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Introduction
The quality assurance work carried out by Information Services Division (ISD) is an essential 
component of Information Governance and supports the meaningful use of nationally collated 
patient based data in health care service planning. As part of ISD’s data quality assurance remit 
a National Assessment is carried out periodically, examining the quality of SMR data items 
(Inpatient and Day Case).

As the last National SMR04 (Mental Health Inpatient and Day Case) assessment was undertaken 
some time ago in 1998/99, a data quality assurance exercise was required to determine the 
accuracy of data used to produce ISD’s statistical outputs informing Scottish health care policy 
and strategy. This data is also used in answers to parliamentary questions and is widely used 
in health research. During 2015/16 the Data Quality Assurance (DQA) team at ISD carried out a 
quality assurance assessment of SMR04 data submitted to ISD with the aims of:

 ■ Determining the accuracy and completeness of recording of selected administrative and 
clinical data items in line with national standards;

 ■ Determining if national clinical coding standards are being appropriately applied, highlighting 
and addressing any areas of confusion, identifying training requirements and sharing good 
practice;

 ■ Highlighting gaps in information being supplied to health board coding staff who record 
SMR04 data;

 ■ Gather information about the workforce and resources applied to clinical coding at NHS 
Boards.

Intended Audience
This report is primarily intended for NHS Scotland Health Boards. It should be scrutinised by 
chief executives, medical directors, clinical coding staff, and any other staff connected with 
records management. ISD’s DQA team would be happy to attend meetings at NHS Boards to 
review the report on request. It would also be beneficial for clinicians to have sight of the report 
through appropriate local meetings and forums because DQA’s recommendations often pertain to 
information shared between clinicians and coding staff.
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Executive Summary
The DQA team have been assessing the quality of SMR data for over 25 years. The last 
assessment of SMR04 data quality was in 1998/99. Therefore when reading this report it is 
important to bear in mind a couple of significant changes that were made in the intervening years 
and impacted the recording of Mental Health data. In 2007 it was recommended by the Strategic 
Review of Health and Care Statistics in Scotland that timescales for the receipt of SMR records 
by ISD should be reduced to six weeks. In addition, since late 2010 several NHS Boards have 
implemented a new electronic Patient Management System called TrakCare.

Key Points
 ■ The overall Main Condition accuracy at 3-digit level was 78% nationally. 
 ■ The overall accuracy for Other Conditions at 3-digit level was 73% nationally.
 ■ For Main Condition accuracy, 17 out of 24 hospitals assessed achieved accuracy records of 

70% and above, with two hospitals exceeding 90% accuracy.
 ■ For the accuracy of Other Conditions, 13 out of 24 hospitals assessed achieved accuracy of 

70% and above, with three hospitals exceeding 90% accuracy.
 ■ 86% of the records assessed had a Final Discharge Letter (FDL).
 ■ 76% of the records assessed had an FDL that was available to coding staff within the six week 

target timeframe.
 ■ Half of the eight non-clinical data items assessed were recorded with above 90% accuracy.

Summary of Recommendations
 ■ Best practices in the hospitals in NHS Ayrshire and Arran which had the highest accuracy 

scores are used to help facilitate improved practices in other NHS Boards.

 ■ Clinical staff should provide timely, high quality discharge letters with clear diagnostic 
descriptions to enable accurate coding.

 ■ When available, Final Discharge Letters should be utilised to ensure accurate recording of all 
data items, clinical and non-clinical.

 ■ Coding staff should take extra care to accurately code Main Condition.

 ■ There should be improved and increased recording of Other Conditions.

 ■ NHS Boards should ensure that admission forms and patient management systems are up to 
date and fit for purpose with all correct and modern coding options available.

More detailed recommendations and information on clinical coding training are available from ISD 
in the Recommendations table.
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Methodology
The DQA team assessed records from hospitals in all mainland NHS Boards. This amounted to 
24 hospital sites and a total of 931 episodes in a random sample were taken for assessment. The 
sample was taken from records with a discharge date between 1st May 2014 and 30th November 
2015.

Approximately 5% of episodes were extracted. The random sample was stratified by NHS 
Board and a minimum number of 15 records per site were selected for assessment. Sampling 
methodology also ensured that a minimum number of episodes were captured from each mental 
health diagnostic group. (Appendix 1). 

A sampling error meant that only episodes containing a diagnosis (either as main condition or 
other condition) from the Chapter V (Mental and Behavioural Disorders) of ICD-10 were included. 
There are approximately 6% of SMR04 records which do not include a diagnosis from ICD-10 
Chapter V and unfortunately these were not included in the random sample.

The DQA team assessed selected data items submitted to the National Inpatient/Day case 
Scottish Morbidity Records (SMR04) database held at ISD. DQA compared the quality of 
submitted information against all patient information available at source, which included assessing 
both the accuracy of coding and the quality of information available to coders.

For this assessment, DQA assessed the following data items:

Non-clinical:

 ■ Admission Date
 ■ Admission Type
 ■ Admission Reason
 ■ Status on Admission
 ■ Referral From (SMR04)
 ■ Discharge Transfer To
 ■ Discharge Type
 ■ Discharge Date
 ■ Validity of Postcode

Clinical:

 ■ Main Condition on Discharge (to 3 and 4-digit level)
 ■ Other Conditions (1-5) on Discharge (to 3 and 4-digit level).
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1. Results and Commentary

Of the total of 931 records assessed, there was insufficient evidence to assess the accuracy of 
the data items shown in table 1.1 below:

Table 1.1 - Number of Data Items with Insufficient Evidence to Confirm Accuracy

Data Item No. Data Items With  
Insufficient Evidence

Admission Type 16

Status on Admission 3

Admission Date 7

Admission Reason 4

Referral From 64

Main Condition to a 3-digit level 8

Main Condition to a 4-digit level 1

Other Conditions to a 3-digit level 3

Discharge Date 10

Discharge Type 9

Discharge Transfer To 131

Data items with insufficient evidence to assess the accuracy of recording were excluded from the 
accuracy calculation.

1.1 Percentage Accuracy by Data Item and Hospital
Table 1.1.1 shows the percentage accuracy, by hospital, for each data item assessed and the 
number of records assessed at each hospital. 

 ■ The data items - Status on Admission, Admission Date, Discharge Date and Discharge Type - 
had very high average levels of accuracy (that is, above 90%) at Scotland level. 

 ■ The two hospitals in NHS Ayrshire and Arran had above 90% accuracy across all data items 
except Admission Type which had an average of 50% accuracy across all hospitals. 

 ■ For Main Condition, there was an average accuracy of 78% across Scotland with two 
hospitals above 90% and 17 out of 24 hospitals above 70%.
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Table 1.1.1 - Percentage accuracy by data item and Hospital

Health 
Board

Number 
Records 

Assessed

Main 
Condition 

on 
Discharge

Other 
Conditions 

on 
Discharge

Status on 
Admission

Admission 
Date

Admission 
Type

Admission 
Reason *

Admission 
Referral 

From

Discharge 
Date

Discharge 
Type

Discharge/
Transfer To

Scotland 931 78.3 73.3 94.9 98.7 50.3 58.0 75.3 97.9 91.1 79.3

NHS 
Ayrshire & 
Arran

Ailsa Hospital 30 96.7 92.0 90.0 100.0 51.7 _ 96.2 100.0 96.6 100.0

Crosshouse 
Hospital

35 94.2 95.9 100.0 100.0 85.7 _ 91.4 97.1 97.1 100.0

NHS 
Borders

Huntlyburn 
House

15 50.0 61.1 93.3 92.3 0.0 0.0 23.1 93.3 100.0 88.9

Galavale 
House

15 78.6 81.3 100.0 100.0 28.6 0.0 18.2 100.0 100.0 88.9

NHS 
Dumfries & 
Galloway

Midpark 
Hospital

35 80.0 90.0 91.4 100.0 94.3 100.0 94.3 100.0 100.0 100.0

NHS Fife Queen 
Margaret 
Hospital

25 88.0 65.7 96.0 100.0 72.0 64.0 72.0 100.0 100.0 95.2

Whyteman’s 
Brae Hospital

20 85.0 72.7 100.0 95.0 70.0 80.0 60.0 100.0 95.0 72.2

Stratheden 
Hospital

35 57.1 58.7 100.0 100.0 80.0 80.0 63.6 100.0 97.1 75.0

NHS Forth 
Valley

Forth Valley 
Royal 
Hospital 

55 74.1 68.8 94.5 98.2 1.8 10.9 62.3 96.4 70.9 65.9

NHS 
Grampian

Royal Cornhill 
Hospital

75 66.7 78.7 96.0 97.3 77.3 100.0 73.0 96.0 54.7 87.7

Pluscarden 
Clinic, Dr 
Gray’s 
Hospital

15 66.7 42.9 100.0 100.0 60.0 100.0 86.7 100.0 92.9 100.0

NHS 
Greater 
Glasgow & 
Clyde

Gartnavel 
Royal 
Hospital

65 81.5 74.2 100.0 100.0 14.1 36.9 71.9 98.5 100.0 75.4 

Parkhead 
Hospital

25 80.0 66.7 100.0 100.0 8.0 12.0 82.6 100.0 96.0 52.2 

Leverndale 
Hospital

60 79.7 69.8 98.3 100.0 33.3 48.3 84.5 100.0 100.0 76.4 

Stobhill 
Hospital

50 85.7 84.2 100.0 98.0 10.0 34.0 76.1 100.0 100.0 95.2 

NHS 
Highland

New Craigs 
Hospital

46 69.6 49.3 90.0 100.0 51.7 100.0 96.2 100.0 96.6 25.6 

NHS 
Lanarkshire

Wishaw 
General 
Hospital

20 70.0 52.9 85.0 94.7 70.0 0.0 83.3 100.0 95.0 62.5

Monklands 
Hospital

15 86.7 75.0 80.0 100.0 80.0 0.0 69.2 100.0 100.0 92.3

Hairmyres 
Hospital

38 64.9 35.2 81.6 97.3 79.3 0.0 85.3 100.0 94.4 86.4

NHS 
Lothian

Royal 
Edinburgh 
Hospital

108 86.9 88.4 94.4 100.0 43.0 _ 85.0 98.1 99.1 74.7

St John’s 
Hospital at 
Howden

50 86.0 76.5 93.9 98.0 22.9 _ 75.6 98.0 100.0 89.2
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Health 
Board

Number 
Records 

Assessed

Main 
Condition 

on 
Discharge

Other 
Conditions 

on 
Discharge

Status on 
Admission

Admission 
Date

Admission 
Type

Admission 
Reason *

Admission 
Referral 

From

Discharge 
Date

Discharge 
Type

Discharge/
Transfer To

NHS 
Tayside

Murray Royal 
Hospital

49 77.6 60.3 98.0 97.9 85.7 10.2 69.4 91.8 89.8 84.1

Stracathro 
Hospital

20 65.0 71.9 95.0 100.0 95.0 0.0 70.6 90.0 95.0 73.7

Carseview 
Centre. 
Ninewells 
Hospital

30 82.8 84.4 100.0 100.0 96.7 0.0 75.9 100.0 90.0 85.7

* Admission Reason is a non-mandatory data item
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2. Clinical Coding Accuracy
In some hospitals, coding is done from paper admission and discharge forms which are 
completed by clinical or nursing staff and returned to the clinical coder. Where these forms are 
used, coders do not currently have access to patients’ medical records or discharge letters. In 
Hospitals where this practice was noted ISD’s DQA team has recommended that processes 
are changed to make clinical notes and discharge summaries promptly available to coding staff. 
These recommendations were made in the hospital’s individual DQA audit report.

There was evidence of practice in one NHS Board where a transfer of care letter is not completed 
when a patient is moved to another hospital within the same NHS Board, having been in the 
first hospital for more than 28 days. This makes it difficult for coding staff to establish the main 
diagnosis and any other healthcare issues for that particular episode of care.

It was found that coding resources were often stretched at many hospitals with workers asked 
to code clinical information as an adjunct to their main job. Accurate coding depends on 
appropriately trained, skilled and experienced workforce. NHS Boards should ensure that coding 
departments are adequately resourced and coding staff are trained to an acceptable standard. 
Staff should be trained at an appropriate point in time which allows them to apply their training 
immediately. They should also have a sufficient element of regular coding in their post to both 
retain and develop their skills. ISD Terminology Services provide free training and an expert led 
helpline to support NHS Boards.

Tables 2.1.1 - 2.2.3 can be interpreted as follows:

 ■ Correctly recorded: Number of codes where Main Condition or Other Conditions was 
correctly recorded;

 ■ Over-recorded: Condition has been coded but should not have been because either the 
condition was not present or there were other conditions with a higher coding priority;

 ■ Under-recorded: Condition should have been coded, but was omitted;
 ■ Accuracy: percentage accuracy for Main Condition or Other Condition recorded on SMR04;
 ■ Major error: Coding incorrect to 3-digit level;
 ■ Minor error: Coding incorrect to 4-digit level.

2.1 Clinical Coding Accuracy – Main Condition at Discharge
There were 200 major errors found within the assessed sample of 931 records. Clinical coding 
accuracy, nationally to a 3-digit level, was assessed as 78%. For 50% of the hospitals, accuracy 
scores of the upper confidence interval levels were shown to be 90% and above. However, more 
work is required to improve the accuracy of main condition recording.

Various contributory factors to this level of accuracy were noted. 135 of the 200 main condition 
major errors that DQA discovered could have been corrected using a diagnosis contained in a 
final discharge letter which had been made available to coders within the six week target. If these 
135 Main Conditions had been coded correctly the accuracy at a national level could have risen 
to 90% and met the recommended ISD minimum standard. This highlights the importance of 
coding staff reading the final discharge letter if one is available. At the same time it should also be 
noted that many FDLs were found to be incredibly detailed and coding staff may have sometimes 
found it difficult to extract the relevant information. Therefore DQA recommends that clinical staff 
provide clarity when producing discharge summaries and include diagnostic descriptions which 
are easily recognised and translated to ICD-10 codes.
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At some NHS Boards, patient management systems were set up in a way that led to the incorrect 
sequencing of Dagger and Asterisk pair codes for Main Condition. This accounted for 27 (13.5%) 
errors. For all discharges since 1st April 2013 the asterisk code from ICD-10, chapter V (F00-F99) 
is presumed to be the main condition in a mental health episode so should be recorded first. The 
dagger and asterisk sequence codes are only reversed when referring to the main condition but 
not for the remaining placement order in the diagnostic episode.

Table 2.1.1 shows the overall accuracy for Main Condition at a 3-digit level was 78%. This ranged 
from 50% in one hospital to 97% in another.

Table 2.1.1 - Percentage Accuracy for Main Condition

Data Item Insufficient Evidence* Major Error Minor Error 3-digit 
accuracy (%)

4-digit 
accuracy (%)

3-digit 4-digit

Main Condition 8 1 200 110 78 66

*No evidence found on which to judge accuracy of code (excluded from accuracy calculation).

931 records were assessed in the random sample. This included two records with F70.- (Learning 
Disability) recorded as Main Condition. However, these patients had been admitted under a 
specialty other than Learning Disability and are not included in the diagnostic groups in Table 
2.1.2. One was recorded correctly and one had a major error and should have been recorded as 
Other Condition.

Table 2.1.2 - Percentage Accuracy by Diagnostic Group for Main Condition

Diagnostic Group Number 
Assessed

Insufficient Evidence* Major 
Errors

Minor 
Errors

Percentage Accuracy

3-digit 4-digit 3-digit % 4-digit %

F00-F09 (Dementia) 73 - - 21 4 71.2 65.8

F10-F19 (Drug/Alcohol 
Misuse)

182 2 - 28 26 84.4 70.0

F20-F29 (Schizophrenia 
etc)

175 - - 24 25 86.3 72.0

F30-F39 (Mood (affective) 
Disorders)

209 3 1 49 33 76.2 60.0

F40-F48 (Neurotic 
Disorders)

101 3 - 19 8 80.6 72.4

F60-F69 (Personality 
Disorders)

103 - - 13 5 87.4 82.5

F50-F59, F80-F89, F90-
F99 (Eating Disorders/
Disorders of Childhood 
inc. Unspecified mental 
disorder)

56 - - 16 8 71.4 57.1

Not F00-F99 
(Other Diagnoses 

– Non-Psychiatric)

30 - - 29 1 3.3 0.0

*No evidence found on which to judge accuracy of code (excluded from accuracy calculation).
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Figure 2.1.3 shows the 3-digit accuracy of Main Condition and Confidence Intervals.

Overall, the accuracy rate across Scotland was 78.3%. Two of the 24 hospitals assessed achieved, 
or exceeded 90% for accuracy rate of Main Condition. (See also Appendix 2 for Confidence 
Intervals). However the accuracy scores of all the hospitals should be interpreted within the 
context of their lower and upper confidence intervals as shown in figure 2.1.3 where 50% of 
hospitals had an upper confidence interval level of 90% and above, sample sizes were small, and 
confidence intervals were broad for some hospitals.

Figure 2.1.3 - Accuracy of Main Condition with Confidence Intervals.
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2.2 Clinical Coding Accuracy – Other Conditions at 
Discharge
As well as assessing the quality of recording of Main Condition at discharge, ISD’s DQA team also 
assessed the quality of clinical coding of Other Conditions that either co-existed or developed 
during the episode of healthcare and affected the management of the patient. The assessed 
national accuracy to 3 digits was 73%.

Other Conditions were more likely to be recorded in Final Discharge Letter (FDLs) and although 
these were available, Immediate Discharge Letters (IDLs) were more commonly used by coding 
staff. This made Other Conditions more difficult to detect. 

Table 2.2.1 shows the overall accuracy for Other Conditions was 73% at 3-digit level. Accuracy 
ranged from 37% in one hospital to 96% in another.

Table 2.2.1 - Percentage Accuracy for Other Conditions

Data Item Insufficient Evidence* Major Error Minor Error 3-digit 
accuracy (%)

4-digit 
accuracy (%)

3-digit 4-digit

Other Conditions 3 - 381 40 73 70

Table 2.2.2 shows the percentage accuracy for Other Conditions by diagnostic group. The lowest 
score was 50% for the F20-F29 Schizophrenia group. However, it should be noted that the 
numbers assessed were small.

Table 2.2.2 - Percentage Accuracy for Other Conditions by Diagnostic Group

Diagnostic Group Number 
Assessed

Insufficient 
Evidence*

Major 
Errors

Minor 
Errors

Percentage Accuracy

3-digit % 4-digit %

F00-F09 (Dementia) 39 - 7 6 82.1 66.7

F10-F19 (Drug/Alcohol Misuse) 64 2 16 6 74.2 64.5

F20-F29 (Schizophrenia etc) 20 - 10 2 50.0 40.0

F30-F39 (Mood (affective) Disorders) 27 - 9 3 66.7 55.6

F40-F48 (Neurotic Disorders) 30 - 6 1 80.0 76.7

F60-F69 (Personality Disorders) 18 - 4 3 77.8 61.1

F50-F59, F80-F89, F90-F99 (Eating 
Disorders/Disorders of Childhood inc. 
Unspecified mental disorder)

29 - 6 3 79.3 69.0

Not F00-F99 (Other Diagnoses 
–Non-Psychiatric)

232 1 53 10 77.1 72.7

*No evidence found on which to judge accuracy of code (excluded from accuracy calculation).
Note: Table 2.2.2 does not include under-recorded codes.
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Table 2.2.3 shows the number of under-recorded conditions by diagnostic group. This includes all 
under-recorded Main Conditions and Other Conditions in the SMR04 episode.

Out of the 214 omitted non-psychiatric conditions, 55 (25.7%) were rehabilitation codes, 54 of 
which were for alcohol or drug rehabilitation. A further 38 (17.8%) codes were not recorded for 
personal history of self harm. This diagnostic group is also sub-divided to show the numbers 
under-recorded for injuries, poisonings and post-traumatic sequelae.

The percentage of under-recorded conditions was calculated by taking the number of Under 
Recorded expressed as a percentage of all Correct and Under Recorded co-morbid conditions.  
For example, in the case of Dementia there were 74 instances correctly recorded and 10 were 
under-recorded so  the percentage under recorded is 10 expressed as a percentage of 84 (11.9%).

Table 2.2.3 - SMR04 Under-recording of Psychiatric and non-Psychiatric Diagnoses by 
Diagnostic Group 

Diagnostic Group Total Correct Under Recorded

F00-F09 (Dementia) 74 (11.9%) 10

F10-F19 (Drug/Alcohol Misuse) 166 (33.9%) 85

F20-F29 (Schizophrenia etc) 134 (8.8%) 13

F30-F39 (Mood (affective) Disorders) 138 (13.2%) 21

F40-F48 (Neurotic Disorders) 94 (19.0%) 22

F60-F69 (Personality Disorders) 96 (10.3%) 11

F70-F79 (Learning Disability) 1 (50.0%) 1

F50-F59, F80-F89, F90-F99 (Eating Disorders/Disorders of 
Childhood/Unspecified Mental Disorder)

52 (8.8%) 5

Not F00-F99 (Other Diagnoses - Non-psychiatric) 168 (56.0%) 214

injury - 10

poisoning - 1

post traumatic/sequelae 2

All Conditions 923 (29.3%) 382
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3. Non-Clinical Coding Accuracy
During the assessment, it was noted that in some areas, the code options for some data items on 
the paper admissions forms were out of date and some current code options were not included 
on the form.

In one area, the patient management system automatically changed the code for Admission 
Referral From to Domiciliary Visit when staff select ‘Community Mental Health Services’. In 
another area, the admission system in use did not allow amendments to be made to the data item 
Status on Admission once it had been entered into the system.

Hospitals where Patient Management Systems caused these issues, have been alerted to the 
problems through their own DQA audit report.

Table 3.1 shows the percentage accuracy for most data items was over 70% but for Admission 
Type and Admission Reason it was only 50% and 32% respectively.

Admission Type is usually selected by administrative staff who book patients into hospital 
although clinical coders do attempt to correct it where possible. However, accuracy of this data 
item was particularly low. In one hospital, Admission Type was recorded with 0% accuracy.

Admission Reason is an optional data item and some hospitals have chosen not to record this. 
Where it was blank, DQA excluded it from the assessment. At seven hospitals which did record 
Admission Reason it was recorded with 0% accuracy. It has been agreed by NHS Boards 
nationally and ISD that this data item will shortly be withdrawn from the SMR04 dataset.

Areas of concern are highlighted.

Table 3.1 - Percentage Accuracy of Non-clinical Data Items

Data Item Number of 
Records

No. of  
Errors

Accuracy Not 
Known

Number 
Assessed

Percentage 
Accuracy

Status on Admission 931 47 3 928 95

Admission Date 931 12 7 924 99

Admission Type 931 455 16 915 50

Admission Reason 572 389 4 568 32

Admission Referral From 931 214 64 867 75

Discharge Date 931 19 10 921 98

Discharge Type 931 82 9 922 91

Discharge Transfer To 931 166 131 800 79
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4. Additional Issues Identified

4.1 Availability of Discharge Letters
Since 2006, NHS Boards have been advised to ensure that clinical teams produce a discharge 
summary within six weeks of the discharge date to allow clinical coding departments to submit 
their SMR returns within the six week deadline. 

In addition to the 931 SMR04 records assessed, there were a further 17 records which had 
been submitted to ISD where the DQA team could not assess their accuracy due to a lack of 
information in the hospital’s information systems. Although the DQA team can exclude these 
records from the assessment, coding departments are expected to complete and submit all 
SMR04 episodes irrespective of the quality of information available.

There were also five records which the DQA team attempted to assess but were found to be not 
feasible as the patients’ case notes were divided into multiple volumes and one or more of these 
were not available to the DQA team.

Of the 931 records assessed, 806 (86.3%) contained Final Discharge Letters and 722 (77.5%) 
were available to clinical coders within the six week deadline.

Figure 4.1.1 - Availability of Discharge Letters
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There were 49 (5.3%) records that did not contain an IDL or FDL but DQA were able to assess the 
accuracy of the records using other sources. 

Final Discharge Letters (FDLs) are normally completed by more senior medical staff and it is 
advised they be completed in a timely manner for all admissions to ensure the most accurate 
information is available to coding staff. The importance of timely and high quality discharge letters 
should be highlighted to clinical staff. Information and leaflets are available for download on the 
ISD website.

http://www.isdscotland.org/Products-and-Services/Terminology-Services/
Information-for-Clinicians/

http://www.isdscotland.org/Products-and-Services/Terminology-Services/Information-for-Clinicians/
http://www.isdscotland.org/Products-and-Services/Terminology-Services/Information-for-Clinicians/
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http://www.isdscotland.org/Products-and-Services/Terminology-Services/Information-for-
Clinicians/Secondary-Care-clinicians/index.asp

Refer to Appendix 3 for availability of discharge letters

4.2 Source Documents
When DQA identify an error, the main source document containing the key evidence is recorded.  
Figure 4.2.1 illustrates the number of errors by source document grouping. 

Figure 4.2.1 - Source Documents Used
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There were 2,120 clinical and non-clinical data item errors in total. For 283 errors, (13.3%), the 
evidence was found in Clinical Notes. For 1,781 errors, (84%), the evidence was found in 
Discharge Letters: 1,644 in FDLs and 137 in IDLs.

http://www.isdscotland.org/Products-and-Services/Terminology-Services/Information-for-Clinicians/Secondary-Care-clinicians/index.asp
http://www.isdscotland.org/Products-and-Services/Terminology-Services/Information-for-Clinicians/Secondary-Care-clinicians/index.asp
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5. Findings from Additional Samples
In addition to the random sample taken for this SMR04 Assessment, extra samples which 
targeted long stay and Learning Disability patients were taken for the purpose of investigating the 
quality, accuracy and completeness of areas of clinical interest or statistical output.

 ■ 117 records for patients with Length of Stay > 365 days: Appendix 5
 ■ 84 Learning Disability records (ICD-10 codes F70–F71): Appendix 6

6. Conclusions
Coding accuracy for Main Condition and Other Conditions was above 70% but below an ISD 
recommended standard of 90% accuracy. However, this recommended standard was achieved or 
exceeded by two hospitals for Main Condition and by three hospitals for Other Conditions. Action 
plans have since been put in place by some NHS Boards to address the issues concerned. ISD’s 
DQA team will be in continuous contact with NHS Boards to offer assistance when required and 
transfer best practice evidence from NHS Ayrshire & Arran to other Boards.

ISD’s Terminology Services and the DQA Team will work more closely with relevant NHS Boards 
to ensure that national coding standards are adhered to. NHS Boards should cease using local 
coding rules which contradict national standards for national returns as they can lead to skewing 
of data and dramatic results in some areas.

Evidence for over three quarters of all clinical and non-clinical errors was found in the Final 
Discharge Letters and although these were available to clinical coders, Immediate Discharge 
Letters (IDLs) were more commonly used, thus making Other Conditions difficult to detect. 
IDLs are often used by coders due to their prompt availability. When a Final Discharge Letter is 
produced which contains more detailed diagnostic information, which is contrary to the original 
diagnosis, coders do not revisit the patient record to make the required amendments. This affects 
the completeness of the data being collected and impacts on the percentage accuracy.

ISD’s DQA team found that some NHS Boards do not have dedicated coding staff and employ 
staff where coding is only part of their daily duties e.g. medical secretaries who enter data 
received from clinicians.

All findings were raised and discussed with hospital staff at the end of each hospital visit and 
individual hospital reports with a full set of DQA recommendations were issued to each site. ISD’s 
DQA team will monitor progress in meeting recommendations in individual Board reports though 
their ongoing engagement with NHS Boards.
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6.1 Recommendations

Issue Recommended Action

For 1,644 (77.5%) clinical and non-
clinical errors the evidence was 
found in the Final Discharge Letter

When available, the FDLs should be utilised by coding staff to ensure accurate 
recording of all data items in the SMR04 dataset.

In some areas, coding staff 
currently do not have access 
to Final Discharge Letters or 
patients’ medical records for the 
purposes of coding. 

In some instances, some FDLs 
which are available to coding staff 
are not being used particularly 
when already coded from an IDL.

It is advisable that coding staff have access to all discharge letters and 
medical records to ensure the most accurate clinical information is available to 
them. 

It is understood by DQA that an IDL may not always be followed up with an 
FDL. However, FDLs are normally completed by more senior medical staff and 
it is advisable they should be completed to ensure the most accurate clinical 
information is available to coding staff.

Clinicians are encouraged to familiarise themselves with ICD-10 coding and 
conventions to enable more accurate coding.

The importance of timely and high quality discharge letters should be 
highlighted to clinical staff.  Information and leaflets are available for download 
on the ISD website,  http://www.isdscotland.org/Products-and-Services/
Terminology-Services/Useful-Links-and-Downloads/

Clinical coders conforming to 
local rules instead of national 
standards.

Coders should code according to national rules and guidance for SMR returns. 
Anyone requesting coders to code against this policy should be directed to the 
ISD Terminology Services helpdesk.

Where ambiguities exist and the coding process is unclear it should be 
discussed with the Terminology Advisory Service in the usual way. It should 
be noted that data items not coded to national standards in an SMR will be 
marked in error

Incorrect sequencing of dagger 
and asterisk coding.

For discharges from 1st April 2013 the asterisk code from ICD-10, chapter V 
(F00-F99) is presumed to be the Main Condition in a mental health episode 
so should be recorded first. The dagger and asterisk sequence codes are 
only reversed when referring to the Main Condition but not for the remaining 
placement order in the diagnostic episode.

Under-recording of Conditions. Coding staff should ensure they record co-morbidities that co-exist or develop 
during the episode of healthcare and affect the management of the patient.  
Co-morbidity amongst people admitted to hospital for mental health problems 
is an important policy area.

http://www.isdscotland.org/Products-and-Services/Terminology-Services/Useful-Links-and-Downloads/
http://www.isdscotland.org/Products-and-Services/Terminology-Services/Useful-Links-and-Downloads/
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Issue Recommended Action

200 major errors in Main 
Condition resulting in an overall 
national average of 78%.

Clinical coding staff should ensure care is taken when recording Main 
Condition. 

As a minimum, all coders are expected to undertake the ICD-10 training course, 
as provided by ISD Terminology Services. Refresher courses and specialty 
workshops are also available for experienced coders on request. 

It is recommended that management consider the Certificate of Technical 
Competence (Clinical Coding) (CTC), for those coders with less than 12 months 
in the department. This award will ensure that all aspects of the post have 
been thoroughly explained and evidenced, leaving the coder with a work-
based portfolio and confidence in their ability. The CTC is about to be piloted 
and should be available to sites from Spring 2016.

ISD Terminology Services also operate a coding helpdesk for coders - 0131 
275 7283, Tue-Thurs 9-5pm, NSS.terminologyhelp@nhs.net

NHS Boards should ensure that coding departments are adequately resourced. 
DQA found that many coding staff perform their duties as an adjunct to 
different primary role. Seeking to make efficiencies through reduced staff in 
coding departments blurs roles and responsibilities and risks deteriorating 
accuracy.

Some NHS Boards employ staff 
where clinical coding is only an 
adjunct to other daily duties.

As above, all staff involved in coding of SMR04 data should undertake the ICD-
10 training course and make use of the support mechanism provided by ISD 
Terminology Services. 

For 335 (15.8%) errors, the 
evidence was found in sources 
other than the Discharge Letters.

All documents in the patient record should be reviewed by coding staff to 
ensure accurate recording of all data items in the SMR04 dataset.

Admission Type and Admission 
Reason were recorded with 50% 
and 32% respectively.  These 
were mainly caused by the use of 
default or out of date codes.

Staff responsible for inputting non-clinical data items to be made aware of 
the importance of accurate selection of the data items.  Coding staff are also 
reminded that they should amend any inaccuracies that they identify.

Systems restrictions preventing 
codes to be recorded correctly.

In order to allow staff to record the correct codes, it is necessary that systems 
are upgraded. NHS Boards are encouraged to take up these issues with 
system suppliers to ensure systems are fit for purpose.

Use of locally designed paper 
admission and discharge forms 
for coding which do not contain 
up to date codes.

Local admission and discharge forms should be reviewed to ensure a full and 
up-to-date list of codes is available for staff to select from.

http://www.isdscotland.org/Products-and-Services/
Data-Definitions-and-References/

mailto:NSS.terminologyhelp@nhs.net
http://www.isdscotland.org/Products-and-Services/Data-Definitions-and-References/
http://www.isdscotland.org/Products-and-Services/Data-Definitions-and-References/
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6.2 Positive Next Steps
Since the assessment, some NHS Boards, even those with a high accuracy, have already put 
action plans in place to improve the quality of the data e.g.

 ■ Consultants to provide full diagnosis on discharge letters
 ■ Medical records/coding staff obtaining access to Final Discharge Letters to ensure data 

accuracy and recording of co-morbidities
 ■ Further guidance and training provided to staff on admission and discharge codes to reduce 

the occurrence of generic codes
 ■ Some NHS Boards are taking steps to improve IT systems
 ■ In-house mini-audits to be conducted to monitor compliance and identify any other areas for 

training.

Also, as Admission Reason is not well recorded and not used for analysis purposes, internal and 
external approval has been granted to retire this data item from the SMR01 and SMR04 datasets.  
This will apply from 1st April 2017.
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Appendix 1 – ICD-10 groupings used in 
Mental Health publication
http://www.isdscotland.org/Health-Topics/Mental-Health/Publications/2015-05-12/2015-05-12-
MHIC-Report.pdf 

Diagnostic group ICD10 codes

Dementia F00-F09

Drug/Alcohol Misuse F10-F19

Schizophrenia etc. F20-F29

Mood (affective) disorders F30-F39

Neurotic disorders F40-F48

Personality disorders F60-F69

Eating disorders/disorders of childhood 
(inc unspecified mental disorder)

F50-F59, F80-F89, F90-F98, F99

Other diagnoses Various diagnoses (not in chapter V) Table

Note that learning disabilities (F70-F79) is excluded as it will be reported separately.

http://www.isdscotland.org/Health-Topics/Mental-Health/Publications/2015-05-12/2015-05-12-MHIC-Report.pdf
http://www.isdscotland.org/Health-Topics/Mental-Health/Publications/2015-05-12/2015-05-12-MHIC-Report.pdf
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Appendix 2 – Confidence Intervals 
95% confidence intervals have been used in our analysis of the random samples taken for the 
records assessed.

Therefore, there is 95% confidence that the true accuracy of the coded conditions lie within the 
interval ranges for the locations listed below.

Accuracy of Main Condition

Location Lower Interval of 
Accuracy

Percentage Accuracy Upper Interval of 
Accuracy

Scotland Average 75.6% 78.3% 80.9%

Ailsa Hospital 83.3% 96.7% 99.4%

Crosshouse 81.4% 94.3% 98.4%

Queen Margaret Hospital 70.0% 88.0% 95.8%

Royal Edinburgh Hospital 79.2% 86.9% 92.0%

Monklands Hospital 62.1% 86.7% 96.3%

St John's Hospital at Howden 73.8% 86.0% 93.0%

Stobhill Hospital 73.3% 85.7% 92.9%

Whyteman's Brae Hospital 64.0% 85.0% 94.8%

Carseview Centre 65.5% 82.8% 92.4%

Gartnavel Royal Hospital 70.4% 81.5% 89.1%

Midpark Hospital 64.1% 80.0% 90.0%

Parkhead Hospital 60.9% 80.0% 91.1%

Leverndale Hospital 67.7% 79.7% 88.0%

Galavale House 52.4% 78.6% 92.4%

Murray Royal Hospital 64.1% 77.6% 87.0%

Forth Valley Royal Hospital 61.1% 74.1% 83.9%

Wishaw General Hospital 48.1% 70.0% 85.5%

New Craigs Hospital 55.2% 69.6% 80.9%

Royal Cornhill Hospital 55.4% 66.7% 76.3%

Pluscarden Clinic 41.7% 66.7% 84.8%

Stracathro Hospital 43.3% 65.0% 81.9%

Hairmyres Hospital 48.8% 64.9% 78.2%

Stratheden Hospital 40.9% 57.1% 72.0%

Huntlyburn House 26.8% 50.0% 73.2%
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Appendix 3 – Availability of Discharge Letters
Availability of discharge letters for all records assessed, discharges 2015-2016

NHS Board Site Name Records 
assessed

No IDL or 
FDL available

IDL available FDL available FDLs  
available to 

coders within 
six week 
deadline

NHS Ayrshire 
& Arran

Ailsa Hospital 30 - 25 25 22

Crosshouse 35 1 30 28 26

NHS Borders Galavale House 15 3 5 10 9

Huntlyburn House 15 - 11 11 11

NHS Fife Queen Margaret 
Hospital

25 1 9 24 20

Stratheden Hospital 35 1 21 32 31

Whyteman’s Brae 
Hospital

20 4 4 16 15

NHS Greater 
Glasgow & 
Clyde

Gartnavel Royal 
Hospital

65 1 35 63 57

Leverndale Hospital 60 5 17 54 50

Parkhead Hospital 25 - 21 25 25

Stobhill Hospital 50 2 32 47 45

New Craigs Hospital 46 - 44 40 31

NHS 
Lanarkshire

Hairmyres Hospital 38 3 21 35 31

Monklands Hospital 15 - 9 13 12

Wishaw General 
Hospital

20 - 14 19 15

NHS  
Grampian

Pluscarden Clinic 15 - 7 15 14

Royal Cornhill Hospital 75 2 66 56 51

NHS  
Lothian

Royal Edinburgh 
Hospital

108 14 63 87 70

St John’s Hospital at 
Howden

50 3 38 40 33

NHS  
Tayside

Carseview Centre 30 - 24 29 28

Murray Royal Hospital 49 6 41 30 29

Stracathro Hospital 20 1 12 19 16

NHS  
Forth Valley

Forth Valley Royal 
Hospital 

55 2 20 50 48

NHS Dumfries 
& Galloway

Midpark Hospital 35 - 29 35 33

Total 931 49 598 803 722

- Null value
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Appendix 4 – NHS Board Patient Management 
Systems

NHS Board Source Evidence

Ayrshire and Arran PMS, TrakCare and Casenotes

Borders ePex.

Dumfries and Galloway eCasenote and SCI Store 

Fife OASIS and Casenotes

Forth Valley Clinical Portal, E-ward, Topas and Care Partner 

Greater Glasgow &Clyde PiMS, Genisys and Casenotes.

Grampian TrakCare, C-Cube and  Casenotes

Highland TrakCare, SCI Store, and Casenotes

Lanarkshire PiMS, Genisys and Casenotes.

Lothian TrakCare and Casenotes.

Tayside Clinical Portal, TOPAS, Midis and Casenotes
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Appendix 5 – Length of Stay > 365 days
DQA intended assessing 155 records for patients with a length of stay > 365 days and requested 
169 records to be pulled from a list of 284. However, due to casenotes not being available only 117 
records were assessed. 

Key Findings
 ■ Main Condition accuracy at a 3-digit level was 75% which did not meet the ISD recommended 

minimum standard of 90%
 ■ Other Conditions accuracy at a 3-digit level was 67% which did not meet the ISD 

recommended minimum standard of 90%
 ■ Approximately 19% of the records did not have a Final Discharge Letter (FDL) or Immediate 

Discharge Letter (IDL).

Availability of Discharge Letters

Chart A5.1 - Availability of discharge letters for all records assessed with a length of stay 
greater than 365 days
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In addition to the 117 records that were assessed, there were a further eight records that DQA 
could not assess due to a lack of information available in hospital information systems and/or 
case notes. Although DQA can exclude these records from the assessment, coding departments 
are expected to complete and submit SMR04 episodes regardless of the quality of information 
available.

There were also seven records that DQA attempted to assess, but these were not feasible as 
the patients’ case notes were divided into multiple volumes and one or more of these were not 
available to DQA.
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52 records had an Immediate Discharge Letter (IDL), and 89 records had a Final Discharge Letter 
(FDL), of which 78 were available to clinical coders within the six week deadline. Although 11 FDLs 
were not available in time for coding, four of these were completed by clinical staff within six 
weeks of the patient’s eventual discharge date. There were 22 records that didn’t contain an IDL 
or FDL, but DQA were able to assess the accuracy of the records using other source documents 
available. 

Source Documents
When DQA identify an error, the main source document containing the key evidence is recorded. 
Chart A5.2 illustrates the number of errors by source document grouping.

Chart A5.2 - Source documents used for all clinical and non-clinical errors
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There were 238 clinical and non-clinical data item errors in total. For 40 errors the evidence was 
found in Clinical Notes, and for 183 errors the evidence was found in Discharge Letters: 171 in 
FDLs and 12 in IDLs.
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Clinical Findings
Table A5.1 shows the breakdown of errors by type and the percentage accuracy at a 3 and 4 digit 
level for Main Condition and Other Conditions.

Table A5.1 - Accuracy of submitted clinical data items

Data item No evidence Major error1 Minor error2  3-digit 
accuracy (%)

 4-digit 
accuracy (%) 

3-digit 4-digit

Main Condition 1 29 11 75 66

Other Conditions 67 9 67 62

1. Major errors include codes recorded incorrectly to 3-digit level, codes that are recorded unnecessarily (over 
recorded), codes that have been omitted (under recorded), and codes that should have been recorded as Main 
Condition but were misplaced in Other Conditions.

2. Minor errors include codes recorded incorrectly to 4-digit level.

Main Condition 
Main Condition accuracy at a 3-digit level was 75%, which did not meet the ISD recommended 
minimum standard of 90%. There were 29 major errors and 11 minor errors found in Main 
Condition.  There was insufficient evidence to assess Main Condition in one record. Where there 
is insufficient evidence, these data items are removed from the accuracy calculation.

For eight major errors the correct code had been recorded to a 3-digit level, but was misplaced in 
Other Conditions. This was due to the incorrect sequencing of Dagger & Asterisk pair codes. Four 
(half) of these errors were caused by system issues and the remainder was a result of incorrect 
coding.  For discharges from 1st April 2013 the asterisk code from ICD-10, chapter V (F00-F99) is 
presumed to be the main condition in a mental health episode so should be recorded first. The 
dagger and asterisk sequence codes are only reversed when referring to the main condition but 
not for the remaining placement order in the diagnostic episode.

Six major errors were recorded as F03X “Unspecified Dementia” where DQA found evidence for a 
more specific code.

Other Conditions
Accuracy of Other Conditions at a 3-digit level was 67% which did not meet the ISD 
recommended minimum standard of 90%. There were 67 major errors and 9 minor errors found in 
Other Conditions.

15 psychiatric co-morbidities and 43 non-psychiatric co-morbidities were under recorded in Other 
Conditions.
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Non-Clinical Findings
Table A5.2 shows the percentage accuracy of submitted non-clinical data items assessed for 
Length of Stay > 365 days.

Table A5.2 - Accuracy of submitted non-clinical data items

Non-clinical data item Number 
assessed

Percentage 
accuracy (%)

Status on Admission 105 92

Admission Date 103 96

Admission Type 105 70

Admission Reason 107 75

Admission Referral From 97 85

Discharge Date 112 92

Discharge Type 112 91

Discharge Transfer To 109 84

There was insufficient evidence to assess the accuracy of Status on Admission in 12 records, 
Admission Date in 14 records, Admission Type in 12 records, Admission Reason in 10 records, 
Admission Referral From in 20 records, Discharge Date in five records, Discharge Type in five 
records and Discharge Transfer To in eight records. Where there is insufficient evidence, these 
data items are removed from the accuracy calculation.
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Appendix 6 – Learning Disability
DQA intended assessing 152 records for patients with a learning disability and requested 165 
records to be pulled from a list of 272. However, due to casenotes not being available only 84 
records were assessed.

This included Acorn House where no patient information is stored. Any correspondence about the 
patient is stored separately from their physical case notes and kept on record by the Community 
Learning Disability Team. 

Key Findings
 ■ Main Condition accuracy at a 3-digit level was 58% 
 ■ Other Conditions accuracy at a 3-digit level was 68% 
 ■ Around 95% of the records had a Final Discharge Letter (FDL) or Immediate Discharge Letter 

(IDL).

Availability of Discharge Letters

Chart A6.1 - Availability of discharge letters for all records assessed 
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In addition to the 84 records that were assessed, there were a further eight records that DQA 
could not assess due to a lack of information available in hospital information systems and/or 
case notes. Although DQA can exclude these records from the assessment, coding departments 
are expected to complete and submit SMR04 episodes regardless of the quality of information 
available. If the information is of poor quality, coders are advised to contact clinical colleagues for 
clarification.

There were also seven records that DQA attempted to assess, but these were not feasible as 
the patients’ case notes were divided into multiple volumes and one or more of these were not 
available to DQA.
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48 records had an Immediate Discharge Letter (IDL), and 79 records had a Final Discharge Letter 
(FDL), of which 71 were available to clinical coders within the six week deadline. Although eight 
FDLs were not available in time for coding, one of these was completed by clinical staff within six 
weeks of the patient’s eventual discharge date. There were four records that didn’t contain an IDL 
or FDL, but DQA were able to assess the accuracy of the records using other available source 
documents. 

Source Documents
When DQA identify an error, the main source document containing the key evidence is recorded. 
Chart A6.2 illustrates the number of errors by source document grouping.

Chart A6.2 - Source documents used for all clinical and non-clinical errors
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There were 238 clinical and non-clinical data item errors in total. For 17 errors the evidence was 
found in Clinical Notes, and for 210 errors the evidence was found in Discharge Letters: 209 in 
FDLs and one in IDLs.
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Clinical Findings
Table A6.1 shows the breakdown of errors by type and the percentage accuracy at a 3 and 4 digit 
level for Main Condition and Other Conditions.

Table A6.1 - Accuracy of submitted clinical data items

Data item No evidence Major error1 Minor error2  3-digit 
accuracy (%)

 4-digit 
accuracy (%) 

3-digit 4-digit

Main Condition 35 7 58 50

Other Conditions 1 50 9 68 62

1. Major errors include codes recorded incorrectly to 3-digit level, codes that are recorded unnecessarily (over 
recorded), codes that have been omitted (under recorded), and codes that should have been recorded as Main 
Condition but were misplaced in Other Conditions.

2. Minor errors include codes recorded incorrectly to 4-digit level.

Main Condition 
Main Condition accuracy at a 3-digit level was 58%. There were 35 major errors and seven minor 
errors found in Main Condition.

For 13 errors in Main Condition, the incorrect degree of severity of Learning Disability was 
recorded. For 12 errors F70 –F79 ‘learning disability’ had been recorded, however DQA found 
evidence that these should have been recorded as a more specific code. Nine of these were 
misplaced and should have been recorded in Other Conditions. Seven errors in Main Condition 
were due to F81.9 ‘scholastic disorder’ being recorded instead of a code from F70 –F79 ‘Learning 
Disability’.

Other Conditions
Accuracy of Other Conditions at a 3-digit level was 68%. There were 50 major errors and nine 
minor errors found in Other Conditions. There was insufficient evidence to assess Other Condition 
in one record. Where there is insufficient evidence, these data items are removed from the 
accuracy calculation.

18 psychiatric and 10 non-psychiatric co-morbidities were under recorded in Other Conditions.
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Non-Clinical Findings
Table A6.2 shows the percentage accuracy of submitted non-clinical data items assessed for 
Learning Disability.

Table A6.2 - Accuracy of submitted non-clinical data items

Non-clinical data item Number 
assessed

Percentage 
accuracy (%)

Status on Admission 82 98

Admission Date 82 99

Admission Type 80 48

Admission Reason 82 44

Admission Referral From 68 76

Discharge Date 82 93

Discharge Type 83 86

Discharge Transfer To 79 87

There was insufficient evidence to assess the accuracy of Status on Admission, Admission Date, 
Admission Reason, Discharge Date in two records, Admission Type in four records, Admission 
Referral From in 16 records, Discharge Type in one record and Discharge Transfer To in five 
records. Where there is insufficient evidence, these data items are removed from the accuracy 
calculation.

DQA also assessed the validity of the Postcode submitted for the 84 sample records.  Only one 
Postcode was invalid.
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Contact
Barry Watson

Information Manager

barrywatson@nhs.net

0141 282 2268

Jean Harvey

Data Manager

jean.harvey@nhs.net

0131 275 6367

Background Information
The Data Quality Assurance (DQA) team is responsible for evaluating and ensuring that the 
Information Services Division’s (ISD) Scottish Morbidity Record (SMR) datasets are accurate, 
consistent and comparable across time and between sources. Evaluation of quality of data in 
any information system involves a comparison of data against an agreed set of standards. This is 
conducted retrospectively in order to support the credibility of ISD’s national patient based data.

The quality of national data is key to all those who use it both externally and internally at ISD as, 
without it, it would be impossible to interpret results with any accuracy or confidence. Without 
this assurance in the data it would undermine the use of information in a range of areas such as 
service planning, epidemiological research, contributions to evidence based medicine, generation 
of healthcare costs and the support of quality improvement and performance management.

This report contains the findings on the quality of selected SMR04 data items at both a Scotland 
level and for individual hospitals.

Further information can be found on the Data Quality Assurance web pages ISD Data Quality 
Assurance.

mailto:barrywatson@nhs.net
mailto:jean.harvey@nhs.net
http://www.isdscotland.org/Products-and-Services/Data-Quality/
http://www.isdscotland.org/Products-and-Services/Data-Quality/
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Glossary of Data Definitions for Data Items 
Assessed

Admission Date Admission date is the date on which an inpatient or day case 
admission occurs.

Admission Reason Admission reason indicates the primary reason why a patient is 
admitted for inpatient or day case care.

Admission Referral From The source of the patient’s referral on admission to the episode.

Admission Type An inpatient admission is categorised as an emergency, urgent 
or routine inpatient admission except for Maternity and Neonatal 
admissions. 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.

Discharge Date Discharge date is the date on which a patient is discharged from an 
episode of care.

Discharge Transfer To Discharge/Transfer To gives the type of location to which a patient is 
discharged or transferred following an episode of care.

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.

Main Condition The main medical (or social) condition managed/investigated during 
the patients stay.

FDL Final Discharge Letter

IDL Immediate Discharge Letter

Other Conditions 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.

SMR Scottish Morbidity Record

Status on Admission The status of the patient at the time of admission to the episode with 
respect to the Mental Health (Care and Treatment) (Scotland) Act of 
2003.
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