
13/08/97 

SUMMARY OF PRELIMINARY FINDINGS OF SMR02(COPPISH) PROJECT  
 

BY  
 

QUALITY ASSESSMENT AND ACCREDITATION TEAM  
&  

SCOTTISH CLINICAL CODING CENTRE 
 
 
Introduction   
 
With the implementation of Coppish and the introduction of ICD10 from 1 April 1996, it was decided that the Quality 
Assessment and Accreditation (QAA) Team would assess the quality of each SMR Coppish scheme.      
 
Due to the differing dates of implementation of Coppish on SMR02 at hospitals throughout Scotland, it was decided 
that samples would be selected when Coppish data became available to ISD.   In April 1997, 15 hospitals had 
regularly submitted enough data to select a sample.  
 
Sample A comprised  9 Maternity Units and 6 Maternity Hospitals and was a 10% sample of June, July and August 
1996 SMR02 data.  This provided a total of 946 records, of these 934 (98.7%) were made available to QAA.  It was 
decided that Mandatory and High Priority (if completed by the hospital) data items would be assessed. 
 
Maternity Hospitals/Units visited - Sample A  
 
Borders General Hospital 
Forth Park Maternity Hospital 
Rutherglen Maternity Hospital 
Southern General Hospital 
Queen Mother’s Maternity Hospital 
Caithness General Hospital 
Raigmore Hospital 
Bellshill Maternity Hospital 
Law Hospital 
Aberdeen Maternity Hospital 
Eastern General Hospital 
SMMP 
St Johns Hospital at Howden 
Perth Royal Infirmary 
Falkirk & District Royal Infirmary 
 
Maternity Hospitals/Units still to be assessed  
 
Ayrshire Central Hospital 
Vale Of Leven Hospital 
Inverclyde Royal Hospital 
Royal Alexandra Hospital 
Glasgow Royal Maternity Hospital 
Dr Gray's Hospital 
Ninewells Hospital 
Stirling Royal Infirmary 
Cresswell Maternity Hospital 
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Findings 
 
Details of the problems / findings found whilst QAA were assessing the data in Sample A are listed below.   
 
General 
Coding staff at all the hospitals use the full medical record to complete SMR02.  At 8 of the 15 hospitals a discharge 
summary is only produced for abortions or when there are complications in a delivery episode.  The remaining 7 all 
produce a discharge summary for each abortion and delivery episode. 
 
Manual Completion 
7 hospitals complete SMR02s manually.  They all tend to complete all of the mandatory and high priority data items.  
On a few occasions QAA found “Mandatory Where Applicable” data items not completed.   There were a few errors 
in Forename, Surname and Date of Birth which were thought to be a combination of unclear writing and poor data 
entry. 
 
A few of the sites mentioned that they would like the mandatory data items on SMR02 to have an ‘*’  asterisk printed 
in front of the field name so that they could easily identify the data items that had to be completed.  
 
Electronic Completion 
7 use Homer and 1 uses MAMS.   
 
Homer does not allow an Apgar of 10 to be entered and also does not allow incomplete dates to be entered e.g. LMP 
(Last Menstrual Period).    
 
In some hospitals SMR02s are completed by staff from various disciplines (admissions, midwives and coding staff).  
In many cases coding staff may only complete the clinical details and may not check the other information recorded.  
 
High priority data items are not available on Homer therefore they cannot be entered by hospitals. 
 
For those data items e.g. Analgesia in Labour and Episiotomy, whose priority status changed from High Priority to 
Mandatory on 01/04/97 (according to the Coppish data manual), Homer users are still not able to enter them on 
SMR02.  The validation for these data items was switched off, therefore those hospitals that were completing these 
data items had no validation done on them.  It has recently been decided to apply a limited validation to ensure that 
the codes entered are valid. 
   
Other Problems 
 
Training 
SMR02 Coppish training was carried out by Dr Cole and ICD10 training was carried out by the Scottish Clinical 
Coding Centre (SCCC). 
 
Selection of Main and Other Diagnoses 
It is unclear whether any national guidelines have been issued to hospitals on which condition takes precedence as 
main condition when there are several problems that could be recorded in the delivery episode. 
 
There is some confusion as to which other conditions should be recorded, when they should be recorded and if there 
is any specific order they should be recorded in. 
 
12 hospitals record information for the whole pregnancy in the delivery episode whereas the other 3 just record 
delivery episode details.  On ‘Old’ SMR2 hospitals were instructed to include all diagnostic information from ante-
natal admissions.  This was changed in 1996 to delivery diagnoses only but the instruction is not clear and some 
hospitals continue to record all diagnoses. 
 
Medical Records Issues 
On the occasions that hospitals do produce discharge summaries, generally they are not well documented.  
 
Patients in some hospitals carry their own antenatal notes, therefore coders have difficulty in recording diagnoses for 
antenatal episodes. 
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Hard Coded Data 
Although stated in the Coppish manual that clinical hard coding will be ‘bridged’ to ICD10 and OPCS4,  the Bridge 
Codes have not been working.  Not all hospitals were aware of this. 
 
The relationship between hard coded data items and ICD10/OPCS4 codes is complex.  Hard coding is mandatory if 
applicable for Type of Abortion, Management of Abortion, Induction of Labour, Episiotomy (was only High Priority 
in 1996), Sterilisation after Delivery and Mode of Delivery. 
Hard coding is high priority for tears/lacerations.  Codes for these events exist in both ICD10 and OPCS4.  Other 
clinical problems e.g. anaemia, proteinuria, hypertension, ventouse delivery can be coded using either ICD10 or 
OPCS4.  Hard coded data items are generally very complete.  Problems arise deciding which ICD10/OPCS4 codes to 
enter in the diagnostic/procedural section. 
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Patient Identification Section  
 

Data Item Problem/Finding 
  
Maiden Name Not always recorded in the medical record, very difficult to confirm. 
Marital State Some hospitals have a large number of code ‘9 - Not Known’ 

 
Episode Management Section 
 

Data Item Problem/Finding 
  
Management of Patient Domino Deliveries are generally not being recorded as Domino Deliveries - Code 

‘9 - Domino Delivery’ 
Admission Reason See induction of labour 
Admission Transfer From Numerous occasions where code ‘10’ - Private Residence - no additional detail 

was recorded, even though sufficient information was in the medical record to be 
more specific. 
Some hospitals are still not aware of the fact that they should be trying to get 
additional information. 
On the other hand the information recorded on SMR02 was at times difficult to 
disprove.  Not enough information was documented in the medical record. 
Some hospitals record Admission transfer from as ’10 Private Residence - no 
additional detail added’ along with Discharge transfer to ’12 Private Residence - 
lives with relatives, friends’. 

Discharge Type As was the case with SMR01, initially, no clear guidelines had been given 
regarding the use of code ’10 - Regular Discharge, no additional detail added’ and 
code ’11 - Discharged from NHS care’. 
Some hospitals were using code ’18 - Other type of regular discharge’.  This code 
was given to them during their Coppish training. 

Discharge Transfer To Numerous occasions where code ‘10’ - Private Residence - no additional detail 
was recorded, even though the information was in the medical record. 
Some hospitals are still not aware of the fact that they should be trying to get 
additional information. 
On the other hand the information recorded on SMR02 at times was difficult to 
disprove.  Not enough information was documented in the medical record. 
It is suggested that a change of wording is required to indicate that Discharge 
transfer to Code ’12 - Private residence - living with relatives or friends’ implies 
that the patient is being discharged home, where there is another adult able to 
render care.  If a single parent is discharged home and they have 2 children aged 
15 and 13 then the code recorded should be ’10 - private residence - no additional 
detail added’,  as they are only children and not considered adults legally.  This 
problem is not just specific to SMR02. 

 
Clinical Section  
 
Diagnoses - ICD10 
 
Chapter XV - Pregnancy, Childbirth and the Puerperium 
 
Anaemia 
Recording of anaemia varied depending on local instructions,  QAA found that it was recorded if the Haemoglobin 
level was 9 or under, under 10, under 10.5 or only if anaemia was stated in the medical record. 
 
Anti-D 
Various ICD10 codes were used for recording of Anti-D both antenatally and postnatally.  
 
Cord Entanglement 
Recording of cord entanglement varies, e.g. tight with compression, tight round neck, round neck.  See below under 
Other problems with the clinical section. 
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Haemorrhage 
Local instructions vary regarding the recording of Post Partum Haemorrhage (PPH) e.g. if the blood loss is over 
250mls, 300mls or 500mls.  
Some hospitals, record intrapartum haemorrhage when the blood loss occurs during a caesarean section, whilst others 
are recording this as Post Partum Haemorrhage. 
Haemorrhage in early pregnancy, was being recorded by one hospital after 24 weeks, contrary to the instruction given 
in ICD10 Training Manual. 
 
Hypertension 
Hypertension is recorded in some hospitals if the diastolic reading is 90 or over, or if it causes complications or if it is 
stated in the medical record.     
Some hospitals are recording hypertension (when there is no other information in the medical record) as Gestational 
hypertension whilst others are recording it as maternal hypertension.    
 
Meconium 
In some hospitals any mention of the word ‘meconium’ is recorded whereas in others it has to be clearly documented 
that the meconium caused a complication, the box in the labour and delivery notes was ticked or it is stated in the 
discharge summary. 
 
Normal Deliveries 
Normal deliveries and pregnancies were being recorded as unspecified single spontaneous delivery instead of a 
spontaneous vertex delivery. 
Depending on hospital coding policy, a normal delivery (O80.0 - Spontaneous vertex delivery) can be recorded when 
this is not the case e.g. where the complications are hard coded data items only. 
 
Oedema 
Oedema was not recorded in some hospitals but in others even if there was a small mention in the antenatal notes it 
was coded e.g. oedema in fingers, ankles, slight or minimal. 
 
Post dates 
What is regarded as post dates has caused confusion and also whether induction of labour is involved. ICD10 coding 
instructions state that ‘Post-term is 42 completed weeks or more’. 
 
Pyrexia 
Temperature of 37+ was recorded as pyrexia in one hospital.   
Others said if pyrexia was stated that they would record it and others only recorded it if it caused complications. 
 
Tears 
Tears were sometimes recorded to an unspecified degree in ICD10, when the degree of tear was specified in the 
medical record. 
Similarly the midwives do not always specify the degree, with the result that an unspecified degree may be recorded 
in the hard coded data item, but in the clinical section the degree has been specified. 
 
Other Chapters in ICD10 
 
Previous Admissions 
One hospital is recording supervision of high risk pregnancy to indicate there were previous admissions during the 
pregnancy - Consultant decision. 
 
Previous Miscarriages 
Some hospitals are recording ICD10 codes to indicate that there has been previous miscarriages, whereas others are 
not recording these. 
 
Antenatal Screening 
Antenatal screening (for a variety of conditions) is being recorded in the delivery episode by some hospitals, whereas 
others are not recording it. 
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Non-Specific Codes 
The ICD10 code for other maternal diseases classifiable elsewhere but complicating pregnancy, childbirth and the 
puerperium was used  frequently without a more specific code from another chapter identifying the condition.  The 
two should always go together. 
   
Similarly, the code for other specified pregnancy-related conditions was used without specific codes from other 
chapters.  
 
Procedures/Operations - OPCS4 
 
Anti-D 
Some hospitals are recording the OPCS4 code for injection of rh immune globulin as well as the ICD10 code, when 
Anti D is given. 
 
Catheterisation 
Catheterisation was being recorded when a patient is catheterised prior to forceps or caesarean delivery. 
 
Epidural 
Some hospitals record epidural except when it is given for a caesarean section. 
 
Pair codes 
One hospital was incorrectly recording maternity operations/procedures as pair codes.  This goes against OPCS4 
guidelines.   
 
Tears 
In some hospitals, coders were instructed not to record tears unless they were sutured.      
Some hospitals only record suture of tears in OPCS4 if the patient is taken to theatre for this - consultants 
instructions. 
Others only record the repair if it is a consultant that does the suturing. 
Repair of tears were sometimes being recorded to an unspecified repair in OPCS4, when the degree of tear was 
specified in the medical record.  
 
 
Specialty Specific 
 

Data Item Priority Problem/Finding 
   
Booking Smoking History M Normally easy to find in the medical record, recorded in the 

antenatal notes. 
   
Smoker during Pregnancy M Very difficult to find the information in the medical record, not 

normally recorded. 
   
Previous Pregnancies M Most midwives are good at recording this information in the 

medical record.  There is a bit of confusion whether a missed 
abortion should be recorded as a Spontaneous abortion or 
Therapeutic abortion. 

   
No. of Previous Admissions M Very difficult to confirm from the medical record,  it is not always 

annotated in the notes that the woman has had an  admission to 
hospital.   
Some hospitals seemed to be including episodes of care where the 
woman is seen, examined, reassured and then sent home after a few 
hours as previous admissions.     
This is an ongoing problem with local definitions of day cases, 
ward attenders, inpatients.   
Hospitals are not always notified of admissions to other hospitals. 

   
Date of Booking M At some hospitals if a woman changes from her original 

hospital of booking then the date of the booking at the second 
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hospital was being recorded instead of the original date. 
 
Specialty Specific Continued 
 

Data Item Priority Problem/Finding 
   
Delivery Plan - Management H now M Domino deliveries not always being recorded as such. 
   
Height M Different height charts used.  When converting from inches to 

centimetres there were a few differences, some only out by 1 
centimetre. 

   
Type of Abortion M Some hospitals were recording both the hard coded data item 

and the ICD10 code.  Others were just recording the hard coded 
data item. 
The rules on this have since changed, the Type of Abortion 
should be recorded both in the diagnostic section and in the 
hard coded data item.    

   
Management of Abortion M Guidelines are required on whether the OPCS4 code should be 

recorded as well as the hard coded data item. 
   
Certainty of Gestation M Very difficult  to disprove - local definitions of certainty are not 

always consistent.  
   
Estimated Gestation M Term seems to be considered throughout the service as 40 

weeks and not 37-42 as stated in the ICD10 Training manual.  
Different variations depend on local instructions e.g. post term 
can be recorded as 40+, 41+, 41+5 days or 42+. 
Some hospitals are rounding up to the next week rather than 
recording it as completed weeks. 
Some coders work this out using the charts, others don’t and 
take what is stated in the notes for this data item and also for 
Certainty of gestation. 
Different gestations have been found to be recorded in different 
parts of the medical record e.g. 40 weeks on the labour and 
delivery notes and 39 weeks in the discharge summary. 

   
Induction of Labour M In some hospitals they are recording Admission Reason ’23 - In 

labour’ and also recording Induction of Labour as codes ‘1-8’.  
   
Duration of Labour M On many occasions not recorded if labour proceeds to 

emergency caesarean section. 
Although the Coppish manual states that it should be 
‘completed hours’ that is recorded, many hospitals are 
‘rounding up’ from 30 mins to the next hour e.g. Duration of 
labour = 10 hours 35 mins it is being recorded as 11hrs. 
There is some confusion as to what is recorded as the start time 
for labour e.g some record start of labour as ‘in established 
labour’, ‘mild contractions’, ‘spontaneous rupture of 
membranes’.   
Normally the time each different stage of labour starts is 
recorded in a chart in the medical record, however, this can 
differ from what is recorded in the written labour and delivery 
notes. 
QAA found that some hospitals were recording this as the time 
admitted to the labour ward and not as the time the woman 
actually went into labour. 

   
Analgesia in Labour H now M Some coders have been told that if the woman has had analgesia 
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in labour then she must have had the same analgesia in delivery.  
Therefore the same code has to be recorded. 

Specialty Specific Continued 
 

Data Item Priority Problem/Finding 
   
Analgesia in Delivery H now M See Analgesia in Labour. 
   
   
Sterilisation after Delivery M Same as Type of Abortion 
   
Episiotomy H now M At the time of this sample episiotomy was a High Priority data 

item.  Therefore if the hospital did not complete this and did not 
record this in the operation/procedure data item then there was a 
loss of information. 

   
Tear H Some hospitals record both as a hard coded data item as well as 

an ICD10 code whilst others are only recording it as the hard 
code. Others are not completing the hard coded data item but 
are recording it in the clinical section. Others if they complete 
neither the data item nor the clinical section are losing 
information.   
If the midwives are completing this data item they may record it 
as code ‘9 - Not known if tear’ when coders are finding that 
there was a tear and what degree it was and recording it in the 
clinical section. 
Depending on the hospital, it can be very difficult to find the 
degree of tear, in many cases it was just stated as ‘small 
laceration’.   
Some coders have been given the instruction that unless stated 
the tear should be coded to 1st degree - sisters instructions. 
Another hospitals coders were told that ‘0 - No (includes intact 
perineum and minor lacerations) was to be recorded for mild 
tears.  How mild is mild? 
Generally grazes are not recorded however they are sometimes 
recorded as 1st degree tears. 
In some hospitals when tears are recorded in the hard coded 
data item, ‘O80.0 - spontaneous vertex delivery’ can be 
recorded in the Clinical section.  However, other hospitals 
would record the tear in the clinical section ‘O70._ - Perineal 
laceration during delivery’. 

   
Indication for Operative Delivery H Guidelines are required for this data item on what should be 

recorded as the indication for operative delivery.  
Different hospitals are recording it different ways. 
Homer sites can not enter this data item. 
The ICD10 code recorded can also be recorded in the diagnostic 
section. 
During training, coding staff were told that ICD10 codes O32-
O36 could be used for this data item, however the Coppish 
manual list does not show these codes. 

   
Senior Dr Present at Delivery H Difficult to find in the medical record. 
   
Senior Midwife Present at 
Delivery 

H Difficult to find in the medical record. 

   
Antenatal Steroids H One hospital has been recording this in the operation/procedure 

section and not as a hard coded data item. 
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Specialty Specific Continued 
 

Data Item Priority Problem/Finding 
Presentation at Delivery M Very difficult to find in the medical record.   

If there was no evidence in the medical record to go to a 
specific code then some hospitals seemed to have favourite 
codes to go to e.g. no evidence so they were using ‘3 - 
Occipito-Lateral OL’. 

   
Mode of Delivery M Same as Type of Abortion 
   
Resuscitation M Suction is being recorded in some hospitals as code ‘2 - Bag 

and Mask (no drugs)’. 
In some hospitals if Vitamin K was given to the baby then it 
was being recorded as code ‘6 - Drugs only’. 

   
Apgar M Problem with Homer in that it does not allow an apgar of 10 to 

be entered.  Also in the old SMR2 manual it states that ‘9 = 
Apgar score at 5 min of 9 or more’.  Some hospitals are still 
following this ruling.  

   
OFC M If this is 36.0cm  it is sometimes being entered just as 36.  Or if 

it is 36.5 it is being entered as 37 in some hospitals. 
   
Crown-Heel M A few hospitals do not collect this information as it is not used 

by them. 
In other hospitals, it may not be available in the mothers notes, 
each baby gets their own notes and it is recorded in these. 

   
Neonatal Indicator M On occasions entered as ‘0 - Not admitted’ when Baby 

Discharge code of ‘3 Underwent neonatal care, but home with 
mother’ is entered. 

   
Baby Discharged to  M See Neonatal Indicator above. 
   
Feed on Discharge H Although a high priority data item none of the hospitals in this 

sample completed it. 
   

 
Validation Queries 
 
The Scottish Clinical Coding Centre (SCCC) think that it may be worth reviewing the validation for the following 
data items, 
 
Number of Admissions this Pregnancy 
OFC 
Crown-Heel 
Gestation 
Birthweight 
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