSIS 


  


294 299 3RD DISCHARGE 
DIAGNOSIS 


  


300 305 4TH DISCHARGE 
DIAGNOSIS 


  


306 310 CAUSE OF DEATH   
311 316 DISCHARGE OPTIONAL 


DATA - BOX 1 
  


317 322 DISCHARGE OPTIONAL 
DATA - BOX 2 


  


323 330 DISCHARGE PROCESS 
DATE 


 Date in format CCYYMMDD 


331 335 LENGTH OF STAY  WEEKS 
336 338 AGE ON DISCHARGE  YEARS 
339 342 BATCH NUMBER   
343 343 ERROR FLAG  0, 1 
344 344 QUERY FLAG  0, 1, 2 
345 345 DISCHARGE STATUS  PRE 1985 (0-9) 
346 346 PAS DISCHARGE 


INDICATOR 
 0, 1 


347 352 OLD ADMISION 
DIAGNOSIS 1           


  


353 358 OLD ADMISION 
DIAGNOSIS 2 
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Position 
From 


Position 
To


Field Name Description Values / Format 


359 364 OLD DISCHARGE 
DIAGNOSIS 1    


  


365 370 OLD DISCHARGE 
DIAGNOSIS 2 


  


371 376 OLD CAUSE OF DEATH     
377 385 NHS Board of Residence 


Code (Current) 
A 9-digit code representing the area where the 
patient usually resides.  The current 
configuration of NHS Boards came into being on 
1st April 2006.  At this time, NHS Argyll & 
Clyde was dissolved.  NHS Greater Glasgow and 
NHS Highland both took over parts of the former 
NHS Argyll and Clyde. 
In cases where the patient does not usually reside 
in Scotland, codes have been assigned for these 
specific circumstances. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


386 394 NHS Board of Residence 
Code (Previous) 


A 9-digit code representing the area where the 
patient usually resides. 
This dimension holds values for the previous 
NHS Board configuration of 15 NHS Boards.  15 
NHS Boards existed from 1974 – 31st March 
2006, at this time, NHS Argyll & Clyde was 
dissolved. 
In cases where the patient does not usually reside 
in Scotland, codes have been assigned for the 
specific circumstances. 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 







LINKED SMR1/SMR4/SOCRATES/GRO DEATH  CATALOG Historic SMR4  (Record Type 04A) 
 


  Page 11 of 12 


Position 
From 


Position 
To


Field Name Description Values / Format 


S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


395 403 Treatment NHS Board Code 
(Current) 


A 9-digit code representing the NHS Board in 
which the patient was treated (14 NHS Board 
configuration). 
In a very small number of cases the patient may 
have been treated at home (domiciliary 
treatment) or at the State Hospital (or the Golden 
Jubilee Hospital). 
For domiciliary cases, the NHS Board of 
Treatment is recorded the same as the patient’s 
NHS Board of Residence.  The State Hospital 
has its own 9-digit code. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


404 412 Treatment NHS Board Code 
(Previous) 


A 9-digit code representing the NHS Board in 
which the patient was treated (15 NHS Board 
configuration). 
In a very small number of cases the patient may 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
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Position 
From 


Position 
To


Field Name Description Values / Format 


have been treated at home (domiciliary 
treatment) or at the State Hospital (or the Golden 
Jubilee Hospital). 
For domiciliary cases, the NHS Board of 
Treatment is recorded the same as the patient’s 
NHS Board of Residence.  The State Hospital 
has its own 9-digit code. 


S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


 









 


Information Services Division 


Data Sources and Clinical Coding 
 
The Scottish Morbidity Record 00  (Outpatients - SMR00):- this relates to all 
outpatient activity (new and follow-up) in specialties other than Accident & 
Emergency (A&E), and Genito-Urinary Medicine. An outpatient is a patient 
who attends a consultant or other medical clinic or has arranged a meeting 
with a consultant or a senior member of his team out with a clinic session. 
Outpatients are categorised as new outpatients or follow-up (return) 
outpatients. 
 
The Scottish Morbidity Record 01  (General/Acute Inpatient and Day Case - 
SMR01):- this relates to all inpatient and day case discharge summaries from 
non-obstetric, non-psychiatric specialties in general acute NHS hospitals in 
Scotland. SMR01 is an episode-based patient record relating to all inpatient 
and day case discharges. Data collected include patient identifiable and 
demographic details, episode management details and general clinical 
information. 
 
The Scottish Record Linkage system :- The SMR01 linked data set is 
maintained by ISD Scotland. The database includes linked SMR1 
(General/Acute Inpatient and Day Case), SMR6 (Cancer Registrations), 
SMR4 (Mental Health) and Registrar General's death records. Probability 
matching methods have been used to link together individual hospital records 
for each patient, thereby creating "linked" patient histories. 
 
Hospital Activity Statistics ISD(S)1:- The ISD(S)1 scheme provides routine 
quarterly aggregate information for monitoring activity in hospitals, and activity 
carried out in health centres and clinics in NHSScotland. Information collected 
(on monthly returns) relates to hospital beds, inpatients, outpatients, day 
cases, day patients, haemodialysis patients, ward attendees, patients see by 
AHP's (Allied Health Professionals) and other technical department staff and 
cancellations. 
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Information Services Division 


Data Sources: The Scottish Morbidity Record 00 (Outpatients 
- SMR00) 
 
SMR00 relates to all outpatients (new and follow-up) in specialties other than 
Accident & Emergency (A&E), and Genito-Urinary Medicine. 
 
An outpatient is a patient who attends a consultant or other medical clinic or 
has an arranged meeting with a consultant or a senior member of his team 
outwith a clinic session. Outpatients are categorised as new outpatients or 
follow-up (return) outpatients. 
 
These are split into; 
 
 New Outpatient - this is when a patient has a first meeting with a 


consultant or his representative following an outpatient referral. 
 
 Follow-up (return) outpatient - this is when a patient has a second and 


subsequent attendances following the initial referral OR is there first and 
subsequent attendances following an inpatient/day case episode. 


 
 Did not Attend - this is when the patient did not attend (DNA) and when the 


hospital is not notified in advance of the patient's unavailability to attend on 
the offered admission date, or for any appointment. 


 
SMR00 allows the recording of procedural information, for which a "Short list 
of Procedures performed on Outpatients" is available. The recording of this 
shortlist of procedures was mandatory, however many hospitals didn't record 
these procedures. As from 2003 it became mandatory that all procedures 
were recorded, again this remains inconsistent across NHS Boards. 
 
Outpatient data is available from 1991 onwards. Records are submitted on 
discharge. However, data is only readily available from April 1997 onwards. 
  







 3


Information Services Division 


Data Sources: The Scottish Morbidity Record 01 
(General/Acute Inpatient and Day Case - SMR01) 
 
SMR01 is an episode-based patient record relating to all inpatients and day 
cases discharged from non-obstetric and non-psychiatric specialties. Geriatric 
long stay is also excluded (As from April 1997 onward Geriatric long stay 
started to be recorded on SMR50 - known as Geriatric Long Stay). 
Data collected include patient identifiable and demographic details, episode 
management details and general clinical information. Currently diagnoses are 
recorded using the ICD-10 classification and operations are recorded using 
the OPCS-4 classification. 
 
General acute admissions are categorised as follows; 
 
 Inpatients - this is when a patient who occupies an available staffed bed in 


a hospital and: remains overnight whatever the original intention (except 
haemodialysis patients) OR - at admission, is expected to remain 
overnight but is discharged earlier (except haemodialysis patients). 
Discharges include transfers-out and deaths. 


 
 Day Case - this is when a patient who makes a planned attendance to a 


specialty for clinical care, sees a doctor or dentist or nurse (as the 
consultants representative) and requires the use of a bed or trolley in lieu 
of a bed. The patient is not expected to, and does not, remain overnight. 
Many of these patients require anaesthesia. 


 
Inpatient admissions can be further broken down into; 
 
 Emergency admission - this occurs when, for clinical reasons, a patient is 


admitted at the earliest possible time after seeing a doctor. The patient 
may or may not be admitted through Accident & Emergency. Coding rules 
state that a Day Case patient should not be admitted as an emergency. 


 
 Elective (planned) admission - this is when the patient has already been 


given a date to come to hospital for some kind of procedure. 
 
 Transfer - this is where a patient will already have been admitted to 


hospital and is either transferred between specialties or hospital, and will 
be part of the same continuous stay in hospital. 


 
ISD Scotland can provide a fuller explanation of the above if required. 
 
Data is readily available from 1981 onwards.  However, information has been 
collected since 1961 although data from around 1965 onwards is considered 
to be more robust than previous years. Records are submitted on discharge.  
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Data Sources: Coding of Diagnostic and Procedural 
Information 
 
When a patient is admitted to hospital as an inpatient or day case within non-
obstetric and non-psychiatric specialties, diagnostic and procedural 
information is recorded. At present this is recorded using; 
 
 Diagnostic information:- this is currently recorded using the International 


Statistical Classification of Diseases and Related Health Problems, Tenth 
Revision (ICD10). Please also see below for changes in dates of recording 
practice. 


 Procedural information: this is currently recorded using the Office of 
Population Censuses and Surveys, Classification of Surgical Operations 
and Procedures (OPCS4). Please also see below for changes in dates of 
recording practice. 


 Read Codes (used mainly in a primary care setting). 


Changes in Coding Practice 
 
ICD 
 
ICD7 - from 1961 to 1967 
ICD8 - from 1968 to 1979* 
ICD9 - from 1980 to March 1996 
ICD10 - from April 1996 onward. 
 
* Please note that for ICD8 - during 1968 to 1974, 3 digit codes were recorded 
and 1975 to 1979, 4 digits were recorded. 
 
OPCS 
 
General Registrar's Office (GRO) - 1961 to 1970* 
OPCS2 - 1971 to 1976 
OPCS3 - 1977 to 1988 
OPCS4 - 1989 onward 
 
* Please note this could be classed as OPCS1, however, this was not 
nationally recognised as data as data was collected by the GRO. 
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USE OF ADMINISTRATIVE SOURCES FOR STATISTICAL PURPOSES 
 
 
1. Background 
 
Official statistics published by NHS National Services Scotland - Information Services Division 
(ISD), are based on two main sources – principally data extracted from its own and from other 
organisations’ administrative, management and clinical systems but also data gathered from 
censuses and surveys.  
 
 
By using data which is already available within administrative, management and clinical systems, 
rather than collecting data afresh, we are able to limit the overall burden placed on data providers, 
and also avoid the costs of mounting dedicated data collection exercises. In addition, the 
information we extract from such systems often has the advantage of being more timely than 
statistical data and, when compared with data from surveys (and particularly sample surveys), can 
also deliver data with a greater breadth of coverage. 
 
 
The UK Statistics Authority actively encourages public bodies to exploit administrative and 
management sources for statistical purposes. However, the Authority recognises that the statistical 
advantages of such arrangements can only be fully realised if statisticians have appropriate access 
to such systems; if statistical purposes are reflected in the design, management, and development 
of such systems; and if adequate safeguards are put in place to ensure the professional integrity of 
any official statistics derived from them. 
 
 
The Authority‘s main requirements are set out in the third Protocol attached to their Code of 
Practice for Official Statistics. Amongst other things, this Protocol requires all producers of official 
statistics to publish, in consultation with the National Statistician, a ‘Statement of Administrative 
Sources’ that lists: 
 


• the administrative systems they currently use to produce official statistics; 
• Information about other administrative sources that are not currently used for statistical 


purposes but which have the potential to be so used;  
• the arrangements they have put in place to provide statistical staff with appropriate access 


such sources; to take account of changes to such systems; to audit the quality of the 
administrative data used for statistical purposes; and to ensure the security of the resultant 
statistical processes. 


 
 


ISD’s own ‘Statement of Administrative Sources’ can be viewed below:   
 
The following describe all administrative, management and clinical systems which Information 
Services Division currently uses to produce official statistics, or which have the potential to be so 
used:  
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2. Statistical usage of our own organisation’s administrative or management sources 
ISD, on behalf of NHS Scotland is the designated owner of several administrative, management and clinical sources, which are used to produce official 
statistics. The following table lists these centralised sources where ISD is the owner, the dataset is open and the data is published. 
  
 


Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial 
Cover 


Title(s) of all Statistical Products 
derived from source 


A&E Statistics 
 


Accident & Emergency Statistics A&E data mart - Data mart under development. 
Initially setup to collect waiting times data on A&E 
attendances for the 4-hour target but now additional 
fields are added and more will be added April 2010.  
Additional items include diagnostic details and injury 
data items. 


Scotland 1. Accident & Emergency Waiting 
Times 


AAS Notification of Abortion Statistics Notification of abortions made to the Chief Medical 
Officer for Scotland, under the Abortion Act 1967 


Scotland 1. Abortion Statistics  
2. Key Clinical Indicator report on 
termination of pregnancy.   
3. Scotland's Sexual Health Information 
report 


AHP Census Allied Health Professionals 
Census 


A census of the caseload of NHS Scotland AHPs.  
This was undertaken in order to: 
improve information available nationally on AHP 
caseload, and to contribute to the development of 
core data standards for the work of AHPs 
ascertain the magnitude, variety and diversity of 
AHPs' caseload. The work is supported by the 
Electronic Community Health Information Project for 
Allied Health Professionals in Scotland (AHP eCHIP)


Scotland 1. Allied Health Professionals and Other 
Technical Departments - Activity 


Alcohol brief 
interventions 


Alcohol Brief Interventions Information on the number of alcohol brief 
interventions carried out across primary care, A&E 
and ante-natal settings in Scotland. 


Scotland 1. Alcohol Brief interventions 
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Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical Products 
Cover derived from source 


Audiology waiting 
times 


Audiology Waiting Times  Waiting times for adult and paediatric patients waiting 
and patients seen for Audiology services at month 
end 


Scotland 1. Audiology Waiting Times 


Bowel Screening - 
Health Boards 


Bowel Screening  - Health Boards Clinical data for individuals who have had a positive 
screening test, linked to Bowel Screening System 
data by CHI Data are collected continuously at HBs 
but submitted to ISD biannually. 


Scotland 1. Bowel Screening Programme 
Statistics 


CAMHS Child and Adolescent Mental 
Health Services Workforce 


National oracle database of NHSScotland CAMHS 
workforce. Statistical information to describe the 
clinical workforce employed in NHSScotland 
CAMHS.  Data includes NHS Board, professional 
group, target age of patients treated, area of work, 
tier of operation, band, gender, age. 


Scotland 1. Child and Adolescent Mental Health 
Services (CAMHS) workforce in 
NHSScotland 


Cancer waiting times Scottish Cancer Waiting Times 
System (SCWaTS). 


Collects and validates data submitted by Health 
Boards to fulfil measurement against Cancer Waiting 
Times targets (2005 target, plus breast cancer 
against 2001 target). Three reports are annual, but 
the majority are quarterly. 


Scotland 1. Cancer Waiting Times 


Community Nurse 
Census 


Community Nurse Census Census carried out 24th April 2008 for 5 disciplines of Scotland 
community nurses across all Scotland 


1. Community Nursing Census 
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Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical Products 
Cover derived from source 


Continuing Care 
Census 


Continuing Care Census Previously there has been no method for identifying 
all patients who were receiving NHS Care that is on-
going, non-acute care, delivered as an inpatient, and 
often over an extended period, either in hospital, 
hospice or care home. The census aimed to gather 
information on these patients. 


Scotland 1. Findings from the Balance of Care / 
Continuing Care Census, Sept 2008, 
Mar 2009 and Sept 2009. 


Cost Book Cost Book  Cost (Cost Book). All running costs of Health Boards 
- running costs, average cost of patient stay and 
activity 


Scotland 1. Scottish Health Service Costs 
2. Scottish National Tariff 


DDC Delayed Discharge Census Delayed Discharge in NHS Scotland. Patient based 
using CHI. Collects Date of Birth, Post Code, Date 
ready for Discharge, Principal reason for delay 
(approx 35 reasons summarised into 8 groups), Date 
of referral to Social work, Hospital Code and 
speciality. 


Scotland 1. Delayed Discharges in NHSScotland 


Diagnostic waiting 
times 


Diagnostics Waiting Times Waiting times for patients waiting for test report at 
month end 


Scotland 1. Diagnostic tests waiting times 


Drug Prevalence study Drug Prevalence Study Estimating the National and Local Prevalence 
of Problem Drug Misuse in Scotland - provides 
estimates of the prevalence of problem drug misuse 
in Scotland using capture-recapture methodology. 


Scotland 1. Drug Prevalence 
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Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical Products 
Cover derived from source 


Drug treatment waiting 
times 


The National Drug Treatment 
Waiting Times Database 


It includes details on the number of clients waiting 
and the time waited for (1) clients to be offered an 
assessment date, (2) clients to be offered an 
appointment date for their first intervention and (3) 
clients to be offered an appointment date for specific 
interventions (namely: structured preparatory & 
motivational intervention, prescribed drug treatment, 
community based support/ rehabilitation and 
residential rehabilitation). This currently focuses on 
Drug Treatment only; it will be expanded in 2010/11 
to collect similar data on clients waiting and time 
waited for alcohol treatment. 


Scotland 1. National Drug Treatment Waiting 
Times 


Scottish ECT 
Accreditation Network 
(SEAN) 


Scottish Electroconvulsive 
Therapy Database 


Collects data on patient characteristics, legal status, 
diagnosis, details of interventions and clinical 
outcomes (2005 to present, 29 prescribing hospitals, 
21 treating hospitals) 


Scotland 1. Scottish ECT Accreditation Network 


GMS Data Warehouse General Medical Services Data 
Warehouse 


Currently phase 1 available; this contains historical 
data on GP workforce and practice populations. 


Scotland 1. General Practice  - GP workforce and 
practice population statistics to 2008 


ISD(M)18 Agency Nurses Census collects number of hours and cost of Agency 
Nurses used in each NHS Board per financial year.  
Information is cross checked with NHS NSS National 
Procurement. 


Scotland 1. NHS Scotland Workforce - Agency 
and bank nurse usage 


ISD(M)36 Nursing & Midwifery, Allied Health 
Profession and Consultant Staff 
Vacancies 


Nursing & Midwifery, Allied Health Profession and 
Consultant Staff Vacancies (ISD(M)36) 
Annual collection from NHS Boards on the number of 
Nursing & Midwifery, Allied Health Profession and 
Consultant Staff posts vacant as at 30th September 
each year. 


Scotland 1. NHS Scotland Workforce - Vacancies 
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Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical Products 
Cover derived from source 


ISD(M)39 Occupational Health and Safety 
Minimum Dataset 


NHS Scotland staff absence, occupational incidence 
and compensation claims, data for first three years 
only.  This is currently not collected as the Steering 
Group responsible for this dataset has not met since 
2004 but it is hoped that it will be re-established. 


Scotland 1. Occupational Health and Safety 
Information 


ISD(M)40 CPS Census Psychology Services All staff survey: national oracle database of 
NHSScotland psychology services workforce.  
Statistical information to describe the clinical 
workforce employed in NHSScotland Psychology 
services.  Data includes NHS Board, professional 
group, target age of patients treated, area of work, 
tier of operation, band, gender, age. 


Scotland 1. Workforce Planning for Psychology 
Services in NHSScotland - 
Characteristics of the workforce within 
Psychology Services 


ISD(M)52 Doctors in Training - Compliance 
With the New Deal 


Biannual review of Doctors in Training rota times to 
ensure compliance with New Deal and European 
Working Times Directive 


Scotland 1. NHS Scotland Workforce - Doctors in 
training compliance with the European 
Working Times Directives 


ISD(M)53 New Consultant Contract  New Consultant Contract (ISD(M)53 - 
Annual collection of Programmed Activities for NHS 
Consultants with a signed off job plan 


Scotland 1. NHS Scotland Workforce - staff in 
post 


ISD(S)1 Hospital Activity Statistics 
(ISD(S)1. 


A standard set of aggregated summary statistics on 
resources and activity in hospitals and  
other health care settings in Scotland. Data collected 
includes: Available and occupied beds numbers, 
Inpatients and day cases treated,  
Outpatients and ward attenders seen, Day patient 
places and day patients seen, Haemodialysis 
patients, Patients seen by allied health  
professionals and other technical departments, 
Hospital cancellations and additions to waiting list 
and Nurse led outpatient activity 


Scotland 1. Acute Hospital Activity - Annual 
summary of outpatient activity 
2. Acute Hospital Activity - Length of 
Stay 
3. Acute Hospital Activity - Quarterly 
summary inpatient, day case and 
outpatient activity 
4. Available Beds 
5. Nurse-led clinics - Activity 
6. AHP outpatient Activity 
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Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical Products 
Cover derived from source 


ISD(S)40A Hospital & Community Health 
Service Complaints  


NHS Boards and other NHS organisations provide 
information about the written complaints. Topics 
covered include: the time taken to deal with 
complaints and their outcome, issues raised in 
complaints, requests made for independent review 


Scotland 1. Complaints Statistics 


ISD(S)40B Primary Care Health Services 
Complaints 


Three broad service types are included within the 
primary care complaints procedure - medical 
services, dental services and complaints regarding 
primary care administration 


Scotland 1. Complaints Statistics 


New Ways Waiting Times Data Warehouse Collects live data on patients added to and removed 
from waiting lists for hospital appointment or 
admission and calculates waits according to ‘New 
Ways’ rules. Used by Boards via BO for live reporting 
and by ISD for quarterly waiting times publications. 


Scotland 1. Waiting Times and Waiting Lists 
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Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical Products 
Cover derived from source 


PIS Prescribing Information System  Details of prescription items dispensed in the 
community, prescription details, dispenser details 
remuneration of drug items and patient CHI number. 


Scotland 1. Prescribing Statistics - Dispenser 
Remuneration 
2. Prescribing Statistics - Drugs used in 
rheumatic diseases and gout 
3. Prescribing Statistics - Drugs used in 
the treatment of obesity 
4. Prescribing Statistics - Medicines 
used in Mental Health 
5. Prescribing Statistics - Prescribing of 
smoking cessation interventions 
6. Prescribing Statistics - Prescription 
Charge Analysis 
7. Prescribing Statistics - Prescription 
Cost Analysis 
8. Scottish Antimicrobial Prescribing 
Group Report on Antimicrobial 
Resistance and Use in Humans in 2008 


PTI Practice Team Information.  Collects summary data on patient consultations with 
a GP or practice nurse (and also, for a few years 
historically, district nurses and health visitors, 
together referred to as community nurses. 


Scotland 1. Practice Team Information 
2. Influenza Statistics 


SALSUS The Scottish Schools Adolescent 
Lifestyle and Substance Use 
Survey 


This survey is part of a series of national surveys on 
smoking, drinking and drug use.  Information has 
been collected in Scotland from 1982 on smoking, 
1990 on drinking and since 1998 on drug use.  


Scotland 1. Schools Adolescent Lifestyle and 
Substance Use Survey (SALSUS) 


SAP Scottish Arthroplasty Project  The aim is to encourage continual improvement in 
the quality of care provided to joint replacement 
surgery (Arthroplasty) patients. This is currently 
achieved through the auditing of routinely collected 
Inpatient / Day case national data in Scotland. 


Scotland 1. Scottish Arthroplasty Project Annual 
Report 
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Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical Products 
Cover derived from source 


SASM Scottish Audit of Surgical Mortality Collects information on patient deaths whilst under 
the care of a surgeon in hospital.  The consultant in 
charge (surgeon and if applicable anaesthetist, 
interventional radiologist, intensivist) completes a 
proforma which is then reviewed by another clinician 
of the same speciality who determines if there are 
areas of concern that that may have contributed to 
the patient's death. 


Scotland 1. Scottish Audit of Surgical Mortality 


SBR Scottish Birth Record  The Scottish Birth Record is completed for all births 
in Scotland including stillbirths and home births. This 
system provides the functionality to record all of a 
baby's neonatal care in Scotland, including 
readmissions and transfers in one record. (This 
replaced the SMR11 data set).  


Scotland 1. Drugs Misuse Statistics Scotland 


SBSP Extract Scottish Breast Screening 
Programme Extract  


An extract from the Scottish Breast Screening 
Programme (supplied to ISD by ATOS Origin) which 
collects patient level data from the 6 Breast 
screening centres in Scotland; includes invitation and 
screening episode information and clinical/outcome 
information. 


Scotland 1. Scottish Breast Screening 
Programme Statistics  
2. NHSBSP Audit of Screen Detected 
Breast Cancers (UK Publication by 
West Midlands Cancer Intelligence Unit) 


SCCRS Scottish Cervical Call Recall 
System Aggregated Reports.  


Aggregated reports extracted from the Scottish 
Cervical Call Recall System. Cytology laboratory 
workload data; including information on numbers of 
smear tests processed and results by each NHS 
laboratory (broken down by 5 year age group). 
Laboratory turn around times are also reported.  The 
reports also include Uptake of cervical screening 
(Women with a record of previous smear in the 
previous 3.5 and 5.5 years) by NHS Board of 
Residence and 5 year age group  


Scotland 1. Scottish Cervical Screening Statistics 
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Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical Products 
Cover derived from source 


SCD  Smoking Cessation Database  Web-based database set up to capture agreed 
national minimum dataset (mds) for NHS cessation 
services in Scotland. Mds is based on quit attempts 
made via NHS cessation services and includes 
information on client profile, interventions used and 
follow-up data to see whether quit attempt has been 
successful. National database contains additional 
data items to meet local service needs and 
reports/letter generation functions; plus allows ISD 
access to (non person-identifying data) to produce 
national cessation services monitoring reports and to 
allow monitoring of HEAT 6 target. 


Scotland 1. NHS Smoking Cessation Service 
Statistics (Scotland) 


SICSAG Scottish Intensive Care Society 
Audit Group  


Audit of all adult general Intensive Care Units and 
85% of High Dependency Care Units. Case-mix 
adjusted outcome data is collected in ICU as well as 
data on activity and augmented care. Data on 
Healthcare Associated Infections in ICUs are sent to 
Health Protection Scotland and joint reporting is 
planned for 2010.  Provides a real-time bed bureau of 
bed occupancy in ICUs. 


Scotland 1. Audit of Critical Care in Scotland 
2009 (SIGSAG Report)) 


SMR00 Scottish Morbidity Record 00 - 
Outpatient Attendance  


Collects patient based data on first attendance at 
outpatient clinics in all specialties (except Accident & 
Emergency).  Includes e.g. demographics, location, 
investigations 


Scotland 1. Acute Hospital Activity - Annual 
summary of outpatient activity 
2. Acute Hospital Activity - Day Surgery 
and Outpatient Procedures 
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Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical Products 
Cover derived from source 


 SMR01 Scottish Morbidity Record 01 - 
General Acute Inpatient and Day 
Case  


Collects patient based data on inpatient and day 
case episodes in general and acute wards. Includes 
e.g. demographics, location, diagnosis 


Scotland 1. Acute Hospital Activity - Annual 
summary of inpatient/day case activity, 
procedures and diagnoses 
2. Acute Hospital Activity - Day Surgery 
and Outpatient Procedures 
3. Acute Hospital Activity - Multiple and 
All Emergency Admissions 
4. Acute Hospital Activity - Length of 
Stay 
5. Childhood hospital admissions and 
mortality 
6. Unintentional injuries 


SMR02 Scottish Morbidity Record 02 - 
Maternity Inpatient and Day Case 


Collects patient based data on inpatient and day 
case episodes for antenatal, delivery, abortion and 
postnatal care.  Includes demographics, location and 
information on obstetric history, current pregnancy, 
delivery, labour, baby, substance misuse.    


Scotland 1. Births in Scottish Hospitals 


SMR04 Scottish Morbidity Record 04 - 
Mental Health Inpatient and Day 
Case  


Collects patient based data on, day cases and 
inpatient admissions / discharges from Psychiatric 
Hospitals and Units. Includes e.g. demographics, 
location, diagnosis 


Scotland 1. Mental Health (Psychiatric) Hospital 
Activity Statistics 
2. Alcohol Statistics Scotland 
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Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical Products 
Cover derived from source 


SMR24 Scottish Drug Misuse Database  Provides information to report on the characteristics 
of drug use in Scotland, trends in drug use and allow 
comparisons (Scotland & UK). The SMR24 - an 
anonymous paper based national data set was 
developed in line with the strategy to capture 
substance misuse data for Problem Drug Users 
attending services for their drugs problem. The 
SMR24 form is completed for the client and then 
returned to The Scottish Drug Misuse Database for 
processing where the data is collated, analysed and 
published. 


Scotland 1. Drugs Misuse Statistics Scotland 
2. Local Information on Alcohol & Drug 
Use 2008 


SMR25 Scottish Drug Misuse Database  Collects information on illicit and prescriptions drugs 
profile, social and legal circumstances at both initial 
attendance at treatment service and subsequently at 
3 months then annually. 


Scotland 1. Drugs Misuse Statistics Scotland 
2. Local Information on Alcohol & Drug 
Use 2008 


SMR44 New Referrals to Prosthetic 
Services 


New Referrals to Prosthetic Services Scotland 1. National Amputee Statistical 
Database Annual Report 2006/07 


SOCRATES (SMR6) Scottish Open Cancer 
Registration And Tumour 
Enumeration System 


Collects cancer registrations, including diagnostic 
and treatment information from all NHS Boards in 
Scotland. 


Scotland 1. Cancer Incidence 
2. Cancer Survival Statistics 


SRR Scottish Renal Registry Database The Scottish Renal Registry is a national registry of 
patients with renal failure and other renal disorders in 
Scotland.  


Scotland 1. Scottish Renal Registry Report 


SSBID Scottish Stillbirth and Infant Death 
Enquiry 


The dataset is produced from an annual survey 
investigating all stillbirths, neonatal and postneonatal 
deaths in Scotland.  The dataset also includes late 
foetal deaths (20-23 week gestation). 


Scotland 1. Scottish Perinatal and Infant Mortality 
and Morbidity Report 
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Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical Products 
Cover derived from source 


SSCA Scottish Stroke Care Audit  Audits the management of stroke patients against 
SIGN guidelines and QIS standards.  Includes data 
on thrombolysis and carotid intervention 


Scotland 1. Scottish Stroke Care Audit Annual 
National Report 
2. Stroke Statistics                   3. 
Scottish Stroke Care Audit Monthly 
Reports 


STISS Sexually Transmitted Infection 
Surveillance System 


 Patient based (but not identifiable) data provided by 
Genito Urinary Medicine (GUM) clinics on STI 
diagnoses,  services used, sexual behaviour, 
orientation etc.   


Scotland 1. Sexually Transmitted Infections 
diagnosed in Genitourinary Medicine 
clinics in Scotland 
2. Scotland's Sexual Health Information 
Report 


SWISS Scottish Workforce Information 
Standard Service 


Workforce information is captured through the 
Scottish Workforce Information Standard System 
(SWISS) - Workforce Information Repository. SWISS 
is the data collection and analysis system that is 
being used by the whole of NHS Scotland, for local, 
regional and national reporting. The aim of SWISS is 
to develop a workforce information system to support 
the needs of NHS Scotland, linking Human 
Resources, Payroll and other systems (including 
finance). 


Scotland 1. NHS Scotland Workforce - Agency 
and bank nurse usage 
2. NHS Scotland Workforce - Equality 
and diversity summary 
3. NHS Scotland Workforce - Sickness 
absence 
4. NHS Scotland Workforce - Staff in 
post 
5. NHS Scotland Workforce - Staff 
turnover 
6. NHS Scotland Workforce - Vacancies 


Teenage Pregnancy Teenage Pregnancy This dataset is produced from birth registration data 
(provided by the General Register Office for 
Scotland) and abortion data (notification of abortions 
made to the Chief Medical Officer for Scotland, under 
the Abortion Act 1967), for women age less than 20 
at time of conception.  


Scotland 1. Teenage Pregnancies 
2.  Scotland's Sexual Health Information 
Report 
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Name / Title of 
Administrative Data 
Source 


Name of overarching 
administrative system 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical Products 
Cover derived from source 


Hepatitis C - Injecting 
Equipment Provision 
(IEP) Survey 


Injecting Equipment Provision 
(IEP) Survey 
 
(Collected on behalf of HPS) 


Collects information on activity at IEP outlets across 
Scotland (i.e. Injecting equipment 
distributed/returned, number of transactions and 
clients).  Also collects other information on policies, 
staff training, funding and opening times.  The aim of 
collecting this information is to demonstrate that the 
government is doing all it can to prevent the spread 
of Hep C.  Sharing and re use of contaminated 
injecting equipment is the main way this virus is 
contracted.  Prevention is one of the main strands of 
the Scottish Governments Hepatitis C action plan.   


Scotland 1. Provision of Injecting Equipment in 
Scotland, 2007/08 


GPCD GP Contractor Database 
 
(Collected on behalf of PSD) 


A subset of the full Practitioner Contractor Database 
(PCD).  GPCD is used to record "Performer List" 
details for all GPs eligible to work in Scotland, details 
of any contracts that they hold or have held since 1st 
April 2004, and details of the general medical 
practices in Scotland. 


Scotland 1. General Practice  - GP workforce and 
practice population statistics to 2008 
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Please note that, as at January 2010, the following administrative data sources are closed. Data is no longer collected, although some historical data for trend 
purposes is still published on the ISD Website.   
 
 


CLOSED 
ISD(D)1Q 


Cervical Cytology (ISD(D)1Q). Cervical Cytology Screening (ISD(D)1Q). Cytology 
laboratory workload data; including information on 
numbers of smear tests processed by each NHS 
laboratory and the source of the smear (GP Surgery, 
Gum clinic etc). Results of smear tests processed are 
also recorded, as well as laboratory turn around 
times. THIS SOURCE ISD(D) 4 IS NOW DEFUNCT -
ISD are no longer responsible for the collection of 
this data set. ISD now extracts data directly from 
SCCRS (Scottish cervical call recall system)) 


Scotland 1. Scottish Cervical Screening Statistics 


CLOSED 
ISD(D)4 


Cervical Cytology Screening 
Uptake 


Cervical Cytology Screening (ISD(D)4).  Uptake of 
cervical screening by NHS Board of Residence and  
5 year age group (Women with a record of previous 
smear in the previous 3.5 and 5.5 years) Replaced 
by SCCRS. 


Scotland 1. Scottish Cervical Screening Statistics 


CLOSED 
ISD(M)50 


Clinical Nurse Specialist Clinical Nurse Specialists (ISD(M)50).   
Annual collection of Clinical Nurse Specialists 
employed in the NHS.  **This is collected and not 
used. Data is now collected through SWISS** 


Scotland 1. NHS Scotland Workforce - staff in 
post 


CLOSED 
MEDMAN 


Medical and Dental Workforce 
Census  


Medical and Dental Workforce Census (MEDMAN) 
Medical and Dental workforce annual census of staff 
employed in NHS Hospitals and Community 
Services.  Aggregated data. This is closed and not 
used. Data is now collected through SWISS. 


Scotland 1. NHS Scotland Workforce - staff in 
post (historic data only) 


CLOSED 
SCRUGS 


Scottish Care Resource Utilisation 
Groups  


Selected Care Home settings for Older People. 
Needs & dependent characteristics of residents such 
as; activities for daily living, behavioural issues, 
mental health, special care needs. Closed October 
2009 


Scotland 1. Older People Services Measuring 
Relative Need 
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CLOSED 
SHFA 


Scottish Hip Fracture Audit Audited the management of patients aged over 50 
who had a hip fracture.  Collected information on 
acute care, HEAT targets, and rehabilitation. 


Mainland 
Scotland only 


1. The patient journey post hip fracture: 
What constitutes rehabilitation 
2. Scottish Hip Fracture Audit Report 
2008 
3. Clinical decision-making: Is the 
patient fit for theatre? 


CLOSED 
SHRUGS 


Scottish Health Resource 
Utilisation Groups  


Collected in long stay hospital setting of Older People
and Psychiatric facilities. Needs & dependent 
characteristics of residents such as; activities for 
daily living, behavioural issues, mental health, special 
care needs. Closed October 2009 


 Scotland 1. Older People Services Measuring 
Relative Need 


CLOSED 
SMR11 


Scottish Morbidity Record 11 - 
Neonatal Discharge Summary 


An episode based record relating to sick babies or 
babies with congenital anomalies in postnatal cots, 
neonatal units and standard specialty wards. An 
SMR11 record is generated for each inpatient 
episode and includes data items for the 
measurement of neonatal intensive care.  This has 
been replaced by the Scottish Birth Record from 
2001/2002 


Scotland 1. Drug Misuse Statistics Scotland 


CLOSED 
SMR13 


Scottish Morbidity Record 13 - 
Community Dental Service 


Provides treatment for people who are unable to 
access NHS General Dental Services - scheme has 
been discontinued 


Scotland 1. Community Dental Services 
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3. Statistical usage of other organisation’s administrative or management sources 
ISD also uses administrative and management sources that are more generally considered to be owned by other organisations but are none the less 
instrumental in the publication of Health & Social Care Statistics.  Note the expectation is that these data sources will be fully documented in the Statement 
of Administrative Sources of the owner organisation. They have merely been listed here for completeness in terms of ISD statistical publications. 
 
 
Name / Title of 
Administrative 
Data Source 


Name of 
overarching 
administrative 
system 


Name of organisation 
responsible for this 
system / source 


Main administrative purpose of this 
source/system (brief description) 


Geospatial 
Coverage 


Title(s) of all Statistical 
Products derived from source 


Bowel Screening - 
BoSS 


Bowel Screening 
System  


NSD – National Services 
Division 


Bowel Screening System. Collects 
screening invitation and lab results of 
returned screening kits.  


Scotland 1. Bowel Screening Programme 
Statistics 


CHSP-PS Child Health Systems 
Programme - Pre-
School 


Child Health Systems 
Programme Board 


CHSP-PS is a call/recall system, which 
facilitates the process of Child Health 
Surveillance and records the results of 
surveillance examinations from shortly 
after birth until school entry.  


Subset of NHS 
Boards 


1. Breastfeeding Statistics 
2. Births in Scottish Hospitals  


CHSP-S Child Health Systems 
Programme - School  


Child Health Systems 
Programme Board 


CHSP-S facilitates call/recall of primary 
and secondary school pupils for 
examination, immunisation, referral and 
follow up. 


Subset of NHS 
Boards 


1. Primary 1 Body Mass Index (BMI) 
statistics 
2. HPV Immunisation Statistics 


GOS General Ophthalmic 
Services Dataset  


PSD – Practitioner 
Services Division 


General Ophthalmic Services Dataset 
(GOS) Forms are completed by the 
optician for services rendered 


Scotland 1. Ophthalmic Workload Statistics 


GP17(MIDAS) NHS General Dental 
Service Registration / 
Treatment / Payment 
Claim Form 
(Management 
Information & Dental 
Accounting System) 


PSD – Practitioner 
Services Division 


Payment and information system for NHS 
General Dental Service 


Scotland 1. NHS General Dental Statistics - 
Fees, Treatments, Registrations, 
Dentists 
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Name / Title of 
Administrative 
Data Source 


Name of 
overarching 
administrative 
system 


Name of organisation 
responsible for this 
system / source 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical 
Coverage Products derived from source 


GRO Births, 
Stillbirths & Infant 
Deaths 


GRO Birth Extract  GRO - General Register 
Office for Scotland 


ISD uses GROS figures to support ISD 
programmes, denominator for statistical 
analysis and to verify/supplement e.g. the 
Scottish Stillbirth and Infant Death 
(SSBID) annual survey. 


Scotland 1. Denominator for statistical analysis 
across some publications 
2. Births in Scottish Hospitals 
3. Scottish Perinatal and Infant 
Mortality and Morbidity Report 


GRO Deaths GRO Death Extract  GRO - General Register 
Office for Scotland 


ISD uses GROS figures to support ISD 
programmes, denominator for statistical 
analysis 


Scotland 1. Denominator for statistical analysis 
across some publications 
2. Cancer Mortality 
3. Place of Cancer Deaths 
4. Suicide Statistics 2008 
5. Childhood Hospital Admissions & 
Mortality 


GRO Health Board 
Population 
Estimates 


GRO Extract of 
Health Board 
Population Estimates 


GRO - General Register 
Office for Scotland 


 ISD uses GROS figures to support ISD 
programmes, denominator for statistical 
analysis 


Scotland Denominator for statistical analysis 
across some publications 


GRO Health Board 
Population 
Projections 


GRO Extract of 
Health Board 
Population 
Projections 


GRO - General Register 
Office for Scotland 


 ISD uses GROS figures to support ISD 
programmes, denominator for statistical 
analysis 


Scotland Denominator for statistical analysis 
across some publications 


GRO Local Authority 
Population 
Estimates 


GRO Extract of 
Health Board 
Population Estimates 


GRO - General Register 
Office for Scotland 


 ISD uses GROS figures to support ISD 
programmes, denominator for statistical 
analysis 


Scotland Denominator for statistical analysis 
across some publications 


GRO Local Authority 
Population 
Projections 


GRO Extract of 
Health Board 
Population 
Projections 


GRO - General Register 
Office for Scotland 


 ISD uses GROS figures to support ISD 
programmes, denominator for statistical 
analysis 


Scotland Denominator for statistical analysis 
across some publications 
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Name / Title of 
Administrative 
Data Source 


Name of 
overarching 
administrative 
system 


Name of organisation 
responsible for this 
system / source 


Main administrative purpose of this 
source/system (brief description) 


Geospatial Title(s) of all Statistical 
Coverage Products derived from source 


QOF Quality and 
Outcomes Framework 


PSD – Practitioner 
Services Division 


Quality and Outcomes Framework is part 
of the new General Medical Services 
(GMS) contract introduced on 1st April 
2004.  It is one of the routes by which 
practices receive income.  Income is 
based on each practice's achievement 
against a framework of indicators around 
clinical care and other aspects of practice 
care / organisation. 


Scotland 1. Quality & Outcomes Framework 
(QOF) of the new General Medical 
Services contract. Achievement, 
exception reporting and detailed 
prevalence data. 
2. Quality & Outcomes Framework 
(QOF) of the new GMS Contract - 
National Prevalence Day Scotland 
Level Prevalence Estimates. 


SCI CHDACS  Scottish Care 
Information - 
Coronary Heart 
Disease - Acute 
Coronary Syndrome  


NHS Tayside 
**Not managed by ISD** 


A database that aims to capture all 
aspects of an  episode of care for those 
presenting with acute coronary syndrome 
e.g. myocardial infarction (heart attack) 


Scotland 1. Coronary Heart Disease Statistics 


SCRR Scottish Coronary 
Revascularisation 
Register 


Greater Glasgow & Clyde 
Health Board 
**Not managed by ISD** 


Two databases of clinical process and 
outcome relating to coronary angiography 
/ coronary intervention procedures and 
cardiac surgery procedures. 


Scotland 1. Coronary Heart Disease Statistics 
2. SCRR Annual Report 


SIRS Scottish Immunisation
Recall System  


 Child Health Systems 
Programme Board 


SIRS facilitates call/recall of children for 
the routine childhood immunisations and 
records immunisation data. 


Scotland 1. Childhood Immunisation Statistics 
2. HPV Immunisation Statistics 


SNS Support Needs 
System  


Child Health Systems 
Programme Board 


The Support Needs System (SNS) is a 
clinical tool, which is used to enable early 
identification; assessment and monitoring 
of children with additional support needs.
 


Subset of NHS 
Boards 


1. Support Needs System Summary 
Statistics 
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Name / Title of 
Administrative 
Data Source 


Name of 
overarching 
administrative 
system 


Name of organisation 
responsible for this 
system / source 


Main administrative purpose of this 
source/system (brief description) 


Geospatial 
Coverage 


Title(s) of all Statistical 
Products derived from source 


 
Please note that, as at January 2010, the following administrative data sources are closed. Data is no longer collected, although some historical data for 
trend purposes is still published on the ISD Website.   
 
 
CLOSED 
Firework Injury 
Survey 


Firework Injury 
Survey 


Department of Trade & 
Industry 


** Data no longer collected** Firework 
Injury Enquiries (Firework Injury Survey) 
Data (gathered from A&E departments) on 
firework injuries (excludes bonfire-only 
injuries) ISD(D)2,ISD(D)3,ISD(D)6,SMR30 
C. Last census was 2005 


Scotland Fireworks Injury Survey 2005 


 
 
 
 
4.  Other administrative sources with the potential to be used for statistical purposes 
ISD is currently compiling a list of such sources. 
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5. Detailed information about ISD’s governance arrangements for its own administrative 
or management sources 
 


Arrangements for providing 
statistical staff (whether inside or 
outside the organisation) with 
access to administrative or 
management sources for statistical 
purposes 
 


Access to administrative and management data sources are 
governed by ISD Standing Operating Procedures for the 
provision of Access to Confidential & Non Confidential Data. 
Individual management units (groups) in conjunction with the 
appropriate IT Support Departments are responsible for the 
implementation and management of the procedures.   
 


Arrangements for auditing the 
quality of the original source data  
 
 
 
 


Whilst most administrative and management data sources are 
validated at source ISD performs a further series of internal 
checks and quality assurance processes prior to release of 
official statistics.  These include processes set out in the ISD 
Checking Procedures for Data Analyses as well as trend 
analysis, comparison against other similar data sources, 
checking outliers and exceptions etc with the original data 
source.  
 


Procedures for handling changes, 
and possible discontinuities, in the 
underlying source data 
 
 
 


ISD has a unique key role in the data collection process 
including the management of national data definitions and 
standards adopted by many NHSScotland administrative 
sources / systems.  This role, and through close working 
relationships with data providers means that ISD are often in 
a position to ensure that any statistical needs are taken into 
account when changes or developments to the administrative 
system are being considered. Where changes and 
discontinuities do occur, these are clearly in explained in the 
relevant statistical publication. 
 


Procedures for ensuring the 
security of the statistical processes 
which use administrative or 
management sources  
 
 
 


ISD as a Division of National Services Scotland must comply 
with a series NSS Policies and Procedures that have been 
developed to ensure the security and integrity of the 
processes when using administrative or management data 
sources e.g. NSS Security Policy, NSS Confidentiality 
Guidelines, NSS Information Governance Standards, NSS 
Data Protection Policy, ISD Statistical Disclosure Protocol 
and ISD Protocol for Handling Information Requests. 
 
These guidelines and policies set out clear principles in 
respect of the storage, transmission, access and use of the 
administrative and management data sources. The ISD 
Induction process requires staff to read these policy 
documents and to sign an ISD Confidentiality Statement. 
Contracts of employment contain a confidentiality clause and 
all staff must re-read and sign a new Confidentiality 
Statement annually 
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		1. Background

		2. Statistical usage of our own organisation’s administrative or management sources






SUMMARY OF CODES - SMR04 
 


Source:  ISD Definitions & Reference Team                                                    1        SMR04 
ISD Data Dictionary:  www.datadictionary.scot.nhs.uk            Revised:  March 2012 


 
Sex (Gender) 
0    Not known 
1    Male 
2    Female 
9    Not specified 
 
Marital Status 
A   Never married nor registered civil partnership 
B   Married 
C   Registered civil partnership 
D   Separated, but still married 
E   Separated, but still in civil partnership 
F   Divorced 
G   Dissolved civil partnership  
H   Widowed 
J    Surviving civil partner 
Y   Other  
Z   Not known   
 
Ethnic Group 
Group A – White 
 1A Scottish 
 1B Other British 
 1C Irish 
 1K Gypsy/ Traveller 
 1L Polish 
 1Z Any other white ethnic group 
Group B – Mixed or multiple ethnic groups 
       2A  Any mixed or multiple ethnic groups 
Group C – Asian, Asian Scottish or Asian British 
 3F Pakistani, Pakistani Scottish or Pakistani British 
 3G Indian, Indian Scottish or Indian British 
 3H Bangladeshi, Bangladeshi Scottish or Bangladeshi British 
 3J Chinese, Chinese Scottish or Chinese British 
 3Z Other Asian, Asian Scottish or Asian British 
Group D – African 
 4D African, African Scottish or African British 
 4Y Other African 
Group E - Caribbean or Black 
 5C Caribbean, Caribbean Scottish or Caribbean British 
 5D Black, Black Scottish or Black British 
 5Y Other Caribbean or Black 
Group F - Other ethnic group 
 6A Arab, Arab Scottish or Arab British 
 6Z Other ethnic group 
Group G - Refused/Not provided by patient 
 98 Refused/Not provided by patient   
Group H - Not Known 
 99 Not Known   
 
Specialty/Discipline 
G1   General Psychiatry (Mental Illness)  
G2   Child & Adolescent Psychiatry   
G21 Child Psychiatry     
G22 Adolescent Psychiatry 
G3   Forensic Psychiatry     
G4   Psychiatry of Old Age     
G5   Learning Disability  
G6   Psychotherapy    
 
Significant Facility 
11   Other (including all Standard Specialty Wards) 
16   Children’s Unit 
1D   Geriatric Assessment Unit 
1E   Long Stay Unit for Care of the Elderly 
1L   Adolescent Unit 
1N  Mother and Baby Unit 
1Q  Secure Psychiatric Inpatient Facility 
 
 
 
 
 
 
 
 
 
Management of Patient 


1   Inpatient (except for categories 3,5,7 and A below)  
2   Day Case in Day Bed Unit (except where retained overnight or longer) 
3   Inpatient originally admitted as a Day Case in Day Bed Unit, then  
     moved  to Inpatient Ward for overnight retention or longer 
     N.B. This admission generates only one SMR episode 
4   Day Case in Inpatient Ward (except where retained overnight or longer) 
5   Inpatient originally admitted as Day Case in Inpatient Ward and  
     retained  overnight or longer.  N.B. This admission generates only one 


SMR episode 
6   Day Case - Other than in Day Bed Unit or Inpatient Ward (except where  


retained overnight or longer).  N.B. This admission generates only one 
SMR episode 


7   Inpatient originally admitted as Day Case Other, then moved  to  
     inpatient Ward for overnight retention or longer.  N.B. This admission 


generates only one SMR episode 
A   Inpatient admitted to and discharged from a Day Bed Unit on the same 


day  
 
Patient Category
2   Paying 
3   NHS 
4   Overseas visitor - liable to pay for treatment 
5   Overseas visitor – not liable to pay (reciprocal arrangements) 
8   Other (including hospice) 
 
Waiting List Type 
1   True Waiting List 
2   Planned Repeat Waiting List 
8   Not on Waiting List  
 
 
Admission Type 
 
Routine Admission 
11   Routine elective (i.e. from waiting list as planned, excludes  
  planned transfers) 
12   Patient admitted on day of decision to admit, or following day, not for   


medical reasons, but because suitable resources are available 
18   Planned transfers 
19   Routine Admission - type not known 
10   Routine Admission, no additional detail added 
 
Urgent Admission 
21   Patient delay (for domestic, legal or other practical reasons) 
22   Hospital delay (for administrative or clinical reasons e.g. arranging 


 appropriate facilities, for tests to be carried out, specialist  
    equipment, etc.) 
20   Urgent Admission, no additional detail added 
 
Emergency Admission 
31 Patient Injury - Self Inflicted  (Injury or poisoning) 
32 Patient Injury – Road Traffic Accident (RTA) 
33  Patient Injury - Home Incident (including assault or accidental  
   poisoning in the  home) 
34 Patient Injury – Incident at Work (including assault or accidental 


poisoning at work) 
35 Patient Injury – other injury (including accidental poisoning other than 


in the home) not elsewhere classified 
36   Patient Non-Injury (e.g. stroke, MI, ruptured appendix) 
38   Other Emergency Admission (including emergency transfers) 
39   Emergency Admission - type not known 
30   Emergency Admission - no additional detail added 
 
Admission Reason 
51   Diagnostic  
52   Therapeutic/Clinical crisis  
53   Self inflicted injury 
54   Poisoning 
55   Accidental injury 
56   Other injury 
57   Rehabilitation 
58   Other type of psychiatric admission 
5B   Respite/holiday care 
5C   Learning Disability 
50   Mental Health Admission - no additional detail added 
Admission/Transfer From 
Private Residence 
11   Private Residence - living alone 
12   Private Residence - living with relatives or friends 







SUMMARY OF CODES - SMR04 
 


Source:  ISD Definitions & Reference Team                                                    2      SMR04 
ISD Data Dictionary:  www.datadictionary.scot.nhs.uk              Revised:  March 2012 
 


14   Private Residence – (supported)  
18   Private Residence - other type (e.g. Foster care) 
19   Private Residence - type not known 
10   Private Residence - no additional detail added 
 
Institution 
24   NHS Partnership Hospital 
25   Care Home 
28   Place of Residence - Institution - other type 
29   Place of Residence - Institution - type not known 
20   Place of Residence - Institution - no additional detail added 
 
Temporary Place of Residence 
31   Holiday Accommodation  
32   Student Accommodation  
33   Legal Establishment, including Prison 
34   No fixed abode 
38   Other type of Temporary Residence (includes hospital residences, 
       hotel facilities) 
39   Temporary Place of Residence - type not known 
30   Temporary place of Residence - no additional detail added 
 
Transfer within the same Health Board/ Health Care Provider 
40   Transfer within the same Heath Board/ Health Care Provider- no 
additional detail added 
41   Accident and Emergency Ward 
42   Surgical Specialty 
43   Medical Specialty 
44   Obstetrics/Postnatal Cots 
45   Paediatrics 
47   GP Obstetrics/Postnatal Cots 
48   Other specialty not separately identified. 
49   Transfer within the same Heath Board/ Health Care Provider - 
specialty not known 
4A   GP Non Obstetrics 
4B   Geriatrics (except for patient on pass) 
4C   Geriatrics (patient on pass) 
4D   Psychiatry (except for patient on pass) 
4E   Psychiatry (patient on pass) 
4F   Orthopaedics 
4G   Learning Disability 
 
Transfer from another Health Board/ Health Care Provider 
50   Transfer from another Heath Board/ Health Care Provider - no 
additional detail added 
51   Accident and Emergency Ward 
52   Surgical Specialty 
53   Medical Specialty 
54   Obstetrics/Postnatal Cots 
55   Paediatrics 
57   GP Obstetrics/Postnatal Cots 
58   Other specialty not separately identified 
59   Transfer from another Heath Board/ Health Care Provider - specialty 
not known 
5A   GP Non Obstetrics 
5B   Geriatrics (except for patient on pass) 
5C   Geriatrics (patient on pass) 
5D   Psychiatry (except for patient on pass) 
5E   Psychiatry (patient on pass) 
5F   Orthopaedics 
5G   Learning Disability 
 
Other Type of Location 
61   Private Hospital 
62   Hospice 
68   Other type of location 
69   Type of location - not known  
60   Other type of location - no additional detail added 
 
 
 
 
Admission - Referral From 
1   Mental Health Outpatients 
3   Direct Transfer from other Psychiatric Inpatient Care 
4   Referral from Non-Psychiatric Clinical Ward 
6   Prison/Penal establishment(including Police station) 


7   Judicial (Court) 
8   Local Authority/Voluntary Agency 
9   Other 
A   Community Mental Health Services  
B   Self Referral   
C   Domiciliary Visit 
D   GP 
E   Community Care Order 
F   A&E Department (not admitted to an A&E Ward) 
G  Crisis Service 
 
Status on admission 
3   Formal 
4   Informal  
 
Previous Psychiatric Care 
1   Yes - readmitted following break from inpatient care 
2   Yes - direct transfer from or within a psychiatric hospital 
3   No - first admission to any psychiatric hospital 
9   Not Known 
 
Discharge Type 
Regular Discharge 
11   Discharge from NHS inpatient/day case care 
12   Transfer within the same Health Board/ Health Care Provider 
18   Other type of regular discharge 
19   Regular discharge - type not known 
10   Regular Discharge - no additional detail added 
Irregular Discharge 
21   Patient discharged himself/herself against medical advice 
22   Patient discharged by relative 
23   Patient absconded from detention 
28   Other type of irregular discharge 
29   Irregular discharge - type not known 
20   Irregular Discharge - no additional detail added 
 
Death 
41   Death - Post Mortem  
42   Death - No Post Mortem 
43   Death - Whilst on Pass 
40   Death - no additional detail added 
 
Discharge/Transfer To 
Death 
00   Patient Died (except patients on Pass) 
01   Patient Died Whilst on Pass 
 
Private Residence 
11   Private Residence - living alone 
12   Private Residence - living with relatives or friends 
14   Private Residence – (supported) 
18   Private Residence - other type (e.g. foster care) 
19   Private Residence - type not known 
10   Private Residence - no additional detail added 
 
 Institution 
24   NHS Partnership Hospital 
25   Care Home 
28   Place of Residence - Institution - other type 
29   Place of Residence - Institution - type not known 
20   Place of Residence – Institution - no additional detail added 
 
Temporary Place of Residence 
31   Holiday Accommodation  
32   Student Accommodation  
33   Legal Establishment, including Prison 
34   No fixed abode 
38   Other type of temporary residence (includes hospital residences,  
  hotel facilities, foster care) 
39   Temporary Place of Residence - type not known 
30   Temporary place of Residence - no additional detail added 
 
Discharge/Transfer To  (Continued) 
Transfer within the same Health Board/ Health Care Provider 
40 Transfer within the same Heath Board/ Health Care Provider – 
 noadditional detail added 
41   Accident and Emergency Ward 







SUMMARY OF CODES - SMR04 
 


Source:  ISD Definitions & Reference Team                                                    3      SMR04 
ISD Data Dictionary:  www.datadictionary.scot.nhs.uk              Revised:  March 2012 
 


42   Surgical Specialty 
43   Medical Specialty 
44   Obstetrics/Postnatal Cots 
45   Paediatrics 
47   GP Obstetrics/Postnatal Cots 
48   Other specialty not separately identified. 
49   Transfer within the same Heath Board/ Health Care Provider - 
specialty not known 
4A   GP Other than Obstetrics 
4B   Geriatrics (except for patient on pass) 
4C   Geriatrics (patient on pass) 
4D   Psychiatry (except for patient on pass) 
4E   Psychiatry (patient on pass) 
4F   Orthopaedics 
4G   Learning Disability 
 
Transfer to other Health Board/ Health Care Provider 
50   Transfer to another Heath Board/ Health Care Provider - no additional 


detail added 
51   Accident and Emergency Ward 
52   Surgical Specialty 
53   Medical Specialty 
54   Obstetrics/Postnatal Cots 
55   Paediatrics 
57   GP Obstetrics/Postnatal Cots 
58   Other specialty not separately identified 
59   Transfer to another Heath Board/ Health Care Provider - specialty not 
known 
5A   GP Other than Obstetrics 
5B   Geriatrics (except for patient on pass) 
5C   Geriatrics (patient on pass) 
5D   Psychiatry (except for patient on pass) 
5E   Psychiatry (patient on pass) 
5F   Orthopaedics 
5G   Learning Disability 
 
Other Type of Location 
61   Private Hospital 
62   Hospice 
68   Other type of location 
69   Type of location not known 
60   Other type of location - no additional detail 
 
 
Type of Psychiatric Care Provided 
1    Assessment 
2    Cognitive/Behaviour 
3    Crisis Management 
4    Explorative Psychotherapy 
5    Family Work 
6    Group Work 
7    Medication 
8    Observation only 
9    Other 
A    Supportive Psychotherapy 
B    Advice 
C    Care for Substance Misuse 
 
Arrangements for After Care 
1   GP  
2   Psychiatric Day Hospital 
3   Community Care Team 
4   Key Worker                                             
5   Statutory Guardianship   
6   Outpatient Clinic    
7   Social Work 
8   Other 
9   Not known 
A  Voluntary agency/group (e.g. AA, Cruse, Relate) 
B   None 
C   Direct Transfer to Other Psychiatric Inpatient Care 
 
Care Programme Approach 
1   Yes 
2   No 
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Version control 
 
Version 
 


Date issued 
 


Description Distribution  


0.1 15 August 2008 First (incomplete) draft. To be considered as 
framework, and to aid discussion of key points 
of ISD policy.  


ISD Disclosure 
Group, for 18/08/08 
meeting. 


0.2 15 September 2008 Revised draft, includes flowchart on whether to 
apply SDC. 


PJ/JJ/LH discussion. 


0.3 16 September 2008 Further revised draft, includes decision 
flowchart. 


PJ/JJ/LH discussion. 


0.4 16 September 2008 Further revised draft, includes decision 
flowchart. 


To ISD Disclosure 
Group, for 22/09/08 
meeting. 


0.5 15 October 2008 Revisions following 22/09/08 meeting of ISD 
Disclosure Group. 
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Executive Summary 
 


 This ISD Statistical Disclosure Control (SDC) Protocol sets out guidance and 
practices for ISD staff to follow on ‘statistical disclosure control’.  The protocol 
describes considerations of risk that should be applied when data is being released, 
including into the public domain e.g. publications, Parliamentary Questions (PQs) 
and information requests under the Freedom of Information (Scotland) Act.   
 
The protocol follows Office for National Statistics (ONS) guidance on dissemination 
of health statistics and has been overseen by an ISD working group, chaired by the 
ISD Head of Statistics. 
 


 For the purposes of this protocol the term ‘disclosure’ is used to describe the 
communication of personally-identifiable information about a data subject, where 
information is made public through a statistical output such as a graph or table.  The 
most important consideration is adherence to data protection legislation.  ISD staff 
are required to strictly adhere to relevant NSS data confidentiality guidelines; this 
protocol aims to be consistent with these guidelines and should be considered in 
conjunction with the confidentiality rules at all times. 
 


 This version builds on the first (March 2009) version and includes a list of the main 
changes in Annex H. 
 
It should be noted that the consideration of disclosure risk may differ between 
publications and information requests depending on, for example, the degree of 
control ISD can exert on the use of the data once released. Data shared within ISD 
does not require SDC to be applied however NSS’ confidentiality rules should be 
followed in these circumstances.  The person providing the data should also 
highlight any potentially disclosive data and, if external release of the data is 
planned, advise on SDC.   
 


 This protocol sets out ‘guidelines’ for risk assessment of disclosure arising 
from a statistical release. It is important to note that this protocol does not set out a 
particular formula that provides a measure of risk for every scenario. Rather, the 
emphasis is on the need for judgement to be made, on a case-by-case basis, 
of the risk and this protocol provides guidance on how best to assess the risk. The 
risk will be based on the following: 
 
• the cell values and table design 
• the topic in question (i.e. how ‘sensitive’ the topic is) 
• populations, geographies and institutions involved 
• the likelihood of an attempt to identify an individual  
• the level of impact of any disclosure 
 


 A flowchart has been designed to help ISD staff assess the risk of disclosure and 
decide on whether disclosure control is necessary.  When assessing the risks of 
disclosure in data for management information purposes the same considerations 
will apply as for published data. Although it is not possible to summarise, within a 
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few lines, all the scenarios set out in the flowchart, key points are as follows: 
 
 
 
for a ‘sensitive’ topic: 
• cell values 1 - 4 should not be shown 
• for values of 5+, whether a cell value should be released or protected will 


depend on a number of its characteristics, however a key factor is whether the 
value is <10 


 
for a ‘non sensitive’ topic: 
• whether a cell value should be released or protected will depend on a number of 


its characteristics, however a key factor is whether the value is <3 
• potentially disclosive data in relation to the ‘working lives’ of NHS staff may be 


made available for purposes associated with the management and delivery of 
health services 


 
It is important to document the reasoning used for decisions on whether to apply 
SDC. This should be carried out via an ISD Disclosure form (Annex E).  
 
For all ISD publications a Disclosure form should be completed. 
 
For ISD information requests: 
 
• it is not necessary to complete a Disclosure form where the outcome, following 


the Disclosure Flowchart, is to ’release’ (that is without having had to ‘complete a 
risk assessment’) 


 
• for all other information requests a Disclosure form should be completed to 


document those where potential disclosure issues were identified, any risk 
assessment and what, if any, disclosure control methods were applied prior to 
release.  Note that where data relates solely to the customer’s own organisation 
or limited other situations e.g. groups with national responsibilities, in most cases 
it will not be necessary to complete a Disclosure form.  In these circumstances 
any release of potentially disclosive information should be accompanied 
by the standard ‘disclosure’ text [see section 10.1]; 


  
 Where SDC is required, then the following approach should be followed: 


 
• consider firstly table redesign (e.g. grouping or aggregating cells) and/or cell 


suppression for unsafe cells 
• if table redesign or cell suppression is not considered appropriate then consider 


rounding (this method should not be applied without prior discussion with ISD 
Head of Service, Statistics Support) 


 
Note that different methods of SDC can result in varying levels of usefulness of the 
final data to the customer. For example table redesign may provide greater utility 
than a heavily suppressed table.  Therefore the decision on which SDC method to 
use should take into account the use of the statistics in each individual case. Where 
possible, discussion should take place with the customer to help decide on the most 
appropriate SDC method. 
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Rounding, data perturbation (e.g. Barnardisation) and database modification 
(record-swapping) should not be applied without prior discussion with ISD Head of 
Service, Statistics Support.   
 


 This protocol covers tabular data (and charts based on tabular data), but not micro-
data (i.e. individual records). Guidance on SDC regarding micro-data will be issued 
at a later stage. 
 


 This protocol is likely to further evolve, following ISD ‘case law’ development and as 
a result of UK-wide work on SDC, and legislative and health policy 
changes/developments. 
 


 For further guidance on disclosure control the first point of contact should be 
immediate line managers.  


 
The Disclosure Flowchart 
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2 Background 


 
 Reliable health statistics are a pre-requisite for well-informed decision-making and to 


support health improvement. It is widely accepted however that where statistics 
provide information on small numbers of individuals Information Services Division 
(ISD) have a duty, under the Data Protection Act, to avoid directly or indirectly 
revealing any personal details.  For more information on this please refer to the Legal 
and Policy Background section in Annex C. 


 
 2.1 The Office of National Statistics (ONS) 


 
The Office of National Statistics (ONS) issued new guidance on confidentiality 
practices in relation to the dissemination of health statistics in 2006. ONS are in the 
process of assessing the application of this guidance throughout the Government 
Statistical Service (and related organisations).  Application of this guidance is an 
important element of the Code of Practice for Official Statistics, which ISD aims to 
adhere to.  It should be noted that this Protocol may be revised in the future following 
any developments in case law. 
 


 The core of the ONS guidance is the assessment and management of risk of 
‘disclosure’ occurring when data are being released. The risk is a function of the 
design of a table and the impact of disclosure. Importantly, judgement is required 
from those who have a detailed understanding of the statistics – it is not considered 
possible to produce a simple formula which will provide a precise and consistent 
assessment of risk for every scenario. This judgement should also take into account 
the public’s trust in statistics produced by ISD. 
 


 2.2 ISD’s SDC Guidance 
 
This protocol aims to set out specific guidance and practice for ISD staff to follow on 
‘statistical disclosure control’. It is based on ONS guidance but adds the necessary 
detail to provide support for ISD staff to make decisions on statistical disclosure. The 
first version of the protocol was produced by the Head of Statistics team and 
overseen by an ISD Disclosure Working Group (with Scottish Government statistician 
input). This second version has been overseen by a smaller working group and has 
been ratified by the ISD Statistical Advisory Group.  It is important to note that ISD 
guidance is expected to continue to evolve as a result of developing ISD experience 
of disclosure risk and use of disclosure control, and following UK-wide collaboration 
on policy and best practice.  
 


 For the purposes of this protocol the term ‘disclosure’ is used to describe the 
communication of personally-identifiable information about a data subject, where 
information is made public through a statistical output such as a graph or table. 
‘Disclosure control’ is the practise of reducing the risk of disclosure.  The protocol 
aims to ensure that the right balance is struck between maximising data utility 
(including meeting customer requirements) and the management of data 
confidentiality risks. 
 


 The initial disclosure control protocol covered ISD publications (including 
contributions to ‘non ISD’ publications) and Information Requests (including Freedom 
of Information requests and Parliamentary Questions).  This revised protocol refines 


Note:  
This ques
been add
flowchart


tion has
ed to the
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guidance following experience developed since the release of the first version. 
 
Although data shared within ISD does not require SDC to be applied, NSS’ 
confidentiality rules should be followed.  However the person providing the data 
should highlight any potentially disclosive data and, if external release of the data is 
planned, advise on SDC.   


  
 This protocol aims to: 


 
- provide background information on statistical disclosure control 
- provide guidance on assessing the risk of disclosure of personal information 
- set direction on the application of disclosure control, including advice on 


selecting methods to protect released tables of statistics  
- ensure that the most important consideration is maintaining confidentiality 


while recognising that decisions must also accommodate the need for clear, 
consistent and practical solutions that can be implemented within a 
reasonable time and using available resources 


- promote the consistent use of methods that will balance the potential loss of 
information in outputs against the likelihood of individuals’ information being 
disclosed 


- promote openness and transparency in the processes used, and 
documentation of decisions and the risk assessment process so that these 
can be reviewed 
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3 Types of Disclosure 
 


3.1 
 
 
 
 
 
3.1.1 
 
 
 
 
 
 
 
 
 
 
 
 
3.1.2 
 
 
 
 


Attribute Disclosure 
 
General attribute disclosure arises when someone who has some information about 
a statistical unit or individual could, with the help of data from the table, discover 
details that were previously unknown to them. 
 
Individual Attribute Disclosure 
 
Individual attribute disclosure arises when a data subject/individual can be identified 
and previously unknown information gained about them from a table.  
 
Disclosure may arise if there is a count of 1 in a marginal row or column total of a 
table. For example, on examining Table 1 below, if we knew that an individual 
under the age of 12 in the NHS Board had received a particular treatment, we 
would now know that this was treatment type 1.  Note that attribute disclosure can 
also occur from a marginal total of 2 or more, where one or more of the individuals 
could potentially identify information about the other and hence disclose additional 
information. 
 
Group Attribute Disclosure 
 
Group Attribute Disclosure arises when additional information about a certain group 
of people can be identified. 
 
Disclosure can also arise from tables with larger values, where they appear in rows 
or columns dominated by zeros.  A zero indicates that no-one in that population has 
that particular attribute.  This can be seen in Table 1 below where all 12 to 15 year 
olds had treatment type 3.  The risk from many zeros in a table may not be 
significant but in certain situations may need to be protected.  Specific care should 
be taken if analysis shows that no one in a selected population has a particular 
attribute.  This in itself can be disclosive about the selected population e.g. a value 
of zero was obtained for cancer group A in a particular health board.     
 
Table 1 


 
Source : Office of National Statistics (ONS) 


  
It may also be the case whereby 100% rates are considered disclosive and is 
another example of group attribute disclosure.  For instance, if a table were to show 
every girl from a particular school year in a specific board had the Human 
Papilloma virus (HPV) immunisation then this would provide information about each 
female pupil that may have previously been unknown.  Although circumstances 
such as these may not always present information which is considered sensitive or 
personal, ISD staff should be aware of the risks this presents and consider applying 


Table :  Treatment Type by Age Group for NHS Board X 
Age Group 


<12 12-15 16-19 >19 
Type 1 1 0 7 1 9 
Type 2 0 0 18 19 37 
Type 3 0 12 5 0 17 
Total 1 12 30 20 63 


Treatment 
Type Total 
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SDC.  
 


3.2 Identification and Self Identification 
 
Where a table contains small cell values, particularly if there are counts of 1, more 
consideration is needed as identification or self-identification can lead to the 
discovery of rare or even unique characteristics in a population.    
 
For certain types of information, rarity or uniqueness may encourage others to seek 
out the individual.  The threat or reality of this could cause distress to the individual, 
or may lead them to claim that the statistics are inadequate to protect them, and 
therefore others.   
 
For example, a table showing attendance at a drug misuse clinic by age and sex 
has a count of 1 for a particular CHP.  The individual may in fact be the only person 
who knows who this ‘1’ is, but they may feel exposed by the statistic.  If this fear is 
communicated to their peers the result may be a lack of trust in the confidentiality of 
the clinic.  
 
In order to protect against unique identification or self-identification, cells with 
values of 1 or 2 are usually considered potentially unsafe.  Although direct 
identification / self-identification is not necessarily a significant risk in itself, 
protection is often required since this could lead to attribute disclosure if other 
tables have been produced from the same data source and these contain additional 
information about an individual. 


  
3.3 Residual Disclosure (or ‘Differencing’) 


 
Residual disclosure (or differencing) occurs where outputs from the same or 
different sources can be combined to reveal information about an individual or a 
group.  This can occur in a publication with many tables, for example, where the 
same data is cut in different ways, or from combining data from similar information 
requests. 
 
For example, a recent enquiry from a journalist asked about the number of plastic 
surgery procedures carried out on teenagers under 18 years of age.  A follow-up 
enquiry from a different journalist at the same organisation asked for information on 
one procedure for the age group aged under 17 years.  Combining the two sets of 
figures provides the small number of 17 year olds who had this particular 
procedure. 
 
Further guidance on differencing is provided in Section 4.4. 


  
 


3.4 ‘The Motivated Intruder’ 
 
When releasing data, it should be borne in mind that our data could be combined 
with that from other local sources to identify individual(s) and disclose further 
personal details about them. 
 
This situation may arise when small cell values are presented for small 
geographies.  In larger populations, the effort and expertise required to discover 
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more details about an individual may be considered disproportionate, but when the 
base population is decreased (for example consider data for small geographies 
such as council area or CHP), it will, in many cases, become easier to find 
additional information about individuals. 
 
Although locally sourced data may reveal the identity of an individual, it may be 
ISD’s publication that prompts the motivated intruder to start an investigation.  A 
motivated intruder is someone who deliberately tries to gain information about 
some person or business e.g. potentially the media or ‘nosy neighbour’.  It may not 
always be necessary, or feasible for ISD to consider all local sources of data, but it 
is necessary to consider the information likely to be available to third parties, and 
assess the likelihood and risk of an intruder being motivated enough to track down 
individual(s). 
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4 Recognising Potentially Disclosive Data 


 
 An assumption sometimes made is that ‘disclosure’ largely relates to the risk of 


revealing details about an individual as a consequence of a cell in a table having a 
value close to 1. This assumption oversimplifies the risk as it avoids a scenario, 
for example, where all the individuals in a table appear within one cell, thus 
potentially revealing some personal detail about them all (Group Attribute 
Disclosure). In some cases it is also possible to reveal a detail (or an absence of a 
detail) about one or more individuals through the appearance of zeros in cells 
within a table. If different sources are compared, and someone is sufficiently 
determined to piece together data from these sources, then it is possible that that 
person could obtain information that is not evident from a single data source 
alone. 
 


 This protocol sets out ‘guidelines’ for risk assessment of disclosure arising 
from a statistical release. It is important to note that this protocol does not set out 
a particular formula that provides a measure of risk for every scenario. Rather, 
the emphasis is on the need for judgement to be made, on a case-by-case 
basis, of the risk and provides guidance on how best to assess the risk. The risk 
will be based on the following: 
 
• the cell values and table design 
• the topic in question (i.e. how ‘sensitive’ is the topic) 
• populations, geographies and institutions involved 
• the likelihood of an attempt to identify an individual  
• the level of impact of any disclosure 
 
Note that the likelihood of disclosure can be different depending on the intended 
use of the data, who has requested it and the degree of control ISD has over its 
further use once released.  Data released on a website for example is freely 
available to anyone to use as they wish.  Data provided to a core customer as an 
information request for a specific purpose such as a statistical analysis may have 
a lower risk of attempted disclosure.   
 
 


4.1 Sensitive Topic     
 
In this context ‘sensitive’ refers to topics where disclosure of personal information 
is considered likely to cause a relatively high impact for example distress or 
embarrassment to an individual.  It is not considered possible to produce a 
comprehensive list of ‘sensitive topics’. For example, there are thousands of 
different diagnoses that can be analysed (e.g. for hospital admissions, GP 
presentations) and it would not be feasible to categorise all topics into those 
considered ‘sensitive’ and ‘not sensitive’. It is also possible that any one topic 
could change ‘sensitivity’ over time depending on public perceptions and the 
degree of impact.  However, the following broad information areas have been 
identified by ISD as being ‘sensitive topics’ and should be used as a guide (it is 
important to note that within these topics there may be some specific subjects 
which might be considered ‘non sensitive’).  
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• sexually transmitted infections 
• abortions 
• suicides, self harm 
• pregnancies under 16 years of age 
• alcohol or drugs misuse 
• mental health diagnoses and treatments 
• prescriptions for contraceptives, mental health or any ‘sensitive’ condition 
• crime related statistics – e.g. gunshot injuries, assault, stabbings 
• other sensitive diagnoses or treatments 
 
The classification of these as ‘sensitive topics’ is important in terms of how 
disclosure risk is assessed and handled.   On occasion the sensitivity of the topic 
may be a difficult decision to make and may require discussion with colleagues 
and senior managers.  It may also be useful to consider whether the individuals 
the data represents would consider it to be sensitive.  
 
When assessing sensitivity of a topic the potential political impact should not be a 
factor. 
 
Note that not all ‘sensitive’ topics will be sensitive at all times, and vice 
versa.  It is possible to have a topic which is considered sensitive (for example, 
Drugs Misuse) where certain statistics are considered non sensitive (for example 
high level waiting times for treatment for drug misuse). 
 


4.2 Populations, Geographies and Institutions 
 
Small populations and geographies increase the likelihood of disclosure under the 
scenarios described in chapter 3.    
 
For purposes of SDC within ISD, the following guidance is given for ‘small’ 
population and geography: 
 


 • ‘small population’ – it is emphasized that there is no definitive threshold 
below which a population can be considered to be small.   The population 
threshold should be dependent on the situation and should be based on the 
identifiable population at risk.  In general, if the population at risk is more than 
5000 then the likelihood of disclosure is considered to be low.  However you 
should still assess the population at risk for each output, taking into account 
factors that affect the likelihood of disclosure such as sensitivity, geography 
(rural versus urban), etc.   


 
Where the population at risk is smaller than 5000 a more detailed 
assessment of the likelihood of disclosure should be undertaken to determine 
a minimum population threshold adequate to provide protection.  This should 
take account of the scenarios described in chapter 3 by which individuals 
could be identified.  For example, this might involve considering the minimum 
number of households or schools to deter an intruder from trying to identify an 
individual household or school or the effect on individuals of statistics being 
released in local media. 
 
The ‘population at risk’ is the denominator for a cell in question; this may not 
be the entire population for a particular table or a particular cell – an example 
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would be where numbers of births are shown for ‘<20’, the population at risk 
would be ‘females aged 15-19’ not ‘females aged <20’).  In some cases the 
base population itself may require discussion and judgement but commonly 
will be based on age and gender. 


 
• ‘small geography’ – the considerations for geography are similar to those for 


population and very often the two will be inter-linked.  However the sparsity of 
the population within an area could be a factor affecting the risk of disclosure 
in some cases.  In general a small geography would mean data presented for 
individual island NHS Boards, Local Authorities (or below, e.g. CHPs) or data 
presented below NHS Board level. 


 
• Institution level - data presented at hospital level or below (e.g. clinics, GP 


practices) can increase the risk of disclosure of patients. 
 


 Annex B contains further information on geographies and populations. 
 


4.3 Table/Chart Design 
 
The design of a table (or chart) clearly impacts on the risks of disclosure. Where 
tables show the following then there is generally a higher risk of statistical 
disclosure:  
 
• sensitive topics (see section 4.1 above) with cells of values 1 – 4 and 5-9 for 


smaller populations, geographies and institutions 
• any cells with a value of 1 or 2 
• rows or columns dominated by 0s 


  
4.4 Residual Disclosure or Differencing 


 
4.4.1 Differencing (e.g. to produce small numbers) 


 
Any sets of tables that are being released should be checked to see if they can be 
combined so that by inference or differencing, between rows and columns of two 
or more tables, disclosive cells cannot be derived. This applies to other tables 
produced by ISD (within the same publication or IR, or indeed a previous IR) or 
from another source (e.g. GROS) which could be linked to the analysis that has 
been produced and by differencing produce numbers that may be disclosive. 
 
When linked tables are produced from the same dataset it is not sufficient to 
consider the protection for each table separately.  If a cell requires protection in 
one table then it will require protection in all tables, otherwise the protection in the 
first table could be undone. 
 
Tables 2A and 2B below are generated from the same dataset and provide counts 
for a particular characteristic by age group.  The counts for 16 year olds can easily 
be calculated by differencing the frequencies for age bands 16-19 and 17-19.  The 
counts for these age bands may be considered safe but the difference reveals a 
small and therefore potentially disclosive count for 16 years olds (one person). 
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 Table 2 


            
 
It may also be possible to derive disclosive cells from information in one table.  For 
example, in a recent table on abortions it was possible to derive that a group of 
eight women had had a surgical termination at less than ten weeks in a particular 
NHS board, from the overall total and the percentage breakdowns of the 
estimated gestation and method of termination.  
 


 Where tables provide data in terms of rates or percentages, the figures 
themselves may not be disclosive.  However, if the rate or percentage is based on 
an unsafe cell and it is possible by linking with other tables to recover the original 
count, then the cell with the rate or percentage is itself unsafe. 
 
Some protection can be provided by the use of rounding rates, or percentages but 
care still needs to be taken to avoid disclosure.  Protection will be provided if the 
base population from which the rate or percentage is calculated is sufficiently 
large, since the implied count could be a range of values (however this range must 
be large enough to satisfy disclosure rules and thresholds).   
 
It is also important to consider if denominators are easily or publicly available 
(from another table in the publication or perhaps populations which can be 
obtained from the GROS website).  If they are, then cells must be considered 
unsafe and SDC should be applied.  If denominators are not known to be available 
from another source then figures can be considered safe.  Note that crude rates 
may need to be handled differently, considering the ease of recalculating original 
counts. 
 
It may, however, be safe to publish directly and indirectly standardised rates.  
Calculating original counts from such rates would generally require a degree of 
specialised technical expertise in the associated field which could lower the 
likelihood of anyone attempting or successfully attempting to calculate the exact 
numbers.  In such cases other factors that should be considered are the 
availability of population counts, the time period involved (are data aggregated 
over a number of years) and any other known/unknown variables that may be 
required to calculate original figures.  Each case should be examined individually 
before deciding if some form of SDC is necessary. 
 


  


Table 2A: 
Age <16 16-19 20-24 >25 Total 
Freq 5 26 13 16 60 


Table 2B: 
Age <17 17-19 20-24 >25 Total 
Freq 6 25 13 16 60 
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4.4.2 Geographical Differencing 
 
Suppose that figures are produced for the two geographical areas A and B as 
shown in Figure 1, where A is a subset of B.  Data for geographical area C could 
easily be produced by subtraction (differencing).  If two tables are produced for 
different geographies from the same dataset then disclosure by differencing can 
occur even if the two tables have been protected independently. 
 
Figure 1 
 
 
 
 
 


 
Source : Office of National Statistics (ONS) 


 
Consideration should be given when releasing data at different geographical 
levels in ISD, as many of the geographies reported on are not coterminous (for 
example West Lothian council area has an overlap with Lanarkshire NHS Board). 
 
Data can be provided at a geographical organisational level (i.e. NHS Board, 
Local Authority, CHP) and also at a physical geography level (i.e. postcode sector, 
datazone or intermediate geography levels). Very few of these areas have a one 
to one mapping and often the use of “best fit” geography is required when 
‘building’ a higher geographical area from small areas. This does not always 
provide exactly the same physical geographical region as the true region and 
therefore differences will occur in the data reported.  
 
Annex B contains further information on geographies and populations. 


  
4.5 
 


Workforce Statistics 
 


4.5.1 NHS Staff 
 
The majority of data published by ISD relates directly to patients or other 
recipients of care, organisations or care providers.  However disclosure control 
should also be considered for data relating to the NHS Workforce.   
 
Personal data are processed and published on NHS staff for workforce planning 
purposes and their use is governed by the Data Protection Act 1998. It is 
recognised, however, that personal data on public authority employees - which 
specifically relate to individuals' duties as public authority employees - may be 
made available for purposes associated with the management and delivery of 
health services.  Examples may include information relating to staff grade or 
certain types of care provided.  There may be the exception, however, where 
information could be learned that could infringe on individuals’ private, home and 
family lives, for example, where clinicians could potentially be identified as 
providing certain types of care which may be considered sensitive.  In these 
instances SDC should be considered. 
 
There are other aspects of Workforce data that also require consideration of SDC 
including personal information that is not related to an employee’s role within the 


A 


B 


C 
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NHS, such as ethnicity and sexual orientation. 
 


4.5.2 NHS Contractors 
 
Contractors providing general medical services, general dental services, general 
ophthalmic services or pharmaceutical services under the NHS (Scotland) Act 
1978 are covered by Scottish freedom of information legislation in respect of 
information relating to the provision of those services, and such information will, 
generally speaking, be able to be released without the need for SDC (insofar as 
the information is not potentially identifiable in relation to patients).   However, the 
freedom of information legislation contains some exemptions that may permit the 
withholding of data in certain limited circumstances.  These exemptions include 
the confidentiality of personal data, Data Protection obligations and the likelihood 
of substantial prejudice to contractors' commercial interests. 
 
In relation to confidentiality of personal data, the guidelines that apply to staff who 
work directly within the NHS (details on NHS Staff available in section 4.5.1) 
should also be followed for employees working for contractors who provide ‘NHS 
services’.  For example, within a GP practice contracted to the NHS, personal 
information of all individual GPs working in that practice would be protected by the 
same Data Protection obligations that apply to all NHS staff.  Similar also to NHS 
staff, information relating specifically to individuals’ duties in providing ‘NHS 
services’ may also be made available for purposes associated with the 
management and delivery of health services. 
 
Specific to NHS Contractors, where the release of certain information is likely to 
cause real and actual harm to a relevant commercial, financial or economic 
interest, SDC should be considered.  This may involve the release of data 
whereby private information regarding an aspect of a business could potentially be 
gained by a contractor’s competitors.  SDC should always be a consideration in 
these instances. 
 
Therefore potentially disclosive data relating to ‘NHS services’ provided by 
contractors may be released without the need for SDC.  However the risk of 
disclosure should always be assessed as it may be that the information is not 
released due to FOI exemptions such as those described above.  Further 
guidance on handling this category of statistics may be included in any future 
updates of this Protocol. 


  
4.6 Mortality Data 
  


While information relating to deceased individuals is not covered by the Data 
Protection Act (1998) the NHS regard information relating to deceased patients 
still to be protected by a duty of confidentiality.  Health records of the deceased 
are protected from disclosure under the Freedom of Information (Scotland) Act for 
a period of 100 years from the date of last entry and the Access to Health Records 
Act 1990 provides a limited right of access to health records.   
 
Information in relation to deaths will generally come from either ISD or GROS 
sourced data.  Analysts are advised to follow the ISD Disclosure Control Protocol 
when releasing such information in each of the following scenarios: 
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• ISD-sourced death data (e.g. deaths recorded on SMR hospital records) 
• Linked ISD and GROS data 
• GROS-sourced death data only (including published and unpublished 


data)  
 
If releasing GROS-sourced data then analysts should be aware of the possibility 
of differencing with already published GROS data or data that GROS would 
release.  This risk should be assessed on a case by case basis and if necessary 
then the analyst should seek advice from their line manager.  
 


4.7 Disclosure Guidance for Parliamentary Questions (PQs) 
  


ISD’s role in the PQ process is to provide information and advice to assist the 
Scottish Government in answering PQs.  However, we should treat the information 
we provide as being potentially publicly released and the guidance contained in 
this Protocol should be followed.  For example, where the disclosure flowchart 
advises to ‘protect’ or ‘risk assess’ information prior to release, this should be 
done for PQs prior to forwarding draft answers to the Scottish Government.  Any 
information released in response to a PQ should always be subject to ISDs own 
guidance and policies and so SDC should always be considered.    
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5 The Disclosure Flowchart   


 
 A flowchart (see page 24) has been designed to help ISD staff assess the risk of 


disclosure and decide on whether disclosure control is necessary. The key points 
in the flowchart are as follows: 
 
for a ‘sensitive’ topic: 
• values of 1 to 4 should not be shown 
• for values of 5+, whether a cell should be released or protected will depend on a 


number of its characteristics, though a key factor is whether the value is  less 
than 10 


 
for a ‘non sensitive’ topic: 
• whether a cell should be released or protected will depend on a number of its 


characteristics, however a key factor is whether the value is under 3 
 
Note that it may be necessary to follow the flow chart more than once for an 
individual table to ensure that the different value ranges have been captured.  This 
means, for example, if “Protection Required” is reached that this may not be the 
final step as other outcomes may be possible for different cells within the table.  
Similarly, if “Release” is reached when following the flowchart for one range of 
numbers, “Protection Required” or “Complete Risk Assessment” may be the 
outcome for another set of values.  It is also an important part of the decision 
process to keep in mind all the tables in any particular publication/IR when referring 
to the flowchart, as data could be linked between tables.  This will include 
consideration of linking to other tables previously published or released by ISD or 
indeed from other sources. 
 
As part of the decision process, analysts should initially seek guidance from within 
their team and line manager/programme lead.  Further guidance is available from 
the Service Managers/Information Consultants.  The Statistics Support team can 
also be contacted for advice. 
 
On occasion, ISD will incorporate data previously published by other organisations 
(for example, Scottish Government, GROS) into our own publications/IRs.  
Specific guidance on mortality data is contained in Section 4.6.  For any other 
situations ISD should discuss what should be published with the other relevant 
organisation, bearing in mind the other organisations guidelines and any risk of 
differencing 
 
 


5.1 Steps in Flowchart 
 


5.1.1 Is it a Sensitive Topic?   
 
This is the first question in the flow chart and is an important part of the decision 
process.   It is not considered possible to provide a comprehensive list of ‘sensitive’ 
topics and the topics listed in section 4.1 should be taken as a guide. However, the 
classification of a topic as ‘sensitive’ or ‘not sensitive’ is important in that it can 
result in a different decision being made on whether to release or to protect the 
data in question.  It should be noted that the answer to this question may differ 
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from table to table, potentially from cell to cell.  If the topic is initially deemed ‘non-
sensitive’ but involves small numbers then the sensitivity should be carefully 
considered.  Others may consider the topic to be of a sensitive nature and so 
further discussion may be required with colleagues and managers. 
 
When assessing sensitivity of a topic the potential political impact should not be a 
factor. 
 
 


5.1.2 Population, Geography, Institution 
 
Small populations and geographies, and institution level data, can increase the risk 
of disclosure and depending on the cell values and other factors can dictate 
whether or not the data requires protection.  (See section 4.2 for further 
information).    
 


5.1.3 Rows or Columns Dominated by Zeros 
 
Tables which contain rows or columns dominated by zeros may lead to attribute 
disclosure (see section 3.1) and therefore need to be considered when thinking 
about whether data is disclosive.  For example, if a row in a table contains zeros in 
every cell apart from one, then it is possible to see that everyone in the row has a 
particular attribute.  This risk may not be significant but in some instances 
disclosure would occur and therefore protection would be required.  Further detail 
and an example are provided in section 3.1.2.  
 


5.1.4 
 


Is the Count Associated with 1 or 2 Practitioners or Hospitals? 
This question has been added following its inclusion in ONS guidance (and 
flowcharts). The question aims to provide coverage for situations where, for 
example, the data shown might not identify individual(s) receiving a certain type of 
care for a certain condition, but might help identify individual(s) providing certain 
types of care. A scenario might be where a particular surgical operation is carried 
out by only one clinician (or in only one hospital) in a certain NHS Board – release 
of such data might disclose information particular to the individual clinician (or 
institution), particularly if it is of a sensitive nature.  It should be noted that this does 
not conflict with section 4.5.1 as the information that could potentially be disclosed 
may be of a personal nature to an individual and could infringe on their private, 
home or family life. 
 


5.1.5 Can you Identify Individuals (or a Group of Individuals) and Gain Additional 
Personal or Sensitive Information About Them? 
 
It is necessary to ask this question to avoid inadvertent disclosure that might arise 
following answers to previous questions in the flowchart. This question may be 
particularly useful in helping avoid disclosing information for groups of individuals.  
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 Identifying individuals and gaining additional personal or sensitive 


information:  Table 3 shows that there are 625 women from NHS Board X that 
had an abortion, and from this table we learn that all of these were on ‘Ground C’.   
The meaning of Ground C will be further explained in the footnote to the table so 
therefore we are gaining additional sensitive or personal information about these 
individuals.  


 
Table 3  Abortions by NHS Board, Age and Grounds 


 
NHS Board NHS Board NHS Board 


X Y Z 
All Abortions 625  1 550  3 407 
    Rate per 1000 live births 183.6 253.8 247.7 
    Rate per 1000 women aged 15-44 10.6 14.7   13.0 
Age of Woman  
Under 20 174 382 818 
20 – 24 174 418  1 098 
25 – 29 121 326 699 
30 – 34 73 215 410 
35 – 39 50 155 278 
40+ 33 54 104 
Grounds for abortion 
A -  150 100 
B -  100 100 
C 625  1 000  3 000 Note that the above table 
D -  100 100 shows artificial data for 
E 
Emergency 


-  
-  


100 
100 


50 
57 


the purposes of this 
guidance only 


 


   


 
 Identifying individuals and not gaining any additional personal or sensitive 


information:   
 From the table below on type of vouchers of General Ophthalmic Services we can 


see that there was one bifocal complex payment on the Western Isles but we do 
not learn anything additional about this person.   
 
Table 4  
 


 
 


NHS vouchers GOS(S)3 by type and NHS board 
Year ending 31 March 2008 


Scotland  Orkney Shetland  Tayside  Western 
 Isles 


Number 


Single vision :  A 305,366 602 1,088 19,855 1,521 
B 56,444 70 170 3,273 204 
C 3,410 3 5 193 9 
D 1,706 2 5 104 5 


 Bifocal :  E 67,439 71 140 5,160 270 
F 13,719 4 24 1,031 36 
G 373 0 1 30 2 
H 279 0 0 24 0 


 Complex payment  .. single 1,403 2 0 142 5 
       .. bifocal 577 1 0 65 1 


All voucher types 450,716 755 1,433 29,877 2,053 
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Source: OPTIX, ISD Scotland 
 


 The decision of whether information is sensitive enough to apply SDC lies 
with the analyst team involved. The team may consider that the disclosure of 
additional information is not sufficiently personal or sensitive enough an issue to 
apply SDC, however, there could be a condition or data item that is considered 
sensitive enough for SDC to be applied to the data.   
 
 


5.1.6 
 
 
 
 
 
 
 
 
 


Complete Risk Assessment:   
 
Where the flowchart advises ‘complete risk assessment’ then the following 
guidance should be followed: 
 
• undertake a risk assessment referring to Section 1 of the Disclosure form 


(please refer to Section 10.1 for particular situations where a risk assessment 
may not be required).  See Section 6 for guidance on risk assessment. 


• in general, if the risk score on the Disclosure form is 4+ then apply SDC. 
• however, if the topic is considered particularly sensitive then SDC may be 


considered appropriate where the risk assessment score is 3.   
 


5.2 
 


Flowchart Guidance  
 
The guidance that is set out in the flowchart can be described as follows: 
 
for a ‘sensitive’ topic: 
• for values 1- 4, protect 
• for values of 5-9, if the population/geography/institution is ‘small’, protect 
• for values of 5-9 and the population/geography/institution is not ‘small’, consider 


if there are any rows/columns dominated by zeros, any counts associated with 1 
or 2 practitioners/hospitals or if you are able to identify individuals and gain 
additional personal or sensitive information about them.  If the answer is yes to 
any of these, complete a risk assessment.  If the answer is no to all, release. 


• for values 10+, consider if there are any rows/columns dominated by zeros, any 
counts associated with 1 or 2 practitioners/hospitals or if you are able to identify 
individuals and gain additional personal or sensitive information about them.  If 
the answer is yes to any of these, complete a risk assessment.  If the answer is 
no to all, release. 


 
 for a ‘non sensitive’ topic: 


• for values of 1 or 2, if the population/geography/institution is ‘small’ and 
additional personal or sensitive information about identifiable individuals can be 
obtained, protect. 


• for values of 1 or 2, if the population/geography/institution is ‘small’ and the data 
does not reveal anything additional personal or sensitive about individuals, 
release. 


• for values of 1 or 2, if the population/geography/institution is not ‘small’, 
consider if there are any rows/columns dominated by zeros or if you are able to 
identify individuals and gain additional personal or sensitive information about 
them.  If the answer is yes to any of these, complete a risk assessment.  If the 
answer is no to all, release. 


• for values 3+, consider if there are any rows/columns dominated by zeros or it is 
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possible to identify individuals and gain additional personal or sensitive 
information about them.  If the answer is yes to any of these, complete a risk 
assessment.  If the answer is no to all, release. 


 
 It is important to note that there may be situations where it is not appropriate to 


follow precisely the guidance that is contained in this protocol. An example might 
be where the ‘public interest’ may be judged to be best satisfied by release of 
statistics, rather than adherence to this protocol which would result in disclosure 
control being applied. 
 
Such situations are expected to be rare within ISD and, due to sensitivity or profile, 
would necessarily involve senior ISD staff.  ISD Head of Service, Statistics Support 
should be consulted on such decisions.   
 
It is important to document any decisions made with regards to SDC so that the 
outcomes of any discussions can be reviewed for future releases. 
 


 Examples of ISD information, applied to the flowchart, are shown in Annex D.  
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Figure 2 : D
isclosure Flow


chart 
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6 Risk Assessment 


 
 The introduction, via this protocol, of a described Disclosure Flowchart effectively 


removes the need for a ‘risk assessment’ (as defined below, i.e. based on 
‘likelihood’ and ‘impact’) for a considerable proportion of statistical releases. 
However, for those releases that do require such a risk assessment the following 
guidance is considered important in helping ensure the most appropriate outcome 
and to provide consistency across ISD.  It should also be noted that, having followed 
the Disclosure Flowchart, if the outcome is “Complete Risk Assessment” then both 
parts one and two of the Disclosure Form must be completed (Section 10.1 
describes particular situations where this may not be the case). 
 


6.1 Assessing the Likelihood of an Attempt to Disclose 
 


 Assessing the disclosure risk, and therefore the need for disclosure protection, 
involves undertaking a risk assessment. The risk assessment considers the: 
 
• likelihood of an attempt to associate the information being released with an 


individual person, and 
 
• the level of impact that would arise from this disclosure 
 
This terminology has been adopted from relevant ONS guidance but staff should be 
aware that the likelihood of an attempt to disclose information should include the 
possibility of inadvertent disclosure as well as deliberate. 
 


6.1.1 Calculation of the Risk Score  
 
To help with this risk assessment, both ‘likelihood’ and ‘impact’ are measured in 
terms of ‘high’ (risk score = 3), ‘medium’ (score = 2) or ‘low’ (score = 1). The scores 
for ‘likelihood’ and ‘impact’ are then multiplied.  
 
Where the resulting score is 4 or greater then disclosure control methods 
should be applied. In addition, if the topic is considered particularly sensitive 
then SDC may be considered appropriate where the risk assessment score is 
3.   
 
The risk score will be particularly important for some scenarios where the score will 
impact on the decision on whether to release or to protect data.  
 


 When considering the likelihood of an attempt to disclose the following should be 
considered:    
 
Low Risk: Low risk would mean that it would be difficult for someone to identify 
disclosive information from the release.  This would be the case where there is little 
chance of differencing between tables as there are not many tables released from 
the dataset or if the topic was not sensitive, the cell value high and presented at 
Scotland level.  Releases could also be considered low risk if the data is from a 
large population, however this would depend on the variables used in the released 
tables. 
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Medium Risk: This level of risk might occur if there was data which was not in the 
‘sensitive’ health-related data list but had cells of value 1 and 2, columns or rows 
dominated by zeros, or data presented for a small population or geography.  
 
High Risk: In many instances, topics identified as ‘sensitive’ will be categorised as 
high risk, however not all scenarios classed as sensitive will necessarily be scored 
as high risk. Examples may be where there are specific local issues or where the 
topic concerned is currently the subject of particular media attention (see section 
4.1).  
 
Note that the likelihood of disclosure can be different depending on the intended use 
of the data, who has requested it and the degree of control ISD has over its further 
use once released.  Data published on the website for example is freely available to 
anyone to use as they wish.  Data provided to a core customer as an information 
request for a specific purpose such as a statistical analysis may have a lower risk of 
an attempt to disclose. 
 
The likelihood of an attempt to disclose can also be affected by the timeline 
associated with the data. For instance, if the information is aggregated over a 
number of years rather than single years then this could lower the risk involved as 
identifying individuals may be more difficult.  This may also be the case for 
information which is not particularly recent and so the lapse in time from the period 
in which the figures are based to when the data is released should also be a 
consideration when determining the risk. 
 


6.2 Assessing the Impact of Disclosure 
 


 
 
 
 
 
 
 
 


The assessment of the impact of disclosure can be considered to be somewhat 
subjective. The assessment should be undertaken by a member of staff with 
experience of the information being released. The assessment of impact should take 
into account those who may have an interest in the data being released, the views 
of patients and carers and potentially disclosive situations which could occur through 
disclosure.  As a simple rule, all ‘sensitive’ health-related data should generally be 
considered as having a ‘high impact’ of disclosure. 
 
Consideration should also be given to the impact on the data of any disclosure 
control applied.  It is important to balance risk and utility and reach a position where 
risk is minimised and utility maximised.  If no disclosure control is applied then risk 
may be very high.  Alternatively the application of any disclosure control technique 
which results in, for example, a table primarily consisting of suppressed cells would 
have little value.  Wherever possible, discussion should take place with the 
customer to decide on the most appropriate SDC method. 
 


6.3 The Disclosure Form – Section 1: Risk Assessment  
  


The Disclosure Form has been amended from that contained in Version 1.0 of this 
protocol to reflect updates to the SDC guidance however the process remains the 
same.  Section 1 of the Disclosure Form aims to aid analysts to assess risk and 
document their decision making.   If a risk assessment has been carried out then 
Part 2: Details of Disclosure Control must also be completed 
.   
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7 Disclosure Control Methods 


 
 Where the need for SDC is identified then there are a range of methods that can be 


considered for use. The choice of method should balance uses to be made of the 
information and simplicity of approach. These methods can be divided into three 
categories, i.e.: 


• those that determine the design of the table 
• those that modify the values in the table  
• those that adjust the data before tables are designed  


 
Alternative methods for presenting data can be considered as an approach for 
providing users access to information without disclosing the underlying data. In 
some cases this will provide a more robust analysis than reliance on the accuracy of 
small cell values – for example, these could include presenting data graphically with 
limited detail in scale. 
 
In applying certain types of SDC – for example, table redesign and cell suppression 
– Tau Argus software can assist. ISD has access to Tau Argus software and has a 
certain degree of experience in its use. Further information is given in Annex F.  
 


7.1 ISD policy  
  


Where SDC is required, then firstly consider:  
 
• table redesign (e.g. grouping or aggregating cells) and/or  
• cell suppression (primary and secondary) for unsafe cells 
 
If table redesign or cell suppression is not thought most appropriate then rounding 
can be considered (please note this method should not be applied without prior 
discussion with ISD Head of Service, Statistics Support). 
 
The decision on which SDC method to be used should take into account the use of 
the statistics in each individual case. Where possible, discussion should take place 
with the customer to help decide on the most appropriate SDC method.  Annex G 
contains an extract from the Scottish Government’s Practical Guide to Statistical 
Disclosure Control and provides illustrative examples of how table redesign and 
suppression can be performed. It also shows an ISD example of where rounding 
could possibly be used as a disclosure control technique while also highlighting the 
issues surrounding this method. 
 
Data perturbation methods (e.g. Barnardisation) should not be applied without prior 
discussion with ISD Head of Service, Statistics Support.  Similarly database 
modification (record-swapping) should be discussed with ISD Head of Service, 
Statistics Support prior to implementing. 
 
Further information on these techniques can be found at: 
http://www.statistics.gov.uk/about/data/disclosure/downloads/working-paper-3--risk-
management.pdf 
 
For ISD compendium publications, advice from the originating ISD data providers 
should be sought to ensure that the appropriate levels of SDC are applied, and that 



http://www.statistics.gov.uk/about/data/disclosure/downloads/working-paper-3--risk-management.pdf�

http://www.statistics.gov.uk/about/data/disclosure/downloads/working-paper-3--risk-management.pdf�
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data is consistent between ISD publications.  
 


7.1.1 Table Redesign 
  


Table redesign is recommended as being a relatively simple method that will 
minimise the number of unsafe data and preserve original counts.  However the use 
of this method should be balanced against consistency in table design and 
publication plans. 
 
Description:  Remove unsafe cells by, for example 


• grouping categories within a table 
• aggregating to a higher level geography or for a larger population sub-group 
• aggregating tables across a number of years/months/quarters 


 
Advantages: 


• original counts in the data are not damaged 
• easy to implement 
• easily understood by user 


 
Disadvantages: 


• detail in the table will be reduced 
• may be policy or practical reasons for requiring a particular table design 


  
Annex G provides further information and example. 
 
Depending on the nature of the request and/or certain circumstances ISD staff may 
wish to explain that the design of the table has been influenced by disclosure.  For 
example, table presentation may differ from that contained in previous publications. 
In this instance the following could be used, amending as required.   
 
The design of a number of the tables presented in this publication has been revised 
from previous editions.  These changes attempt to minimise the risk of disclosure 
and to help maintain patient confidentiality. 
 
 


7.1.2 Cell Suppression  
  


Description: Unsafe cells are not released. They are suppressed and replaced by a 
’*’ (an asterisk) to indicate a suppressed value. Such suppressions are called 
primary suppressions. To make sure that the primary suppressions cannot be 
derived by subtraction, it may be necessary to select additional cells for secondary 
suppression. 
 
Advantages: 


• original counts in the data that are not suppressed are not adjusted  
• can provide protection for zeros  
• allows original/requested structure to be maintained 
• depending on number of cells ‘at risk’, can be preferable to table re-design 
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Disadvantages: 


• most of the information about suppressed cells will be lost 
• secondary suppressions will hide information in safe cells (this could include 


totals) 
• information loss may be high if more than a few suppressions are required 
• any potentially disclosive zeros would need to be suppressed 
• does not always protect against disclosure by differencing 


 
Past experience has shown that it is good practice to present tables with totals.  If 
totals are not included then a customer could return to ask for totals. This must then 
be considered in conjunction with any cell suppression applied to the original table 
and may result in some totals being suppressed to ensure previously suppressed 
figures cannot be calculated through differencing. 
 
The comparison of data from numerous tables must also be considered (including 
previously released data) to ensure against differencing and so suppressing data 
can be time consuming and complicated (see Section 4.4). 
 
The following rules should be applied for suppression (primary and 
secondary):  
 


• replace both primary and secondary suppressed cells with ’*’ (an 
asterisk).  This symbol should not be used for any other value.  Do not 
use different symbols for primary and secondary suppressions.  The ISD 
Data Formatting and Presentation Guidance 
(http://genss.nss.scot.nhs.uk/portal/page?_pageid=514,1073415,514_109
0450&_dad=portal&_schema=PORTAL) lists the symbols which should 
be used across ISD when presenting data.    


  
• Values of zero should not automatically be selected for primary 


suppression.  On some occasions suppression of zeros may be required 
for secondary suppression or where rows and/or columns are dominated 
by zeros.      


 
• Care must be taken with any secondary suppression of data.  Normally 


the next smallest number would be selected for secondary suppression.  
However this is not always the best option. Selecting another larger 
number may lead to less cell suppression within the table, thereby 
maximising utility.    


 
• If only 1s and 2s have been suppressed and there are marginal totals 


then secondary suppression may be necessary to shield their value. 
 


• A footnote advising that cells have been suppressed should be added to 
all relevant tables (and not only specified in an attached email, for 
example) and be consistent for all tables within a publication.   The 
footnote should not detail the values suppressed e.g. <5.   The example 
below can be used. 


 
* Indicates values that have been suppressed due to the potential risk of 
disclosure and to help maintain patient confidentiality   



http://genss.nss.scot.nhs.uk/portal/page?_pageid=514,1073415,514_1090450&_dad=portal&_schema=PORTAL�

http://genss.nss.scot.nhs.uk/portal/page?_pageid=514,1073415,514_1090450&_dad=portal&_schema=PORTAL�

http://genss.nss.scot.nhs.uk/portal/page?_pageid=514,1073415,514_1090450&_dad=portal&_schema=PORTAL�
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 See Annex G for further information and example. 


 
7.1.3 Rounding 


 
 There are a range of methods of applying rounding as a method of SDC, including: 


controlled rounding, deterministic rounding and random rounding. If rounding is to 
be used the method currently recommended for ISD is controlled rounding. 
 
Description: Involves adjusting the values in all cells in a table to a specified base, 
so as to create uncertainty about the real value for any cell, while adding a small but 
acceptable amount of distortion to the data.  The base for rounding can be chosen 
with common choices being 3 or 5.  All rounded values (other than zeros) are then 
integer multiples of 3 or 5 respectively. 
 
Advantages:  


• if the number of unsafe cells is large then the table can be protected while 
still providing counts for all cells and without altering the design of the table 


• will protect zeroes without removing them since, within a table rounded to 
base 5 for example, a zero could represent any count between 0 and 4  


• cells rounded to a common base in such a way as to preserve additivity to 
totals within table (unlike random rounding where all figures including totals 
are rounded randomly and so may not be additive) 


• fully protects against disclosure by differencing 
 
Disadvantages: 


• difficulties in disguising cells in which the count can be associated with either 
1 or 2 practitioners/hospitals whom it may be necessary to protect 


• if user requires exact counts rounded values would not be appropriate 
• if population size is small then rounding may not offer enough protection 


against identification 
• can at times distort data to such a degree that original trends can not be 


identified. Care must therefore be taken to avoid this whilst ensuring trends 
that do not actually exist can not be wrongly interpreted 


• may be prone to effects of data revisions, for example updates to figures that 
are contained in future editions of a publication series may require a different 
pattern of rounding than that used in previous presentation of the figures 


• may not be helpful to those users of ISD’s statistics who are familiar with 
historical ISD methods of presentation (including SDC) 


• totals may be adjusted, thereby altering ‘headline’ figures 
 
Due to these various issues, rounding is currently not a preferred method of SDC 
within ISD and should not be applied without prior discussion with ISD Head of 
Service, Statistics Support. Any use of rounding should be carefully considered, for 
example there may be an impact on the use and interpretation of any rounded 
figures.  It is therefore essential to ensure that any information provided is not 
misleading to the user. 
 
See Annex G for more detail and an illustrative example.  
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Information released for Management or Data Quality Assurance Purposes 
(including Peer Review)  
 
ISD has a duty, laid out in statutory orders, to provide the NHS and the Scottish 
Government with data and analysis to allow the proper management of the health 
service. ISD need to actively seek ways to facilitate this in a way that does not 
compromise its duties under data protection rules. 
 
Annex A contains guidance on handling requests for information for management 
purposes and also information for data quality assurance purposes. 
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9 Information released for Research Purposes 


 
 Further guidance is currently being produced in relation to information released for 


research purposes and is planned for future release.    
 
Currently requests for the release of patient identifiable information may require a 
confidentiality statement to be signed or an application made to the Privacy Advisory 
Committee (PAC).  PAC acts as an advisory committee to the Board of NHS 
National Services Scotland (NSS) and the Registrar General on the correct balance 
between protecting personal data and making data available for research, audit and 
other important uses and ensures that any information releases are carefully 
controlled. 
 
For other requests and pending specific guidance on information released for 
research purposes ISD’s SDC protocol should be followed; this may also require 
discussion with senior managers and the NSS Caldicott Guardian.     
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10 Documenting Disclosure Decisions 


 
 The issue of disclosure concerns all of ISD’s outputs (including publications and 


Information Requests). To document decisions taken on disclosure issues a 
Disclosure form should be completed.   A Disclosure form should be completed for:  
 


• all ISD publications (including contributions to ‘non ISD’ publications)    
• certain Information Requests, including FoI and PQs (see 10.1)   


 
Note that information released by ISD in response to a PQ should be treated as 
being publicly released and should always be subject to our own guidance and 
policies. SDC should therefore always be considered before releasing information 
in response to a PQ. 
 
A Disclosure form should be completed when the disclosure flowchart has 
instructed: 


• to protect  or 
• to undertake a risk assessment (with the resultant outcome 


being to either protect or release). 
 
(Section 10.1 below describes particular situations where this may not be the 
case.) 
 


 
10.1 


 
When to Complete a Disclosure Form for Information Requests (IRs) 
 


 A Disclosure form should be completed for all IRs where the end point by using the 
Disclosure Flowchart is “Protection Required”.  You should also complete a 
Disclosure form if the Disclosure Flowchart instructs you to undertake a “Risk 
Assessment”.   Note that where data relates solely to the customer’s own 
organisation or limited other situations e.g. groups with national responsibilities, in 
most cases it will not be necessary to complete a Disclosure form - provided the 
standard text in Annex A is attached to data.   
 
You should not complete a Disclosure form where you are instructed using the 
Disclosure Flowchart to “release” data.   
 
Prior to the release of information, where possible, the appropriateness of the 
customer requesting and receiving the information should always be checked to 
ensure that it is appropriate for them to receive the data, including without any SDC 
applied.  It should also be noted that data contained in Information Requests should 
be released in line with NSS’ Confidentiality Rules.   Data should not be emailed 
unless this is via NHS.net or is encrypted using approved software.  See geNSS for 
further information: 
 
http://genss.nss.scot.nhs.uk/portal/page?_pageid=514,1056303,514_1056418&_da
d=portal&_schema=PORTAL  
 


10.2 
 


Guidance for Completion of Disclosure Form  
 


10.2.1 Part One: Risk Assessment 
 



http://genss.nss.scot.nhs.uk/portal/page?_pageid=514,1056303,514_1056418&_dad=portal&_schema=PORTAL�

http://genss.nss.scot.nhs.uk/portal/page?_pageid=514,1056303,514_1056418&_dad=portal&_schema=PORTAL�
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A Risk Assessment should only be undertaken when instructed on the Disclosure 
Flowchart (see section 5). 
 
The risk assessment involves assigning a score of Low (1), Medium (2) or High (3) 
to the ’likelihood of an attempt of disclosure’ and the ’impact of any disclosure’. See 
Section 6 of this protocol for further guidance on risk assessment. The risk 
assessment may involve discussion with colleagues and managers within your 
team, the Service Manager/Information Consultants and the Statistics Support 
team. 
 
Questions have been included around suitability, access and use to aid assessment 
of the risk.  These include:       
 


• Exactly what data is requested? Data sources, variables, time periods etc 
a. How sensitive is the topic area considered? For data initially deemed 


non-sensitive, if small numbers are present then the topic sensitivity 
should be given careful thought. Could the information be 
considered sensitive by others?  


b. What are the sizes of the geographies / populations / institutions 
involved? 


c. Consider the size of cell values / is the table design most 
appropriate? See protocol for guidance / also take guidance from 
previous publications or requests. 


• Who is requesting the data? Named contact, position/role, organisation 
• What is the intended use of the data? e.g. inform committee meeting, FOI, 


PQ, research paper, publication, SG policy 
• Who will have access to the data? Named contact(s)/groups/organisation, 


position/role, NHS board, NHS Steering Group, Scottish Government policy 
makers, non-NHS partner organisations 


a. Will the data be in the public domain? e.g. Information request to 
media, PQ, FOI 


b. Will there be controlled access? 
• What measures are there in place to protect the information? e.g. none (info 


will be in public domain); info will be distributed at meeting only; info will be 
distributed within SG only. 


 
These questions should be considered before information is released. 
 
If by multiplying the ‘likelihood’ by ‘impact’ the score is 4 or above then some form 
of disclosure control should be applied to the data prior to release.  If the risk score 
is less than 4, then the data can be released however you should complete the 
relevant questions in Part 2 of this form.   In some circumstances, it may be 
judged that disclosure control should be applied when the risk score is 3 (for 
example if the topic is considered ‘sensitive’).        
 
If a risk assessment has been carried out then Part Two of the disclosure form 
should also be completed. 
 


10.2.2 
 


Part Two: Details of Disclosure Control 
 
Part Two of the disclosure form should be completed when the disclosure flowchart 
has instructed to protect or undertake a risk assessment (following completion of 
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Part One).   
 
Question 1: Indicate whether or not any disclosure control was applied to the data 
prior to publication. 
 


 Question 2: Indicate all of the potential disclosure risks e.g. sensitive topic, counts 
of 1-4 etc. 
 


 Question 3: Identify the methods used for disclosure control.   
 


 Question 4: Describe the effect on the output of applying the disclosure control 
techniques. An example might be: 
‘All cells values of 1 and 2 in Tables 1 to 10 of this publication were suppressed 
because these were values were based on a ‘small’ population.   Secondary 
suppression was also required within these tables to ensure primary suppressed 
values could not be calculated.  Within Tables 11 to 15, age groups were combined 
to aggregate small numbers.’ 
 
Provide as much detail as possible here.  This information will be used as a 
reference for future publications or similar IRs.  
 


 
 
 


Question 5:  This space should be used to document any other information you 
feel appropriate and also to document why you did not decide to apply any 
disclosure control prior to release.   
  


 The completed disclosure form should be passed to an Associate Director, Head of 
Service, Service Manager, Information Consultant or Consultant in Public Health 
Medicine for sign off. This should be done electronically and the form then stored by 
the analyst for future reference.   
 
Only once the Disclosure form is signed off can the data be released. 
 


 Completed disclosure forms provide evidence for future assessment of ISDs 
practice and evolution of guidance.  It is also a good reference for future releases.   
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11 Micro-data  (including data extracts) 


 
 Section to be added in future update 
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12 Databases  (e.g. HEAT, Navigator, PRISMS, ACADME)   


 This guidance refers to ‘databases’ (or ‘warehouses’, or ‘datamarts’, etc) that are 
made accessible to ISD and non ISD staff for analysis e.g. the extraction of reports. 
There will be a range of types of databases made available to non-ISD staff 
and for some (e.g. ACADME, PRISMS) there may be wider confidentiality 
issues.  It is important that confidentiality arrangements that are specific to 
individual databases are followed. 
 
A formal procedure for authorising access to each database should exist.  The 
decision on whether an individual requires access is the responsibility of the 
organisation (e.g. NHS Board) accessing the database.  These organisations – in 
conjunction with ISD - are responsible for ensuring that only appropriate staff have 
access to the database.  They must also make employees fully aware of their 
responsibilities in relation to disclosure control and ensure they adhere to 
confidentiality principles and comply with Data Protection Act obligations.  
 
The ISD database manager, or equivalent, is responsible for 
 


• ensuring that appropriate access controls are in place regarding access to 
the database 


• maintaining an up-to-date list of who has access (and where appropriate the 
level of access). 


 
A prominent note should exist for each database which contains the statement 
below or similar: 
 
The data presented have not been adjusted to protect against potential disclosure 
risks and are released within this system for management information purposes.  
The data presented may contain information which enables (perhaps with the aid of 
further knowledge of the topic) an individual patient or member of staff to be 
identified. Please ensure circulation is restricted and that patient confidentiality is 
not compromised. For further guidance see ISD’s Statistical Disclosure Control 
Protocol http://www.isdscotland.org/Products-and-Services/Data-Protection-and-
Confidentiality/#smallNumbers    Please contact xxx@nhs.net if you have any queries 
regarding this. 
 
Information made available in these types of formats might commonly be 
considered ‘management information’; the specific guidance on ‘management 
information’ in this protocol should therefore be considered. 



http://www.isdscotland.org/Products-and-Services/Data-Protection-and-Confidentiality/#smallNumbers�

http://www.isdscotland.org/Products-and-Services/Data-Protection-and-Confidentiality/#smallNumbers�
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Index  
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B 
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Barnardisation, 27 
 
C 
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 -footnote, 29 
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 -rules, 29 
 -secondary suppression, 28, 29 
 -totals, 29 
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Common law duty of Confidence, Annex C 
Confidentiality  
 -ISD and NSS, Annex C 
 
 
D 
 
Databases, 37 
Database Modification, 27 
Data Protection Act, 7, Annex C 
Denominators, availability of, 15 
Differencing, see Disclosure Types 
Disclosure, term, 7 
Disclosure Control, 7 
Disclosure Control Methods, 27 
Disclosure Flowchart, 19, 24 
 -consider all tables, 19 
 -consider all values, 19 
 -examples, Annex D 


-exceptions, 19 
 -guidance, 19, 22 
Disclosure Form, 33, 34, Annex E 
 -exceptions, 33 
 -guidance, 33 
 -information requests, 33 
 -signing off, 35 
Disclosure Team Contact, 35 
 
 


 
 
Disclosure Types, 9 
 -attribute disclosure, 9 
 -differencing, 10, 14, 16 
 - geographical differencing, 16 
 -group attribute disclosure, 9 
 -identification, 10 
 -individual attribute disclosure, 9  


-motivated intruder, 10 
 -residual disclosure, 10, 14 
 -self identification, 10 
 
F 
 
Freedom of Information 
 -act, Annex C 
 -exemptions 17 
   
G 
 
Gaining Additional Information, 20 
Geographies, small, 13, 20, Annex B 
GROS Data, 15, 17, 19 
Group Attribute Disclosure, see Disclosure 
Types 
  
 
H 
 
Hospitals, 1 or 2, 20 
Human Rights Act, Annex C 
 
I 
 
Identification, see Disclosure Types 
Impact of disclosure, 26 
Individual Attribute Disclosure, see Disclosure 
Types 
Information released for 


- management information purposes, 31, 
Annex A  


 - quality assurance purposes, 31, Annex A 
 - research purposes, 32 
Information Requests, 12, 14, 19, 33, 35 
Institutions, small, 13, 20 
 
L 
 
Legal and Policy, Annex C 
Likelihood of an attempt to disclose, 25 
Linking data, 15, 19, 29, also see differencing 
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M 
 
Management Information, 31, Annex A 
Micro-data, 36 
Mortality Data, 17 
Motivated Intruder, see Disclosure Types 
 
N 
 
NHS Contractors, 17 
NHS Staff, 16 
Non-sensitive Topic, 19, 22 
  
 
O 
 
ONS Guidance, 7 
Other Organisations Data, 19, 39 
Other Sources of Information, 12, 14, 15, 19 
 
P 
 
Parliamentary Questions, 18  33 
Population, small, 13, 20, Annex B 
Practitioners, 1 or 2, 20 
Protecting Data, see Cell Suppression and 
Table Redesign 
Publications, 7, 19, 27, 35 
 
Q  
 
Quality Assurance, 31, Annex A 
 
R 
 
Rates 
 - 100%, 9 
Research 
 -data request, 32 
Residual Disclosure, see Disclosure Types 


Risk Assessment, 22, 25, 33 
 -impact, 25, 26, 34 


-likelihood, 25, 34 
-public interest, 23 


 -score, 25 
Rounding, 30 
 -example, Annex G 
 
S 
 
Self-identification, see Disclosure Types 
Sensitive Topic, 12, 13, 19 
 -example, 21 
Small Numbers, 7, 10, 14, 20, 38, 39 
Standardised Rates, 15 
Statistical Disclosure Control Methods, 27 
Suppression, see cell suppression 
 
T 
 
Table/Chart 
 -design, 14 
 -redesign, 27, 28 
  -example, Annex G 
Tau Argus, 27, Annex F 
 
W 
 
Workforce Statistics, 16 
 
Z 
 
Zeroes, 9, 20 
   
 
 
 
 
 


 
 









What’s in the Linked Maternity Database (October 2011) 


Scheme Record 
Type 


Description Coverage Time 
Trends 


Number 
of records 


SMR2 02B Episode level data on maternity inpatient and daycase discharges from 
obstetric specialties. Includes information on patient characteristics, 
operations and diagnosis, specialty, length of stay, hospital and geographical 
information 
 


 1975-
1996/97 


2,495,229 


SMR02 02C As above  1996/97 – 1,756,578 


SMR11 11A Episode level data on discharges from special care baby unit. 
Includes information on patient characteristics, operations and diagnosis, 
specialty, length of stay, hospital and geographical information. Single record 
per baby available from 1975 to December 1991 
 


 1975-1979 183,524 
 


SMR11 11B As above  1980-1991 695,264 
 


SMR11EP 11C SMR11 dataset revised in 1992 with the continuation of a universal record 
(SMR11UV) for all babies and a separate additional return for babies 
admitted to Special Care Baby Units (SMR11EP). 
 


 1992-1996 37,683 
 


SMR11UV 11D See above  1992-1996 262,394 
 


SMR11 11E SMR11 revised again in April 1996, with the abolition of the universal 
record. Only sick babies admitted to SCBU or babies with congenital 
anomalies included thereafter. 
 


Returns declined from 2000 onwards as units prepared to move 
across to the recording of baby information on the Scottish Birth 
Record. All returns had virtually ceased by the end of 2002.. 
 


1996-2003 110,010 
 


SSBID 12A Scottish Stillbirth and Infant Death Survey.  1985-2010 20,051 
 


SBR 13A Newly developed universal record to be returned for all babies born in 
Scotland. 
 


Piloted at very few locations during 2000 and 2001, conversion from 
SMR11 really started in 2002. Since then uptake has steadily grown. 
Although a live system, it is still undergoing development. Coverage 
is now almost national. 
 


2002- 775,013 
 


GRO BIRTH 14A Birth records as received from the General Register Office 
 


 1975- 2,251,373 
 


GRO 
STILLBIRTH 


15A Stillbirth records as received from the General Register Office 
 


 1975- 13,911 


GRO INFANT 
DEATH 


15B Infant death records as received from the General Register Office 
 


 1975- 18,319 


ALL     1975 -  8,619,349 
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 SOCRATES (Cancer Registrations) 1980 onwards (Linked Catalog Layout) 
 
File Source : ASCII (SDF) 
File Location : Unix Server  /conf/linkage/output 
Contact : Linked Catalog Update Team (NSS.linked-catalog-updates@nhs.net) 
 
Only a selection of variables from CONFIRMED (not Provisional or Deleted) SOCRATES Registrations diagnosed from 1 January 1980 are 
included. Cases may be uniquely identified by the Unique Record Identifier (Linked Database) or Record ID (SOCRATES). 
 
Position 


From 
Position 


To 
Field Name Description Values / Format 


1 8 PERSONAL IDENTIFIER Unique personal identifier (link number) Sequential 8 digit numeric code. 
9 16 DATE OF INCIDENCE The date the cancer in question becomes 


formally known to the NHSiS. Previously known 
as  ‘Date Treatment Commenced’ 


Date in the format CCYYMMDD 


17 24 DATE OF DEATH Patients date of death as recorded on 
SOCRATES system 


Date in the format CCYYMMDD 


25 27 RECORD TYPE Type of record 01A = SMR1 record (1980 - 1997 Q1) 
01B = SMR01 record (1997 Q2 onwards) 
04A = Historic SMR4 record (Patients 
discharged between 1981 and March 1997) 
04B = COPPISH SMR04 record (Current 
residents and patients discharged from April 
1996 onwards) 
06A = SOCRATES record (1980 onwards) 
99A = GRO Death registration (1980 - 1995) 
99B = GRO Death registration (1996 onwards) 


28 35 ACCESSION NUMBER A unique reference number applied to each input 
record prior to linkage. 
The lowest record accession number in each 
linked group is used as the groups link number 
(personal identifier). 
If a record is relinked it will be given a new 


8 digit numeric code. 







LINKED SMR1/SMR4/SOCRATES/GRO DEATH  CATALOG SOCRATES  January 1980  onwards  (Record Type 06A) 
 
 
 


  Page 2 of 48 


Position 
From 


Position 
To 


Field Name Description Values / Format 


record accession number 
36 43 UNIQUE RECORD 


IDENTIFIER 
Unique record identifier 8 digit numeric code. 


44 47 SURNAME SOUNDEX 
CODE 


Compressed form of surname given by the 
Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the format 
ANNN 


48 51 MAIDEN NAME 
SOUNDEX CODE 


Compressed form of maiden name given by the 
Soundex/NYSIIS algorithm 


Four digit alpha-numeric code in the format 
ANNN 


52 55 COMMON UNIT CODE Code which allows the matching of Postcodes to 
Parish codes 


4 digit integer 


56 61 ONE PASS LINK WEIGHT 
(SCORE) 


Score at which the record was linked to the 
catalog 


6 digit real number 


62 62 SORT MARKER Aid in the sorting of the catalog  
63 70 DATE OF LINKAGE Date record last linked to the file Date in the format CCYYMMDD 
71 83 FILLER Reserved for future MRL use Blank 
84 93 SEEDED CHI NUMBER   
94 99 FILLER Reserved for future MRL use Blank 
100 100 HB OF RESIDENCE CYPHER Health Board of Residence - Derived from the 


Postcode of the patient on the incidence date 
A = Ayrshire and Arran 
B = Borders 
C = Argyll & Clyde 
F = Fife 
G = Glasgow 
H = Highland 
L = Lanarkshire 
N = Grampian 
R = Orkney 
S = Lothian 
T = Tayside 
V = Forth Valley 
W = Western Isles 
Y = Dumfries & Galloway 
Z = Shetland 
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Position 
From 


Position 
To 


Field Name Description Values / Format 


E = England / Wales / Northern Ireland 
O = Outside U.K. 
Q = No fixed abode 
U = Not known 


101 108 PERSON ID Unique socrates patient identifier 8 digit numeric code 
109 128 SURNAME AT DIAGNOSIS The surname of a person represents that part of 


the name of a person which indicates the family 
group of which the person is part. 


 


129 158 FORENAME AT DIAGNOSIS The forename of a person represents that part of 
the name of a person which, after the surname, is 
the principal identifier of a person.   


 


159 178 OTHER SURNAMES Person has been known in their lifetime  
179 186 DATE OF BIRTH Patients date of birth Date in the format CCYYMMDD 
187 190 YEAR OF BIRTH Patients year of birth Year in the format CCYY 
191 191 SEX Patients gender 1 = Male 


2 = Female 
9 = Not Specified 


192 192 MARITAL STATUS Patients marital status (rarely used, not to be 
used for analysis) 


1 = Never married (Single) 
2 = Married (includes separated) 
3 = Widowed 
8 = Other (includes divorced, cohabiting or 
stable relationships) 
9 = Not Known (Not divulged or patient left 
hospital before it could be recorded) 


193 202 CHI NUMBER Community Health Index number uniquely 
identifies a person on the index.   
This index is used for health care purposes 
within Scotland. 


There are eight indexes covering defined 
geographical areas of Scotland.  A person may 
be registered on more than one index. 


203 209 POST CODE Patients postcode 7 digit geographical identifier 
210 214 ETHNIC GROUP This is the patient’s perception of their Ethnic 


Group, 1997 onwards. (0-10 codes were used pre 
1A White Scottish 
1B White Other British 
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Position 
From 


Position 
To 


Field Name Description Values / Format 


1997). Not recorded with great completeness. 1C White Irish 
1D Any Other White Background 
2A Any Mixed Background 
3A Indian 
3B Pakistani 
3C Bangladeshi 
3D Chinese 
3E Any Other Asian Background 
4A Caribbean 
4B African 
4C Any Other Black Background 
5A Any Other Ethnic Background 
97 Refused / Not Provided by the Patient 
99 Not Known 
0   White 
1   Caribbean 
2   Black African 
3   Black Other 
4   Indian 
5   Pakistani 
6   Bangladeshi 
7   Chinese 
8   Other 
9   Not Known 
10 Refused 
 


215 230 NHS NO Patients NHS number. An identifier allocated to 
an individual to enable unique identification 
within the UK for NHS health care purposes 


 


231 235 GP PRACTICE Practice code of patient’s GP.  Each GP practice 
in Scotland is identified by a unique code.  


The practice code is a four digit code plus a 
check digit with ranges of code allocated to each 
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Position 
From 


Position 
To 


Field Name Description Values / Format 


Health Board 
236 244 DEATH RECORD ID Death record identifier is a unique number which 


identifies the formal record of the patient’s death 
details held by GRO(S). This is the number 
obtained after a record death link with GRO(S) 
data. 


 


245 252 DATE OF DEATH Date that death occurred Date in the format CCYYMMDD 
253 256 CAUSE OF DEATH 1 Underlying cause of death Prior to 1996 all ICD9 codes of 800+, recorded 


as either a primary or secondary cause are 
‘External Cause’ codes. Codes from the ICD9 
Chapter ‘Injury and Poisoning’ are recorded in 
the ‘Nature of Injury’ field. 
Three or four digit numeric ICD9 code in the 
range 010 - 9899.  It may also be blank. 


257 260 CAUSE OF DEATH 2 Secondary cause of death 1 Prior to 1996 all ICD9 codes of 800+, recorded 
as either a primary or secondary cause are 
‘External Cause’ codes. Codes from the ICD9 
Chapter ‘Injury and Poisoning’ are recorded in 
the ‘Nature of Injury’ field. 
Three or four digit numeric ICD9 code in the 
range 010 - 9899.  It may also be blank. 


261 264 CAUSE OF DEATH 3 Secondary cause of death 2 Prior to 1996 all ICD9 codes of 800+, recorded 
as either a primary or secondary cause are 
‘External Cause’ codes. Codes from the ICD9 
Chapter ‘Injury and Poisoning’ are recorded in 
the ‘Nature of Injury’ field. 
Three or four digit numeric ICD9 code in the 
range 010 - 9899.  It may also be blank. 


265 268 CAUSE OF DEATH 4 Secondary cause of death 3 Prior to 1996 all ICD9 codes of 800+, recorded 
as either a primary or secondary cause are 
‘External Cause’ codes. Codes from the ICD9 
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Chapter ‘Injury and Poisoning’ are recorded in 
the ‘Nature of Injury’ field. 
Three or four digit numeric ICD9 code in the 
range 010 - 9899.  It may also be blank. 


269 269 DEATH CERTIFICATE 
INITIATED  


Death certificate initiated indicates that the case 
has FIRST come to light ONLY as a result of a 
death. However, subsequent evidence may be 
discovered ‘out in the field’ 


0 = No  
1 = Yes 
9= Not Known 


270 270 DEATH CERTIFICATE ONLY This indicates that the case has been registered 
from the death certificate only, since no other 
evidence of the tumour can be found 


0 = No  
1 = Yes 
9= Not Known 


271 271 OOS Death out of Scotland Y = Yes 
272 272 VITAL STATUS Living Status of Patient. 1 = Alive  


2 = Dead  
3 = Moved to England or Wales  
4 = Moved to Northern Ireland  
5 = Emigrated Abroad 
9 = Immortal/not known  ( e.g. flag if over 100 
years old & has no date of death) 


273 280 EMBARKATION DATE This is the date of emigration Recorded from 1997 onwards 
Date in the format CCYYMMDD 


281 289 RECORD ID Tumour Number 8 digit numeric code 
290 297 DATE OF REGISTRATION The date the Registration Officer enters the 


tumour details on the registry computer and has 
signed it off as complete (all mandatory fields). 
This is also sometimes known as Date Record 
First Confirmed. 


Date in the format CCYYMMDD 


298 305 DATE OF INCIDENCE  Date in the format CCYYMMDD 
306 310 HOSPITAL CODE Hospital of diagnosis for cases diagnosed from 


1997 onwards; pre 1997 this refers to hospital of 
registration and must be used with caution. 
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311 320 CASE REF   
321 326 OLD CAN REG NO   
327 336 OLD ALT CASE REF NO   
337 337 SIDE This indicates the side or Laterality (i.e. left or 


right) In paired organs of the body in which the 
tumour is located. It is important that this be 
recorded for paired organs (e.g. breast, kidney, 
limb, lung, ovary, testis). 


0 = Not Applicable 
1 = Right 
2 = Left 
3 = Bilateral 
9 = Not Known 
 


338 343 SITE ICD9  Tumour site denotes the anatomical site of origin 
of the primary tumour and comprises a code 
from ICD-9 (Mandatory for YTC pre-1997 & 
post 1997 DCO’s only).   


4 digit number starting with 1 or 2  


344 349 SITE ICD10  Tumour site denotes the anatomical site of origin 
of the primary tumour and comprises a code 
from ICD-10 (Mandatory for YTC 1997 
onwards).  . 


4 digits starting with C, D or Q 


350 355 SITE ICDO2  Similar to ICD-10 site code, but there are 
differences in the site code ranges. ICD-O(2) 
does not include type specific codes such as 
lymphomas (C82-C85) or Kaposi’s sarcoma 
(C46), but has the ability to code such neoplasms 
more precisely to their site of origin. 


4 digits starting with C 


356 361 TYPE ICDO  Tumour type indicates the morphology 
(histology) of the tumour and comprises of five 
digits. This morphology code relates to the ICD-
9 site code. 


5 digit number starting with 8 or 9 


362 367 TYPE ICDO2 Tumour type indicates the morphology 
(histology) of the tumour and comprises of five 
digits. This morphology code relates to the ICD-
10 site code. 


5 digit number starting with 8 or 9 
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368 373 TYPE ICDO3 Tumour type indicates the morphology 
(histology) of the tumour and comprises of five 
digits. This morphology code relates to the ICD-
10 site code. 


5 digit number starting with 8 or 9 


374 374 GRADE CLASSIFICATION Indicates the classification system used for 
grading tumour. 


1 = Grading for Breast Cancer 
2 = ICDO/UICC grading system 
3 = Gleason Score (Prostate) 
5 = Fuhrman Nuclear Grade 
6 = WHO grade for brain and CNS tumours 
8 = Other 
9 = Not determined/not stated/not applicable 


375 376 GRADE OR CELL TYPE/ 
GLEASON MAJOR 


Grade or cell type indicates the degree of 
differentiation of malignant tumours or the T-cell 
& B-cell designation for lymphomas and 
leukaemias. 


GRADING FOR BREAST CANCER 
1 = Grade I 
2 = Grade II 
3 = Grade III 
9 = Not determined, not stated or not applicable 
ICDO/UICC 
1 = (Well) differentiated 
2 = Moderately well differentiated 
3 = Poorly differentiated 
4 = Undifferentiated, anaplastic 
5 = T-Cell 
6 = B-Cell (Pre-B,B-precursor) 
7 = Null cell, non-T non-B, leukaemias only 
8 = Natural Killer (NK) cell 
9 = Not determined, not stated or not applicable 
GLEASON 
0 = Score not known or not stated 
10 = Score total 10 
2 = Score total 2 
3 = Score total 3 
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4 = Score total 4 
5 = Score total 5 
6 = Score total 6 
7 = Score total 7 
8 = Score total 8 
9 = Score total 9 
FUHRMAN 
1 = Grade I 
2 = Grade II 
3 = Grade III 
4 = Grade IV 
9 = Not known 
WHO 
1 = Grade I 
2 = Grade II 
3 = Grade III 
4 = Grade IV 
9 = Not known 
OTHER 
9 = Not applicable 
NOT DETERMINED 
9 = Not applicable 


377 377 GLEASON MINOR Up to incidence date 31/12/ 2010, the Gleason 
score will be recorded as the sum of the Gleason 
Major score and Gleason Minor score.  These 
data are available using the Grade or Cell 
Type/Gleason Major variable. 
 
From 01/01/2011 onwards, the Gleason Major 
and Gleason Minor scores are recorded 
individually.  In addition to this, the Tertiary 


1 = Score total 1 
2 = Score total 2 
3 = Score total 3 
4 = Score total 4 
5 = Score total 5 
9 = Not known. 
 
Valid for all C61X prostate cancers with 
incidence date 01/01/2011 onwards.  Records for 
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component of the Gleason score is also available. 
This indicates a generally more aggressive 
pattern of tumour, and in some cases may be 
preferred as a measure with the Gleason Major to 
derive a Gleason score. 
 


different types of tumour or with earlier 
incidence dates should return blanks. 


378 378 GLEASON TERTIARY Up to incidence date 31/12/ 2010, the Gleason 
score will be recorded as the sum of the Gleason 
Major score and Gleason Minor score.  These 
data are available using the Grade or Cell 
Type/Gleason Major variable.   
 
From 01/01/2011 onwards, the Gleason Major 
and Gleason Minor scores are recorded 
individually.  In addition to this, the Tertiary 
component of the Gleason score is also available. 
This indicates a generally more aggressive 
pattern of tumour, and in some cases may be 
preferred as a measure with the Gleason Major to 
derive a Gleason score. 


1 = Score total 1 
2 = Score total 2 
3 = Score total 3 
4 = Score total 4 
5 = Score total 5 
9 = Not known. 
 
Valid for all C61X prostate cancers with 
incidence date 01/01/2011 onwards.  Records for 
different types of tumour or with earlier 
incidence dates should return blanks. 
 


379 380 MOST VALID BASIS OF 
DIAGNOSIS 


Most Valid Basis of diagnosis indicates the 
method judged to have provided or validated the 
diagnosis during the course of the illness. 


Non-microscopic  
1 = Clinical only  
2 = Clinical investigation (including x-ray, 
ultrasound, etc.)  
3 = Exploratory surgery/endoscopy/autopsy  
(without concurrent or previous histology)  
4 = Specific biochemical and/or immunological 
tests (e.g. Prostate Specific Antigen (PSA) - for 
prostate cancer or Bence Jones Protein (BJP) - 
for Myeloma) 
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 Microscopic  
5 = Cytology (including blood film or bone 
marrow aspirate)  
6 = Histology of metastasis  
7 = Histology of primary  
8 = Autopsy with concurrent or previous 
histology 
Other options  
9 = Not known  
10 = Death certificate  


381 381 HISTOLOGICAL 
VERIFICATION 


Histological Verification is microscopic 
confirmation of the histological or cytological 
diagnosis (including examination of peripheral 
blood film). For post-97 registrations, HV-
verified should correspond with Most Valid 
Basis Of Diagnosis options 5-8.  
NOTE - CIN 3 should only be registered if the 
diagnosis is based on histology,  not cytology 
alone 


1 = Verified  
2 = Not verified 
9 = Not Known 


382 382 METHOD OF 1ST 
DETECTION 


Method of first detection indicates how the 
tumour was first detected. 


1 = Screening examination 
2 = Incidental finding 
3 = Clinical presentation 
4 = Incidental finding at autopsy 
5 = Interval Cancer 
8 = Other 
9 = Not known 


383 384 CLINICAL T Clinical stage (breast and lung) indicates the 
extent of spread of the tumour at diagnosis in 
terms of clinical findings. [The Clinical TNM 
Staging Clasification will be recorded only for 
breast and lung] Breast is collected from 


BREAST 
 
1.1.1997 until 31.12.2005 
 
1 = Tumour 2cm or less in greatest dimension 
2 = Tumour more than 2cm but not more than 5cm 
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incidence date 01/01/1997 and lung will be 
collected from incidence date 01/01/2005. 
 
Stage is associated with invasive tumours only. 
 
T-size/ Extent of Primary tumour based on 
clinical examination  imagining, e.g. 
mammography. 


3 = Tumour more than 5cm in greatest dimension 
4 = Tumour of any size with direct extension to chest 
wall/skin 
X = Primary tumour cannot be assessed (e.g. removed) 
 
from 1.1.2006 
 
1 = Tumour 2cm or less in greatest dimension 
1a = More than 0.1cm but not more than 0.5cm in greatest 
dimension 
1b = More than 0.5cm but not more than 1cm in greatest 
dimension 
1c = More than 1cm but not more than 2cm in greatest 
dimension 
1m = Microinvasion 0.1cm or less in greatest dimension 
2 = More than 2cm but not more than 5cm in greatest 
dimension 
3 = More than 5cm in greatest dimension 
4 = Tumour of any size with direct extension to chest wall 
/ skin only as described in 4a – 4d 
4a = Extension to chest wall 
4b = Oedema (including peau d’orange), or ulceration of 
the skin of the breast, or satellite skin nodules confined to 
the same breast 
4c = Both 4a and 4b above 
4d = Inflammatory carcinoma 
X = Primary tumour cannot be assessed 
 
LUNG 
 
1 = Tumour 3cm or less in greatest dimension, surrounded 
by lung or visceral pleura, without bronchoscopic evidence 
of invasion more proximal than the lobar bronchus (i.e. not 
in the main bronchus) 
2 = Tumour with any of the following features of size or 
extent- More than 3cm in greatest dimension- Involves 
main bronchus, 2cm or more distant to the carina- Invades 







LINKED SMR1/SMR4/SOCRATES/GRO DEATH  CATALOG SOCRATES  January 1980  onwards  (Record Type 06A) 
 
 
 


  Page 13 of 48 


Position 
From 


Position 
To 


Field Name Description Values / Format 


visceral pleura- Associated with atelectasis or obstructive 
pneumonitis which extends to the hilar region but does not 
involve the entire lung 
3 = Tumour size that directly invades any of the 
following- Chest wall, including superior sulcus tumours- 
Diaphragm- Mediastinal pleura- Parietal pericardium- Or 
tumour in the main bronchus less than 2 cm distal to the 
carina, but without involvement of the carina, or 
associated atelectasis or obstructive pneumonitis of the 
entire lung 
4 = Tumour of any size that invades any of the following: 
mediastinum, heart, great vessels, trachea, oesophagus, 
vertebral body, carina or separate tumour nodule(s) in the 
same lobe; or tumour with malignant pleural effusion 
X = Primary Tumour cannot be assessed 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


385 386 CLINICAL N N - Condition of regional lymph nodes/glands 
based on clinical examination  imaging 


BREAST 
 
1.1.1997 until 31.12.2005 
 
0 = No regional LN metastases 
1 = Mets to ipsilateral (same side) axillary nodes 
2 = Mets to ipsilateral ax. nodes fixed to each other/other 
structures 
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3 = Mets to ipsilateral internal mammary LNs 
X = Regional lymph nodes cannot be assessed 
 
from 1.1.2006 
 
0 = No regional LN metastasis 
1 = Metastasis in movable ipsilateral (same side) axillary 
lymph node(s) 
2 = Metastasis in fixed ipsilateral axillary lymph node(s) 
or in clinically apparent* ipsilateral internal mammary 
lymph node(s) in the absence of clinically evident axillary 
lymph node metastasis. 
2a = Metastasis in axillary lymph node(s) fixed to one 
another or to other structures 
2b = Metastasis only in clinically apparent* internal 
mammary lymph node(s) and in the absence of clinically 
evident axillary lymph node metastasis 
3 = Metastasis in ipsilateral infraclavicular lymph node(s) 
with or without axillary lymph node involvement; or in 
clinically apparent* ipsilateral internal mammary lymph 
node(s)  in the presence of clinically evident axillary 
lymph node metastasis; or metastasis in ipsilateral 
supraclavicular lymph node(s) with or without axillary or 
internal mammary lymph node involvement 
3a = Metastasis in infraclavicular lymph nodes 
3b = Metastasis in internal mammary and axillary lymph 
nodes 
3c = Metastasis in supraclavicular lymph nodes 
X = Regional lymph nodes cannot be assessed 
 
LUNG 
 
0 = No regional LN metastases 
1 = Metastasis in ipsilateral pericrocnchial and /or 
ipsilateral hilar lymph nodes and intrapulmonary nodes, 
including involvement by direct extension 
2 = Metastasis in ipsilateral mediastinal and/or subcrinal 
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lymph node(s) 
3  = Metastasis in contralateral mediastial, contralateral 
hilar, ipsilateral or contralateral scalene or supraclavicular 
lymph node(s) 
X = Regional lymph nodes cannot be assessed 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


387 388 CLINICAL M M - Indicates distant metastases.    BREAST 
 
1.1.1997 until 31.12.2005 
 
0 = No distant metastases 
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1 = Distant metastases inc supraclavicular LNs 
X = Presence of distant metastases cannot be assessed 
 
from 1.1.2006 
 
X = Presence of distant metastases cannot be assessed 
0 = No distant metastases 
1 = Distant Metastases (including metastases  to 
supraclavicular lymph nodes and/or contralateral axillary 
lymph nodes)  
 
Note: Supraclavicular lymph node involvement, 
recorded as metastasis in TNM5, should now be 
classified as N3c in TNM6. 
 
LUNG 
 
0 = No distant metastases 
1 = Distant metastasis, includes separate tumour nodule(s) 
in a different lobe (ipsilateral or contralateral) 
X = Distant metastasis cannot be assessed 
 
 
 
 
 
 
 
 
 
 


389 390 PATHOLOGICAL T Pathological Stage (breast and lung) indicates the 
extent of the spread of the tumour at diagnosis in 
terms of the pathological findings. 
 


BREAST 
 
1.1.1997 until 31.12.2005 
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[The pathological TNM staging classification 
will be recorded only for breast and lung] 
Breast and lung will be collected from incidence 
01/01/2005.  
 
Stage is associated with invasive tumours only. 
 
T-size/ Extent of Primary tumour based on 
clinical examination  imagining, e.g. 
mammography 
 
 


1 = Tumour 2cm or less in greatest dimension 
2 = Tumour more than 2cm but not more than 5cm 
3 = Tumour more than 5cm in greatest dimension 
4 = Tumour of any size with direct extension to chest 
wall/skin 
X = Primary tumour cannot be assessed (e.g. removed) 
 
from 1.1.2006 
 
1 = Tumour 2cm or less in greatest dimension 
1a = More than 0.1cm but not more than 0.5cm in greatest 
dimension 
1b = More than 0.5cm but not more than 1cm in greatest 
dimension 
1c = More than 1cm but not more than 2cm in greatest 
dimension 
1m = Microinvasion 0.1cm or less in greatest dimension 
2 = More than 2cm but not more than 5cm in greatest 
dimension 
3 = More than 5cm in greatest dimension 
4 = Tumour of any size with direct extension to chest wall 
/ skin only as described in 4a – 4d 
4a = Extension to chest wall 
4b = Oedema (including peau d’orange), or ulceration of 
the skin of the breast, or satellite skin nodules confined to 
the same breast 
4c = Both 4a and 4b above 
4d = Inflammatory carcinoma 
X = Primary tumour cannot be assessed 
 
 
 
 
LUNG 
 
1 = Tumour 3cm or less in greatest dimension, surrounded 
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by lung or visceral pleura, without bronchoscopic evidence 
of invasion more proximal than the lobar bronchus (i.e. not 
in the main bronchus) 
2 = Tumour with any of the following features of size or 
extent- More than 3cm in greatest dimension- Involves 
main bronchus, 2cm or more distant to the carina- Invades 
visceral pleura- Associated with atelectasis or obstructive 
pneumonitis which extends to the hilar region but does not 
involve the entire lung 
3 = Tumour size that directly invades any of the 
following- Chest wall, including superior sulcus tumours- 
Diaphragm- Mediastinal pleura- Parietal pericardium- Or 
tumour in the main bronchus less than 2 cm distal to the 
carina, but without involvement of the carina, or 
associated atelectasis or obstructive pneumonitis of the 
entire lung 
4 = Tumour of any size that invades any of the following: 
mediastinum, heart, great vessels, trachea, oesophagus, 
vertebral body, carina or separate tumour nodule(s) in the 
same lobe; or tumour with malignant pleural effusion 
X = Primary Tumour cannot be assessed 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


391 392 PATHOLOGICAL N N - Condition of regional lymph nodes/glands 
based on clinical examination  imaging 


BREAST 
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1.1.1997 until 31.12.2005 
 
0 = No regional LN metastases 
1 = Mets to ipsilateral (same side) axillary nodes 
2 = Mets to ipsilateral ax. nodes fixed to each other/other 
structures 
3 = Mets to ipsilateral internal mammary LNs 
X = Regional lymph nodes cannot be assessed 
 
from 1.1.2006 
 
0 = No regional LN metastasis 
1 = Metastasis in movable ipsilateral (same side) axillary 
lymph node(s) 
2 = Metastasis in fixed ipsilateral axillary lymph node(s) 
or in clinically apparent* ipsilateral internal mammary 
lymph node(s) in the absence of clinically evident axillary 
lymph node metastasis. 
2a = Metastasis in axillary lymph node(s) fixed to one 
another or to other structures 
2b = Metastasis only in clinically apparent* internal 
mammary lymph node(s) and in the absence of clinically 
evident axillary lymph node metastasis 
3 = Metastasis in ipsilateral infraclavicular lymph node(s) 
with or without axillary lymph node involvement; or in 
clinically apparent* ipsilateral internal mammary lymph 
node(s)  in the presence of clinically evident axillary 
lymph node metastasis; or metastasis in ipsilateral 
supraclavicular lymph node(s) with or without axillary or 
internal mammary lymph node involvement 
3a = Metastasis in infraclavicular lymph nodes 
3b = Metastasis in internal mammary and axillary lymph 
nodes 
3c = Metastasis in supraclavicular lymph nodes 
X = Regional lymph nodes cannot be assessed 
 
LUNG 
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0 = No regional LN metastases 
1 = Metastasis in ipsilateral pericrocnchial and /or 
ipsilateral hilar lymph nodes and intrapulmonary nodes, 
including involvement by direct extension 
2 = Metastasis in ipsilateral mediastinal and/or subcrinal 
lymph node(s) 
3  = Metastasis in contralateral mediastial, contralateral 
hilar, ipsilateral or contralateral scalene or supraclavicular 
lymph node(s) 
X = Regional lymph nodes cannot be assessed 
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393 394 PATHOLOGICAL M M - Indicates distant metastases.    BREAST 
 
1.1.1997 until 31.12.2005 
 
0 = No distant metastases 
1 = Distant metastases inc supraclavicular LNs 
X = Presence of distant metastases cannot be assessed 
 
from 1.1.2006 
 
X = Presence of distant metastases cannot be assessed 
0 = No distant metastases 
1 = Distant Metastases (including metastases  to 
supraclavicular lymph nodes and/or contralateral axillary 
lymph nodes)  
 
LUNG 
 
0 = No distant metastases 
1 = Distant metastasis, includes separate tumour nodule(s) 
in a different lobe (ipsilateral or contralateral) 
X = Distant metastasis cannot be assessed


395 395 CLINICAL EXTENT OF 
DISEASE 


Clinical Extent of Disease is collected for 
invasive lung tumours of 01/01/2005 incidence 
data. 
Indicates the extent of spread of invasive lung 
tumour. 


1 = Localised 
2 = Regional Spread 
3 = Distant Metastases 
4 = Not Known 


396 397 DUKES’ STAGE 
COLORECTAL 


Stage (Colorectal) indicates the extent of spread 
of the invasive tumour at diagnosis in terms of 
the pathological and/or clinical findings for 
Socrates. Extent of Primary tumour for 
Colorectal cancer - Dukes’ staging is primarily 
based on histological findings. 


Dukes’ Staging Classification Options: 
A =  Tumour limited to muscularis propria 
(muscle coat), regional lymph nodes negative 
B =  Tumour invades through muscularis propria 
into serosa/subserosa or through peritoneum but 
regional lymph nodes negative 
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 C1 = Regional lymph nodes positive but apical 
node negative. 
C2 = Regional lymph nodes positive, apical 
lymph node positive 
C =  Regional lymph nodes positive (apical node 
status unknown or not stated). 
D =  Distant metastases (e.g. liver)  
9 = Not Known 


398 399 FIGO STAGE CERVIX / 
OVARY – AFTER SURGERY 
(FINAL) 


FIGO Stage indicates the extent of spread of the 
invasive primary tumour for Cervix and ovary at 
diagnosis in terms of the pathological and/or 
clinical findings for Socrates. 
From 01/01/1997  FIGO stage will be collected 
for invasive tumours of the cervix. From 
01/01/2005 incidence date FIGO stage will also 
be collected for invasive tumours of the ovary. 
 


FIGO CERVIX 
1 = Tumour strictly confined to the cervix (cx) 
2 = Beyond cx,not pelvic wall or lower 1/3 of 
vagina 
3 = Pelvic wall,lower 1/3 vagina,hydronephrosis 
4 = Beyond pelvis,bone, or into mucosa of 
bladder/rectum 
9 = Not Known 
FIGO OVARY 
1a = Tumour limited to one ovary;capsule 
intact,no mal cells in ascites or peritoneal 
washings 
1b = Both ovaries;capsule intact,no mal cells in 
ascites or peritoneal washings 
1c = One or both ovaries;capsule ruptured, 
tumour on surface,mal cells in ascites or 
peritoneal washings 
2a = Extension to uterus; no mal cells in ascites 
or peritoneal washings 
2b = Extension to other pelvic tissues; no mal 
cells in ascites or peritoneal washings 
2c = Pelvic extension with mal cells in ascites or 
peritoneal washings 
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3a = Microscopic peritoneal metastasis beyond 
pelvis 
3b = Macroscopic peritoneal metastasis beyond 
pelvis 2cm or less in greatest dimension 
3c = Peritoneal metastasis beyond pelvis more 
than 2cm in greatest dimension and/or regional 
lymph node mets 
4 = Distant metastasis (excludes peritoneal 
metastasis) 
9 = Not known 


400 401 FIGO STAGE CERVIX / 
OVARY – BEFORE 
SURGERY 


FIGO Stage indicates the extent of spread of the 
invasive primary tumour for Cervix and ovary at 
diagnosis in terms of the pathological and/or 
clinical findings for Socrates. FIGO stage will be 
collected for all tumours of the cervix and ovary 
from an incidence date of 01/01/2005. 
 


FIGO CERVIX 
1 = Tumour strictly confined to the cervix (cx) 
2 = Beyond cx,not pelvic wall or lower 1/3 of 
vagina 
3 = Pelvic wall,lower 1/3 vagina,hydronephrosis 
4 = Beyond pelvis,bone, or into mucosa of 
bladder/rectum 
9 = Not Known 
FIGO OVARY 
1a = Tumour limited to one ovary;capsule 
intact,no mal cells in ascites or peritoneal 
washings 
1b = Both ovaries;capsule intact,no mal cells in 
ascites or peritoneal washings 
1c = One or both ovaries;capsule ruptured, 
tumour on surface,mal cells in ascites or 
peritoneal washings 
2a = Extension to uterus; no mal cells in ascites 
or peritoneal washings 
2b = Extension to other pelvic tissues; no mal 
cells in ascites or peritoneal washings 
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2c = Pelvic extension with mal cells in ascites or 
peritoneal washings 
3a = Microscopic peritoneal metastasis beyond 
pelvis 
3b = Macroscopic peritoneal metastasis beyond 
pelvis 2cm or less in greatest dimension 
3c = Peritoneal metastasis beyond pelvis more 
than 2cm in greatest dimension and/or regional 
lymph node mets 
4 = Distant metastasis (excludes peritoneal 
metastasis) 
9 = Not known 


402 404 PATHOLOGICAL TUMOUR 
SIZE 


Pathological tumour size is the maximum 
diameter in mm of the invasive component of the 
tumour in the fresh or fixed state on the 
histological preparation.  If the two 
measurements are discrepant then that obtained 
from the histological (fixed) section(s) should be 
recorded. The tumour (not the excised specimen) 
with the greatest diameter should be used. This is 
collected for invasive breast tumours only. 


Option range: 000-999 or NK - not known 


405 405 NODES EXAMINED Pathological nodal status -Indicates if the 
regional lymph nodes were examined. 
Associated with invasive breast cancer only. 


0 = No   
1 = Yes, a sample   
2 = Yes, axillary node clearance   
9 = Not Known 


406 407 NUMBER EXAMINED Pathological nodal status -Indicates how many of 
the regional lymph nodes were examined 


Option range: 00-99 or NK - not known 


408 408 POSITIVE NODES Pathological nodal status -Indicates if any of the 
regional lymph nodes were positive 


0 = No   
1 = Yes   
9 = Not Known 


409 410 NUMBER POSITIVES Pathological nodal status -Indicates how many of Option range: 0-99 or NK - not known 
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the regional lymph nodes were positive 
411 411 OESTROGEN RECEPTOR 


STATUS 
Record status regardless of any qualifying 
statements, e.g. weakly positive. 
This is collected for invasive breast tumours 
only. 


0 = Negative 
1 = Positive 
2 = Borderline 
9 = Not known 


412 412 HERCEPTIN RECEPTOR 
STATUS 


Record status regardless of any qualifying 
statements, e.g. weakly positive. 
This is collected for invasive breast tumours 
only. 


0 = Negative 
1 = Positive 
9 = Not known 
 


413 413 PROGESTERONE 
RECEPTOR STATUS 


Record status regardless of any qualifying 
statements, e.g. weakly positive. 
This is collected for invasive breast tumours 
only. 


0 = Negative 
1 = Positive 
2 = Borderline 
9 = Not known 


414 418 BRESLOW THICKNESS (MM) This is collected for registrations of cutaneous 
malignant melanoma. This is a measure of the 
depth of invasion of the melanoma into the skin 
in mm. 


Option Range: 00 – 99 or ## – not known 


419 421 CLARK'S LEVEL This is a measure of depth of invasion of the 
melanoma into the skin. 


I = Level I 
II = Level II 
III = Level III 
IV = Level IV 
NK = Not Known 
V = Level V 


422 422 MICROINVASIVE The term ‘microinvasive’ is used to describe a 
degree of invasion which is not associated with 
any risk of nodal metastasis and is sufficiently 
small to treat by local or conservative means. 


0 = No 
1 = Yes 
9 = Not known 


423 423 ENTERED INTO CLINICAL 
TRIAL 


Formerly Treatment Protocol Used.  Indicates 
if patient has been entered into a specific trial. 
Not reliable – not to be used for analysis. 


0 = No 
1 = Yes 
9 = Not Known 
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TREATMENT INFORMATION (positions 422-531) 
Information on treatments is most complete during the first 6 months following diagnosis as this is the minimum period during which confirmation of a 
registration of a cancer diagnosis on SOCRATES is withheld. All treatment information (including dates) refers to the first treatment within each 
modality (i.e. surgery, radiotherapy, chemotherapy, hormone therapy and other therapy). 


424 424 TREATED WITH SURGERY Surgery -there are 4 options for this treatment 
field: 


0 = No  
1 = Yes  
7 = Planned  
9 = Not known 


425 432 EARLIEST DATE SURGERY Date of first surgical treatment CCYYMMDD (if applicable) 
433 438 HOSPITAL/GP SURGERY Location code/practice code of Hospital/GP 


practice where a surgical treatment was first 
carried out (if applicable) 


Each location is assigned a unique five-character 
code, made up of an alpha-prefix usually 
referring to a health board, followed by a three-
digit serial number, and ending with an alpha-
suffix representing the type of location. 
(ANNNA) 
When a hospital closes its code is not re-
allocated to another hospital.  
Hospital Codes are used to record the location at 
which health activity takes place, e.g. the point 
of delivery of health care. 
Each GP practice in Scotland is identified by a 
unique code. The practice code is a four digit 
code plus a check digit with ranges of code 
allocated to each Health Board. 


439 439 REFERRED TO 
RADIOTHERAPY DEPT. 


Referred to radiotherapy department 0 = No 
1 = Yes  
7 = Planned to refer  
9 = Not known 


440 440 TREATED WITH 
RADIOTHERAPY 


Indicates if patient has been Treated with 
radiotherapy. Radiotherapy is either external 
beam, or the radioactive source can be 


0 = No  
1 = Yes  
7 = Planned  







LINKED SMR1/SMR4/SOCRATES/GRO DEATH  CATALOG SOCRATES  January 1980  onwards  (Record Type 06A) 
 
 
 


  Page 27 of 48 


Position 
From 


Position 
To 


Field Name Description Values / Format 


introduced directly into the patient’s body. 
Radiotherapy may be used for: curative treatment 
e.g. early seminomas, palliative treatment to 
contain the tumour & control symptoms e.g. 
metastatic breast cancer, in combination with 
other curative treatments e.g. for tumours of the 
cervix, and to sites other than the primary or 
metastases e.g. organ ablation or prophylaxis 


9 = Not known 


441 441 RADIOTHERAPY TO 
PRIMARY 


Radiotherapy treatment to Primary site. N = No 
Y = Yes  
U = Not known 


442 442 RADIOTHERAPY TO 
METASTASES 


Radiotherapy treatment to Metastases N = No 
Y = Yes  
U = Not known 


443 443 RADIOTHERAPY TO OTHER Radiotherapy treatment Other such as organ 
ablation or prophylaxis. 


N = No 
Y = Yes  
U = Not known 


444 451 EARLIEST DATE 
RADIOTHERAPY 


Date of first Radiotherapy treatment CCYYMMDD (if applicable) 


452 457 HOSPITAL/GP 
RADIOTHERAPY 


Location code of Hospital where Radiotherapy 
was first carried out (if applicable) 


 


458 458 TREATED WITH 
CHEMOTHERAPY 


Indicates if patient has had Systemic 
chemotherapy treatment. 


0 = No  
1 = Yes 
7 = Planned  
9 = Not known 


459 466 EARLIEST DATE 
CHEMOTHERAPY 


Date of first Chemotherapy CCYYMMDD (if applicable) 


467 472 HOSPITAL/GP 
CHEMOTHERAPY 


Location code/practice code of Hospital/GP 
practice of first Chemotherapy (if applicable) 


 


473 473 TREATED WITH HORMONE Indicates if patient has had Hormone  treatment. 
Most likely to apply to Breast, Prostate, 


0 = No  
1 = Yes  
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Endometrial (uterus) and to a lesser extent, 
hypernephroma 


7 = Planned  
9 = Not known 


474 481 EARLIEST DATE HORMONE Date of first Hormone Therapy CCYYMMDD (if applicable) 
482 487 HOSPITAL/GP HORMONE Location code/practice code of Hospital/GP 


practice initiating Hormone Therapy (if 
applicable) 


 


488 488 TREATED WITH OTHER 
THERAPY 


Other Therapy 0 = No  
1 = Yes  
7 = Planned  
9 = Not known 


489 518 TYPE OF OTHER THERAPY Indicates the type of other therapy treatment 
carried out. 
Other therapy examples: 
Cryotherapy/cold coagulation, Diathermy, Laser 
therapy 
Immunotherapy or Biotherapy 
Transfusion, Stem cell support, Venesection 


Text 


519 526 EARLIEST DATE OTHER 
THERAPY 


Date of first Other Therapy CCYYMMDD (if applicable) 
 


527 532 HOSPITAL/GP OTHER 
THERAPY 


Location code/practice code of Hospital/GP 
surgery where Other Therapy was first carried 
out (if applicable) 


 


533 533 THERAPY OBJECTIVES 
(TECHNICALLY NOT PART 
OF THE SOCRATES 
TREATMENT 
INFORMATION SECTION) 


Intent most likely to be curative in early stage of 
disease e.g. microinvasive, or non invasive e.g. 
in situ disease. 
T1  or T2  N0  M0 , node negative breast cancer, 
Dukes’ A colorectal cancer, FIGO  I cervix 
cancer. Intent unlikely to be curative in advanced 
disease e.g. M1  breast cancer, Dukes’ D, FIGO 
IV. 
Not reliable - not to be used for analysis 


1 = Curative intent  
2 = Non-curative intent (Palliative)  
9 = Not known 
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534 543 OUTPUT AREA 2001   
544 550 OUTPUT AREA 1991   
551 552 LOCAL GOVT DISTRICT Local Government District DISTRICT 1975 – 85 1986 - 95 


Berwickshire 27 01 
Ettrick & Lauderdale 25 02 
Roxburgh 26 03 
Tweeddale 24 04 
Clackmannan 28 05 
Falkirk 30 06 
Stirling 29 07 
Annandale & Eskdale 53 08 
Nithsdale 52 09 
Stewartry 51 10 
Wigtown (Merrick) 50 11 
Dunfermline 19 12 
Kirkcaldy 17 13 
North East Fife 18 14 
Aberdeen City 12 15 
Banff & Buchan 10 16 
Gordon 11 17 
Kincardine & Deeside 13 18 
Moray 09 19 
Badenoch & Strathspey 07 20 
Caithness 01 21 
Inverness 06 22 
Lochaber 05 23 
Nairn 08 24 
Ross & Cromarty 03 25 
Skye & Lochalsh 04 26 
Sutherland 02 27 
East Lothian 23 28 
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Edinburgh City 21 29 
Midlothian 22 30 
West Lothian 20 31 
Argyll & Bute 31 32 
Bearsden & Milngavie 35 33 
Clydebank 34 34 
Cumbernauld 37 35 
Doon Valley 49 36 
Cunninghame 46 37 
Dumbarton 32 38 
East Kilbride 41 39 
Eastwood 42 40 
Glasgow City 33 41 
Hamilton 40 42 
Inverclyde 45 43 
Kilmarnock & Loudoun 47 44 
Kyle & Carrick 48 45 
Clydesdale (Prev. Lanark) 43 46 
Monklands 38 47 
Motherwell 39 48 
Renfrew 44 49 
Strathkelvin 36 50 
Angus 14 51 
Dundee City 15 52 
Perth & Kinross 16 53 
Orkney 54 54 
Shetland 55 55 
Western Isles 56 56 
No Fixed Abode 57 57 
Remainder Of England 58 58 
Cumbria 59 59 







LINKED SMR1/SMR4/SOCRATES/GRO DEATH  CATALOG SOCRATES  January 1980  onwards  (Record Type 06A) 
 
 
 


  Page 31 of 48 


Position 
From 


Position 
To 


Field Name Description Values / Format 


Tyne and Wear 60 60 
Northumberland 61 61 
Wales 62 62 
Northern Ireland 63 63 
Commonwealth 64 64 
Other Foreign Countries 65 65 
Not Known 66 66 
Else 67 67 
U.K. Dependent Territories 68 68 


553 558 GRID REF EASTING   
559 565 GRID REF NORTHING   
566 567 LOCAL COUNCIL AREA   
568 568 URBAN / RURAL Urban Rural code The urban/rural marker on SMR is from the 


2007/08 Scottish Government Urban Rural 
Classification. 
The urban/rural marker is split into 8 categories 
using the total population of one continuous 
area.  The categories are : 


1. 'Large Urban Areas: Settlements of 
>=125,000 people' 


2. 'Other Urban Areas: Settlements of 
10,000-124,999 people' 


3. 'Accessible Small Towns: 3000-10000, 
<30 min drive S>=10000' 


4. 'Remote Small Towns: 3000-10000, 30-
59 min drive S>=10000' 


5. 'Very Remote Small Towns: 3000-10000, 
>=60 min drive S>=10000' 


6. 'Accessible Rural: <3000, <30 min drive 
S>=10000' 


7. 'Remote Rural: <3000, 30-59 min drive 
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S>=10000' 
8. 'Very Remote Rural: <3000, >=60 min 


drive S>=10000'. 


The GRO normally use categories 1-5 to signify 
an urban area and 6 to signify a rural area. 


The total population for a given area is found by 
taking each town and adding each directly 
adjacent town i.e. those which make up one 
continuous area.  Glasgow and Paisley are in the 
same continuous area, as are Edinburgh and 
Musselburgh, however Penicuik and Edinburgh 
are not in the same continuous area. 


All postcodes that lie within each continuous 
area are then assigned a category based on the 
population for the total continuous area i.e. 
Paisley postcodes will have an urban/rural 
category of 1 even though there are clearly less 
than 1,000,000 people living in Paisley alone. 


569 577 DATAZONE   
578 586 AGGREGATED DATAZONE Sometimes known as intermediate zone.  
587 592 SIMD 2009 V2 Score The SIMD 2009 V2 Score is an area based 


measure, calculated at data zone level and has 
seven domains (income, employment, education, 
housing, health, crime and geographical access). 
These have been combined into an overall index 
or score. Please note that SIMD 2009 V2 values 
may appear for records prior to 1999, however 
ISD recommendations are to use SIMD for trend 
analyses from 1999 onwards.  For trend analyses 
back to 1991, use the 2001 census based 
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Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html   


593 593 SIMD 2009 V2 Scotland 
Quintile 


A categorisation which divides the Scottish 
population into five equal categories based on 
the range of SIMD 2009 V2 scores so that 20% 
of the population falls into each quintile 
(population weighted). Quintile 1 is the MOST 
deprived, quintile 5 the LEAST deprived. Please 
note that SIMD 2009 V2 values may appear for 
records prior to 1999, however ISD 
recommendations are to use SIMD for trend 
analyses from 1999 onwards.  For trend analyses 
back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 


 


594 595 SIMD 2009 V2 Scotland 
Decile 


A categorisation which divides the Scottish 
population into ten equal categories based on the 
range of SIMD 2009 V2 scores so that 10% of 
the population falls into each decile (population 
weighted). Decile 1 is the MOST deprived, 
decile 10 the LEAST deprived. Please note that 
SIMD 2009 values may appear for records prior 
to 1999, however ISD recommendations are to 
use SIMD for trend analyses from 1999 onwards. 
For trend analyses back to 1991, use the 2001 
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census based Carstairs deprivation.  For trend 
analyses back to before 1991, use the 1991 
census based Carstairs deprivation.  See ISD 
online for further information - 
http://www.isdscotland.org/isd/3211.html 


596 596 SIMD 2009 V2 Health Board 
Quintile 


A categorisation which divides the population of 
each Health Board into five equal categories 
based on the range of SIMD 2009 V2 scores so 
that 20% of the population falls into each quintile 
(population weighted). Quintile 1 is the MOST 
deprived, quintile 5 the LEAST deprived. Please 
note that SIMD 2009 V2 values may appear for 
records prior to 1999, however ISD 
recommendations are to use SIMD for trend 
analyses from 1999 onwards.  For trend analyses 
back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 


 


597 598 SIMD 2009 V2 Health Board 
Decile 


A categorisation which divides the population of 
each Health Board into ten equal categories 
based on the range of SIMD 2009 V2 scores so 
that 10% of the population falls into each decile 
(population weighted). Decile 1 is the MOST 
deprived, decile 10 the LEAST deprived. Please 
note that SIMD 2009 values may appear for 
records prior to 1999, however ISD 
recommendations are to use SIMD for trend 
analyses from 1999 onwards.  For trend analyses 
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back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 


599 599 SIMD 2009 V2 Top 15% 
Marker 


A marker (1=yes, 0=no) to determine whether 
the data zone is amongst the top 15% most 
deprived data zones in Scotland based on the 
SIMD 2009 V2 score. Please note that SIMD 
values may appear for records prior to 1999, 
however ISD recommendations are to use SIMD 
for trend analyses from 1999 onwards.  For trend 
analyses back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 
information - 
http://www.isdscotland.org/isd/3211.html 
 


1 = yes 
0 = no 


600 600 SIMD 2009 V2 Bottom 15% 
Marker 


A marker (1=yes, 0=no) to determine whether 
the data zone is amongst the bottom 15% most 
deprived data zones in Scotland based on the 
SIMD 2009 V2 score. Please note that SIMD 
values may appear for records prior to 1999, 
however ISD recommendations are to use SIMD 
for trend analyses from 1999 onwards.  For trend 
analyses back to 1991, use the 2001 census based 
Carstairs deprivation.  For trend analyses back to 
before 1991, use the 1991 census based Carstairs 
deprivation.  See ISD online for further 


1 = yes 
0 = no 
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information - 
http://www.isdscotland.org/isd/3211.html 


601 606 CARSTAIRS 2001 SCORE The Carstairs Deprivation Score is an area based 
measure, calculated at postcode sector level and 
is derived from four 2001 census variables: over 
crowding, male unemployment, social class and 
car ownership. These items are combined to 
create a composite score.   


 


607 607 CARSTAIRS 2001QUINTILES 
FOR SCOTLAND 


A categorisation which divides the Scottish 
population into five equal categories based on 
the range of Carstairs deprivation scores so that 
20% of the population falls into each quintile 
(population weighted). Quintile 1 is the least 
deprived, quintile 5 the most deprived. 


 


608 609 CARSTAIRS 2001 DECILES 
FOR SCOTLAND 


A categorisation which divides the Scottish 
population into ten equal categories based on the 
range of Carstairs deprivation scores so that 10% 
of the population falls into each decile 
(population weighted). Decile 1 is the least 
deprived, decile 10 the most deprived. 


 


610 610 CARSTAIRS 2001 QUINTILES 
WITHIN HB 


A categorisation which divides the population of 
each Health Board into five equal categories 
based on the range of Carstairs 2001 deprivation 
scores so that 20% of the population falls into 
each quintile (population weighted). Quintile 1 is 
the least deprived, quintile 5 the most deprived. 


 


611 612 CARSTAIRS 2001 DECILES 
WITHIN HB 


A categorisation which divides the population of 
each Health Board into ten equal categories 
based on the range of Carstairs 2001 deprivation 
scores so that 10% of the population falls into 
each decile (population weighted). Decile 1 is the 
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least deprived, decile 10 the most deprived. 
613 618 CARSTAIRS 1991 DEP 


SCORE 
The Carstairs Deprivation Score is an area based 
measure, calculated at postcode sector level and 
is derived from four 1991 census variables: over 
crowding, male unemployment, social class and 
car ownership. These items are combined to 
create a composite score.   


 


619 619 CARSTAIRS 1991 DEP 
QUINTILE 


A categorisation which divides the Scottish 
population into five equal categories based on 
the range of Carstairs deprivation scores so that 
20% of the population falls into each quintile 
(population weighted). Quintile 1 is the least 
deprived, quintile 5 the most deprived. 


 


620 621 CARSTAIRS 1991 DEP 
DECILE 


A categorisation which divides the Scottish 
population into ten equal categories based on the 
range of Carstairs deprivation scores so that 10% 
of the population falls into each decile 
(population weighted). Decile 1 is the least 
deprived, decile 10 the most deprived. 


 


622 622 CARSTAIRS 1991 DEP 
CATEGORY 


The Deprivation Category is derived by dividing 
the Deprivation Score into seven categories, 
ranging from very high deprivation (category 7)  
to very low (category 1).  The Scottish 
population is unevenly distributed between these 
seven categories with the middle range (3 & 4) 
holding a greater proportion than the extremes. 


 


623 624 PARL CONSTITUENCY   
625 626 SCOTTISH PARL 


CONSTITUENCY 
  


627 630 ELECTORAL WARD   
631 637 NUTS   
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638 646 CHP_RES Community Health Partnerships, known as CHPs 
are subdivisions of NHS Boards in Scotland.   


9 digit codes are used to represent CHPs and 
take the format S03NNNNNN. Some CHPs are 
co-terminous with Council Areas.  Note that 
some Council Areas contain several CHPs. From 
April 2011 CHP derivation changed to reflect 
the new Glasgow City CHP, created by the 
merger of the 5 individual Glasgow City CHPs. 


647 655 CHP sub area Community Health Partnership sub area (from 
April 2011 onwards) 


9 digit codes are used to represent CHP sub 
areas and take the format S26NNNNNN 


656 664 HBRES_CURRENT A 9-digit code representing the area where the 
patient usually resides.  The current 
configuration of NHS Boards came into being on 
1st April 2006.  At this time, NHS Argyll & 
Clyde was dissolved.  NHS Greater Glasgow and 
NHS Highland both took over parts of the former 
NHS Argyll and Clyde. 
 
In cases where the patient does not usually reside 
in Scotland, codes have been assigned for these 
specific circumstances. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K 


665 673 HBRES_HISTORIC A 9-digit code representing the area where the 
patient usually resides. 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
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15 NHS Boards existed from 1974 – 31st March 
2006, at this time, NHS Argyll & Clyde was 
dissolved. 
 
In cases where the patient does not usually reside 
in Scotland, codes have been assigned for the 
specific circumstances. 


S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K            


674 680 FILLER   
681 681 OLD REGISTRY This uniquely identifies which one of the five 


Scottish regional registries has made the 
registration. Mandatory for Pre-97 tumours 


1 = North (Inverness)  
2 = North-East (Aberdeen)  
3 = East (Dundee)  
4 = South-East (Edinburgh)  
5 = West (Glasgow) 


682 682 OLD GRO CODE   
683 683 SOCIAL CLASS Social Class - Derived from the occupation code 


of the patient on the incidence date 
 


684 686 OCCUPATION Occupation of patient at time of registration. This 
is a 3 digit code according to OPCS 
classifications. 


Range: 001-350, 666 &777 


687 691 PARISH CODE Parish area - Derived from the Postcode of the 
patient on the incidence date 
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692 699 DATE INTO BATCH   
700 703 OLD BATCH CODE Batch numbers allocated to data prior to DTC 


1997 
 


704 712 Diagnosis NHS Board Code 
(Current) 


A 9-digit code representing the NHS Board in 
which the patient was first diagnosed (14 NHS 
Board configuration).  
In a very small number of cases the patient may 
have been diagnosed at home (domiciliary 
treatment) or at The State Hospital (or at the 
Golden Jubilee Hospital). 
For domiciliary cases, the NHS Board of 
Diagnosis is recorded as the same as the patient’s 
NHS Board of Residence.  The State Hospital 
has its own 9 digit code. 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K 


713 721 Diagnosis NHS Board Code 
(Previous) 


A 9-digit code representing the NHS Board in 
which the patient was first diagnosed (15 NHS 
Board configuration). 
In a very small number of cases the patient may 
have been diagnosed at home (domiciliary 
treatment) or at The State Hospital (or at the 
Golden Jubilee Hospital). 
For domiciliary cases, the NHS Board of 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
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Diagnosis is recorded as the same as the patient’s 
NHS Board of Residence.  The State Hospital 
has its own 9 digit code. 


S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K            


722 730 Surgery NHS Board Code 
(Current) 


A 9-digit code representing the NHS Board in 
which the patient was treated (14 NHS Board 
configuration). 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K 
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731 739 Surgery NHS Board Code 
(Previous) 


A 9-digit code representing the NHS Board in 
which the patient was treated (15 NHS Board 
configuration). 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K            


740 748 Radio NHS Board Code 
(Current) 


A 9-digit code representing the NHS Board in 
which the patient was treated (14 NHS Board 
configuration). 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
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S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K 


749 757 Radio NHS Board Code 
(Previous) 


A 9-digit code representing the NHS Board in 
which the patient was treated (15 NHS Board 
configuration) 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K            


758 766 Chemo NHS Board Code 
(Current) 


A 9-digit code representing the NHS Board in 
which the patient was treated (14 NHS Board 
configuration). 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
08000004 NHS Fife 
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S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K 


767 775 Chemo NHS Board Code 
(Previous) 


A 9-digit code representing the NHS Board in 
which the patient was treated (15 NHS Board 
configuration). 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 







LINKED SMR1/SMR4/SOCRATES/GRO DEATH  CATALOG SOCRATES  January 1980  onwards  (Record Type 06A) 
 
 
 


  Page 45 of 48 


Position 
From 


Position 
To 


Field Name Description Values / Format 


S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K            


776 784 Hormone NHS Board Code 
(Current) 


A 9-digit code representing the NHS Board in 
which the patient was treated (14 NHS Board 
configuration). 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K 


785 793 Hormone NHS Board Code 
(Previous) 


A 9-digit code representing the NHS Board in 
which the patient was treated (15 NHS Board 
configuration). 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 







LINKED SMR1/SMR4/SOCRATES/GRO DEATH  CATALOG SOCRATES  January 1980  onwards  (Record Type 06A) 
 
 
 


  Page 46 of 48 


Position 
From 


Position 
To 


Field Name Description Values / Format 


S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K            


794 802 Other NHS Board Code 
(Current) 


A 9-digit code representing the NHS Board in 
which the patient was treated (14 NHS Board 
configuration). 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08100001 National Facility 
S08100008 The State Hospital 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
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S08200004 Outside U.K 
803 811 Other NHS Board Code 


(Previous) 
A 9-digit code representing the NHS Board in 
which the patient was treated (15 NHS Board 
configuration). 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K            


812 820 Practice NHS Board Code 
(Current) 
 


A 9-digit code representing the administering 
NHS Board to which the patient’s GP practice 
belongs (14 NHS board configuration).  This 9 
digit number is derived from a unique GP 
practice code. 
 
 


S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08000007 NHS Greater Glasgow & Clyde 
S08000008 NHS Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
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S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K. 


821 829 Practice NHS Board Code 
(Previous) 


A 9-digit code representing the administering 
NHS Board to which the patient’s GP practice 
belongs (15 NHS board configuration).  This 9 
digit number is derived from a unique GP 
practice code. 


S08900001 Argyll & Clyde 
S08000001 NHS Ayrshire & Arran 
S08000002 NHS Borders 
S08000003 NHS Dumfries & Galloway 
S08000004 NHS Fife 
S08000005 NHS Forth Valley 
S08000006 NHS Grampian 
S08900002 Greater Glasgow 
S08900003 Highland 
S08000009 NHS Lanarkshire 
S08000010 NHS Lothian 
S08000011 NHS Orkney Islands 
S08000012 NHS Shetland Islands 
S08000013 NHS Tayside 
S08000014 NHS Western Isles 
S08200001 England/Wales/Northern Ireland 
S08200002 No Fixed Abode 
S08200003 Not Known 
S08200004 Outside U.K            


 








What is the Community Health Index (CHI)? 
 
National Services Scotland (NSS) was asked to set up an advisory group to 
advise the Chief Medical Officer and the Directors of Public Health on 
appropriate access to the Community Health Index (CHI). 
 
CHI is a database in wide use throughout NHSScotland. It contains data on 
patient demographics and some clinical information on aspects of healthcare 
screening and surveillance. The CHI number is, effectively, an NHS number 
and its use as a patient identifier makes it increasingly important to the 
implantation of "eHealth" (electronic health records (EHR) and other 
information and communication technologies (ICT) being introduced to 
healthcare in Scotland). 
 
CHI consists of a series (eight) regional database linked by a search index. It 
is also linked to, or exchanges data with, a number of other systems including 
the CPC systems (Community & Prevention Care), and the National Health 
Service Central Registrar (NHSCR). 
 
A number of organisations act as data controllers for different parts of the 
system and many health service employees have some level of access to 
CHI. The system is used for a range of purposes in addition to just identifying 
patients e.g in linking records; moving patient notes between general 
practitioners, payments to practitioners and preventing fraud. 
 
No single body has responsibility for CHI; the data controllers for CHI are the 
15 NHS Boards. Decisions on access and use have traditionally been taken 
by the appropriate Directors of Public Health in their role as CHI data 
custodians. This has resulted in variation in access to and of CHI between 
one NHS Board area and another. It has also meant that timely and 
unanimous decisions on access at national level have at times been difficult to 
achieve although this has been facilitated more recently by one of the DPHs 
taking the lead in this area. 
 







