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Introduction 
 
 
This document supports the collection of the Sexual and Reproductive Health Activity 
Dataset (SRHAD), a new electronic collection from Sexual and Reproductive Health (SRH) 
Services. It includes detailed descriptions on collecting each section of SRHAD. SRHAD 
replaces the annual aggregate KT31 Central Return. This behavioural and implementation 
guidance is required to ensure quality data is recorded at services and included in reports 
produced both locally and nationally. The content of the data set referenced throughout this 
document is included in Appendix 1. 
 
This dataset has been piloted at eleven SRH Services and has been supported by the 
Faculty of Family Planning, The Family Planning Association, and The Independent Advisory 
Group for Sexual Health and HIV. The data development project has been led by the 
Department of Health. Full operational approval for SRHAD has been issued by the 
Information Standards Board with an implementation date from April 2010. The Data Set 
Change Notice (DSCN) can be found under DSCN 14/2010: 
http://www.isb.nhs.uk/documents/dscn/dscn2010/dataset/dscn142010.pdf, and AMD 
166/2010: http://www.isb.nhs.uk/documents/isb-1518/amd-166-2010/15181662010spec.pdf  
 
The dataset was developed with the National Contraception Services Steering group and 
reflects changes in contraception administered, reproductive health procedures and referrals, 
specialist care referrals and public health care and advice offered at Sexual and 
Reproductive Health services. The dataset reflects the bulk of commissioned services 
offered as described by clinicians, commissioners and service managers. The data set is not 
a clinical dataset in that it does not reflect each aspect of the clinical input for each activity. 
However, the dataset does reflect care activities as described by services and understood by 
commissioners, i.e. ‘number of cervical screens’ or ‘number of abortion referrals’ 
 
SRH services provide both clinical care for contraception, sexually transmitted infections 
(STIs) and reproductive health but also support the public health and social care 
requirements of their patients. This makes it very difficult to concentrate solely on a clinical 
record when much time and activity is spent in supporting other aspects of care, e.g. 
supporting vulnerable young people towards appropriate social care. 
 
The dataset return includes patient demographic details collected at patient registration at 
their first attendance, and clinical and social care data collected during the patient 
consultation. 
 
The scope of the datasets enables 

 Monitoring the Teenage Pregnancy PSA to ‘reduce by 2010 teenage conceptions by 
50% from the 1998 baseline’. 

 Support world class commissioning of SRH services 

 Support local service modernisation and development 

 Support the public health and social care of local communities 
 
This guidance focuses on the items needed only for SRHAD but this dataset is 
complimentary to the Genitourinary Medicine Clinic Activity Dataset (GUMCAD), the current 
standard for the collection of data on STIs from GUM clinics (DSCN 04/2008, 
http://www.isb.nhs.uk/documents/dscn/dscn2008/dataset/042008.pdf). In addition, the Health 

http://www.isb.nhs.uk/documents/dscn/dscn2010/dataset/dscn142010.pdf
:%20http:/www.isb.nhs.uk/documents/isb-1518/amd-166-2010/15181662010spec.pdf
http://www.isb.nhs.uk/documents/dscn/dscn2008/dataset/042008.pdf)
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Protection Agency are currently piloting at a selection of enhanced sexual health services 
outside the GUM setting with the view to extending GUMCAD to these other services.  
 
This new dataset is electronic rather than paper-based. It requires services to employ patient 
administration software systems that can register patient details and care activities on their 
attendance at a service (or at face to face contacts outside the clinic setting) 
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Collection/submission information 
 
 

Scope of the data collection 

Each SRH service will be required to generate a quarterly data extract of one attendance 
record per face-to-face contact with the service, (including external face-to-face contacts, i.e. 
where an individual patient receives care outside the clinic setting i.e. in his or her own home 
or other location).  
 
Non face-to-face contacts are not part of the current scope of this data set.  
 

Time period  

The extract will cover one financial quarter. SRHAD will be implemented from 01 April 2010. 
 

Frequency  

SRHAD data extracts will be run quarterly by the SRH service, 6 weeks after the end of the 
quarter (financial).  

Data items and formats 

SRHAD category options and coding specified in the SRHAD: Technical Guidance v5 
should be used.  

Local codes can be created and used if further breakdowns of SRHAD data item 
categories are required locally. However, these codes must be mapped or aggregated to 
a SRHAD specified coding option prior to submission. 

 

Transmission  

Electronic files will be transmitted to the NHS Information Centre. Data extracts should be 
submitted through the NHS Information Centres Data Depot. This gateway enables 
organisations to upload SRHAD CSV files to identified users in a secure manner across the 
Internet. The NHS Information Centre will provide further guidance on the transfer process.   
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Recording SRHAD items 
 
 
The pilot project and the fieldwork generated a number of queries that are covered by this 
guidance.  
 
Data is collected to reflect current business processes and business requirements at 
services as reflected by the pilot sites and other stakeholders.  
 
The guidance is broken down into sections that follow service business process with high 
output and traditional activities reflected in order of magnitude. For each data item a 
description, validation rules and question & answer section is included  
 
This guidance includes the patients understanding of information’s requested and assurance 
regarding how information is used and managed 
 
The recording guidance for SRHAD data items breaks down into the following sections 

 Recording patient registration data 

 Recording attendance data 

 Recording contraception care 

 Recording sexual and reproductive healthcare activities 

 Other guidance 
 
SRHAD data items are denoted in square brackets [ ] e.g. [Patient ID]. 
 
 
 

Recording patient registration data 

Many SRH services do not have IT systems at present and therefore are unaccustomed to 
recording patient details in a central database using a unique patient identifier. Many 
services collect data in aggregate paper reports for commissioners and to satisfy mandatory 
reporting requirements. 
 
In order to collect and report the new dataset SRH services require an IT system that 
provides a patient administration and appointment tracking facility. 
 
Each patient who attends the service will need to be registered and details recorded on the 
IT system. This includes the generation of a local unique patient identifier.  An example 
registration form is included (Appendix 2) to highlight the data that is required. 
 
To generate the SRHAD return, a SRH service will need to record local patient registration 
details  

 [Organisation ID] (Code of provider) 

 [Clinic ID] (Site Code of treatment) 

 [Patient ID] (Unique Local Patient Identifier) 
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 Gender  

 Date of Birth 

 Ethnicity 

 Postcode of residence 

 Lower Layer Super Output Area (LSOA) of Residence 

 Primary Care Trust (PCT) of Residence 

 GP Practice Code 

 Responsible Primary Care Trust (PCT) 
 
 

[Organisation ID](code of provider) 

Each NHS service or Trust utilises a unique code that distinguishes one service from 
another. A list of national Organisation Codes is available from Organisation Data Service 
(ODS) formally known as the National Administration Code Service (NACS). 
 
 

[Clinic ID] (site code of treatment) 

[Clinic ID] is used in conjunction with [Organisation ID] to identify the site within an 
organisation where treatment took place. i.e. the clinic site. These codes are also available 
from ODS. 
 
 

[Patient ID] (unique local patient identifier) 

Most systems will automatically generate a unique patient Identifier number at patient’s initial 
registration. Some patients may not provide all these details. This should not prevent them 
being registered and accessing the service. If all these details are not collected at the first 
attendance, it may be possible to collect some further information at subsequent patient 
attendances. 
 
 

[Gender] 

Gender should be specified by the patient. ‘Not Specified’ should be recorded where gender 
cannot be classified as either male or female and ‘Not Known’ where the patient does not 
provide the information. 
 
 

[Age]/Date of birth:  

Date of birth allows the system to generate the age of the patient at attendance. Age at the 
date of attendance is required for SRHAD return. The date of birth is recorded locally and 
only age at attendance is included in SRHAD. 
 
 

[Ethnicity] 

Ethnicity should be specified by the patient from a standard list. ‘Not stated’ should be 
recorded where the patient does not provide the information. 
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[LSOA of residence]/Postcode of residence 

 
SRH services record patient’s addresses including postcodes at registration. These 
postcodes do not flow through SRHAD due to confidentiality issues, instead, the postcodes 
are mapped to their corresponding LSOA within the software using the NHS Postcode 
Directory Gridlink® file. The mapped LSOA information is then included in SRHAD. 
 
The LSOA data items are mapped in the same way i.e. the postcode information collected 
locally is mapped using the same Gridlink® file to the corresponding LSOA within the 
software prior to running the SRHAD extract. 
 
This was introduced to the Dataset from 1st April 2011.  Further information can be found:  
 
http://www.isb.nhs.uk/documents/isb-1518/amd-166-2010/15181662010isn.pdf  
 
A mapping of postcodes to the LSOA codes can be accessed through "Census-oa-lsoa-
msoa lookup" from the following link: 
 
http://nww.connectingforhealth.nhs.uk/ods/downloads/officenatstats " 
 
"If the postcode is not listed, then code as follows: 
Z99999999 postcodes with Scotland, Northern Ireland, Channel Islands and Isle of Man 
X99999998 address outside the UK 
X99999999 Not known 
 
If the postcode of residence is incomplete, then use the postcode of the host PCT" 
 
 

[Responsible PCT]/GP Practice Code 

The GP Practice Code of the patient may be collected on the patient registration form. A list 
of national GP Practice Codes is available from ODS. The GP Practice Code is used to 
generate the Responsible PCT data item. 
 
The Responsible PCT code is allocated to the patient attendance record based on,  

 GP Practice Code of the patient. 

 (where GP Practice Code is not recorded) Postcode of the patient 

 (where neither GP Practice Code nor Patients’ Postcode is recorded) the host PCT is 
the default Responsible PCT. 

 if the GP Practice Code is outside England, code as host PCT 

 
 

[PCT of residence]/Postcode of residence 

The postcode of residence enables most systems to generate PCT of residence. However, 
for SRHAD postcode is also used in tandem with GP Practice code of the patient to generate 
the responsible PCT for the patient. If not provided by the patient the postcode should be 
recorded as ‘Not known’. If the patient does not provide their postcode, the patient should be 
asked to provide their PCT of residence. The postcode of the clinic should not be 
entered. The postcode of residence is recorded locally and only PCT of residence is 
included in SRHAD. 

http://www.isb.nhs.uk/documents/isb-1518/amd-166-2010/15181662010isn.pdf
http://nww.connectingforhealth.nhs.uk/ods/downloads/officenatstats
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If the patient’s postcode is not available, the PCT of Residence should be allocated to 
‘not known’ and coded “Q99”. 

 

Postcodes outside of England (overseas visitors, Wales, Scotland or Northern 
Ireland) should be allocated to ‘not applicable’ and coded as “X98” 

 

Recording attendance data 

The SRHAD dataset covers only face-to-face contacts with the service whether in the clinic 
setting, in the patients home or at an alternative location. Attendance data including an initial 
contact and attendance date are required for commissioning as a marker of clinic activity. 
(We do recommend that services locally register and collect non face to face care including 
e-mails and telephone consultations) 
 
 

[Date of Attendance] 

This is the date the patient attends for their appointment with the service or the date they are 
attended on in their home or other location 
 
 

[Initial Contact] 

This is recorded at the patient’s first ever registration at this service . It allows commissioners 
to record new patients to the service and is particularly required in community services where 
many patients receive on going care.  
 
 

[Location Type] 

The location where the patient is seen by the service. Current options in Connecting for 
Health NHS data dictionary include patients home, NHS clinic, voluntary service, educational 
establishment, prison, public place or other location.  
 
 
 

First Contact in Year: (derived from [Date of Attendance] and [Patient ID]) 

First contact in year is currently collected in the KT31 Central Return. SRHAD collection 
allows for the field ‘First Contact in Year’ to be derived at a national level from the data using 
[Date of Attendance] and [Patient ID].  
 
SRH services provide both discrete episodic care to patients i.e. STI screening, diagnosis 
and treatment, abortion procedures, a course of psychosexual therapy along with continuous 
ongoing patient care including long term contraception provision.  
 
The current marker in the NHS data dictionary i.e. ‘First Attendance’ covers only episodic 
care, which distinguishes first attendance at a service from a follow up contact. ‘First 
Attendance’ is required by the Genitourinary Medicine Clinic Activity Dataset (GUMCAD), the 
current standard for the collection of data on STIs from GUM clinics and which the Health 
Protection Agency is currently piloting at all other enhanced sexual health services. 
Therefore, SRH services which provide diagnosis and treatment on STIs  are required 
to collect ‘First Attendance’ (see DSCN 04/2008, www.isb.nhs.uk) for STI/GUM care 
only.  

http://www.isb.nhs.uk/
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However, for other care provided by SRH services there is no national requirement to collect 
‘First Attendance’. After consultation with the National Consultation Group (see Appendix 3) it 
became apparent that more work is needed to define a marker of attendance type for 
services that provide ongoing care. The DH Payment by Results Team is working with pilot 
services on developing tariffs (with appropriate definitions) for community services including 
SRH services. Once this work has been completed along with continuous consultation with 
the National Consultation Group then these definitions will then be considered for inclusion in 
the national collection at a future date. 
 
Therefore ‘Initial Contact’ and ‘First Contact in Year’ will be collected/derived as part SRHAD 
until outcome work from Payment by Results pilot sites report on the further definitions (if 
required). 
 
 
 

Recording contraception care 

All contraception consultations, advice, administration, maintenance and changes in method 
are recorded in the following fields.  
 
[CONTRACEPTION METHOD STATUS] 
[CONTRACEPTION MAIN METHOD]  
[CONTRACEPTION OTHER METHOD (1 & 2)]  
[CONTRACEPTION METHOD POST COITAL (1 & 2)] 
 
 
Whenever the reason for the patient’s attendance at the service is related to 
contraception care or advice on contraception methods then it must be recorded here. 
 
Record contraception data only at the attendance where the contraception intervention 
occurs. An intervention is where the patient had to attend the clinic (or was attended in the 
home/other location) for the purpose of changing, maintaining, supporting and initiating their 
method of contraception e.g. having their device adjusted or checked, obtaining a repeat 
prescription, receiving combined oral pill to control bleeding with an implant, receiving advice 
on contraception methods, etc. 
 
[Contraception Main Method] is recorded at every attendance where an intervention to the 
main method of contraception occurs or if there is an intervention to either of the 
contraception other method fields. For example, where the clinic either issues the patient 
with a new main method of contraception, where a main method is changed from a previous 
main method (record only the ‘newest’ main method.) or where a current main method is 
being maintained, e.g. repeat pills or adjustment to an IUD, consultation on current method, 
advice about methods if currently receiving a main method from the service. Contraception 
Main Method needs to be recorded even if it is only for a repeat of the auxiliary method. 

 
All emergency contraception whether an emergency main method or not needs to be 
recorded in the Contraception Method Post Coital only.  
 
If the patient receives more than one method of contraception , i.e. a method to support their 
main method then record up to two extra methods if applicable in [Contraception Other 
Method] fields. 
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If the patient only receives advice on contraception or has a consultation prior to obtaining 
any contraception method then record here using [Contraception Method Status] only. 
 
Figure 1 provides a handy tool to clarify how the contraception data items should be 
recorded. 
 
Please note: 

 Sterilisation and Vasectomy are now recorded in [SRH Care Activity] fields as they 
are permanent contraception methods.  

 All IUD, IUS and Implant removals are also recorded in [SRH Care Activity] fields as 
devices can be removed without changing the main method of contraception or a 
device can be fitted for non-contraception purposes and its removal may need to be 
recorded independently. 

 
 

[Contraception Method Status]  

Record here where  
 

1 = New is where the patient is not currently using a main method of contraception and 
receives contraception for the first time at this service.  

.  
2 = Change is where a patient changes from one main method of contraception to another, 
regardless of where the main method currently in use was obtained, e.g. GP or another SRH 
service.  Only the new method is recorded in the [Contraception Main Method] field. This is 
where the actual method changes and not merely where a device is changed. 
 
3 = Maintain is where the patient receives care by attending the service (or are seen by the 
service at another location) with respect to their current main method of contraception (eg a 
repeat supply of pills or adjustment of a long acting contraception method) regardless, of 
where the current method was first obtained, e.g. GP or another SRH service. 
 
4 = Pre Contraception Consultation/ Contraception Advice only is where the patient 
receives an initial consultation on contraception prior to receiving a method or where the 
patient receives advice on the range of methods of contraception available, etc without (yet) 
receiving a method from the service. 
 
Linked to 
 
 

[Contraception Main Method] 

Record here the main method of contraception that the person receives at service (or the 
main method the patient is maintaining under the service’s care). 
 
1 = Injectable Contraception 
2 = Implant 
3 = IUD 
4 = IUS 
5 = Vaginal Ring 
6 = Contraception Patch 
7 = Combined Pill 
8 = Progestogen only Pill 
9 = Cap/Diaphragm  
10 = Spermicides  
11 = Natural Family planning 
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12 = Condom (Male) 
13 = Condom (Female) 
 
Linked to 

 
 

[Contraception Other Method] (1 & 2) 

Record here where the patient receives either one or two auxiliary methods of contraception 
to support their main method. For example, contraception pills to support a long acting main 
method or contraception pills and condoms to support an IUS  
 
1 = Injectable Contraception 
2 = Implant 
3 = IUD 
4 = IUS 
5 = Vaginal Ring 
6 = Contraception Patch 
7 = Combined Pill 
8 = Progestogen only Pill  
9 = Cap/Diaphragm  
10 = Spermicides  
11 = Natural Family planning 
12 = Condom (Male) 
13 = Condom (Female) 
 
Linked to 

 
 

[Contraception Method Post Coital] (1 & 2) 

Record here all emergency contraception administered to the patient. If both given on the 
same day record other option in secondary CMPC field. 
 
1 = Emergency Oral 
2 = Emergency IUD 
 
 
 

Questions & Answers (recording contraception data items) 

If a patient has an IUD which was fitted by another service, what do I record when I 
give the patient advice on possible alternative methods of contraception? 
As this is not the support or maintenance of a contraception method then record by updating 
[Contraception Method Status] = 4 only. 
 
 
How do I record that the patient needs advice before deciding to switch from their 
main method of contraception? 
This is a consultation re the current method of contraception: therefore record [Contraception 
Main Method] with the current contraception main method and update [Contraception Method 
Status] = 3. (Consultation on possible change of a current method including advice is 
recorded as maintenance of a current method) 
 
 
How do I record when the patient is switching from one main method to another main 
method of contraception? 
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Record the new [Contraception Main Method] and [Contraception Method Status] = 2  
 
 
How do I record that the patient is maintaining their main method but we need to 
change their IUS device? 
Record their current [Contraception Main Method] and update [Contraception Method Status] 
= 3 (i.e. maintenance of their main method) then record [SRH Care Activity] = 20 (IUS 
removal). This allows us to count the number of attendances related to a main method of 
contraception and also to record independently the number of devices removed. It also 
allows us to record the time interval between device insertion and removal once continuous 
data sets are flowing to the Information Centre 
 
 
Do IUD, IUS or Implant 'checks' count as an intervention although the actual device 
may not be removed or replaced?  
Any checking of a current method of contraception should be recorded in [Contraception 
Main Method] and [Contraception Method Status] = 3 as this counts as a consultation on the 
patients contraception care, i.e. an intervention. 
 
 
How do I record if a method problem is addressed (e.g. bleeding problems on the 
injection, Emergency Hormonal Post Coital Contraception given following missed 
pills, or EHPCC given following LARC previously administered but not yet active) yet 
repeat supplies of the main method of contraception are not required or 
administered.? 
Record here as a maintenance of a main contraception method using [Contraception Main 
Method] and [Contraception Method Status] = 3 also record any emergency contraception in 
[Contraception Method Post Coital] and any supporting method in [Contraception Other 
Method].  
 
 
If contraception is given to support a Main Method (e.g. given COC to control bleeding 
problems seen with Implant use) do we still record this as a 'Maintain' under this 
category? In these circumstances, the actual Implant may or may not be physically 
checked, as the reason is commonly (but not always) a simple hormonal side effect?  
Record ‘implant’ using [Contraception Main Method] = 2 and ‘combined pill’ in [Contraception 
Other Method] = 7 and [Contraception Method Status] = 3.  Although the main method has 
not actually been adjusted the purpose of the consultation is the maintenance of the current 
main method of contraception.  

 
 

How do we record if an emergency IUD is fitted that is also to be used as the ongoing 
Main Method. Would we also record under these categories?  
The NHS data dictionary have separated emergency and main method of contraception into 
two different fields and therefore if emergency contraception is given to a patient (whether as 
a main method or not) it will need to be recorded in the [Contraception Method Post Coital] 
field. If the patient receives an emergency IUD that also continues as the main method of 
contraception, record both emergency IUD in [Contraception Method Post Coital] and in 
[Contraception Main Method]. 
 
 
How do we record where repeat supplies of spermicide are given to support 
diaphragm users but a new diaphragm is not also needed or given? 
Record ‘Diaphragm’ using [Contraception Main Method] = 9 and ‘Spermicide‘ in 
[Contraception Other Method] = 10 and [Contraception Method Status] = 3. 
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If condoms are issued primarily to protect against Sexually Transmitted Infections, 
when another Main Method of contraception is in use do we still record condom 
supply under [Contraception Other Method]? 
Record [Contraception Other Method] = 12 if male condoms are a supporting method of 
contraception. If condoms are provided on reception or through vending machines then this 
is not part of a clinical consultation and should not be recorded through SRHAD. 
 
If condoms are supplied to prevent both unintended pregnancy and STIs, record 
[Contraception Other Method] = 12. 
 
If the purpose of condoms is to support STI prevention but not to protect against unintended 
pregnancy and they are given to the patient with appropriate advice, then record using 
‘Sexual Health Advice’ under [SRH Care Activity] field. 
 
 
How do we record where emergency hormonal contraception is given to the patient 
for future use? 
Record all emergency contraception in [Contraception Method Post Coital] whether given for 
future use or not as all constitutes activity and cost to the service. 
 
 
How do you record a patient who comes for an auxiliary method of contraception but 
not their main method? 
 
A: In the Contraception Method Status enter 3 (maintain), in Contraception Main Method 
enter the code for their main method e.g. 7 (combined pill) and in Contraception Other 
Method enter the auxiliary method e.g. 12 (male condom). 
 
 

Validation rules for contraception data items 

1. If [Contraception Method Status] is recorded as 1, 2, or 3 then [Contraception Main 
Method] must also record a value between 1 and 13. If the patient is receiving, 
maintaining or changing a main method of contraception then the main method must 
always be recorded at every attendance and conversely if the main method is recorded 
then [Contraception Method Status] must be 1, 2 or 3 at every attendance. 

 
2. If [Contraception Method Status] is recorded as 4 then [Contraception Main Method] 

must be left blank. If the patient is consulting on contraception methods or is obtaining 
advice on methods but has not yet received their method from this service then no main 
method should be recorded here.  

 
3. If [Contraception Method Post Coital] is recorded as a value 1 or 2 AND [Contraception 

Main Method] is blank then [Contraception Method Status] must be blank or 4. If the 
patients is in receipt of emergency contraception only and it is not in support of a main 
method of contraception from this service or emergency contraception is the main 
method they are receiving from this service then this is recorded only under 
[Contraception Method Post Coital]. (If the emergency contraception is in support of a 
main method that the service has issued then the main method and [Contraception 
Method Status] = 2 must be recorded). 

 
4. If [Contraception Other Method] is recorded as a value between 1 and 13 then 

[Contraception Main Method] must also record a value between 1 and 13. If the patient 
is receiving an auxiliary method of contraception to support their main method therefore 
main method (and consequently main method status) must be recorded.  
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Figure 1. Contraception care data capture flow diagram 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Please complete  
[SRH Care Activity] fields 

See Appendix 1 for options 

NO 

Is the patient receiving 
non-emergency 

contraception for the first 
time at this service? 

 

Record the main method of 
contraception given to the 
patient at this visit and any 

other auxiliary methods. 
 

Record the current main 
contraception method the 
patient is using and any 
other methods given to 

support this method at this 
attendance. 

 

Record the ‘new‘ main 
contraception method 

given to the patient at this 
visit and any other auxiliary 

methods. 
 

YES 

 

Is the Patient attending 
for Contraception Care 

or Advice? 

YES 

YES 

 
Is the patient currently 
using a main method of 

contraception? 

 
Is the patient changing to 
a different main method 

of contraception? 

Record that the patient 
received contraception 
advice only – i.e. the 

patient is not in receipt of a 
main non-emergency 

method from this service 

 

NO 

NO 

NO 

RECORD: 
[Contraception Method Status] 

= 4 (pre contraception 
consultation/ contraception 

advice) 

RECORD: 
[Contraception Method Status]  

= 1 (New) and 
[Contraception Main Method] 

and if applicable 

[Contraception Other Method] 

RECORD: 
[Contraception Method Status]  

= 3 (Maintain) and 
[Contraception Main Method] 

and if applicable 

[Contraception Other Method] 

RECORD: 
[Contraception Method Status]  

= 2 (Change) and 
[Contraception Main Method] 

and if applicable 

[Contraception Other Method] 

Please Note: 
Emergency 

Contraception 
is recorded 

using 
[Contraception 

Post Coital] 

 
YES 
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Recording sexual and reproductive healthcare activities 

Figure 2 provides a handy tool that summarises the different options that can be recorded 
under [SRH Care Activity] data item. 
 
 

1. Sexual Health Advice  

SRH services provide public and sexual health advice as part of the clinical care of their 
patients. In most instances this advice is an inherent part of the treatment or care given to 
the patient and is thus not recorded here, e.g. advice given during an abortion assessment or 
advice given during a psychosexual therapy session. However where the patient receives 
advice only (with the offer of condoms for safer sex) and it is not an inherent part of another 
activity listed under [SRH Care Activity] field record here under ‘sexual health advice’. 
  
The exception to this is where the patient receives advice on pregnancy options (including 
advice on termination & miscarriage) then ‘Pregnancy Advice and/or Options Information’ 
([SRH Care Activity] = 3) is recorded and where the patient received advice on contraception 
care and methods then [Contraception Method Status] = 4 is updated. This enables us to 
distinguish where advice is specifically related to pregnancy or contraception, which covers 
the majority of activities at most SRH services. 
 
In order to limit the quantity of options available as part of SRHAD it is not necessary for 
national reporting to distinguish all aspects of advice given to the patient. Therefore, we have 
included the option ‘sexual health advice’ to cover all other advice options where this advice 
is not an inherent part of their care as recorded under another activity. A service may wish to 
locally sub divide ‘sexual health advice’ into specific advice options which should all then be 
mapped to this options ‘sexual health advice’ for reporting through SRHAD. 
 
Questions & Answers 

What if I advise the patient on contraception methods available and then they choose 
a method. How do I record that I gave them advice? 
This is part of the contraception consultation and therefore inherent when [Contraception 
Main Method] is recorded. (Contraception advice is recorded where no method is provided).  
 
What if I give advice on contraception methods during cervical screening? 
As this is contraception advice (without administering a contraception method) then it is 
recorded using [Contraception Method Status] = 4. 
 
What if I give advice related to the menopause. How do I record this?  
If this advice is inherent and part of ‘Menopause Management and Treatment’ then 
‘Menopause Management and Treatment’ ([SRH Care Activity] = 24) is recorded. However if 
the patient receives merely general advice on the menopause without commencing any 
treatment then record under ‘sexual health advice’ ([SRH Care Activity] = 1). 
 
What if I give advice related to sexual dysfunction. How do I record this?  
If this is part of the psychosexual treatment of the patient then it should be recorded under 
‘psychosexual therapy’ ([SRH Care Activity] = 12) and be provided by a trained counsellor. 
Otherwise, if this is general sexual dysfunctional advice and is not included as part of the 
patients sexual dysfunction care then record under ‘sexual health advice’ ([SRH Care 
Activity] = 1). 
 
If I refer a patient to another service for colposcopy care how do I record that I have 
given this patient advice regarding their treatment as part of the referral process ?  



SRHAD Behavioural Guidance 

 

18 

 

For colposcopy, abortion, sterilisation, vasectomy and psychosexual referrals advice is an 
inherent part of the referral and does not need to be recorded separately. 
 
Validation Rules 

If advice is given on pregnancy and options or on contraception care record using 
‘Pregnancy Advice and/or Options Information’ ([SRH Care Activity] = 3) OR [Contraception 
Method Status] = 4. Do not record these options under ‘Sexual Health Advice’.  
 
Record ‘Sexual Health Advice’ only if advice is NOT for contraception or NOT for Pregnancy 
Options and is not an inherent part of and separate to a SRH care activity you are also 
recording at the patient’s attendance. 
 
 
 

2. Pregnancy Test 

SRH services administer pregnancy testing at their services and provide patients with 
pregnancy test equipment on departure. This option will record all instances where 
pregnancy testing was part of the clinic’s activity. 
 
 
Validation Rule 

This option can be recorded with up to five other care activities and contraception methods 
on SRHAD. In many instances this recorded along with ‘Pregnancy Advice and/or Options 
Information’ advice’ ([SRH Care Activity] = 3) as patient may have used the service to 
confirm pregnancy and then proceed to discuss options. 
 
 
 

3. Pregnancy Advice and/or Options 

Where the patient is confirmed pregnant (and usually recorded under the option ‘pregnancy 
test’) and the patient requires advice and detailed discussion on options available. This can 
include a discussion on the option around termination and advice where the patient may 
have suffered a miscarriage. 
 
 
Questions & Answers 

Why is there the option ‘Pregnancy Advice and/or Options’, and an option ‘Pre 
Abortion Counselling’ and Abortion Assessment ?  
‘Pregnancy Advice and/or Options’ relate to general advice re the pregnancy and various 
options are discussed while ‘Pre Abortion Counselling’ is counselling by a trained counsellor 
that is part of the pre abortion care of the patient. Abortion assessment includes a clinical 
assessment of the patient prior to abortion along with patient consent. 
 
 
Validation Rule 

Pregnancy advice should include a discussion with a clinician or allied professional on the 
various options available to the patient and their implications. 



SRHAD Behavioural Guidance 

 

19 

 

4. Abortion Assessment  

This option allows for the recording of a clinical abortion assessment at SRH services and 
includes a clinical assessment of a patient considering termination of pregnancy. It includes 
assessment of gestation, medical history and social circumstances, a detailed discussion of 
the options available, their appropriateness and (usually) obtaining informed consent for any 
chosen procedure. 
 
 
Questions & Answers 

How does an Abortion Assessment differ from option 3 ‘Pregnancy Advice and or 
Pregnancy Options Information’? 
An Abortion Assessment includes a clinical assessment while Pregnancy Advice and/or 
Options’ are a more general consultation pre the decision to begin an abortion clinical 
assessment. 
 
 
Validation Rule 

Only record ‘Abortion Assessment’ where the patient receives a clinical assessment. 
 
Separately record a scan using option 27 ‘Ultra Sound Scan’. 
 
 
 

5. Pre Abortion Counselling 

This option includes counselling given pre abortion by a trained counsellor. 
 
 
Questions & Answers 

We specifically employ a trained counsellor (non-clinician) who runs a separate 
dedicated (pre and post termination) counselling clinic on psychological and 
emotional issues surrounding termination. Should we use this code in this instance, 
or another one?  
Record all instance of pre abortion counselling if given by a trained counsellor here – 
otherwise if general advice on options given by a clinician record under Pregnancy Advice 
and/or Options’ ([SRH Care Activity] = 3). 
 
 
Validation Rule 

Record ‘Pre Abortion Counselling’ ([SRH Care Activity] = 5) or ‘Pregnancy Advice and/or 
Options’ ([SRH Care Activity] = 3) but not both at the same attendance. 
 
 
 

6. Abortion Medical Procedure 

7. Abortion Surgical Procedure  

Every attendance that the patient has with the service in relation to their abortion procedure 
record here. Record surgical and medical abortion procedure separately. 
 
Questions & Answers 

Most of our patients have a medical abortion, which involves more than one 
attendance. How do I record this? 
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Record abortion medical procedure at every attendance relating to the procedure. 
 
 
Validation Rule 

Record only ‘Abortion Surgical Procedure’ or ’Abortion Medical Procedure’. Do not record 
both for the same patient at the same attendance. 
 
 
 

8. Abortion Aftercare 

If after the abortion procedure, the patient attends at the service for aftercare record here for 
each aftercare attendance 
 
 
Questions & Answers 

What if after the abortion procedure the patient attends at the service for aftercare 
including contraception advice and post abortion counselling – how do I record this? 
Record abortion aftercare for post abortion care ([SRH Care Activity] = 8) and record post 
abortion counselling if offered by a trained counsellor ([SRH Care Activity] = 10) and record 
[Contraception Method Status] = 4 if advice is given on contraception (or record a 
[Contraception Main Method] option if a method of contraception is administered to the 
patient 
 
 

 
9. Abortion Referral (with Advice) 

Record here where the patient is referred to an abortion service including any advice given to 
the patient about their abortion care. 
 
 
Questions & Answers 

How do I record where I gave the patient advice on their pregnancy and options 
available and then refer for abortion to another provider 
Record both the option ‘Pregnancy Advice and/or Options’ ([SRH Care Activity] = 3) and 
Abortion Referral (with advice) ([SRH Care Activity] = 9). 

 
Validation Rule 

Record only ‘Abortion Referral’ ([SRH Care Activity] = 9) OR ‘Abortion Medical/Surgical 
Procedure’ ([SRH Care Activity] = 6/7). Do not record both for the same patient at the same 
attendance. 

 
 
 
10. Post Abortion Counselling 

This option includes counselling given post abortion by a trained counsellor. 
 
Questions & Answers  

How do I record that a patient returns to our service after their abortion at another 
NHS service for advice and contraception care which is not offered by a trained 
counsellor? 
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Record using ‘Abortion Aftercare’ ([SRH Care Activity] = 8) and record contraception using 
[Contraception Main Method] and [Contraception Method Status]. 
 
 
 

11. Cervical Screening 

Record here all instances of cervical screening including smear test and cytology. 
 
 
 

12. Psychosexual Therapy  

This option is recorded for all attendances where psychosexual therapy is provided by a 
trained counsellor. It includes the initial consultation with the patient on starting therapy. 
 
 
Validation Rule 

Record either ‘Psychosexual therapy’ OR ‘Psychosexual referral‘([SRH Care Activity] = 13) 
but not both at the same attendance 
 
 
 

13. Psychosexual Referral (with Advice) 

Record here all referrals to a psychosexual service provide by a trained counsellor. 
 
Validation Rule 

Record either ‘Psychosexual therapy’ ([SRH Care Activity] = 12) OR ‘Psychosexual referral‘ 
but not both at the same attendance. 
 
 
 

14. Sterilisation/Vasectomy Assessment  

Record here every attendance where the patient attends for an assessment pre 
sterilisation/vasectomy procedure. 
 
 
 

15. Sterilisation/Vasectomy Treatment (including procedure) 

Record here every attendance where the patient attends for sterilisation or vasectomy 
procedure. 
 
 
 

16. Sterilisation/Vasectomy Aftercare 

Record here every attendance where the patient attends for sterilisation or vasectomy 
aftercare. 
 
 
 

17. Sterilisation/Vasectomy Referral (including advice) 

Record here where the patient is referred to another service for a sterilisation or vasectomy 
procedure. 
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Validation Rules 

Record ‘Sterilisation/vasectomy treatment’ ([SRH Care Activity] = 15) OR ‘Sterilisation 
/vasectomy referral’ ([SRH Care Activity] = 17) but not both at the same attendance. 
 
Record ‘Sterilisation/vasectomy treatment’ ([SRH Care Activity] = 15) or ‘Sterilisation 
/vasectomy aftercare’ ([SRH Care Activity] = 16) but not both at the same attendance. 
 
 
 

18. PMS Treatment 

Record this option for every attendance where the patient receives treatment and care for 
PMS and or PMT. This includes consultation, clinical care and all therapies. 
 
 

19. Implant Removal  

20. IUS Removal  

21. IUD Removal 

Record here all instances where an IUS, IUD or Implant device is removed  
 
 
 

22. IUS insertion (non contraception)  

23. IUS check (non contraception) 

Record here all IUS insertions or where the patient attends to check their IUS and where the 
IUS is for non-contraception reasons 
 
Questions & Answers  

How do I record other, non-IUS methods of contraception which are given for non-
contraception purposes (and not for menopause management)? 
 
Record using “Other Gynaecology Treatment and Care” ([SRH Care Activity] = 29)  
 
 
Validation Rule 

If the IUS insertion is to support a contraception main method then record under 
[Contraception Other Method] = 4. However if the IUS is for menorrhagia purposes only 
including to support menopause treatment and care then record here. 
 
 
 

24. Menopause Management and Treatment (excluding IUS insertion/check) 

Record this option for every attendance where the patient receives treatment and care for 
Menopause. This includes consultation, clinical care and all therapies. 
 
 
 

25. Colposcopy Treatment  

Record this option for every attendance where the patient receives colposcopy treatment. 
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26. Colposcopy Referral  

Record this option for every attendance where the patient is referred to another service for 
colposcopy treatment and care. 
 
 

27. Ultra Sound Scan  

All ultra sound scans given to the patient are recorded using this option. 
 
 

28. Sub Fertility Treatment and Care 

Record this option for every attendance where patient receives sub fertility treatment and/or 
care including a consultation, blood test for sub fertility purposes and semen analysis. 
Record all ultra sound scans using option ‘27 = Ultra Sound Scan’. 
 
 
 

29. Other Gynaecology Treatment and Care  

Record this option for every attendance where patient receives gynaecology treatment not 
covered under cervical screening, colposcopy and sub fertility care. This includes 
gynaecology consultation, investigation (vaginal or pelvic examination) and treatment. 
 
 
 

30. Alcohol Brief Intervention 

Record here for every attendance where the service provides the patient with a brief alcohol 
intervention as set out by the Department of Health’s Alcohol Learning Centre. Please see 
the following link to the toolkit and questions required for the provision of an alcohol brief 
intervention. 
http://www.alcohollearningcentre.org.uk/Topics/Browse/PrimaryCare/?parent=4608&child=4899 

 
 
 

31. Safeguarding Children Referral 

Where there is a possibility that children who attend SRH services are being abused either 
physically, sexually or emotionally and where services complete the necessary local agreed 
safeguarding procedures and referral forms then record here for all attendances that include 
a safe guarding children referral. Please see the following link for more information on 
safeguarding children.  
http://www.education.gov.uk/childrenandyoungpeople/safeguarding 
 

 
 
 

32. CAF (Common Assessment Framework) Referral 

This option relates to the common assessment framework referral as set out by the 
Department for Children, Schools and Families and covers all referrals that follow CAF 
requirements. Please see the following link for information on the Common Assessment 
Framework forms and standards. 
http://www.education.gov.uk/childrenandyoungpeople/strategy/integratedworking/caf/a0068957/t
he-caf-process 
 

http://www.alcohollearningcentre.org.uk/Topics/Browse/PrimaryCare/?parent=4608&child=4899
http://www.education.gov.uk/childrenandyoungpeople/strategy/integratedworking/caf/a0068957/the-caf-process
http://www.education.gov.uk/childrenandyoungpeople/strategy/integratedworking/caf/a0068957/the-caf-process
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33. Other Referrals  

Record here for all other referrals from the service not included above. These include 
referrals to GUM clinics, Primary care, Gynaecology departments and other outpatient 
services.  
 
Questions & Answers (Options 11 to 33) 

Where do I record treatment on erectile dysfunction? 
If the treatment includes psychosexual therapy then record ([SRH Care Activity] = 12). 
However, if the treatment is the administration of appropriate drugs record locally but do not 
include on SRHAD which does not collect drug data. 

 
 
 
 

Other Guidance. 

Supportive arrangements should be made where necessary for patients who do not have 
English as a first language, or who are visually impaired or have other disabilities that may 
affect their ability to complete a registration form e.g. literacy. 
 
Patients should be made aware that the questions on the registration form and at 
consultation are designed to help manage their care. 
 
Clinics should be aware that some patients will have questions regarding these items. 
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Figure 2. SRH care activities data capture diagrams  

 
 
 

1 Is the service giving the 

patient sexual health advice 
only (not contraception or 

not pregnancy advice) 
where the patient is not in 

receipt of care? 

2 Has the patient received 

a pregnancy test or 
discussed pregnancy 

options or/ and received 
advice/information on 
pregnancy options? 

3 Is the patient attending 

for abortion care including 
assessment, procedure, 
aftercare, counselling or 

referral? 

4 Is the patient attending 

for cervical screening, 
including smear and 

histology? 

Record: 
(1) Sexual health advice 
( includes condoms to 

support STI prevention) 

Record: 
(2 or 3) Pregnancy test or 
pregnancy advice/ options 

 

Record: 
(11) Cervical screening 

Record: 
(4 to 10) Abortion, 

assessment, procedure, 
counselling, aftercare or 

referral 

5 Is the patient attending 

for psychosexual therapy or 
referral? 

6 Is the patient attending 

for sterilisation/vasectomy 
assessment/treatment/after

care or referral?   

7 Is the patient attending 

for PMS care? 
8 Is the patient attending 

for LARC removal? 

Record: 
(12 or 13) Psychosexual 

therapy or referral’ 

Record: 
(14 to 17) Sterilisation 

vasectomy care 

 

Record: 
(19 to 21). IUS, IUS or 

implant removal 

 

Record: 
(18) PMS care 

9 Is the patient attending 

for menopause 
management or IUS 

insertion/check for non-
contraception? 

10 Is the patient attending 

for colposcopy care? 
11 Is the patient attending 

for an ultra sound scan? 
12 Is the patient attending 

for sub fertility treatment 
including diagnostics and or 

analysis? 

Record: 
(22 to 24.) 

IUS non-contraception or 
menopause management 

 

Record: 
(25 or 26). Colposcopy 
treatment or colposcopy 

referral screening 

Record: 
(28) All sub fertility activity 

 

 

Record: 
(27) All ultrasound scans 

 

13 Is the patient attending 

for other gynaecology 
treatment or care that is not  

included in previous 
options? 

14 Is the patient attending 

for alcohol brief advice 
or/intervention? 

15 Is the patient attending 

for   safe guarding children 
or CAF referral or any other 

referral not included in 
previous activities? 

Record: 
(29) Any other 

gynaecological treatment 
or care 

 

Record: 
(30) All alcohol 

intervention provided by 
the service 

 

Record: 
(31 to 33) Safe guarding 

children and CAF referrals 
or ALL other referrals 
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How the NHS IC use the data 
 

Purpose of the SRHAD return 

The SRHAD data are collected and analysed to monitor contraception uptake of people 
attending SRH services, to understand community sexual health services provided to 
patients both nationally and locally, to support commissioning of community sexual health 
services, to reflect and standardise current local data collection practices, to develop 
overtime indicators of quality and outcome in sexual health delivery, to bench mark services, 
to support the delivery of public health and inform sexual health policy development. 
 
For example, the data can be used to identify the number of women attending SRH services 
who switch to Long Acting Methods year on year, (2) The increase in the number of young 
people receiving contraception advice and care post termination or (3) the number of women 
who report failure in contraception methods either through the need for emergency 
contraception, pregnancy advice or abortion procedures/referrals. 
 
This information is used to inform the public health response by: 

 Improving the planning and management of services. 

 Developing, adapting and refining interventions. 

 Monitoring the effectiveness of sexual health policies. 
 
 

Types of output 

The NHS Information Centre (IC) will produce timely routine outputs of data at the local, 
regional and national level. These will cover the following main areas: 
 
 

Data completeness and quality 

 Clinics reporting a valid return by 6 weeks of the end of the reporting period by 
Primary Care Trust (PCT) and Strategic Health Authority (SHA). 

 For all data items the proportion with invalid, missing data or ‘Not known’ information, 
by clinic, PCT and SHA. 

 For selected care interventions including contraception methods counts by each 
demographic variable (e.g. gender, age group, ethnicity, etc.) to check that these fall 
within expected ranges. 

 Distribution of all patients by PCT of residence, gender, age group and ethnicity. 

 
 
 
 



SRHAD Behavioural Guidance 

 

27 

 

Service provision 

 Rate of contraception use in SRH services, including change in methods, for each 
quarter and PCT of residence, stratified by gender, ethnic group and age group. 

 Number of community cervical screens, abortion procedures, sterilisations, etc 
undertaken in the population of the responsible commissioner PCT.  

 Number of public health interventions including alcohol brief interventions and CAF 
referrals in community Reproductive and Sexual Health services. 

 
 

Epidemiological analyses 

 Rates and numbers of women receiving contraception for the first time in SRH 
services by commissioning PCT, stratified by age and ethnic group. 

 Number of brief interventions for alcohol by commissioning PCT in community 
Reproductive and Sexual Health services. 

 Rates and numbers of cervical screens by age group by commissioning PCT in 
community Reproductive and Sexual Health services. 

 Rates and numbers of emergency contraception issued by age group by 
commissioning PCT. 

 Rates and numbers of women receiving contraception care post abortion. 

 Longitudinal changes in patients’ method of contraception plus evidence of failure in 
method by uptake in emergency contraception. 

 Patient uptake of multiple integrated sexual and reproductive health care 
interventions 

 
 

Frequency of reporting and reporting format 

An interactive web-based tool will be developed to allow users to run standardised 
automated reports from SRHAD data. The NHS IC and DH will work with the SRHAD 
National Consultation Group on the report definition, standards and formats.  

Access to reports will be restricted to public health professionals with a recognised 
requirement for the data. Automated reports will be available once SRHAD has been 
returned by the majority of SRH services for a substantive period. KT31 annual statistics will 
be available until 2012. 

Following recent guidance issued by the Office of National Statistics on the risk of deductive 
disclosure in small area statistics, the NHS IC will work with the DH to ensure that clinic and 
PCT level data with small numbers will not be published in hard copy. 
 
When PCT or clinic level data are requested by other organisations (such as for Freedom of 
Information requests or Parliamentary Questions), then all cell sizes with counts of between 
1 and 4 inclusive, and any associated ‘Totals’ columns that would allow these cells to be 
deduced, will be blanked out. 
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Confidentiality and anonymity 
 

Data Items 

SRHAD includes local patient identifier (which is a pseudonymised local clinic identifier), age 
and ethnicity of the patient, responsible PCT and PCT of residence. No information that can 
identify an individual patient will flow from SRH clinics as part of this dataset. The full dataset 
is included in Appendix 1.  
 
The NHS IC will have no access to the original record or the capability to link backwards to 
the clinic of origin to identify patients.  
 
As the local patient identifier is unique to the SRH clinic only, it cannot be used by the NHS 
IC or any other body to link to other patient level records from other sources.  
 
 

Patient Consent 

Where patients express concern regarding supplying their data and it being reported to the 
NHS IC please; 

 Explain the uses of the data i.e. what they are consenting to, which is to allow 
information to be recorded and reported to improve the services and to protect public 
health. This will reassure the vast majority of patients. When necessary, patients 
should be reassured that their personal data are held in strict confidence and that no 
personally identifiable information will be reported outside the service.  

 If there are still on-going concerns, some systems allow for the use of aliases. Whilst 
this is not ideal it is preferable to not recording the data at all. This should then allow 
for the reporting of data for these patients. 

 
Sexual Health patients will largely consent to the collection of data once they are assured 
that their details are kept secure on the local IT system and that only pseudonymised data is 
shared for the purposes of public health. GUM services now routinely collect patient 
postcode and other demographic details but only transmit pseudonymised patient details to 
the Health Protection Agency. 
 
 

NHS Information Centre Processes 

The NHS IC is committed to ensure that it maintains a comprehensive range of security 
policies and procedures, aimed at providing staff members with 'best practice' guidance on 
how to help protect the NHS IC from the dangers of disclosure, inaccuracy, incompleteness 
or unavailability of its information. In addition the NHS IC ensures that where any data is 
shared with a third party organisation robust Data Sharing Agreements are put in place to 
ensure that Information Governance Standards are adhered to. 
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NHS IC’s Data Depot 

The Data Depot deployed to collect SRHAD extracts from services is a secure method of 
online data transfer that allows encrypted files to be uploaded by named and registered 
individuals. These files will be processed as they arrive to get them into the NHS IC’s Data 
Management Environment. 
 
The Data Depot requires at least a user name and password but can also validate a user’s 
identity by sending an email to a pre agreed email address, this email contains a code that 
must be entered to enable an upload to the Data Depot. The third level of security, that can 
be used when there is a relationship between NHS IC’s staff and end users, ensures that 
uploads can only take place during a phone conversation with NHS IC’s staff so that data is 
only available for the minimum amount of time and has gone to the correct person. 
Regardless of security level the data can be encrypted before it becomes available for 
download. 
 
 

NHS IC’s Reporting Tools 

Where patient level data is not required, the user can access one of the NHS IC’s reporting 
tools to view the data graphically or download anonymised data. Access to these tools is 
granted through a secure login requesting a username and password. Depending on the 
sensitivity of the dataset being reported these tools may require the user to be validated by 
NHS IC staff before access is granted. 
 
Publication of data analysis and reports will comply with the Office of National Statistics 
guidance on the risk of deductive disclosure in small area statistics. DH together with the 
NHS IC will ensure small number cells with counts less than five will not be published in 
hardcopy or on the website.  
 
Access to patient-level SRHAD data will be restricted to a limited list of named NHS IC staff 
at NHS IC and nominated users. Such ‘full access’ users will each have a personal user 
name and password. 
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SRHAD support - contacts 
 
 
 
For support on data set development and queries on data items please contact Judith Hind 
at the Department of Health. 
 
Judith.Hind@dh.gsi.gov.uk 
 
 
For support on data reporting and data upload to the NHS Information Centre please contact 
Catherine Faley at the NHS Information Centre for Health and Social Care: 
 
surveyteam@ic.nhs.uk 
 
 
 

mailto:surveyteam@ic.nhs.uk
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Appendix 1. Coding specification for SRHAD 
 

 

Data item  
NHS Data Dictionary 
name 

Definition/comments 

Organisation ID  ORGANISATION 
CODE (CODE OF 
PROVIDER) 

Format/length: an6 

 

A code which identifies an ORGANISATION uniquely such as a Trust 
or a PCT 

 

For NHS ORGANISATIONS it is a code that is managed by either the: 

 Organisation Data Service (ODS)  

 NHS Business Services Authority (BSA) Prescription Pricing 
Division (PPD)  

 NHS BSA Dental Practice Division (DPD) 

to identify most ORGANISATIONS that exchange information within 
the NHS or return information to the Centre. Examples of 
ORGANISATIONS that can be identified this way are Primary Care 
Trusts and Strategic Health Authorities. 

 

Clinic ID  SITE CODE (OF 

TREATMENT) 

Format/length: an5 

 

This provides a unique identifier of each site for an ORGANISATION. 

Note: Only ORGANISATION SITE CODES which have been notified 
to and issued by the Organisation Data Service may be used. 

 

Patient ID 

 

 

LOCAL PATIENT 

IDENTIFIER 

 

Format/length: an10 

 

Note: This is a number used to identify a PATIENT uniquely within a 
Health Care Provider. It may be different from the 

Patient’s case note number and may be assigned automatically by the 
computer system. 

 

Gender  PERSON GENDER 

CURRENT 

Format/length: n1 

 

National Codes: 

0 Not Known - means that the gender of the person has not been 
recorded. 

1 Male 

2 Female 

9 Not Specified – means indeterminate, i.e. unable to be classified as 
either male or female 

References: UK Government Data Standards Catalogue (GDSC), 
Version 2.0, Agreed 11.09.03. GDSC: 

 

http://www.govtalk.gov.uk/gdsc/html/default.htm 

 

PERSON GENDER CURRENT is the same as PERSON GENDER 
CODE where the PERSON GENDER TYPE equals '02 - 

Person Gender Current'. 

The e-GIF standard PERSON GENDER CURRENT should be used 
for all new and developing systems and for XML messages. 

For existing CDS EDIFACT messages however, SEX should be used. 

http://www.datadictionary.nhs.uk/data_dictionary/classes/o/organisation_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/classes/o/organisation_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/o/organisation_data_service_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/classes/o/organisation_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/classes/o/organisation_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/p/primary_care_trust_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/p/primary_care_trust_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/s/strategic_health_authority_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/classes/o/organisation_de.asp?shownav=0
http://www.datadictionary.nhs.uk/data_dictionary/attributes/o/org/organisation_site_code_de.asp?shownav=0
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/o/organisation_data_service_de.asp?shownav=0
http://www.govtalk.gov.uk/gdsc/html/default.htm
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Data item  
NHS Data Dictionary 
name 

Definition/comments 

 

Age  AGE AT 

ATTENDANCE 

DATE 

Format/length: n3 

 

This is usually derived as the number of completed years between the 
PERSON BIRTH DATE of the PATIENT and 

the ATTENDANCE DATE. However, age can be manually entered in 
the absence of patient date of birth. 

Not known = 999, i.e. date of birth not known and age cannot be 
estimated 

 

Ethnicity  ETHNIC 

CATEGORY 

Format/length: an2 

 

The ethnicity of a PERSON, as specified by the PERSON. 

National Codes: 

 

White 

A British 

B Irish 

C Any other White background 

 

Mixed 

D White and Black Caribbean 

E White and Black African 

F White and Asian 

G Any other mixed background 

 

Asian or Asian British 

H Indian 

J Pakistani 

K Bangladeshi 

L Any other Asian background 

 

Black or Black British 

M Caribbean 

N African 

P Any other Black background 

 

Other Ethnic Groups 

R Chinese 

S Any other ethnic group 

Z Not stated 

 

Note: ETHNIC CATEGORY is the classification used for the 2001 
census, replacing ETHNIC GROUP in the flows through the 

NHS-wide Clearing Service. 

 

LSOA of 
Residence 

LOWER LAYER 
SUPER OUTPUT 
AREA(RESIDENCE) 

Format/length: an9 

 

The Lower Layer Super Output Area for where the PATIENT is 
resident.  This is the GEOGRAPHIC AREA CODE where the 
GEOGRAPHIC AREA TYPE is national code 15 -  Lower Layer Super 
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Data item  
NHS Data Dictionary 
name 

Definition/comments 

Output Area. 

There is a Lower Layer Super Output Area for each POSTCODE in 
England and Wales. 

 

Z99999999 postcodes not found in Scotland, Northern Ireland, 

                  Channel Islands, and Isle of Man 

X99999998 for outside UK 

X99999999 for  Not Known 

 

Responsible 
PCT 

ORGANISATION 
CODE 
(RESPONSIBLE PCT) 

Format/length: an3 

 

The ORGANISATION CODE (RESPONSIBLE PCT) is the same as 
the attribute ORGANISATION CODE where the 

ORGANISATION TYPE is national code PT - Primary Care Trust. 

This is the ORGANISATION CODE of the Primary Care Trust derived 
from the PATIENT GP PRACTICE CODE' or, PATIENTS POSTCODE 
OF USUAL ADDRESS. 

 

If neither the GP Practice code nor the  patient’s postcode are 
available to generate this field, then the host PCT is the default 
Responsible (Commissioner) PCT 

 

Notes: PCT OF RESPONSIBLE COMMISSIONER is the same as the 
attribute ORGANISATION CODE. 

See Primary Care Trust (PCT) for the definitions of this 
ORGANISATION. 

 

PCT of 
Residence 

ORGANISATION 
CODE (PCT OF 
RESIDENCE) 

Format/length: an3 

 

The ORGANISATION CODE (PCT of RESIDENCE) is the same as 
the attribute ORGANISATION CODE where the 

ORGANISATION TYPE is national code PT - Primary Care Trust. 

This is the ORGANISATION CODE of the Primary Care Trust derived 
from the PATIENTS POSTCODE OF USUAL ADDRESS ONLY 

 

If the patient’s postcode is not available to generate this field, then the 
Responsible PCT should be allocated to ‘not known’ and coded 
“Q99”.  

Postcodes outside of England (overseas visitors, Wales, Scotland or 
Northern Ireland) should be allocated to ‘not applicable’ and coded as 
“X98” 

 

Date of 

Attendance 

ATTENDANCE 

DATE 

Format/length: n10 – ccyy-mm-dd 

 

ATTENDANCE DATE is the same as attribute ACTIVITY DATE of 
ACTIVITY DATE TIME where the ACTIVITY DATE 

TIME TYPE is National Code 33 'Attendance Date' 

UK Government Data Standards Catalogue (GDSC), Version 1.0, 
Agreed 01.01.02. GDSC: 

 

http://www.govtalk.gov.uk/gdsc/html/default.htm 

 

http://www.govtalk.gov.uk/gdsc/html/default.htm
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Data item  
NHS Data Dictionary 
name 

Definition/comments 

This is the e-GIF standard that should be used for all new and 
developing systems and for XML messages 

 

Initial Contact INITIAL CONTACT Format/length: n1 

 

This field indicates whether this is the patient’s first ever contact with 
the service.  Any subsequent visits (regardless of time gap) will be 
coded a 2 

1 = Yes 

2 = No 

Location Type LOCATION TYPE 
CODE 

Format/length: an3 

 

The codes enable the classification of LOCATION TYPE. This is the 
type of physical location where PATIENTS are seen or where 
services are provided or from which requests for services are sent. 

Codes that relevant to sexual health services are 

  

001 = Patient’s Home  

019 = Health Clinic managed by the NHS (default) 

020 = Health Clinic managed by Voluntary or Private Agents 

 

029 =  Educational Establishment Premises managed by Local 
Authority or Grant Maintained 

030 = Educational Establishment Premises managed by Voluntary or 
Private Agents 

035 = Prison Department Establishments 

036 = Public Place or Street, or Police Station 

037 = Other locations not classified elsewhere 

 

Contraception 
Method Status 

CONTRACEPTION 
METHOD STATUS 

Format/length: n1 (*) 

 

1 = New is where the patient is not currently using a main method of 
contraception and receives contraception for the first time at this 
service.  

 

2 = Change is where a patient changes from one main method of 
contraception to another, regardless of where the main method 
currently in use was obtained, e.g. GP or another SRH service. Only 
the new method is recorded in the [Contraception Main Method] field. 
This is where the actual method changes and not merely where a 
device is changed 

 

3 = Maintain is where the patient receives care by attending the 
service (or are seen by the service at another location) with respect to 
their current main method of contraception.  (e.g. a repeat supply of 
pills or adjustment of a long acting contraception method), regardless 
of where the current method was first obtained, e.g. GP or another 
SRH service. 

 

4 = Pre Contraception Consultation/ Contraception Advice only  
is where the patient receives an initial consultation on contraception 
prior to receiving a method or where the patient receives advice on 

http://www.datadictionary.nhs.uk/data_dictionary/classes/l/location_type_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/classes/p/patient_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/e/educational_establishment_de.asp?shownav=1
http://www.datadictionary.nhs.uk/data_dictionary/nhs_business_definitions/e/educational_establishment_de.asp?shownav=1
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Data item  
NHS Data Dictionary 
name 

Definition/comments 

the range of methods of contraception available, etc without (yet) 
receiving a method from the service. 

 

The method of contraception related to the intervention must be 
recorded in the field ‘Contraception Main Method’  

 

Contraception 
Main Method 

CONTRACEPTION 
PRINCIPAL METHOD 

Format/length: n2 (*) 

 

The main method of contraception given to the patient at this 
attendance or adjusted/inserted/replaced  for   the patient at this 
attendance 

 

1 = Injectible Contraception 

2 = Implant 

3 = IUD 

4 = IUS 

5 = Vaginal Ring 

6 = Contraception Patch 

7 = Combined Pill 

8 = Progestogen only Pill 

9 = Cap/Diaphragm  

10 = Spermicides  

11 = Natural Family planning 

12 = Condom (Male) 

13 = Condom (Female) 

 

Contraception 
Other Method 

1 & 2 

CONTRACEPTION 
OTHER METHOD 

Format/length: n2 (*) 

 

These data fields are the same as CONTRACEPTION METHOD 
MAIN   and contains the same values 

 

These fields record where a patient may receive a main method of 
contraception plus a supporting method. For example oral pills with an 
IUD device and condoms. 

 

Contraception 
Method Post 
Coital 1& 2 

CONTRACEPTION 
METHOD POST 
COITAL 

Format/length: n1 (*) 

 

These fields allow for the recording of all instances of emergency 
contraception either administered or given to the patient 

1 = Emergency Oral 

2 = Emergency IUD 

 

SRH Care 
Activity 

 

(n=1 to 6) 

SRH CARE ACTIVITY Format/length: n2 (*) 

 

These fields allow for services to record all other activity that is carried 
out at  Reproductive & Sexual Health Community Services 

 

1 = Sexual Health Advice  

2 = Pregnancy Test  

3 = Pregnancy Advice and/or Pregnancy Options Information 
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Data item  
NHS Data Dictionary 
name 

Definition/comments 

4 =  Abortion Assessment  

5 =  Pre Abortion Counselling 

6 =  Abortion Medical Procedure 

7 =  Abortion Surgical Procedure 

8 =  Abortion Aftercare  

9 =  Abortion Referral (with Advice) 

10 = Post Abortion Counselling  

 

11 = Cervical Screening 

 

12 = Psychosexual therapy  

13 = Psychosexual referral (with Advice) 

 

14 = Sterilisation/vasectomy Assessment 

15 = Sterilisation/vasectomy Treatment (including procedure) 

16 = Sterilisation/vasectomy Aftercare 

17 = Sterilisation/vasectomy Referral  (with Advice) 

 

18 = PMS treatment 

 

19 = Implant removal 

20 = IUS removal 

21 = IUD Removal 

 

22 = IUS insertion (non contraception) 

23 = IUS check (non contraception) 

24 = Menopause management and treatment (exc IUS insertion/check) 

 

25 = Colposcopy Treatment  

26 = Colposcopy Referral (with Advice) 

 

27 =  Ultra Sound Scan  

28 =  Sub Fertility Treatment & Care 

29 =  Other Gynaecology Treatment & Care 

 

30 = Alcohol Brief Intervention 

31 = Safeguarding Children referral 

32 = CAF referral 

 

33 =Other Referrals  
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Appendix 2. Example patient registration form 
 

 
If you have any difficulties with this form please ask a member of staff. 

Personal information will only be used to progress your individual care.  

Your contact details 

Surname  

Forename  

Address line 1  

Address line 2  

Address line 3  

Address line 4  

Postcode  

Telephone: Home  

Telephone: Mobile  

The name of the GP Practice you are 
registered with 

 

Date of Birth D D M M C C C C 

Gender 
Please tick next to appropriate box 

Male   Female   

What do you consider to be your ethnicity? 
Please tick appropriate box 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

White 
British 

  Bangladeshi   

White 
Irish 

  
Any other 
Asian background 

  

White 
Other 

  Caribbean   

White and 
Black Caribbean 

  African   

White and Black 
African 

  
Any other black 
background 

  

White and  
Asian 

  Chinese   

Other mixed 
background 

  
Any other ethnic 
group 

  

Indian   Not willing to say   

Pakistani      

Have you been to this service before?  
Please tick next to appropriate box 

Yes   No   
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Appendix 3. SRHAD national consultation group 
 

 

Strategic Health Authority Contact  

Yorkshire & Humber Kate Guthrie 

Clinical Director 

Sexual and Reproductive Health Care Partnership 

 

Carol Waudby, 

Head of Sexual Health Services 

Hull Teaching PCT  

North West Anne Webb 

Lead Consultant 

Sexual and Reproductive Healthcare 

Central Abacus, Liverpool. 

 

Linda Tollitt 

Service Support Manager 

Central Abacus, Liverpool  

South East Coast Sally Elkes 

Sexual Health Lead 

Surrey Community Health Services 

 

Melanie Martin 

Lead Clinician 

Surrey Sexual Health Services  

East of England Karen Payne 

Service Manger 

Contraception & Sexual Health Services, South East Essex  

  

Kate Cooper  

Information Strategy 

East of England SHA 

 

East Midlands Sue Stillwell 

Lead Clinician 

Chesterfield Service, Derbyshire County PCT 

 

Ian Murray 

Head of Business Development 

Derbyshire Community Health Services  

 

Stephen Seale 

Clinical Director/Consultant  

Derbyshire County PCT 

West Midlands Emily Godfrey 

Deputy Head of Sexual Health Services 

Heart of Birmingham Teaching PCT 

 

David Walker 
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Strategic Health Authority Contact  

Sexual Health Commissioner 

Birmingham PCT 

 

Janet Fennel, 

Reproductive and Sexual Health, Bassetlaw PCT 

South West Julie Yates 

Somerset PCT 

 

Dr Zsuzsa Reynolds 

Clinician 

North Devon reproductive and sexual health Services 

North East Maureen Sullivan 

Head of Contraception & Sexual Health Services 

County Durham PCT  

 

Sharon Hall 

Administration Manager CASH 

Darlington PCT 

 

Dr Janet Gallagher  

Lead Assoc. Specialist Sexual Health         

Stanhope Parade Health Centre, South Shields  

South Central Sally Pastellas 

Service Manager, 

Portsmouth CASH 

 

Claire Bashford 

Staff Doctor, 

Portsmouth Sexual Health Services, Portsmouth 

London Dr Ali Kubba, 

Senior Clinical Lead, 

Lambeth Sexual Health Services 

 

Julie Glyn-Jones 

Service Manager  

Reproductive & Sexual Health Service, Lambeth  

 

Dr Alyson Elliman, 

Clinical Lead, 

Croydon Sexual Health Services 

(Chair of SRHAD Consultation Group) 

 

Carole Gold 

Service Manger  

Reproductive and Sexual Health, Barking & Havering Hospital Trust 

 

Connie Smith 

Clinical Lead 

Westminster Reproductive and Sexual Health Services 
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Strategic Health Authority Contact  

David Harkness 

Reproductive and Sexual Health Services Manager, 

Camden PCT 

 

Carol Stamper 

Product Manager Community Health 

NHS London Programme 

  

 
Catherine Farley 
Omnibus Survey Section Head 
The NHS Information Centre for Health and Social Care 
 
Gill Foley 
Consultant Business Analyst\Data Modeller 
NHS Data Model & Dictionary Service 
 
Jane Woodhouse 
Consultant Business Analyst/Data Modeller  
NHS Data Model and Dictionary Service  
 

 
 
 
 

 
 
 


