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This Document 
This document is a central resource designed to help users understand validation rules for data items 
reported on in the SUS Data Quality Dashboards. 

Validation Rules For Main Dashboard 
This section defines the validation applied to the Main SUS Data Quality Dashboard.  Each 
validation rule is also displayed in the ‘Data Item Information’ box within the Dashboard itself.  Links 
to the NHS Data Dictionary data item is included for each item. 

The purpose of the Dashboards are to assist trusts by providing data quality reports on their SUS 
data.  The validity of a number of key data items is presented at National, Area Team, Provider and 
Commissioner level. The dashboards contain provisional data intended only to support NHS 
organisations in data quality improvements. 

 

1.1 Inpatient (APC) 

1.1.1 Total Records 

All APC validations are based on Finished General Episodes only (i.e. CDS type 130), for the relevant months 
(i.e. for the May Dashboard, only episodes ending in April or May should be included). 

 

1.1.2 NHS Number 

A unique identifier, mandatory to record for each patient.  A valid NHS Number is populated with a value in 
national standard format.  For a number of sensitive diagnoses and procedures (e.g. IVF), SUS removes all 
patient confidential data including the NHS Number, and derives an NHS number status indicator of 91.  In 
these cases, a blank NHS Number will be classed as valid. A blank NHS number will also be accepted as valid 
when the treatment function code is 360 (Genitourinary Medicine). 

 

1.1.3 Patient Pathway Identifier (PPI) 

The Patient Pathway Identifier or Unique Booking Reference Number (for appointments made through the 
Choose & Book system), together with the sender organisation code, uniquely identifies a patient pathway. A  

Patient Pathway errors occur where neither a Patient Pathway Identifier nor a Unique Booking Reference 
Number is present. For some sensitive records (e.g. IVF) SUS removes all patient identifiers, so in these cases 
a missing patient pathway identifier is not classed as an error (these can be identified in SUS where NHS 
number status indicator is 91). Additionally, any blank patient pathways are not considered errors if a treatment 
function code of 360 has been recorded (Genitourinary Medicine – due to sensitivity).  

Please be aware that this measure uses a best-fit criteria from the information available, and as such there may 
be a few cases where records highlighted as invalid do not require a patient pathway identifier. 

This data item is only analysed for records where Admission Method is via a waiting list (11) or is booked (12), 
and further excluding private or overseas patients liable for charge. 

 

1.1.4 Treatment Function 

This item is the treatment function under which the patient is treated. It may be the same as the main specialty 
code or a different treatment function which will be the Care Professional’s treatment interest.  

Treatment Function errors occur where no code is present, or takes the value of one of the default codes 
according to the NHS Data Dictionary. All other codes are validated by XML. 

 

1.1.5 Main Specialty 

The specialty in which the Consultant is contracted or recognised.   Main specialty classifies clinical work 
divisions more precisely for a limited number of specialties compared with Treatment Function.  

http://www.datadictionary.nhs.uk/
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/n/nhs/nhs_number_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/pat/patient_pathway_identifier_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/attributes/t/tran/treatment_function_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/attributes/t/tran/treatment_function_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/care/care_professional_main_specialty_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/care/care_professional_main_specialty_code_de.asp?shownav=1
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Main Specialty errors occur where no code is present, or where it is populated with a default code, according to 
the NHS Data Dictionary.   All other codes are validated by XML. 

 

1.1.6 GP Practice  

The code of the GP practice the patient is registered with.  A valid GP Practice code as listed in the 
Organisation Data Service (ODS) files, including default values.   

 

1.1.7 Postcode 

The postcode nominated by the patient as being associated with the patient’s permanent residence.  Postcode 
errors occur where no code is present, where the code is invalid according to the NHS Postcode Directory as 
defined by the Office for National Statistics (ONS).   

For a number of sensitive diagnoses and procedures (e.g. IVF), SUS removes all patient confidential data 
including the Postcode.  In these cases, a missing Postcode will be classed as ‘Valid’. A blank Postcode will 
also be accepted as valid when the treatment function code is 360 (Genitourinary Medicine). 

 

1.1.8 Org of Residence 

This is the organisation code for the Clinical Commissioning Group derived by the submitter from the patient's 
postcode of usual address. Org of Residence errors occur where no code is present, or where the code is 
invalid according to the Organisation Data Service (ODS) CCG files and not one of the default values X98 or 
Q99. 

 

1.1.9 Commissioner Code 

This is the organisation code of the organisation commissioning healthcare. This should always be the 
organisation code of the original commissioner and is used by SUS PbR as the basis for payment.  

Commissioner Code errors occur where no code is present, or where the code is invalid according to the 
Organisation Data Service (ODS) CCG files. 

Most invalid records are due to the submission of PCT codes, which are now out of date.  There are also 
instances of no code being submitted.  Other out of date organisation codes will be classed as invalid. This 
includes old Welsh codes which were retired in 2009.  

Codes X98, Q99 and TDH are also considered invalid as they should not be used as default commissioner 
codes. Please see the NHS Data Dictionary for the correct list of default codes.  

At present the new Local Authority codes and code YDD82 (Episodes funded directly by the National 
Commissioning Group for England)  are being classed as invalid by the dashboard.  Work is currently 
underway to rectify this and get these codes added to the list of valid commissioner codes. 

 

1.1.10 Primary Diagnosis 

Clinical classification associated with the patient diagnosis.   The patient diagnosis is: 

i. the main condition treated or investigated during the relevant episode of healthcare, and  

ii. where there is no definitive diagnosis, the main symptom, abnormal findings or problem.  

A valid code at 4 digit level listed in the ICD-10 classification published by the World Health Organisation, 
excluding codes beginning with "R69" indicating an unknown diagnosis.  The fifth character is checked to be 
either a numeric site code, or a '-'. 

N.B. This data item is only analysed for episodes where the spell is finished, as it is normal for coding to occur 
once the spell has ended. 

 

 

 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/g/general_medical_practice_code_(patient_registration)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/po/postcode_of_usual_address_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/o/org/organisation_code_(residence_responsibility)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/o/org/organisation_code_(code_of_commissioner)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/pri/primary_diagnosis_(icd)_de.asp?shownav=1
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1.1.11 Primary Procedure 

A unique identifier for a clinical classification for a procedure or intervention associated with the treatment that 
the patient received. The coding structure is provided by the Office of National Statistics and defined in OPCS 
Operations Classification, 4th revision (OPCS-4). 

The NHS Data Dictionary defines 'Primary' (procedure) as “a classification of patient procedure coding 
significance of intervention classification association for the OPCS code of an operative procedure”. 

Operative procedures carried out should be recorded using the current version of OPCS-4.  The accuracy of 
Primary Procedure is assessed alongside Operation Status.  Where a Procedure code is present, it must be a 
valid OPCS-4 code.  If the Procedure code is missing, this is counted as invalid if Operation Status indicates 
that 'one or more operative procedure carried out'; otherwise it is valid. 

The default codes X998 and X999 are classed as invalid for all CDS types.  The codes have been retired by 
ISN 'ISB 0092/2010' and use of them will result in a U code being generated in SUS PbR. 

N.B. This data item is only analysed for episodes that relate to finished spells, as it is normal for coding to occur 
once the spell has ended.  

 

1.1.12 Ethnic Category 

The ethnicity of a patient, as specified by the patient. A valid code for this data item as published in the NHS 
Data Dictionary. This includes the national code ‘Z – Not stated’, but not the default code ’99 – Not known’. 

 

1.1.13 Site of Treatment 

The organisation site code for the organisation site where the patient was treated.  

A valid Site of Treatment at Start of Episode as listed in the Organisation Data Service (ODS) files, including 
the default codes 89997 and 89999 (and R9998 for Outpatients), but excluding any code ending with '00' as 
this gives no site information. 

 

1.1.14 HRG4 

HRG4 errors occur where the SUS generated HRG (at episode level) is the U code UZ01Z, meaning the record 
is invalid for grouping. 

N.B. This data item is only analysed for episodes where the spell is finished, as it is normal for coding to occur 
once the spell has ended. 

 

1.2 Outpatient (OP) 

1.2.1 Total Records/Total Attendances 

OP validations are based on the count of appointments, with the exception of ‘attendance outcome’ and 
‘primary procedure’ which are based on the count of attendances. 

 

OP appointments are classed as all attendances, patients who did not attend (DNAs) and cancellations, but 
excluding future appointments and admin events for the relevant months (i.e. for the May Dashboard, only 
appointments in April or May should be included). 

 

1.2.2 NHS Number 

The unique identifier, mandatory to record for each patient.  A valid NHS Number is populated with value in 
national standard format.  For a number of sensitive diagnoses and procedures (e.g. IVF), SUS removes all 
patient identifiable data including the NHS Number, and derives an NHS number status indicator of 91.  In 
these cases, a blank NHS Number will be classed as valid. A blank NHS number will also be accepted as valid 
when the treatment function code is 360 (Genitourinary Medicine). 

 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/pri/primary_procedure_(opcs)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/e/ep/ethnic_category_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/s/site/site_code_(of_treatment)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/n/nhs/nhs_number_de.asp?shownav=1
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1.2.3 Patient Pathway 

The Patient Pathway Identifier or Unique Booking Reference Number (for appointments made through the 
Choose & Book system), together with the sender organisation code, uniquely identifies a patient pathway.  

Patient Pathway errors occur where neither a Patient Pathway Identifier nor a Unique Booking Reference 
Number is present. For some sensitive records (e.g. IVF) SUS removes all patient identifiers, so in these cases 
a missing patient pathway identifier is not classed as an error (these can be identified in SUS where NHS 
number status indicator is 91). Additionally, any blank patient pathways are not considered errors if a treatment 
function code of 360 has been recorded (Genitourinary Medicine – due to sensitivity).  

Please be aware that this measure uses a best-fit criteria from the information available, and as such there may 
be a few cases where records highlighted as invalid do not require a patient pathway identifier. 

N.B. This data item is only analysed for records with a non-emergency Referral Source (excludes referral 
sources 01, 04 and 10) and excluding private or overseas patients liable for charge. Admin events are included 
in the analysis of this data item. 

 

1.2.4 Treatment Function 

This item is the treatment function under which the patient is treated. It may be the same as the main specialty 
code or a different treatment function which will be the Care Professional’s treatment interest.  

Treatment Function errors occur where no code is present, or takes the value of one of the default codes 
according to the NHS Data Dictionary. All other codes are validated by XML. 

 

1.2.5 Main Specialty 

This is the specialty in which the Consultant is contracted or recognised. Main specialty classifies clinical work 
divisions more precisely for a limited number of specialties compared with Treatment Function.  

Main Specialty errors occur where no code is present, or takes the value of one of the default codes according 
to the NHS Data Dictionary. All other codes are validated by XML. 

 

1.2.6 GP Practice  

This is the code of the GP practice that the patient is registered with.  A valid GP Practice code as listed in the 
Organisation Data Service (ODS) files, including default values.   

 

1.2.7 Postcode 

The postcode nominated by the patient as being associated with the patient’s permanent residence.  

Postcode errors occur where no code is present, where the code is invalid according to the NHS Postcode 
Directory as defined by the Office for National Statistics (ONS).  For a number of sensitive diagnoses and 
procedures (e.g. IVF), SUS removes all patient identifiable data including the Postcode.  In these cases, a 
missing Postcode will be classed as ‘Valid’. A blank Postcode will also be accepted as valid when the treatment 
function code is 360 (Genitourinary Medicine). 

 

1.2.8 Org of Residence 

Organisation code for the Clinical Commissioning Group derived by the submitter from the patient's postcode of 
usual address.   Org of Residence errors occur where no code is present, or where the code is invalid 
according to the Organisation Data Service (ODS) CCG files and not one of the default values X98 or Q99. 

 

1.2.9 Commissioner Code 

The organisation code of the organisation commissioning healthcare. This should always be the organisation 
code of the original commissioner and is used by SUS PbR as the basis for payment.  

Commissioner Code errors occur where no code is present, or where the code is invalid according to the 
Organisation Data Service (ODS) CCG files. 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/pat/patient_pathway_identifier_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/attributes/t/tran/treatment_function_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/care/care_professional_main_specialty_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/care/care_professional_main_specialty_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/g/general_medical_practice_code_(patient_registration)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/po/postcode_of_usual_address_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/o/org/organisation_code_(residence_responsibility)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/o/org/organisation_code_(code_of_commissioner)_de.asp?shownav=1
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Most invalid records are due to the submission of PCT codes, which are now out of date.  There are also 
instances of no code being submitted.  Other out of date organisation codes will be classed as invalid. This 
includes old Welsh codes which were retired in 2009.  

Codes X98, Q99 and TDH are also considered invalid as they should not be used as default commissioner 
codes. Please see the NHS Data Dictionary for the correct list of default codes.  

At present the new Local Authority codes and code YDD82 (Episodes funded directly by the National 
Commissioning Group for England)  are being classed as invalid by the dashboard.  Work is currently 
underway to rectify this and get these codes added to the list of valid commissioner codes. 

 

1.2.10 Ethnic Category 

The ethnicity of a patient, as specified by the patient.  A valid code for this data item as published in the NHS 
Data Dictionary. This includes the national code ‘Z – Not stated’, but not the default code ’99 – Not known’. 

 

1.2.11 First Attendance 

Indicates whether a patient is making a first attendance or follow-up attendance or contact and whether the 
consultation medium used was a face to face contact or telephone/telemedicine consultation.   A valid code for 
this data item as published in the NHS Data Dictionary. 

 

1.2.12 Attendance Indicator 

Indicates whether or not an appointment for a care contact took place. If the appointment did not take place it 
also indicates whether or not advanced warning was given. 

A valid code for this data item as published in the NHS Data Dictionary for attended, did not attend and 
cancelled. 

 

1.2.13 Referral Source 

Identifies the source of referral of each Consultant outpatient episode. A valid code for this data item as 
published in the NHS Data Dictionary. 

 

1.2.14 Referral Request Received Date 

Records the date the referral request was received by the health care provider. The waiting time for a first 
outpatient appointment should be calculated from the date when the referral is received.  Referral Request 
Received Date errors occur where no date has been submitted. 

 

1.2.15 Attendance Outcome 

Records the outcome of an Outpatient appointment.  A valid code for this data item as published in the NHS 
Data Dictionary. 

N.B. This data item is analysed for attendances only. 

 

1.2.16 Priority Type 

The priority of a request for services; in the case of services to be provided by a Consultant, it is as assessed 
by or on behalf of the Consultant.  A valid code for this data item as published in the NHS Data Dictionary. 

 

1.2.17 Primary Procedure 

Unique identifier for a clinical classification for a procedure or intervention associated with the treatment that the 
patient received. The coding structure is provided by the Office of National Statistics and defined in OPCS 
Operations Classification, 4th revision (OPCS-4). 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/e/ep/ethnic_category_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/attributes/f/first_attendance_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/a/as/attended_or_did_not_attend_code_de.asp?shownav=0
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/s/so/source_of_referral_for_out-patients_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/r/ref/referral_request_received_date_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/attributes/o/out/outcome_of_attendance_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/pri/priority_type_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/pri/primary_procedure_(opcs)_de.asp?shownav=1
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The NHS Data Dictionary defines 'Primary' (procedure) as “a classification of patient procedure coding 
significance of intervention classification association for the OPCS code of an operative procedure”. 

Operative procedures carried out should be recorded using the current version of OPCS-4.  The accuracy of 
Primary Procedure is assessed alongside Operation Status.  Where a Procedure code is present, it must be a 
valid OPCS-4 code.  If the Procedure code is missing, this is counted as invalid if Operation Status indicates 
that 'one or more operative procedure carried out'; otherwise it is valid. 

The default codes X998 and X999 are classed as invalid for all CDS types.  The codes have been retired by 
ISN 'ISB 0092/2010' and use of them will result in a U code being generated in SUS PbR. 

N.B. This data item is analysed for attendances only. 

 

1.2.18 Site of Treatment 

The organisation site code for the organisation site where the patient was treated.  

A valid Site of Treatment at Start of Episode as listed in the Organisation Data Service (ODS) files, including 
the default codes 89997 and 89999 (and R9998 for Outpatients), but excluding any code ending with '00' as 
this gives no site information.  

 

1.2.19 HRG4 

HRG4 errors occur where the SUS generated HRG (at episode level) is the U code UZ01Z, meaning the record 
is invalid for grouping. 

 

1.3 Accident & Emergency (A&E) 

1.3.1 Total Records 

A&E validations are based on all attendances for the relevant months (i.e. for the May Dashboard, only 
episodes ending in April or May should be included). 

 

1.3.2 NHS Number 

The unique identifier, mandatory to record for each patient.  A valid NHS Number is populated with value in 
national standard format.  For a number of sensitive diagnoses and procedures (e.g. IVF), SUS removes all 
patient identifiable data including the NHS Number, and derives an NHS number status indicator of 91.  In 
these cases, a blank NHS Number will be classed as valid. A blank NHS number will also be accepted as valid 
when the treatment function code is 360 (Genitourinary Medicine). 

 

1.3.3 GP Practice  

The code of the GP practice that the patient is registered with.  A valid GP Practice code as listed in the 
Organisation Data Service (ODS) files, including default values.   

 

1.3.4 Postcode 

The postcode nominated by the patient as being associated with the patient’s permanent residence.  Postcode 
errors occur where no code is present, where the code is invalid according to the NHS Postcode Directory as 
defined by the Office for National Statistics (ONS).  For a number of sensitive diagnoses and procedures (e.g. 
IVF), SUS removes all patient identifiable data including the Postcode.  In these cases, a missing Postcode will 
be classed as ‘Valid’. A blank Postcode will also be accepted as valid when the treatment function code is 360 
(Genitourinary Medicine). 

 

1.3.5 Org of Residence 

The organisation code for the Clinical Commissioning Group derived by the submitter from the patient's 
postcode of usual address.   Org of Residence errors occur where no code is present, or where the code is 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/s/site/site_code_(of_treatment)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/n/nhs/nhs_number_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/g/general_medical_practice_code_(patient_registration)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/po/postcode_of_usual_address_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/o/org/organisation_code_(residence_responsibility)_de.asp?shownav=1


SUS DQD Validation Rules Catalogue v2.0 

  

 
Copyright © 2016 Health and Social Care Information Centre. 
NHS Digital is the trading name of the Health and Social Care Information Centre. 9 

invalid according to the Organisation Data Service (ODS) CCG files and not one of the default values X98 or 
Q99. 

 

1.3.6 Commissioner Code 

The organisation code of the organisation commissioning healthcare. This should always be the organisation 
code of the original commissioner and is used by SUS PbR as the basis for payment.  

Commissioner Code errors occur where no code is present, or where the code is invalid according to the 
Organisation Data Service (ODS) CCG files. 

Most invalid records are due to the submission of PCT codes, which are now out of date.  There are also 
instances of no code being submitted.  Other out of date organisation codes will be classed as invalid. This 
includes old Welsh codes which were retired in 2009.  

Codes X98, Q99 and TDH are also considered invalid as they should not be used as default commissioner 
codes. Please see the NHS Data Dictionary for the correct list of default codes.  

At present the new Local Authority codes and code YDD82 (Episodes funded directly by the National 
Commissioning Group for England)  are being classed as invalid by the dashboard.  Work is currently 
underway to rectify this and get these codes added to the list of valid commissioner codes. 

 

1.3.7 Ethnic Category 

The ethnicity of a patient, as specified by the patient.  A valid code for this data item as published in the NHS 
Data Dictionary. This includes the national code ‘Z – Not stated’, but not the default code ’99 – Not known’. 

 

1.3.8 Attendance Disposal 

The coding of ways in which an A&E episode might end.  A valid code for this data item as published in the 
NHS Data Dictionary. 

 

1.3.9 Patient Group 

The coded classification to identify the reason for an A&E episode.   A valid code for this data item as published 
in the NHS Data Dictionary. 

 

1.3.10 First Investigation 

The coding for the types of investigation which may be requested to assist with diagnosis as a result of an A&E 
attendance.  A valid code at 2 character level as listed in the NHS Data Dictionary. 

 

1.3.11 First Treatment 

The coding for the types of treatment or guidance which may be provided to a patient as a result of an A&E 
attendance.  A valid code at 2 character level where sub-analysis is not applicable, or 3 character level where 
sub-analysis is applicable, as listed in the NHS Data Dictionary. 

 

1.3.12 Conclusion Time 

The time that a patients A&E attendance concludes or when treatment in A&E is completed (whichever is the 
later).  Conclusion Time errors occur where no time has been submitted. 

 

1.3.13 Departure Time 

The time that a patients A&E attendance concludes or when treatment in A&E is completed (whichever is the 
later).  Departure Time errors occur where no time has been submitted. 

 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/o/org/organisation_code_(code_of_commissioner)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/e/ep/ethnic_category_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/attributes/a/acc/accident_and_emergency_attendance_disposal_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/attributes/a/acc/accident_and_emergency_attendance_disposal_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/a/a_and_e_patient_group_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/a/accident_and_emergency_investigation_-_first_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/a/accident_and_emergency_treatment_-_first_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/a/a_and_e_attendance_conclusion_time_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/a/a_and_e_departure_time_de.asp?shownav=1
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1.3.14 Department Type 

This is the classification of Accident And Emergency Department according to the activity performed.  
Department Type errors occur where no code is present. 

 

1.3.15 A&E HRG4 

HRG4 errors occur where the SUS generated HRG (at episode level) is the U code UZ01Z, meaning the record 
is invalid for grouping. 

 

 

 

Main Dashboard Validation Rule Matrix 

Data Item APC OP A&E 

Attendance Disposal     X 

Attendance Indicator   X   

Attendance Outcome   X   

Commissioner Code X X X 

Conclusion Time     X 

Department Type     X 

Departure Time     X 

Ethnic Category X X X 

First Attendance   X   

First Investigation     X 

First Treatment     X 

GP Practice X X X 

HRG4 X X X 

Main Specialty X X   

NHS Number X X X 

Patient Group     X 

Patient Pathway X X   

PCT of Residence X X X 

Postcode X X X 

Primary Diagnosis X     

Primary Procedure X X   

Priority Type   X   

Referral Request Received Date   X   

Referral Source   X   

Site of Treatment X X   

Treatment Function X X   

 

13 18 14 

 

 

 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/a/a_and_e_department_type_de.asp?shownav=1
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Validation Rules For Maternity Dashboard 
1.4 Birth Records (CDS120) 

All APC counts (total and errors) are based on Finished General Episodes only for the relevant months (i.e. for 
the May Dashboard, only episodes ending in April or May should be included). 

 

1.4.1 Birth Weight 

The weight of the baby in grams immediately after birth. This item appears for each baby on multiple birth 
delivery records. This is the baby's weight in grams between 0001 to 9998 grams. For multiple births, this 
refers just to the 1st birth. 

 

1.4.2 Intended Place of Delivery 

The delivery place type where the pregnant woman plans to have her baby. The first intended delivery place 
type is recorded, as designated by the caring professional in consultation with the client. The initial intended 
delivery facility may not be recorded since there may be no history of antenatal care. For example, the 
pregnancy may not have been diagnosed or may have been concealed. In this case, '8 - None of the above' 
would be recorded.  Intended Place of Delivery errors occur  where no code is present, and in addition the 
default code of 9 (not known) is classed as invalid. 

 

1.4.3 Delivery Method 

Delivery Method by which a woman is delivered of a baby which is a registerable birth. For multiple births, this 
refers just to the 1st birth.  Delivery Method errors occur where no code is present. The default of 9 (other) is 
classed as valid.  

 

1.4.4 Onset of Delivery 

Method by which the process of labour began, or delivery by caesarean section occurred.  Onset of Delivery 
errors occur where no code is present, and in addition the default code of 9 (not known) is classed as invalid. 

 

1.4.5 Actual Place of Delivery 

The actual place type of delivery. Note that if a baby is delivered in a different hospital to the one originally 
specified, there would be no change in the delivery plave type, since the birth would still have taken place in an 
NHS hospital. For multiple births, this refers just to the 1st birth. 

Actual Place of Delivery errors occur where no code is present, and in addition the default code of 9 (not 
known) is classed as invalid. 

, 

1.4.6 Anaesthetic Given During Delivery 

Anaestetic Given During Delivery is derived from attribute ‘Anaestetic’ or ‘Analgesic Category and Period 
Administered’ which records whether anaesthetic was given during labour/delivery, and the type used. 

Anaestetic Given During Delivery errors occur where no code is present, and in addition the default code of 9 
(not known) is classed as invalid. 

 

1.4.7 Status of Person Conducting Delivery 

The status of the individual who delivers the baby. When the delivery is carried out by a student, the individual 
supervising the delivery should be the one recorded as conducting it. This may be different for each birth in a 
multiple birth. For multiple births, this refers just to the 1st birth. 

Status of Person Conducting Delivery errors occur where no code is present, and in addition the default code of 
9 (not known) is classed as invalid.  

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/b/be/birth_weight_de.asp?query=weight&rank=75&shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_place_type_code_(intended)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_method_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_method_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/l/labour_or_delivery_onset_method_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_place_type_code_(actual)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/a/an/anaesthetic_given_during_labour_or_delivery_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/s/stat/status_of_person_conducting_delivery_code_de.asp?shownav=1
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1.4.8 Gestation Length 

The number of completed weeks of gestation according to the World Health Organization definition, which 
specifies time from the first day of the last menstrual period. If this date is not reliable, an estimate is provided. 
Gestation Length errors occur where no code is present, and in addition the default code of 99 (not known) is 
classed as invalid. 

  

1.4.9 Birth Status 

Birth Status is an indicator of whether the birth was a live or still birth. A still birth is a birth after a gestation of 
24 weeks (168 days) where the baby shows no identifiable signs of life at delivery. For multiple births, this 
refers just to the 1st birth. 

This item appears for each baby on multiple birth delivery records.  Birth Status errors occur where no code is 
present. 

 

1.4.10 NHS Number 

The unique identifier, mandatory to record for each patient.  A valid NHS Number is populated with value in 
national standard format.  For a number of sensitive diagnoses and procedures (e.g. IVF), SUS removes all 
patient identifiable data including the NHS Number, and derives an NHS number status indicator of 91.  In 
these cases, a blank NHS Number will be classed as valid. A blank NHS number will also be accepted as valid 
when the treatment function code is 360 (Genitourinary Medicine). 

 

1.4.11 Registered GP Practice 

The code of the GP practice that the patient is registered with.  A valid GP Practice code as listed in the 
Organisation Data Service (ODS) files, including default values.   

  

1.4.12 Commissioner 

The organisation code of the organisation commissioning healthcare. This should always be the organisation 
code of the original commissioner and is used by SUS PbR as the basis for payment.  

Commissioner Code errors occur where no code is present, or where the code is invalid according to the 
Organisation Data Service (ODS) CCG files. 

Most invalid records are due to the submission of PCT codes, which are now out of date.  There are also 
instances of no code being submitted.  Other out of date organisation codes will be classed as invalid. This 
includes old Welsh codes which were retired in 2009.  

Codes X98, Q99 and TDH are also considered invalid as they should not be used as default commissioner 
codes. Please see the NHS Data Dictionary for the correct list of default codes.  

At present the new Local Authority codes and code YDD82 (Episodes funded directly by the National 
Commissioning Group for England)  are being classed as invalid by the dashboard.  Work is currently 
underway to rectify this and get these codes added to the list of valid commissioner codes. 

 

1.4.13 Primary Diagnosis  

This is a clinical classification associated with the patient diagnosis.  The patient diagnosis is: 

i. the main condition treated or investigated during the relevant episode of healthcare, and  

ii. where there is no definitive diagnosis, the main symptom, abnormal findings or problem.  

A valid code at 4 digit level listed in the ICD-10 classification published by the World Health Organisation, 
excluding codes beginning with "R69" indicating an unknown diagnosis.  The fifth character is checked to be 
either a numeric site code, or a '-'. 

N.B. This data item is only analysed for episodes where the spell is finished, as it is normal for coding to occur 
once the spell has ended. 

 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/g/gestation_length_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/l/li/live_or_still_birth_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/n/nhs/nhs_number_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/g/general_medical_practice_code_(patient_registration)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/o/org/organisation_code_(code_of_commissioner)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/pri/primary_diagnosis_(icd)_de.asp?shownav=1
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1.4.14 Neonatal Level of Care 

The highest level of care received by a neonate during a spell with Neonatal level of care periods. 

Please note that although this field is classed as optional, invalid records are being flagged here to inform 
Trusts due to the importance of the field being populated for the HRG4 grouper. 

Neonatal Level of Care errors occur where no code is present.  All other codes are validated by XML. 

 

1.4.15 Site of Treatment  

The organisation site code for the organisation site where the patient was treated.  

A valid Site of Treatment at Start of Episode as listed in the Organisation Data Service (ODS) files, including 
the default codes 89997 and 89999 (and R9998 for Outpatients), but excluding any code ending with '00' as 
this gives no site information.  

 

1.4.16 HRG4 

HRG4 errors occur where the SUS generated HRG (at episode level) is the U code UZ01Z, meaning the record 
is invalid for grouping. 

N.B. This data item is only analysed for episodes where the spell is finished, as it is normal for coding to occur 
once the spell has ended. 

  

1.4.17 Ethnic Category 

The ethnicity of a patient, as specified by the patient. A valid code for this data item as published in the NHS 
Data Dictionary. This includes the national code ‘Z – Not stated’, but not the default code ’99 – Not known’. 

 

1.4.18 CDS Type Error 

Records where evidence has identified that a Birth Episode (CDS type 120) has been incorrectly submitted to 
SUS as a General Episode (CDS type 130).  

The CDS type, admission method, date of birth, episode order and episode start date are checked as follows: 

If the CDS type is 130, 140 or 170 (General, Delivery or Psychiatric) 

and 

date of birth and episode start date are not blank 

and 

date of birth is the same as the episode start date 

and 

method of admission identifies babies born in a health care provider 

and 

is the 1st episode of a spell 

If the above validation is met then the CDS Type of the record is altered in HES to reflect this. 

 

1.4.19 Ratio of episodes: 

The Ratio of birth episodes to babies on delivery episodes.   Calculated by dividing the number of Births 
(CDS120) by the number of  Babies delivered (CDS140) 

 

 

 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/n/ne/neonatal_level_of_care_code_de.asp?query=neocare&rank=1&shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/s/site/site_code_(of_treatment)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/e/ep/ethnic_category_de.asp?shownav=1
http://www.hscic.gov.uk/media/1367/HES-Hospital-Episode-Statistics-Inpatient-cleaning-rules/pdf/IPCR_June09.pdf
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1.5 Delivery Records (CDS140) 

All APC counts (total and errors) are based on Finished General Episodes only for the relevant months (i.e. for 
the May Dashboard, only episodes ending in April or May should be included). 

 

1.5.1 Birth Weight 

The weight of the baby in grams immediately after birth. This item appears for each baby on multiple birth 
delivery records. This is the baby's weight in grams between 0001 to 9998 grams. For multiple births, this 
refers just to the 1st birth. 

 

1.5.2 Intended Place of Delivery 

The delivery place type where the pregnant woman plans to have her baby. The first intended delivery place 
type is recorded, as designated by the caring professional in consultation with the client. The initial intended 
delivery facility may not be recorded since there may be no history of antenatal care. For example, the 
pregnancy may not have been diagnosed or may have been concealed. In this case, '8 - None of the above' 
would be recorded. 

Intended Place of Delivery errors occur where no code is present, and in addition the default code of 9 (not 
known) is classed as invalid. 

 

1.5.3 Delivery Method 

The Delivery Method by which a woman is delivered of a baby which is a registerable birth. For multiple births, 
this refers just to the 1st birth.  Delivery Method errors occur where no code is present. The default of 9 (other) 
is classed as valid.  

 

1.5.4 Onset of Delivery 

The method by which the process of labour began, or delivery by caesarean section occurred.  Onset of 
Delivery errors occur where no code is present, and in addition the default code of 9 (not known) is classed as 
invalid. 

 

1.5.5 Actual Place of Delivery 

This is the actual place type of delivery. Note that if a baby is delivered in a different hospital to the one 
originally specified, there would be no change in the delivery plave type, since the birth would still have taken 
place in an NHS hospital. For multiple births, this refers just to the 1st birth. 

Actual Place of Delivery errors occur where no code is present, and in addition the default code of 9 (not 
known) is classed as invalid. 

 

1.5.6 Anaesthetic Given During Delivery 

Anaestetic Given During Delivery is derived from attribute ‘Anaestetic’ or ‘Analgesic Category and Period 
Administered’ which records whether anaesthetic was given during labour/delivery, and the type used. 

Errors occur where no code is present, and in addition the default code of 9 (not known) is classed as invalid. 

 

1.5.7 Status of Person Conducting Delivery 

The status of the individual who delivers the baby. When the delivery is carried out by a student, the individual 
supervising the delivery should be the one recorded as conducting it. This may be different for each birth in a 
multiple birth. For multiple births, this refers just to the 1st birth. 

Status of Person Conducting Delivery errors occur where no code is present, and in addition the default code of 
9 (not known) is classed as invalid. 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/b/be/birth_weight_de.asp?query=weight&rank=75&shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_place_type_code_(intended)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_method_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/l/labour_or_delivery_onset_method_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_place_type_code_(actual)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/a/an/anaesthetic_given_during_labour_or_delivery_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/s/stat/status_of_person_conducting_delivery_code_de.asp?shownav=1
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1.5.8 Gestation Length 

The number of completed weeks of gestation according to the World Health Organization definition, which 
specifies time from the first day of the last menstrual period. If this date is not reliable, an estimate is provided. 
Gestation Length errors occur where no code is present, and in addition the default code of 99 (not known) is 
classed as invalid. 

 

1.5.9 Birth Status 

Birth Status is an indicator of whether the birth was a live or still birth. A still birth is a birth after a gestation of 
24 weeks (168 days) where the baby shows no identifiable signs of life at delivery. For multiple births, this 
refers just to the 1st birth.  This item appears for each baby on multiple birth delivery records.  Birth Status 
errors occur where no code is present. 

 

1.5.10 NHS Number 

Unique identifier, mandatory to record for each patient.  A valid NHS Number is populated with value in national 
standard format.  For a number of sensitive diagnoses and procedures (e.g. IVF), SUS removes all patient 
identifiable data including the NHS Number, and derives an NHS number status indicator of 91.  In these 
cases, a blank NHS Number will be classed as valid. A blank NHS number will also be accepted as valid when 
the treatment function code is 360 (Genitourinary Medicine). 

 

1.5.11 Registered GP Practice 

The code of the GP practice that the patient is registered with.  A valid GP Practice code as listed in the 
Organisation Data Service (ODS) files, including default values.   

 

1.5.12 Postcode 

The postcode nominated by the patient as being associated with the patient’s permanent residence.  

Postcode errors occur where no code is present, where the code is invalid according to the NHS Postcode 
Directory as defined by the Office for National Statistics (ONS).  For a number of sensitive diagnoses and 
procedures (e.g. IVF), SUS removes all patient identifiable data including the Postcode.  In these cases, a 
missing Postcode will be classed as ‘Valid’. A blank Postcode will also be accepted as valid when the treatment 
function code is 360 (Genitourinary Medicine). 

 

1.5.13 Commissioner 

The organisation code of the organisation commissioning healthcare. This should always be the organisation 
code of the original commissioner and is used by SUS PbR as the basis for payment.  

Commissioner Code errors occur where no code is present, or where the code is invalid according to the 
Organisation Data Service (ODS) CCG files. 

Most invalid records are due to the submission of PCT codes, which are now out of date.  There are also 
instances of no code being submitted.  Other out of date organisation codes will be classed as invalid. This 
includes old Welsh codes which were retired in 2009.  

Codes X98, Q99 and TDH are also considered invalid as they should not be used as default commissioner 
codes. Please see the NHS Data Dictionary for the correct list of default codes.  

At present the new Local Authority codes and code YDD82 (Episodes funded directly by the National 
Commissioning Group for England)  are being classed as invalid by the dashboard.  Work is currently 
underway to rectify this and get these codes added to the list of valid commissioner codes. 

 

 

 

 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/g/gestation_length_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/l/li/live_or_still_birth_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/n/nhs/nhs_number_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/g/general_medical_practice_code_(patient_registration)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/po/postcode_of_usual_address_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/o/org/organisation_code_(code_of_commissioner)_de.asp?shownav=1
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1.5.14 Primary Diagnosis  

A clinical classification associated with the patient diagnosis.  The patient diagnosis is: 

i. the main condition treated or investigated during the relevant episode of healthcare, and  

ii. where there is no definitive diagnosis, the main symptom, abnormal findings or problem.  

A valid code at 4 digit level listed in the ICD-10 classification published by the World Health Organisation, 
excluding codes beginning with "R69" indicating an unknown diagnosis.  The fifth character is checked to be 
either a numeric site code, or a '-'. 

N.B. This data item is only analysed for episodes where the spell is finished, as it is normal for coding to occur 
once the spell has ended. 

 

1.5.15 Site of Treatment 

The organisation site code for the organisation site where the patient was treated.  

A valid Site of Treatment at Start of Episode as listed in the Organisation Data Service (ODS) files, including 
the default codes 89997 and 89999 (and R9998 for Outpatients), but excluding any code ending with '00' as 
this gives no site information.  

 

1.5.16 HRG4 

HRG4 errors occur where the SUS generated HRG (at episode level) is the U code UZ01Z, meaning the record 
is invalid for grouping. 

N.B. This data item is only analysed for episodes where the spell is finished, as it is normal for coding to occur 
once the spell has ended. 

, 

1.5.17 Org of Residence  

The organisation code for the Clinical Commissioning Group derived by the submitter from the patient's 
postcode of usual address.  

Org of Residence errors occur where no code is present, or where the code is invalid according to the 
Organisation Data Service (ODS) CCG files and not one of the default values X98 or Q99. 

 

1.5.18 Ethnic Category 

The ethnicity of a patient, as specified by the patient. A valid code for this data item as published in the NHS 
Data Dictionary. This includes the national code ‘Z – Not stated’, but not the default code ’99 – Not known’. 

 

1.5.19 CDS Type Error 

Records where evidence has identified that a Delivery Episode (CDS type 140) has been incorrectly submitted 
to SUS as a General Episode (CDS type 130).  

The CDS type and procedure code are checked as follows: 

If the CDS type is 130 (General) 

and 

the first 3 chars of the 1st procedure = R17 to  R25 (delivery procedures) 

If the above validation is met then the CDS Type of the record is altered in HES to reflect this. 

 

1.5.20 Ratio of episodes: 

The ratio of birth episodes to babies on delivery episodes.  

Calculated by dividing the number of Births (CDS120) by the number of  Babies delivered (CDS140) 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/pri/primary_diagnosis_(icd)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/s/site/site_code_(of_treatment)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/o/org/organisation_code_(residence_responsibility)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/e/ep/ethnic_category_de.asp?shownav=1
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1.6 Other Birth Records (CDS150) 

All APC counts (total and errors) are based on Finished General Episodes only (i.e..CDS type 150), for the 
relevant months (i.e. for the May Dashboard, only episodes ending in April or May should be included). 

 

1.6.1 Birth Weight 

The weight of the baby in grams immediately after birth. This item appears for each baby on multiple birth 
delivery records. This is the baby's weight in grams between 0001 to 9998 grams. For multiple births, this 
refers just to the 1st birth. 

 

1.6.2 Intended Place of Delivery 

The delivery place type where the pregnant woman plans to have her baby. The first intended delivery place 
type is recorded, as designated by the caring professional in consultation with the client. The initial intended 
delivery facility may not be recorded since there may be no history of antenatal care. For example, the 
pregnancy may not have been diagnosed or may have been concealed. In this case, '8 - None of the above' 
would be recorded. 

Intended Place of Delivery errors occur where no code is present, and in addition the default code of 9 (not 
known) is classed as invalid. 

 

1.6.3 Delivery Method 

The Delivery Method by which a woman is delivered of a baby which is a registerable birth. For multiple births, 
this refers just to the 1st birth.  Delivery Method errors occur where no code is present. The default of 9 (other) 
is classed as valid.  

 

1.6.4 Onset of Delivery 

The method by which the process of labour began, or delivery by caesarean section occurred. 

Onset of Delivery errors occur where no code is present, and in addition the default code of 9 (not known) is 
classed as invalid. 

 

1.6.5 Actual Place of Delivery 

The actual place type of delivery. Note that if a baby is delivered in a different hospital to the one originally 
specified, there would be no change in the delivery plave type, since the birth would still have taken place in an 
NHS hospital. For multiple births, this refers just to the 1st birth. 

Actual Place of Delivery errors occur where no code is present, and in addition the default code of 9 (not 
known) is classed as invalid. 

 

1.6.6 Anaesthetic Given During Delivery 

Anaestetic Given During Delivery is derived from attribute ‘Anaestetic’ or ‘Analgesic Category and Period 
Administered’ which records whether anaesthetic was given during labour/delivery, and the type used. 

Anaestetic Given During Delivery errors occur where no code is present, and in addition the default code of 9 
(not known) is classed as invalid. 

 

1.6.7 Status of Person Conducting Delivery 

The status of the individual who delivers the baby. When the delivery is carried out by a student, the individual 
supervising the delivery should be the one recorded as conducting it. This may be different for each birth in a 
multiple birth. For multiple births, this refers just to the 1st birth. 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/b/be/birth_weight_de.asp?query=weight&rank=75&shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_place_type_code_(intended)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_method_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/l/labour_or_delivery_onset_method_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_place_type_code_(actual)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/a/an/anaesthetic_given_during_labour_or_delivery_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/s/stat/status_of_person_conducting_delivery_code_de.asp?shownav=1
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Status of Person Conducting Delivery errors occur where no code is present, and in addition the default code of 
9 (not known) is classed as invalid. 

 

1.6.8 Gestation Length 

The number of completed weeks of gestation according to the World Health Organization definition, which 
specifies time from the first day of the last menstrual period. If this date is not reliable, an estimate is provided. 

Gestation Length errors occur where no code is present, and in addition the default code of 99 (not known) is 
classed as invalid. 

 

1.6.9 Birth Status 

Indicates whether the birth was a live or still birth. A still birth is a birth after a gestation of 24 weeks (168 days) 
where the baby shows no identifiable signs of life at delivery. For multiple births, this refers just to the 1st birth. 

This item appears for each baby on multiple birth delivery records.  Birth Status errors occur where no code is 
present. 
 

1.6.10 NHS Number 

Unique identifier, mandatory to record for each patient.  A valid NHS Number is populated with value in national 
standard format.  For a number of sensitive diagnoses and procedures (e.g. IVF), SUS removes all patient 
identifiable data including the NHS Number, and derives an NHS number status indicator of 91.  In these 
cases, a blank NHS Number will be classed as valid. A blank NHS number will also be accepted as valid when 
the treatment function code is 360 (Genitourinary Medicine). 

 

1.6.11 Registered GP Practice 

The code of the GP practice that the patient is registered with.  A valid GP Practice code as listed in the 
Organisation Data Service (ODS) files, including default values.  

 

1.6.12 Commissioner  

The organisation code of the organisation commissioning healthcare. This should always be the organisation 
code of the original commissioner and is used by SUS PbR as the basis for payment.  

Commissioner Code errors occur where no code is present, or where the code is invalid according to the 
Organisation Data Service (ODS) CCG files. 

Most invalid records are due to the submission of PCT codes, which are now out of date.  There are also 
instances of no code being submitted.  Other out of date organisation codes will be classed as invalid. This 
includes old Welsh codes which were retired in 2009.  

Codes X98, Q99 and TDH are also considered invalid as they should not be used as default commissioner 
codes. Please see the NHS Data Dictionary for the correct list of default codes.  

At present the new Local Authority codes and code YDD82 (Episodes funded directly by the National 
Commissioning Group for England)  are being classed as invalid by the dashboard.  Work is currently 
underway to rectify this and get these codes added to the list of valid commissioner codes. 

 

1.6.13 Ethnic Category 

The ethnicity of a patient, as specified by the patient. A valid code for this data item as published in the NHS 
Data Dictionary. This includes the national code ‘Z – Not stated’, but not the default code ’99 – Not known’. 

 

1.6.14 Ratio of episodes 

Ratio of other birth episodes to babies on other delivery episodes. 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/g/gestation_length_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/l/li/live_or_still_birth_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/n/nhs/nhs_number_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/g/general_medical_practice_code_(patient_registration)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/o/org/organisation_code_(code_of_commissioner)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/e/ep/ethnic_category_de.asp?shownav=1
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 Calculated by dividing the number of Other Births (CDS150) by the number of Other Babies delivered 
(CDS160) 

 

1.7 Other Delivery Records (CDS160)  

All APC counts (total and errors) are based on Finished General Episodes only (i.e..CDS type 160), for the 
relevant months (i.e..for the May Dashboard, only episodes ending in April or May should be included). 

1.7.1 Birth Weight 

The weight of the baby in grams immediately after birth. This item appears for each baby on multiple birth 
delivery records. This is the baby's weight in grams between 0001 to 9998 grams. For multiple births, this 
refers just to the 1st birth. 

 

1.7.2 Intended Place of Delivery 

The delivery place type where the pregnant woman plans to have her baby. The first intended delivery place 
type is recorded, as designated by the caring professional in consultation with the client. The initial intended 
delivery facility may not be recorded since there may be no history of antenatal care. For example, the 
pregnancy may not have been diagnosed or may have been concealed. In this case, '8 - None of the above' 
would be recorded.  Intended Place of Delivery errors occur where no code is present, and in addition the 
default code of 9 (not known) is classed as invalid. 

 

1.7.3 Delivery Method 

The Delivery Method by which a woman is delivered of a baby which is a registerable birth. For multiple births, 
this refers just to the 1st birth.  Delivery Method errors occur where no code is present. The default of 9 (other) 
is classed as valid.  

 

1.7.4 Onset of Delivery 

The method by which the process of labour began, or delivery by caesarean section occurred.  Onset of 
Delivery errors occur where no code is present, and in addition the default code of 9 (not known) is classed as 
invalid. 

 

1.7.5 Actual Place of Delivery 

The actual place type of delivery. Note that if a baby is delivered in a different hospital to the one originally 
specified, there would be no change in the delivery plave type, since the birth would still have taken place in an 
NHS hospital. For multiple births, this refers just to the 1st birth. 

Actual Place of Delivery errors occur where no code is present, and in addition the default code of 9 (not 
known) is classed as invalid. 

 

1.7.6 Anaesthetic Given During Delivery 

Anaestetic Given During Delivery is derived from attribute ‘Anaestetic’ or ‘Analgesic Category and Period 
Administered’ which records whether anaesthetic was given during labour/delivery, and the type used. 

Anaestetic Given During Delivery errors occur where no code is present, and in addition the default code of 9 
(not known) is classed as invalid. 

 

1.7.7 Status of Person Conducting Delivery 

Normally the status of the individual who delivers the baby. When the delivery is carried out by a student, the 
individual supervising the delivery should be the one recorded as conducting it. This may be different for each 
birth in a multiple birth. For multiple births, this refers just to the 1st birth. 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/b/be/birth_weight_de.asp?query=weight&rank=75&shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_place_type_code_(intended)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_method_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/l/labour_or_delivery_onset_method_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/d/del/delivery_place_type_code_(actual)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/a/an/anaesthetic_given_during_labour_or_delivery_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/s/stat/status_of_person_conducting_delivery_code_de.asp?shownav=1
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Status of Person Conducting Delivery errors occur where no code is present, and in addition the default code of 
9 (not known) is classed as invalid. 

 

1.7.8 Gestation Length 

The number of completed weeks of gestation according to the World Health Organization definition, which 
specifies time from the first day of the last menstrual period. If this date is not reliable, an estimate is provided.  
Gestation Length errors occur where no code is present, and in addition the default code of 99 (not known) is 
classed as invalid. 

 

1.7.9 Birth Status 

Indicates whether the birth was a live or still birth.  A still birth is a birth after a gestation of 24 weeks (168 days) 
where the baby shows no identifiable signs of life at delivery.  For multiple births, this refers just to the 1st birth. 

This item appears for each baby on multiple birth delivery records.  Birth Status errors occur where no code is 
present. 

 

1.7.10 NHS Number 

The unique identifier, mandatory to record for each patient.  A valid NHS Number is populated with value in 
national standard format, with a valid check digit.  For a number of sensitive diagnoses and procedures (e.g. 
IVF), SUS removes all patient identifiable data including the NHS Number, and derives an NHS number status 
indicator of 91.  In these cases, a blank NHS Number will be classed as valid. A blank NHS number will also be 
accepted as valid when the treatment function code is 360 (Genitourinary Medicine). 

 

1.7.11 Registered GP Practice 

The code of the GP practice that the patient is registered with.   A valid GP Practice code as listed in the 
Organisation Data Service (ODS) files, including default values.   

 

1.7.12 Postcode  

The postcode nominated by the patient as being associated with the patient’s permanent residence.  

Postcode errors occur where no code is present, where the code is invalid according to the NHS Postcode 
Directory as defined by the Office for National Statistics (ONS).  For a number of sensitive diagnoses and 
procedures (e.g. IVF), SUS removes all patient identifiable data including the Postcode.  In these cases, a 
missing Postcode will be classed as ‘Valid’. A blank Postcode will also be accepted as valid when the treatment 
function code is 360 (Genitourinary Medicine)., 

 

1.7.13 Commissioner  

The organisation code of the organisation commissioning healthcare. This should always be the organisation 
code of the original commissioner and is used by SUS PbR as the basis for payment.  

Commissioner Code errors occur where no code is present, or where the code is invalid according to the 
Organisation Data Service (ODS) CCG files. 

Most invalid records are due to the submission of PCT codes, which are now out of date.  There are also 
instances of no code being submitted.  Other out of date organisation codes will be classed as invalid. This 
includes old Welsh codes which were retired in 2009.  

Codes X98, Q99 and TDH are also considered invalid as they should not be used as default commissioner 
codes. Please see the NHS Data Dictionary for the correct list of default codes.  

At present the new Local Authority codes and code YDD82 (Episodes funded directly by the National 
Commissioning Group for England)  are being classed as invalid by the dashboard.  Work is currently 
underway to rectify this and get these codes added to the list of valid commissioner codes. 

 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/g/gestation_length_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/l/li/live_or_still_birth_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/n/nhs/nhs_number_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/g/general_medical_practice_code_(patient_registration)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/po/postcode_of_usual_address_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/o/org/organisation_code_(code_of_commissioner)_de.asp?shownav=1


SUS DQD Validation Rules Catalogue v2.0 

  

 
Copyright © 2016 Health and Social Care Information Centre. 
NHS Digital is the trading name of the Health and Social Care Information Centre. 22 

1.7.14 Ethnic Category  

The ethnicity of a patient, as specified by the patient. A valid code for this data item as published in the NHS 
Data Dictionary. This includes the national code ‘Z – Not stated’, but not the default code ’99 – Not known’. 

 

1.7.15 HRG4  

HRG4 errors occur where the SUS generated HRG (at episode level) is the U code UZ01Z, meaning the record 
is invalid for grouping. 

N.B. This data item is only analysed for episodes where the spell is finished, as it is normal for coding to occur 
once the spell has ended. 

1.7.16 Org of Residence 

This is the organisation code for the Clinical Commissioning Group derived by the submitter from the patient's 
postcode of usual address.   Org of Residence errors occur where no code is present, or where the code is 
invalid according to the Organisation Data Service (ODS) CCG files and not one of the default values X98 or 
Q99. 

 

1.7.17 Ratio of episodes 

The Ratio of other birth episodes to babies on other delivery episodes.  Calculated by dividing the number of 
Other Births (CDS150) by the number of Other Babies delivered (CDS160) 

  

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/e/ep/ethnic_category_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/o/org/organisation_code_(residence_responsibility)_de.asp?shownav=1
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Maternity Validation Rule Matrix 

MEASURE CDS120 CDS140 CDS150 CDS160 

All CDS X X X X 

Birth Weight X X X X 

Intended Place of Delivery X X X X 

Delivery Method X X X X 

Onset of Delivery X X X X 

Actual Place of Delivery X X X X 

Anaesthetic Given X X X X 

Status of Person Conducting 
Delivery 

X X X X 

Birth Status X X X X 

Gestation Length (120, 150) X   X   

Gestation Length (140, 160)   X   X 

NHS Number Errors X X X X 

Registered GP Practices Errors X X X X 

Commissioner Errors X X X X 

Primary Diagnosis Errors  X X     

Neocare Errors  X       

Site Of Treatment Errors  X X     

HRG4 Errors  X X   X 

Ethnic Category Errors X X X X 

Post Code Errors   X   X 

Org of Residence Errors    X   X 

CDS120 Type Error X       

CDS140 Type Error   X     

Episodes Ratio (CDS120-140) X X     

Episodes Ratio (CDS150-160)     X X 

     

 
20 21 14 17 
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Validation Rules For Critical Care Dashboard 

1.8 Critical Care (CDS120,130,140) 

This section defines the validation applied to the SUS Critical Care Data Quality Dashboard.  Links 
to the NHS Data Dictionary data item can be accessed by clicking the heading of each item below. 

The purpose of the Dashboards are to assist trusts by providing data quality reports on their SUS 
data.  The validity of a number of key data items is presented at National, Region and Provider level. 
The dashboards contain provisional data intended only to support NHS organisations in data quality 
improvements. 

The datasets in scope are CDS 120, 130 and 140.  The dashboard designates records as adult, 
paediatric or neonatal based upon the submitted Critical Care Unit function (91 is counted as adult for 
this purpose. 

 

1.8.1  CC Activity (Paediatric/Neonatal) 

 This data item is validated for paediatric and neonatal records only (CC Period Type = 02 OR 03). Errors occur 
if no activity codes are present on finished critical care periods, if 99 (no defined critical care activity) has been 
used in combination with other codes, or if an invalid activity code has been used. 

Records are counted as invalid if: 

i) (Spell Discharge date = Episode end date OR the CC Discharge date or time are not null) AND Activity 
Period 1 is null 

OR 

ii) Activity Period 1 = 99 AND Activity Period 2 is not null; 

OR 

iii) Any of Activity Periods 2-20 = 99 

Activity codes are validated by XML to determine if they are from the valid list.  

 

1.8.2 Gestation Length 

This data item is validated for neonatal records only (CC Period Type = 03). Errors occur if the field is empty or 
the value is considered invalid (not between 10 and 49). 

Records are counted as invalid if: 

i) Gestation length at delivery is null; 

OR 

ii) Gestation length at delivery is not 10-49. 

 

1.8.3 Birth Weight 

 This data item is validated for neonatal records only (CC Period Type = 03). Errors occur if the field is empty, 
the value is not in the correct format, or the value is considered invalid (not zero and >7.5). 

Records are counted as invalid if: 

i) Weight is null; 

OR 

ii) Weight is not in format n3.n3; 

OR 

iii) Weight = 000.000; 

http://www.datadictionary.nhs.uk/
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/cou/critical_care_activity_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/cou/critical_care_activity_code_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/g/gestation_length_(at_delivery)_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/pers/person_weight_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/p/pers/person_weight_de.asp?shownav=1
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OR 

iv) Weight > 007.500.  

 

1.8.4 CC Activity (Adults) 

This data item is validated for adult records only (CC Period Type = 01). Errors occur if the critical care period 
has finished and all organ support fields and CC Level 2 and CC Level 3 fields are null or zero. 

Records are counted as invalid if: 

i) Spell Discharge date = Episode end date OR CC Discharge date/time/destination/status are not null 

AND 

ii) ALL OF Advanced/Basic respiratory, A/B cardiac, renal, neuro, dermatology, gastrointestinal, liver or Lvl 2/3 
support days are null or 0 

 

1.8.5 CC PbR Activity  

This data item is validated for adult records only (CC Period Type = 01). Errors occur if the critical care period 
has finished and all HRG activity fields (this is all organ support fields excluding Gastrointestinal) and CC Level 
2 and CC Level 3 fields are all null or zero, or the number of days in any of the HRG activity fields is 99. These 
represent the records that will be allocated a HRG of UZ01Z by the SUS grouper.  

Records are counted as invalid if: 

i) Spell Discharge date = Episode end date OR CC Discharge date/time/destination/status are not null 

 

AND 

iia) ALL OF Advanced/Basic respiratory, A/B cardiac, renal, neuro, dermatology, liver or Lvl 2/3 support days 

are null or 0 

OR 

iib) ANY OF Advanced/Basic respiratory, A/B cardiac, renal, neuro, dermatology, liver or Lvl 2/3 support days 
are 999 

 

1.8.6 CC Start Date 

Errors occur if the Critical Care Start Date is null, is earlier than the admission date, after the spell discharge 
date, is before the start of the previous financial year, after the episode end date, after the critical care 
discharge date or is an incorrect format. 

Records are counted as invalid if: 

i) CC Start date is null; 

OR 

ii) CC Start date is before Spell admission date; 

OR 

iii) CC Start date is after Spell discharge date; 

OR 

iv) CC Start date is before the 1
st
 April 2010; (This is an arbitrary date used to catch Start dates that are too old. 

The theory is that it would always be the 1
st
 of April of the previous financial year. This can be made later or 

earlier if deemed appropriate) 

OR 

v) CC Start date is after the Episode end date;  

OR 

http://www.datadictionary.nhs.uk/data_dictionary/messages/cds_v6-2/data_sets/cds_v6-2_type_130_-_admitted_patient_care_-_finished_general_episode_cds_fr.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/messages/cds_v6-2/data_sets/cds_v6-2_type_130_-_admitted_patient_care_-_finished_general_episode_cds_fr.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/messages/cds_v6-2/data_sets/cds_v6-2_type_130_-_admitted_patient_care_-_finished_general_episode_cds_fr.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/messages/cds_v6-2/data_sets/cds_v6-2_type_130_-_admitted_patient_care_-_finished_general_episode_cds_fr.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/cou/critical_care_start_date_de.asp?shownav=1
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vi) CC Start date is after the CC Discharge date; 

 

1.8.7 CC Discharge Date 

Errors occur if the Critical Care Discharge Date is after the spell discharge date or before the spell admission 
date, is after the episode end date if it is the last episode in the spell, or is null when other discharge data is 
present. 

Records are counted as invalid if: 

i) CC Discharge date is after the Spell discharge date OR before the Spell admission date; 

OR 

ii) CC Discharge date is after the Episode end date AND Spell discharge date = Episode end date; 

OR 

iii) CC Discharge date is null AND (CC Discharge destination/time/status are not null OR Spell discharge date = 
Episode end date) 

 

1.8.8 CC Local ID 

 This data item is validated for paediatric and neonatal records only (CC Period Type = 02 OR 03).  

Records are counted as invalid if:  

i) CC Local ID is null 

 

1.8.9 CC Unit Function 

This data item is validated for adult records only (CC Period Type = 01). Errors occur if the critical care unit 
function is null or relates to a non-specialist ward. 

Records are counted as invalid if: 

i) CC Unit function is null OR 90-92. 

 

1.8.10 CC Discharge Time (Null) 

 Errors occur if the critical care discharge time is null when other discharge data is present. 

Records are counted as invalid if: 

i) CC Discharge time is null AND  

any of CC Discharge destination/date/status are not null OR Spell discharge date = Episode end date; 

 

1.8.11 CC Discharge Time (Default) 

Default codes are highlighted identified (codes that providers tend to use as defaults, which should be reviewed 
occasionally) as below: 

i) CC Discharge time = 23:59:n2, 00:00:00, 12:00:00, 16:00:00, 17:00:00, 18:00:00, 00:01:00; 

 

1.8.12 CC Activity Date 

This data item is validated for paediatric and neonatal records only (CC Period Type = 02 OR 03). Errors occur 
if the date is in an incorrect format, is null, is after the critical care discharge date or spell discharge date, or is 
before the critical care start date or spell admission date. 

Records are counted as invalid if: 

i) CC Activity Date < ‘20100101’ 

ii) CC Activity date is null; 

http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/cou/critical_care_discharge_date_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/cou/critical_care_local_identifier_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/cou/critical_care_local_identifier_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/cou/critical_care_unit_function_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/cou/critical_care_discharge_time_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/cou/critical_care_discharge_time_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/c/cou/critical_care_discharge_time_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/data_field_notes/a/act/activity_date_(critical_care)_de.asp?shownav=1
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iii) CC Activity date is after CC Discharge date; 

iv) CC Activity date is before CC Start date; 

v) CC Activity date is after Spell discharge date; 

vi) CC Activity date is before S 

 

 

 

Critical Care Validation Rule Matrix 

Data Item Adult Paediatric Neonatal 

Discharge Date X X X 

Discharge Time X X X 

Null PbR Activities X 
  

Start Date X X X 

Zero Total Activity X 
  

Activity Codes 
 

X X 

Activity Dates 
 

X X 

Local Identifier 
 

X X 

Birth Weight 
  

X 

Gestation Length 
  

X 

 

5 6 8 

 

 


