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Section 1: Background & Introduction

Welcome to the Scottish Birth Record (SBR) Clinical User Manual.

There are two separate yet dependent modules to the SBR system. There is the clinical module, which
can be completed by midwifery, neonatal and paediatric staff as well as administrative staff where
appropriate. This then feeds the relevant data items into the smaller coding module. The coding module
is then amended and checked by trained coding staff. Amendments to clinical data items by coding staff
do not change the entries made on the clinical side. The coding staff also add any diagnostic codes
(ICD10) and procedural codes (OPCS4) where appropriate and submit the record to the national central
database.

Until 1996 every baby was entered onto the SMR11 scheme. At that time it was decided that details of
healthy babies should reside on SMR02 (maternity), and the SMR11 would be reserved for ‘sick’ babies
and those with congenital anomalies. However, this did not prove successful and there was confusion
over what constituted a ‘sick’ baby. There was also an unacceptably low level of reporting of congenital
anomalies.

The SBR has replaced the SMR11 reporting scheme and every baby born in Scotland will have one (and
only one) Scottish Birth Record. All ‘sick’ babies born from the 1% April 2003 have been entered onto the
SBR system. In due course we aim to record all births in Scotland including homebirths and stillbirths.
The SBR system provides the functionality to record all of a baby’s neonatal care in Scotland, including
readmissions and transfers in one record.

The growth of Internet technology has allowed us to devise a web-based reporting scheme. Although the
SBR is a web-based system it does not reside on the public Internet, instead it is on the NHSNet, which
is the NHS private version of the Internet. All interactions are password protected and the system has a
full audit trail.

Further work is planned to build on the SBR’s ability to share data. This will bring additional benefits to
areas such as: direct patient care; service management; planning, and research. Already the SBR
extracts data from clinical maternity systems and Patient Administration Systems and can be used to
interface with the system which generates Community Health Index (CHI) numbers (62% of babies in
Scotland already get their CHI number this way). We plan to build further interfaces so that data can be
more effectively shared amongst all relevant systems — maternity, neonatal and child health surveillance.
The end result shall be a clinical and coding system which will play a pivotal role as a ‘key node
aggregator’ in the future sharing of data.

Please note that a training database has been used in the development of this manual, therefore
there are no real patient data displayed within the manual.



Section 2: Log In

To allow users to practice on the system there are two Scottish Birth Record (SBR) systems — ‘Live’ and

‘Training’. To access these systems:

1. Double click on the relevant icon on the desktop Train SBR. or Live SBR.
2. Enter a username and password Figure 1
4
Username ||
Faszsword I

™ Remember me

Clear |

L To exit click here (or press ALT F4)

2. Click on Login button

NB. If you tick the ‘remember me’ box, the system will automatically remember the last username
entered so that you will not have to enter it again when logging back in.

The Training System

Generic user names and passwords are created for each site within the training system. Please contact
your local SBR administrator or the SBR Team to confirm the username for your hospital (see Appendix
D “Contacting us”). Your training system password is ‘trainingl’.

PLEASE NOTE - The training system does not reside on a secure website therefore it is very important
that you DO NOT enter any CONFIDENTIAL DATA.

The Live System

To access the live SBR you will require a unique username and password. You can obtain this from your
local SBR Administrator or the SBR Team (see Appendix D “Contacting Us”).

Figure 2

Usernarme: |3,.f|:|m1

Mew Password: ||

Cunfirer Mew Password, I Sulmit I Cancel

For first time users, or if your password has been reset, the password is ‘password’. Once you have
entered your login details you will be prompted to provide your own secure personal password that
must be at least 6 characters long with 1 number.

PLEASE NOTE - you must only enter the system using your own unique username and password.

If you have any problems accessing the SBR, including forgetting your password, please contact your
local SBR Administrator or the SBR team via the Atos helpdesk



Section 3: The Dashboard

Once logged in you will be presented with the dashboard, a screen showing summary patient details
that also gives you access to system administration and enhanced system functionality.

The top section (see Figure 3) identifies the user, site and relevant NHS Board. It also provides access
to additional functions:

e Add new record e Logging out

e Accessing alternative dashboard displays @

e Searching for records o Alerts! - User alerts where records

e System and password administration require attention

e Reports e SBR update log is a link to SBR website

e Exporting Data providing information about version changes
e Contact

These functions are described in detail later.

Figure 3
nhs.ukfmain_frame. asp Ll ﬂ Go |Link5 ”l
Scottish Birth Record for Raigmore Hospital - Highland test (Logged orto Train.) 146 SBR's this year. 1:5213 PM_\
| Add New || Admin I Reports || ExpontData | Feedback[<]| LogoOut |
Add Mew Neonatal Record ﬂ N H s
| Current =] bashboara view | You are trusted to ather sites | Caithness General Hospital jEI | | St
Highland
Sumame Forename HFI alt HFI CHI DoBVEDD 0 SER_Ind
Search
| || I ] n s Y s [ Y &
Mum & Baby © Both * Epb ' Baby OB @ Mumpos O M '
SBR update lag _/

The lower section (see Figure 4) provides access to your patient records. It also:

Provides access to the print room

Provides ability to delete a record

Provides ability to send a record to another location
Indicates the transfer/sent status of a record

Provides access to the CHI interface (where implemented)

If a record has a blue background, it is a boy, if it has a pink background it is a girl, and yellow
backgrounds are when the sex of the baby is unknown. A grey background indicates a record over
twelve months old. A dark blue dot next to the baby’s forename indicates a stillbirth or a baby that died
during care.

A count of records together with the number of pages is provided for information. Again these are
described in detail later.

Figure 4
Baby Surname Forename Baby {mum} Bsoy DOB (if bornl  Hespital Patient 1D / CHI 127 Records in total, Page 1 of 14
;?Y.‘:ZE;“ Toby 16/04/2009 |not entered ["Open | @ oz Egn‘d TH
> I;Er:l.jliiella3 Baby iJane) 31/03/2009 |not entered [“Open ] t@{, oz SET cH [F] <
Is\gl?_?r?= _ Mark 31/03/2009 gwc:]tafgggsred ["Open | @ oz Eild
EF’E?_SI::LI:I?i Fruity . 31/03/2009 |not entered ["Open | @ oz Egn‘d
Baby (Pstula) . 31/03/20092 [not entered = L@? oz Egn*d
Samual . 31/03/2009 |not entered ["Open | @ oz Jeeng U
Teresa 31/03/2009 ;ca‘ta(%r:}?red [“open ] t@{, oz SET
Morris 30/03/20092 [not entered [“open ] @ oz Egn*d o=}
IS Poppy - 26/03/2009 [not entered [“open ] @ oz Egn‘d SnE
‘!.l"fj."if‘zgff Baby isally} 10/02/2009 |not entered = L@? oz Egn*d =T}




Viewing Alternative Dashboard Displays

The option for dashboard displays are:

e Current - Records which have a baby’s date of birth recorded but do not have a discharge
entry, this excludes still births, home births and babies recorded as being ‘born outwith
scotland’ unless they are subsequently admitted to your hospital. Note - All births pre 2004
are excluded from current views

e All - Every record which is stored within the system at your hospital

e Booked (not yet delivered) - Any mum which has been booked into your hopital on the SBR
but is still to deliver

e Four weeks after EDD - Any Mum that has gone 4 weeks (or more) past their EDD

e CHis to be allocated — SBR records which do not have a baby CHI entered on them

e |nvalid CHIs — SBR records which have an invalid baby CHI entered e.g. only 4 digits

e Invalid baby dates of birth — SBR records where the baby date of birth is entered at that
time to make the baby over 10 years old or a duff date of birth e.g. 40/07/07 or 21/13/06.

e By ward - Everyone recorded as being currently within the selected ward

When you first enter the system it defaults to display the current records. You can change to any of
the views mentioned above by clicking on the drop down box on the “Dashboard View” box.

User Alerts
@g.ﬁxlensl

This will warn users to the following:
e Identify any booked but not yet delivered records that are more than 4 weeks past the
recorded Estimated Date of Delivery.
e CHis to be allocated — SBR records which do not have a baby CHI entered on them
e Invalid CHIs — SBR records which have an invalid baby CHI entered e.g. only 4 digits

To open the alerts click in the logo above, and select the appropriate alert you wish to view.

SBR Update Log

Clicking on the SBR update log will take you to the SBR website. Details of version updates as well as
User Manuals and Quick Guides can be accessed here.

Baby Death Indicator
A stillbirth or a baby death is indicated on the dashboard with a small dark blue circle next to the baby
surname.



http://www.isdscotland.org/isd/5829.html�

Section 4: Finding Your Patient Record

The record you are looking for may already exist on the SBR either having been manually keyed by
another user or imported from an existing hospital system. It is therefore always advisable to ensure
the record does not already exist on the SBR before adding a new one. If the baby was born or has
been treated at another hospital the record may still be with this site, please contact the relevant site
or the Atos helpdesk for further assistance.

Finding a Record

The search facility can be found on the top of the dashboard.

e Search for mother/baby or both using partial surname/forename, HPI, alternative HPI,

Community Health Index (CHI) number, Expected Date of Delivery (EDD), Baby DOB,

Mum DOD or SBR Indicator*.

Enter the data you are searching on i.e. surname, DOB, CHI

Click on the ‘Search’ button

Results will also include any alternative/previous surnames

Remember to select mum, baby or both (it is recommended that you select both)

There are two boxes in the section for searching on EDD, Baby DOB or Mum DOB. If you

want to search just on a singular date you can enter this in either box. If you want to

search on a range of dates put the start date in the left box and the end date in the right

hand side box.

e Remember that if you want to search for certain records i.e. those with EDD dates you
need to change to a dashboard view that shows them, i.e. ‘All' or Booked but not yet
delivered ‘BBNYD'.

Figure 5
Surnams Foraname HFI slt HFI CHI DoB/EDD o SBR_Ind
Search
| I Il I I || | = | || | [Seareh |
Mum 0 Baby ) Both eop ' Babyoos & mumpos O —IC|EE"

e The *SBR Indicator is a unique system identifier for each SBR record. It can be found
below the surname on the dashboard.

-

Baby Surmame Forename Baby [mum) Baby DOB (if bom) Hozpital Patiert 1D CHI 6 Records in total, Page 1 of 1

\ gﬁf?ﬂm Baby 14/08/2008 |not entered EDhggry @ [ Submit )
Orange Baby 14/08/2008 |not entered ey WE —

Section 5: Creating a New Record

Before adding a new record it is advisable to search the database to ensure a record does not already
exist - see “Section 4: Finding your Patient”. There are 2 options for adding a new record, either by
entering the Mother’s details (with the ability to add Baby’s details when required) by using “Add New”
or entering only baby’s details if appropriate via “Add new neonatal record” to create a new baby
record without the mother information.

To add a new record for the Mother:

. Click on | SO from the main dashboard

e Complete all the mandatory fields (these are marked with *)
e Click on Next, you will be presented with a screen listing possible matches for the mother.




If the mother is not listed

»  Click on Add MNew tum

= Click on to add the mother

If the mother is listed

= Click on Confirm this Mum ,
= Confirm the data returned and update if necessary

R
= |f the data is correct, click on

Eack

= |f the data is incorrect click on
confirming a mum or creating a new mum.

and repeat steps above for

e  Once the Mother has been added, search for the record (as explained in Section 4 —

Finding your patient) to enter the data.

If the mother has a multiple pregnancy

New Scottish Birth Record - Mother Details Stage 2 : New Mother

= To add another record automatically please refer to Mother details

adding a new record

Sumame ILeavea - Find | Address|
Fitst Forename IAutumn R |
Second Forename I I
Previeus Sulnamel [
Date ofBmh(Mothm|n1;1mgg5 5 onﬂcm EH12 SEB
Marital Status | =l Fhene Ne.
[ El= [/ Use this Address for Baby Record
Ethnic Graup o
* Indicates a mandatory field
Find... | GF Practice Codel
&P BMC Nu.l
Synchranise wi ith Baby GP Details o
C N‘”“"E'I Number of biths expected | Singleton =
Hospital Patient Idantifier |
Altemative Case Ref o I Add New Mum I Back | Backto Dashhaard |
Estimated Delivery Date [EDD]I 5

age 2 of

= In the bottom right hand corner there is a ‘number of birth expected’ drop down
box. Enter the required option i.e. twins, triplets etc, then add new mum
= The system will then automatically create the number of records required

automatically.

Notes —

e If the mother has transferred to your hospital during this pregnancy, please do not add a new
record, contact the appropriate site to send the record to you or call the Atos Helpdesk (Atos
Helpdesk 0845 957 2700) and the SBR team will contact you for more details to transfer the

record.

e Mum'’s surname, address, GP and GP practice will be assumed for the baby record. If you do
not wish GP Practice and/or address to automatically populate the baby record then please
deselect these by clicking on the relevant check box. If you wish to change any of the details

this can be done later - see Entering Patient Information.



To add a new record for a baby (without mother’s details):

Click on &ddMewHNeonatal Becord {4y the main dashboard
Complete all the mandatory fields (these are marked with *)

CIickon| Submit Recard |

Once the baby has been added, search for the record (as explained in Section 4 — Finding
your patient) to enter the data.

Section 6: Entering Patient Information

Access to Patient Records

Once you have created/found your patient click on the w button on the main dashboard next to
the appropriate record to access it. The following tabs will be displayed:

Mother
Antenatal
Birth

Initial Exam
Baby

Episode
Newborn
Routine Exam
Care

Post Delivery
VLBW (only when the baby’s birth weight is 1500grams or under or gestation is 32 weeks or
under)

To access the tabs, click on the appropriate header. These can be accessed in any order.

Some of the data items may already be recorded either as they were entered manually when adding a
new record or the data was imported from an existing hospital system. If you require clarification on
definitions and standards for the SBR data items please contact the SBR Team - see Appendix D
Contacting Us.



Mother Tab

This screen shows all the mothers details such as name, address, GP details etc. It also has the
facility to record the partner/supporter details.

Figure 7

B[ o frasam)[ ey )[ Eonone ) Revwor oo s care )frmones)

SL'rs‘rEl— MA\:CEEI

Pravizus SL'rs‘rEl— I
First F:'El's‘r;l—

Szcena F:'Er‘s'rzl—

Date of Birth :r-.\:xhe»;.l—

Marital StstLiI MNat Known j

Synchroniss with Bsby Address [ ﬂ

Mothars Oecupation :::u:u—s\:.l

Etl-l-lsEI':L:I j La_test Recorded Past lu'lecl_ical and Obstetric History.
o |EF N :“El— Click here to see the details.
GF GMC N:.l—
Synchroniss with Baby GF Details [ ﬂ
IMathar CHI l»h.'rcz'l—

Hospital Patient ldentifier o
Alternstive Cese Ref Mo

Partner / Supporter Details {optional]

Surname

Forename
Second Forename
:r:.a.l:s(i:nl

=

Last updated By Christine Richardson (Borders_Test) on Apr 1 2009 4:02PM

When a mother is transferred to you from another hospital please ensure that you overwrite the
existing Hospital Patient Identifier (HPI) with the one from your hospital. The previous HPI can be
recorded in the “Alternative Care Ref Number” field. New functionality will be written in the future to
allow recording of multiple HPIs.

Latest Recorded Past Medical and Obstetric History can be visible on the mother tab if these fields
have been completed on the Antenatal Tab, or you may wish to hide these details.

SBR Clinical User Manual Version 4.19
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Antenatal Tab

This screen shows all the mothers antenatal details. It contains past obstetric history, past medical
history, family history etc.

Figure 8

Anderson , Catherine 03/07/1962

w Birth ]anial Exam]( Baby ]( Episode ]( Newbom ]F?oulme Exarq( Care ]F‘—‘om Delwery]

Mothers age 3 Parity 1ive Bith sillbirth Factopic i b i from Past Obstetic [

Fast Obstetric History

Mo Past Obstetric history for this mother Add New Entry

o

Past Medical History [0/ 5001 Details of Losses or Problems (previous pregnansies) [0/ 5001

j Height [metresicms] l—

Drugs this Pragnancy [0/ 5001 Wrsight [Kiles] l—

Health this Fregnaney [0/ 500]

BMI N/A

Family History [0/ 5001

Estimated Date of Delivery (EDE) Certainty of EDD l

Blosd Group - Rhesus - Antibody Type Antibody Titre
Anti b - Rubella - Hiv - Hep B -
Date of Last
Syphilis - = L T

Smoking / Alc f Drugs

The Mother’'s age is automatically calculated, at time of data entry of mum’s date of birth on the
mother screen.
If you do not know the exact day or month when entering dates please default to 01/01 and the year.

The BMI is automatically calculated once you have entered height (in metres and cms) and weight (in
kilos).

Past Obstetric History

Due to increased use of the SBR, many mothers have been through the SBR before and had their
Past Obstetric History (POH) recorded. Therefore for mothers with subsequent pregnancies you will
not have to enter the POH details again. They will be automatically populated for you; however you
are able to edit these if required. It also allows for an unlimited number of entries.

Estimated Date of Delivery box — a nagging message will appear to remind you to fill this in, if this is
not entered, before you try and click onto the next tab. It will not prohibit you from clicking onto the
next tab, it is purely a reminder.



Smoking, alcohol and drugs are also recorded by clicking on this pop-up screen:

Zj smoking, Alcohol & Drugs — Web Page Dialog =

Smoking, Alcohol & Drugs

[ Drug

Smoking history: Ever injected illicit drugs:

moking This Fregnaney: Drug misuse this pregnaney:

Drugs used(1):
Alcohol

Aleehel intake pre-pregnancy: |12 > units per week ¥
12 > unite per week ¥

Drugs usedi2):

Drugs usedgay:
Current aleohal intake: D rugs use dy
Alcahal Unit Table

Drugs retenal -
Aloohol risks discussed. Yes = N
Comments: I j
Comments | :II
Aleohol referal Yes =
= Update | Close
Aleohol problem Yes =
Ikt fitest. el scat.rhs. uk/Clini helDrugs_F 104375 [ mkermnet

Birth Tab

This screen covers all the details relating to the delivery of the baby. It is split into 3 sections, labour,
delivery and baby.

Figure 9

Anderson , Catherine 03/07/1962

Mather " Antenatal |anial Exam]f Baby ][ Episode ][ Newbom ]Fouune Exarﬂ[ Care ]FDomDewew]

rLabour

Date of Admission to Labour Ward Time of Admission to LabourWard  Onset Induction

x|

Augmentation

use today's Date (2ahi ﬂ I j
Langth 1st .
s | 2nd Stagel | ard Stagel | Antanatal Staroids| =] pate] Time| zahi
Hrz  Minz Hiz hinz Hrz Mins use today's Date
Fain Relief (Please select all administered)
Spinal fincludes
Ihid General N ' B N uater wiater Huot
Mone [ Analgesia |m e [~ Epidural [T Local [T combln::lzillr;.:; I Entonex [ TENS [T LeDens r Delivens [~ other [T S -
Flaase spacity all drugs i i Please sps cify -
.
number of doses. [0/ 5001 :I any other pain
i relief [0/ 500] -
rDelivery
Deliveryl j Humber of / Order of Bitths | j Place of Bitth -

Rupture
Delivery Intenval (hrs)

Tealsl hd
Episiotomy I 'I
Shkin Closure I

FBs 'l
FBS Ph

FBS Baze l—

Excess

=l Deliverad byl
Membranes I 'l
Flassnta I 'I

Reasons for
Instrumental
Delivery

-

Blood Loss 2rd Stage 2id Stage 2rd Stage Delvery (47 ot resoed .
(ml)l Drugsl j Comments ¥ | anagement Complications
o -
rBaby
Length Crown Birth Wieight
intn |25/05/2011 [rpgar Seare | [oon |
Date omehl /05/ . o Resuscitationl - Heeltem) taramsy |3000 0
use foday's Date 10 Score HRE ER P,
hinutes I to Regular Respiration,
- 5 Mins I Score MR RR § i i b A
Time of Birth |10:00 i
OFC(om)
10 Mins Score NE RE -

Sex Mot Known Gin ' Mot Specified €
j Cord Ph I" 2 Cord Base Excess Arterial Phl Arterial Base Excessl

Cord Blood I

The ‘Delivery’ box will give you the option of choosing the various different types of deliveries,
including Caesarean Sections. If you need to add a reason for the CS this can be entered on the

SBR Clinical User Manual Version 4.19
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Delivery Complications free text box. This can then be run off in a report from the Export tab (Clinical
Maternity data).

Homebirths can also be recorded by selecting either ‘Home Birth Plan N/K’, ‘Home Birth Planned’, or
‘Home Birth Unplanned’ in the ‘place of birth’ field. The baby can also be admitted as a homebirth on
the episode screen by selecting Level of Care ‘Homecare’ and then select Discharge Type as
‘Homebirth’. The record will remain in the current view of records unless the baby is discharged from
care.

If care is provided for a baby who was born outwith Scotland, please remember to record place of birth
as ‘Born outwith Scotland’.

Between the hours of midnight and 6am the ‘Use today’s date’ link will be hidden, forcing you to
manually enter the date. This has been introduced to reduce the number of incorrect dates of birth
entered on the system for babies born during the night.

Apgar Scorer:

Total scores can either be entered directly or individual scores can be recorded via the Szore link. NR
should be selected if the Apgar score has not been recorded. RR should be selected if the baby was
receiving resuscitation and the Apgar score could not be calculated.

Figure 10

/2 SBR - Apgar Scorer -- Web Page Dialog x|

Apgar Score Calculator at 1 Minute.

Soore

o [ 1 [ 2

Colour " 1Blue or pale © Blus extremities  pink

Heart Rate © Absent © Lessthan 100 " More than 100

Respanse to Stimulation  Absent € ek movement oy

Respiratory Effort " absent " weak, imegular " Regular

Tone © Absent € Some flexion © Active movement

Current Goare: -

0K Cancel

Initial Examination Tab

Allowing you to record the results on the initial physical examination carried out on the baby such as
Vitamin K given, cord check, chest examination etc.

Figure 11
-
Mother ]{Anlemala\ ]( Birth ] Baby ]( Episode 1( Newbomn ]ﬁounne Exanﬂ( Care ]F‘—’om Dﬂivery]
Miduwife Examination Date Use Todays Date  Time 24hi) Lse How Special / Neonatal Care
Performad byl
Date Given
witamin (15t dosa)l j
Use todays Date

Select ALL Hormal [~

Head Skin Colour = Exam Details {Initial)
Head Sutures and lﬁ'
Fontanelle Mo Exemination Carried Out =
Eyes -
Ears -
Mouth and Palate - -
AddiUpdate
Neck -
Exam Details (Routine)
Trunk Skin Colour -
Chest - No Exemination Carried out —
Cord -
Genitalia -
Anus -
Spine -
Limbs Skin Colour ~ Midwife Comments and Observations
Falmar and Flantar = -
Creases
Muscle Tone -
Digits -
e
Auillae - Reset !I

Add /Update




For ease of data entry we have included a ‘Select ALL Normal’ tick box, as the majority of these
examinations are normal. If required, the user has the ability to then select a different value for an
individual data item.

If there has been any information entered onto the medical exam or the care screens it is seen in the
summary boxes on the right hand side of the screen.

=

=
‘!I By clicking on the Print room you have direct access to the Initial Baby examination report,
which can be printed off and filed in the case notes

Baby Tab
This shows very similar data to the mother screen; however it refers to the baby.

Figure 12

Anderson , Catherine 03/07/19¢

-
Mother UAnlenatal ]( Birth ]Fnitial Exam( Episode ]( Newbomn ]F?ﬂulme Exanﬂ( Care ]FDDE[ Delwery]

Baby Sumame [Anderson Find Add,mlMam Street
Alternative Sumame IHDWWODd
First Forename | Janice i ] |Jnhnsmne
|Ren1rewshire
Second Farename
Post Code |PAS 14P
Date of Birth (Baby) |25/05/2011 use fodays Date
Synohronise with Mother Address [~ o
Time of Bith [10:00 | e mm 24 b
S HotKnown £ Boy Not Specified {
Ethnic Graup |Wh\le Scottish j
Find.. |GP Practice Code |00244 :i'):ﬁ:;"k Strest
683 0LS
GF GMC No

Synchionise with Mother GF Details [~ o

CHINumber (25015115044  CHI Number allacated by CHIZML Interfzce. Unlodk
Hospital Patient ldentifier 0
Altemative Case Ref No
Initial Duteame of this Baby IW

Please note that the Address, GP and GP practice code entered for mum can automatically populate
the baby screen from the Mother tab and vice versa (by clicking on Synchronise with Mother /Baby Address and
GP Details) You can however change these details if necessary.

Recording Stillbirths

All births should be recorded on the SBR. To record stillbirths change the Initial Outcome of the Baby
on the baby screen to stillbirth. This field automatically defaults to livebirth.

Between the hours of midnight and 6am the ‘Use today’s date’ link beside the DoB field will be hidden,
forcing you to manually enter the date. This has been introduced to reduce the number of incorrect
dates of birth entered on the system for babies born during the night.



Episode Tab

This screen details the care given to the baby and by whom i.e. admissions to other wards such as
special care, discharges from wards and the hospital, and any transfers from other hospitals etc. It
also allows you to transfer the record to another hospital if the baby is going to receive ongoing care at
the new hospital.

Figure 13
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Transfer the patient to another Scottish hespital.

Data recorded here is for baby activity only.

To add an episode:
e Complete the boxes within the “Admission/Internal Transfers for this baby” box, at the top of
the screen (the green area).
e If you want to use today’s date click on the “Use Today” link above the date field. (NB the
admission date defaults to the baby’s DOB)
e You must have either an obstetrician \ paediatrician or midwife selected to record an episode
Jpdate

e Click on to save the episode
The last episode added would always be populated in the “Admission/Internal Transfers for this baby”
box, to add a new episode, overtype the existing data and click on Update.

To add a discharge:
e Complete the “Discharge from hospital for this baby” box at the bottom of the screen (the pink
area).
e If you want to use today’s date click on the “Use Today” link below the date field.
e Select the Type of discharge.
Specify where they are discharged to in the free text box.

e Click on to save the discharge.
The discharge will be added to the top of the episode history box.
To remove an episode:

If you have incorrectly entered an episode of care you can remove it by clicking on the remove link
beside the relevant episode. Please note that you can only remove the top episode from the episode




history, therefore if you wish to remove an episode further down the list you must take a note of all the
episodes above it and remove them, then once you have removed the relevant episode you are
required to enter the other episodes back into the system.

Note: You always read the episode history box from the bottom upwards as new episodes of care are
added to the top of the list.

Transferring a Patient

Figure 14
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This screen is used when either the baby or the expectant mother is being transferred from your
hospital to another Scottish hospital for continued care. If they have not been admitted to your
hospital use the send facility instead.

To transfer:

Click on (on the Episode screen)

Complete the date (click on the “Use Today” link to use today’'s date)

Select the hospital the patient is being transferred to. To select the hospital quicker type in
first letter of hospital and the box will be populated with the full name. If there are several
hospitals beginning with the same letter, continue to hit the relevant key (the first letter of the
name) until the Hospital you are looking for appears

Enter who carried out the transfer and add any appropriate notes

To complete the transfer click on
To cancel the transfer click on m

By transferring the baby’s record on the SBR you are changing the access rights to this particular
record. The new location will have full read and edit access. Note that if the baby is transferred to
England this will be treated as a discharge (Discharge Type = ‘Facility / Hospital Outwith Scotland’) as
the Scottish Birth Record system is not available outside Scotland. The discharge date in this instance
is the date the baby leaves Scottish Hospital care.

Tips for Transferring:

Do not use the transfer screen when a baby is being moved between wards within the same
hospital, this should be recorded as a new episode.

If the baby is going directly from your hospital to another hospital, do not discharge the baby
from your care on the SBR, just use the transfer facility.

Once a record has been transferred you cannot access it unless the record is transferred or
sent back to you.

Ensure that you complete the record with as much information as possible BEFORE you
transfer the record as once you have transferred it you will no longer have access to it.



e If you have transferred a record and have forgotten to add something please contact the
designated SBR user at the receiving site.

e If you have transferred to the wrong hospital please contact the Atos Helpdesk (0845 957
2700) and someone from the SBR team will contact you to un-do the transfer.

e If you want to transfer a baby that has been born, to another hospital you must ensure that the
baby has been admitted on the ‘Episode’ screen first, either an obstetrician, paediatrician or
midwife has been entered and the level of care has been entered.

e If a baby has been transferred to you, you must admit the baby on the ‘Episode’ screen
before it can be discharged or transferred back.

e A list of records that have been transferred from your hospital can be viewed on the Admin

page.

In Utero Transfers
Figure 15
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This facility is used when a clinical decision has been made that a mother should immediately be
transferred to another hospital for any reason. For example if a mother is attending a small
community hospital and complications occur during labour, a decision may be made to transfer her to
a city hospital with more facilities.

To transfer in utero follow the instructions detailed above for transferring a record, however also
ensure that “In Utero” box is ticked.

Tips for Transferring In Utero:
e See “Tips for Transferring” above
e As many women do not know if they will deliver at the hospital they have booked for, it is
advisable only to forward a record when the destination is certain.

Readmissions

When a baby has been readmitted to hospital after transfer or discharge this must be entered on the
episode screen. To do this, follow the instructions previously detailing how to add an episode. If a
baby dies after discharge or is readmitted and dies it should generate an SMRO1 so it depends on
how the site uses SBR as to whether this should be recorded.

Home Births, Born Before Arrival & Born Outwith Scotland

Homebirths can also be recorded by selecting either ‘Home Birth Plan N/K’, ‘Home Birth Planned’, or
‘Home Birth Unplanned’ in the ‘place of birth’ field. The baby can also be admitted as a homebirth on
the episode screen by selecting Level of Care ‘Homecare’ and then select Discharge Type as
‘Homebirth’. The record will remain in the current view of records unless the baby is discharged from
care.

Discharge Letters:

Immediate Discharge Letter, Neonatal Discharge Letter and Handover to Health Visitor Letter can be
selected at the bottom of the screen. These can also be found in the print room from the dashboard.



Newborn Tab

This screen shows the baby details such as type of feed, congenital anomalies and screening.
Figure 16
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Within this screen there a number of information points 0 These icons give you additional
information regarding the data item being recorded. To access the information point, use the mouse
to hover over the icon and the message box will appear.

Tips for the Newborn Tab

1)

2)

3)
4)
5)

6)

If a data item appears on more than one screen. For example ‘OFC’ appears on the ‘Delivery’
screen and again on the ‘Newborn’ screen. When you enter data into one it automatically
populates the other

The ‘Max Bilirubin’ field is the highest recording within 28 days of birth. If you enter a
recording of 121 on the second day of life and then the following day the ‘Max Bilirubin’ is
recorded as being 124 then this field should be over-written with the 124 recording.

The ‘Lowest Glucose’ should also be over-written with the lowest glucose measured.

The birth weight should be entered in grams. Birth weight must be entered as 4 digits and
preceding zeros should be entered if the weight is less than 1000 g

In addition the * Subsequent Weight’ field also has the addition of a date field so that where
possible the date of the latest weight should be entered

The Hearing screen comments box should be used to record any information on referral to
audiologist, reason not done etc



Routine Examination Tab

Allows the results of the routine examination to be recorded.
Figure 17
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For ease of data entry we have included a ‘Select ALL Normal’ tick box, as the majority of these
examinations are normal. If required, the user has the ability to then select a different value for an
individual data item.

There is a summary box on the right hand side of the screen where details of the Initial examination
are recorded.

&

You are able to print the results of the medical examination by clicking on the printer icon ™ at the
bottom of the page.

Ch

Care Tab

This screen is used when you wish to record data for a baby who requires any special, neonatal or
intensive care. This screen has been designed so that it can either be used at discharge, or, perhaps
more effectively it can be updated on a daily basis so that if and when the care is handed over to
another consultant they are able to see at a glance the latest status of a particular baby.
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Once data items have been entered into either the ‘Initial Exam’ or ‘Routine Exam’ screens, a brief
summary of this will appear in the boxes on the right hand side of the care screen. You can enter
these sections by clicking on the ‘add/update’ buttons at the bottom of the individual box or by using
the separate tabs across the top.

74
By clicking on the printer icon ‘!I at the bottom of the page you will be able to print off the

Neonatal Immediate Discharge letter.

The respiratory screen can be accessed from the care screen to record any information about
intubation, oxygen therapy, surfactant, ventilation and any other relevant respiratory information. The

screen is accessed by clicking on the button at the bottom of the care page.



Respiratory Screen

Figure 19
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Post Delivery Tab

This screen is for the addition
items on this screen appear in the Immediate Discharge

Figure 20
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VLBW Tab

The Very Low Birth Weight (VLBW) screen is where information on Clinical Risk Index for Babies
(CRIB) and Morbidity data are recorded.

Figure 21
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This tab will only be visible if the baby meets the VLBW criteria - birth weight of the baby is less than
1500 grams or the baby is less than 32 weeks gestation. Completion of this screen is not mandatory
for the Information Services return.

Using the SBR in the Community

Community Midwives can also access the SBR system. In some areas this is only to record
information on homebirths. Other areas permit access to enable further data collection and sharing of
patient information.



Section 7: System and Password Administration

Admin

| from the main dashboard.

To access the Admin screen, click on |

This screen allows you access to the following functions: -

User Administration

User administration
Automated imports
Record movement
Tools

Your view of this section will vary depending on the type of user you are.

e Standard User — This is where you can change your password.

e Admin User - This is where you can change passwords, introduce new users, change or
update user details, reset passwords and administer nurses/midwives on the episode screen
and also add any new wards. Only users with administrator rights to SBR can access this part
of the system. There is a separate manual that explains how to work the functionality. It is

available to administrators.

Link to the SBR User Manuals and Quick Guides

Click the link to open a new browser window and view the up-to-date SBR User Documentation. This

lists all the current manuals and guides which can be downloaded.

Automated Imports

If you are automatically sending files to the SBR database then you can access your own Automated
Import Log. This enables you to view a log of the files you have sent in, how many records were in

each file and if it was successfully imported into the SBR.

Record Movement

This allows you to view records, which have been:

e Transferred Records
e In Utero Transfers
e Sent Records



Section 8: Reports

Repaorts

Clicking on | | from the main dashboard allows access to reports and graphical
analyses of the data entered into the system.
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The following reports are available:

e GRO/Child Health Report — This report gives a list of all the babies born within the
hospital (can include still births if requested) for a specified period of time. (N.B The
initial outcome field must be set for baby to appear in this report).

e SIRS Report — A more detailed list of all the babies born within the hospital for a
specified time period.

e Birth List - Lists Mum and Baby demographics, GP details, birthplace and outcome.

e Episode Activity Management — This is a report required primarily for finance. The user
can choose to limit this report by specifying a date range for the following dates:

o Date of birth

o Date of admission

o0 Internal transfer date
o Date of discharge

o0 External transfer date

e Patient List — reports on patients by either dates of birth, gestation, birth weight, ICD or
OPCS codes

e Annual Report — shows full birth details including; gestation, birthweight, feed on
discharge, discharge type, multiples, top 10 diagnosis — 4 digits, top 10 diagnosis — 3
digits, ITU days, ITU ALOS, HDU days, HDU ALOS, SCBU days, SCBU ALOS, Vent
days, VENT ALOS, HFO days, HFO ALOS, CPAP days, CPAP ALOS as a number
and percentage of total by selected year. (ALOS = average length of stay).

e Monthly Report - cover the previous six months and they display the following: Birth
Number, Outcome, Place of Birth, Birthweight, Gestation, Feed on Discharge, Parity,
Onset of Labour, Induction, Augmentation, General Anaesthetic, Epidural Anaesthetic,
Local Anaesthetic, Spinal Anaesthetic, Blood Loss, Placenta Delivery, Tears,
Episiotomy, Type of Delivery.

e Coding Status Report — This report will show all the records that have not been
submitted to ISD i.e. they have not been coded or are only partly coded.

e Coding Status Chart — This will display a chart of coded, partially coded and yet to be
coded records by month for a specified year.



Section 9: Export Data

Clicking on |

iR Eala from the main dashboard allows information to be taken from the SBR

and printed out or analysed locally.

Figure23
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rExporting Data

This will allow you to download your data to your local computer. These data contain patient identifiers such as names and addresses as well as confidential
information. Once downloaded, they become your responsibility. They must therefore be treated with care in accordance with data protection legislation. In
particular, they should be stored appropriately, according to local guidelines for the storage of such data on computers. On selecting your download you will
be given the choice of saving it locally or opening it directly on your PC. See useful Tips for displaying data.
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These SBR data extracts contain up to the minute information which has been entered into the SBR
(or transferred automatically) at your hospital. The download is in a pure text format enabling you to
import it into any programme for analyses. Please note that you require Office 2000 to be able to view
the data from this page.

To download the information:

Export Data

Click on | | from the main dashboard

Select the year beside the appropriate dataset you wish to extract i.e. Clinical Neonatal Data
Click on ‘Go’

If no year is shown, click on the name of the dataset you want to download

Select if you wish to “Open” the data from its current location or want to “Save” it to a secure
location.

Note: once downloaded the data becomes your responsibility. This data must be treated with
care in accordance with data protection legislation. Please remember that the data will remain
on the hard disk of your computer after you close the SBR and that data may still be
retrievable even after deletion.

The following downloads are available:

¢ Clinical Maternity Data — All maternity data extracts based on a particular year for current

hospital.

¢ Clinical Neonatal Data — All neonatal data extracts based on a particular year for current
hospital.

o Deleted Records — A list of all records that have been marked as deleted for the current
hospital.

e Booked but not yet delivered — Records where mum has been booked on the system but
baby has not yet been born.

e Coding Data — All coding data based on a particular year for the current hospital.

e [CD10 Coding Data — A record of all the ICD10 codes assigned to each SBR for the
current hospital.

e OPCS4 Coding Data — A record of all the OPCS4 codes assigned to each SBR for the
current hospital.

e Episode History Data — A list of all episode events for the current hospital.



Alongside each data extract is a Data Definitions document detailing the content of each extract. In
addition there is a section on ‘Useful Tips for displaying data’ that may be helpful to you. In order to
view these definition documents you will need to have Adobe Acrobat Reader on your computer.

If you experience any problems opening up these Reports please try the following —
e Open up Windows Explorer,
Go to Tools
Select Folder Options
Select File Types —
Scroll down to CSV and
Click on the ‘Change’ button and change it so that the association is with Excel.

You should now be able to open up the SBR file and either save it as an Excel or CSV file. If not
please contact the SBR Team.

Statistics from the SBR

As the data entered into the SBR is up to date this will give you more accurate, timely analysis of
different types of data.

Each Scottish Birth Record has its own unique number which is generated by the SBR system. This is
called the SBR Indicator. You should use this field to link data with and to eliminate any duplicate
episodes.

If there is any specific analyses you require or you just need help getting the data out of the excel
spreadsheets then contact the SBR Team. See appendix D

Section 10: Contact

The SBR helpdesk is maintained by Atos Origin and is available 24/7. You can contact them in a
number of ways:

e Usethel Feadoack El' link on the dashboard and complete the form.

e Email: itservicedesk.nhss-ns@atos.net

e Telephone: 0845 957 2700

Atos Origin is the first point of contact if you require assistance. They can help immediately with the
following:

e Find an SBR User

e Reset passwords

e Provide details of who you should contact to get a record transferred
e Add new postcodes to the system

e Unlock the baby CHI

Any other problems or queries will be passed to the SBR team who will get in touch with you during
normal office hours.

It is important that you do not use any confidential data in emails. The SBR Identifier should be
used to identify records that are being queried; see Section 4 Finding Your Patient Record.


mailto:itservicedesk.nhss-ns@atos.net�

Section 11: Logging Out

Log Out

Always click on | | from the main dashboard to exit the system.

To close down the system click on Exit or press Alt + F4

If you have any problems closing the system down please contact us.

If the system freezes you can use the ‘Alt’ and ‘F4’ buttons together. Remember that if you have not
pressed the ‘Update’ button on your current screen then any data items you have entered will be lost

and not saved.

The SBR system will automatically log you out of the system if it has not been used for 20 minutes.
However any unsaved data will be lost.

Section 12: Send Function

Send
If a mother/baby has NOT been admitted / reviewed by you click on 7 from the main dashboard to
send the record to another SBR site.

If a baby is admitted to your hospital and then moved to a different hospital in Scotland then this is
classed as a transfer and you should use the transfer screen — refer to the Episode Screen section for
further information. The in-utero transfer function should only be used when mum is admitted or
reviewed and transferred to another hospital for continuing care/delivery. If however the mum or baby
has NOT been admitted but is going to receive treatment in a different hospital/area then this is when
you would use the send function.

Note that once you have sent a record you will no longer be able to access it so please ensure that
you complete the record as much as possible before sending it to another site.

To send a record:

Send
e Click onthe ™™
e Click on confirm once you are sure the correct record is selected.
e Select the correct hospital to send the record to
e Enter any comments relating to the sending of the record
e Clickon
Figure 24

3 send this Record - Web Page Dialog X

Sending Record ...0

Surname : Barlow
Forename : Baby
Date of Birth @ 14/07/2006
Baby HPI : L222E&9000
To (BN ty Hospital

Comment

=
[

Sendl Cancel |




If a record has been sent to you from another site you will see this icon @ on the main
dashboard.

If a record has been transferred to you from another site you will see this icon ““™-* on the main
dashboard.

Section 13: CHI Interface

The Scottish Birth Record system has the facility to obtain a Community Health Index (CHI) number
for babies within minutes after birth. If your hospital is participating in this functionality a CHI button will
be visible on the main dashboard to the right of the ‘send’ button. The CHI button will also appear on
the Baby tab.

Figure 25 /

S Baby 24/12/2008 not entered | Wall) WL 7 9¢ =Y CHL (Submi: |
Bacon | Burt 29/09/2008 |not entered | WEIEH) W 5% 9¢ =1 CHI [Suomit)
SN Baby (Green) 20/00/2008 Mot entered | () (D o o S ] o
Do Baby (reen) 29/09/2008 |not entered | Wil Wl % 9¢ 2 T <D

In order to obtain a CHI number the record you are sending must have:
e baby surname

baby forename (default “Baby” is valid)

valid postcode (it must include a space)

sex

baby date of birth

first line of address.

To obtain a CHI:

e Click on the CHI button either on the main dashboard next to the record you want to get a CHI
number for or on the baby tab of the particular record. Note: that if a CHI number for this baby
has already been obtained via the SBR, or has been entered manually into the relevant field
on the Baby screen, then this CHI button will not be shown.

e You will be presented with a screen that will show you the details you are sending to CHI to
register this baby in order to get a CHI number back. Please ensure that these details are
correct — if not please cancel, go back to the record and amend where necessary. When
allocating a CHI number, the background colour of the pop up box to clarify the baby’s details,
corresponds to the gender of the baby. Blue =Boy, Pink =Girl.



Figure 26

4} http:/ /test.scottishbirthrecord.scot.nhs.uk - CHI - Microsoft Internet Explorer provided by BT o =] 5]

CHI REQiStratiUna Please check that the details below are correct prier to registering this baby on CHIL.

surname Egg
Forename Baby
sex Femnale
Date of Birth 06/08/2009
sddress THE HOUSE
rostoode EH12 9EB

To proceed with this registration please click the *Get CHI” button. Click the ‘Cancel’ button if you are unsure or wish to
edit the record details.

Get CHI | Cancel |

A

|ﬁj Session will time out in: 09:43 ’_’_ l_ ’_’_|° Internet

If any of the required data for obtaining a CHI is incorrect or missing you will be shown an error
message indicating what is required to be amended prior to obtaining a CHI number (see Figure 3).

Figure 27
; http:/ ftest.scottishbirthrecord.scot.nhs.uk - CHI - Microsoft Internet Explorer provided by BT - |EI|5|
=
CHI Registratiuno Please check that the details below are correct prior to registering this baby on CHI.
Surname Egg
Forename Baby |
sex Not Specified. “ou must indicate & sex for this bakby .
Dste of Birth 06{08/2009
Address First line of address must be present.
Postcode EH12 9EB
Sorry but you do not have enough details for this patient to continue with the CHI
registration process. Back to Baby Scraen
El
|ﬁj Session will time out in: 09:53 l_ |° Internet A

Click on ‘Back to Baby Screen’ and add the required details

e Once you have obtained a CHI number via the SBR it will automatically populate the CHI field
on the Baby screen and you will not be able to edit this field unless you contact the Atos
helpdesk or your local administrator who have the functionality to unlock the CHI. When
contacting the ATOS helpdesk you need to make it clear that you require them to unlock the
CHI. They do not need to know the reason why this is being requested.

If the CHI is unlocked and another CHI allocated please ensure that the Child Health
department are made aware of the CHI change so they can stop using the old one.

It is important that when you are registering multiple births, where the baby has no forename (and the
default “Baby” is being used), that you use Baby |, Baby II, Baby lll etc, as the CHI interface will not
accept numeric characters (see Figure 4).



Figure 28

; http:/ ftest.scottishbirthrecord.scot.nhs.uk - CHI - Microsoft Internet Explorer provided - |EI|5|

CHI Registratiuno Please check that the details below are correct prior to registering this baby on CHI.

Surname Egyg
Forename Baby 1 Mumerical characters are not valid in this field (See information point on baby screen).
sex Female
Date of Birth 06/08/2009
address THE HOUSE
Fosteode EH12 9EB

Sorry but you do not have enough details for this patient to continue with the CHI

registration process. Back to Bahy Screen

A

|@j Session will time out in: 09:45 ’_’_ l_ ’_’_|0 Internet

When the data you are sending to the CHI system closely matches an existing record (as will happen
in the case of multiple births) it will be flagged up as a possible duplicate (see Figure 29 ) and will offer
you the following options;

Figure 29

I»

POSSIELE DUPLICATE FOUND - Baby ii Pea

» [fyou AGREE that the details retrieved from CHI are for the same patient, please select ‘KEEP EXISTING CHI' to import the existing
CHI number into the SBR record.

» [fyou are sure that this is & new registration please select*ALLOCATE NEW CHI' to proceed with a new CHI registration. This would
also apply to a record for a TWIN or if you need to re-allocate a CHI number.

& [fyou are MOT SURE how to proceed please select *'CAMCEL” and ask for help.

From SER From CHI (2903115095 ) Keep Existing CHI Allocate New CHI
Forename Baby li Baby |
Surname Pgg Pes
Date of Birth 29/03/2011 290372011
sex Mylale hdale
Address 123 HERB POTS 123H
BALCONY WIEW BALCONY WIEW
EDINBURGH EDINBURGH

PostCode EH2 OEB Cancel |

|4

== = =

‘Keep Existing CHI' button

e Click on this button if the details are for the same patient and you are not trying to re-allocate
the CHI number. You will then retrieve the CHI number previously allocated to that baby.

‘Allocate New CHI’ button

e If, after checking the details, you are confident that the details that already exist on CHI belong
to a different baby then you can go ahead and get a CHI number by clicking on this button.
This option would be used for a multiple birth.

e If you are reallocating a CHI number to a baby and this message is displayed, click on the
‘Allocate New CHI’ button to get a new CHI number. This option would be used where the
wrong details had been entered (e.g. wrong sex) the first time that the CHI was
allocated.




‘Cancel’ button
e If however you are unsure, you think this baby may already be registered on CHI or you want
to go back into the record to check it then please click on the ‘Cancel’ button. It is very
important that the same baby is not allocated two CHI humbers unless the CHI number
needs to be re-allocated because it was based on the wrong details (and therefore
invalid).

When NOT to Allocate a CHI on the SBR

A warning will be displayed if the baby’s DOB is over 2 weeks old (see Figure 6). A baby of this age
should already have been registered on CHI. If the DOB is correct please contact your Child Health
Department who will advise you of the correct CHI. The number can then be manually keyed in to the
SBR.

Figure 30

; http:/ /test.scottishbirthrecord.scot.nhs.uk - CHI - Microsoft Internet Explorer provided by - |EI|5|

CHI Registratiuno Please check that the details below are correct prior to registering this baby on CHI.

Surname Egyg
Forename Baby |
sex Female
Date of Birth 20/06/2009 The date of kirth is over two wesks ago. Are you surs this is correct?
address THE HOUSE
Fostecde EH12 9EB

To proceed with this registration please click the *Get CHI” hutton. Click the ‘Cancel’ button if you are unsure or wish to
edit the record details.

Get CHI | Cancel |

A

|ﬁj Session will time out in: 09:55 ’_’_ l_ ’_’_|0 Internet

Stillborns are not allocated CHIs on the SBR. If your Child Health Department require one then they
must allocate it.

Error Messages when obtaining a CHI Number

On occasions you may be presented with an error message. Most of these errors will have to be
reported to the ATOS helpdesk. However there is one error message that can be dealt locally and that
is Error Code 0004 (see Figure 7) this error is generated when an invalid character has been entered
in one of the essential data item fields.

Figure 31

4 http:/ /test.scottishbirthrecord.scot.nhs.uk - CHI_Action - Microsoft Internet Explorer prov o ] |

Chi allocation Problem

The system has been unable to obtain & CHI number . Please try again later . If this problem persists please contact the SBR Help desk on 0545 9357 2700
infortning thetm of the message below

Chi Data Yalickation Etrors
Error Code ; 0004

Back to Baby Screen

-
&Toore N Y.




Section 14: Print Room

Figure 32

The Print Room

This page allows you to print reports and |etters from the Scoftish Bith Record systern. To do this open up the required repart and use File F Print to print,

Wother Details Esby Details
Sumame Biscuit Sumame Biscuit

Forename Chocey Forename (s) Babyi

Date of Birth 10/ 01964 Date of Birth 031272010

Address 8 Croall Place, Kelty, Fife, K4 0DY Sex Boy

GPR Report Registration of Birth

This is an application farm to « Open GPR Report Thig iz the Registration of Birth form, # Cpen Registration of Birth Form

tegister with a General Medical
Practitioner.

Newborn Record Notification of Birth

This is the Newharn Record that = Open Antenatal and Birth History (Page 1)
you may wish {0 keep as your
"hard copy". This repottis split + Dpen Routine Baby Examination (Page 3)
into three pages

Dipen Initial Baby Exarnination (Page 2 This is the Motification of Birth form. s Onen Motification of Birth Form

Immediate Discharge Letter Newborn Hearing Screening Form

This is the immediate discharge o Immediate Discharge Letter
letter.

Thisg is the Newhorn Hearing Screen
Tarm

Hewhorn Hearing Screening

Meonatal Discharge Letter

+ Handoverto Health Yisitor [etter. This is the Newhorn Hearing Screen + Populated Newborn Hearing
farm with mother and GP Details Screening
Coding Output
This is output for coders. e Coding Output Back to Main Dashboard

Blank Coding Output

The Print Room allows you to print reports and letters relating to a particular record from the SBR
system. To open the Print Room:

arwNE

&

Click on ‘!I beside the appropriate record on the main dashboard

Click on the document you wish to open (it will appear in blue and underlined)
Once the document is open, go to “File”

Select “Page set-up” and ensure the header and footer boxes are blank

Click on “OK”

To print the document:
1. Goto “File”
2. Select “Print”

The following reports can be generated from The Print Room:

General Practitioner Reports (GPR) Report — An application form to register with a GP
New Born Record — A printable version of the data relevant to a new born split into
antenatal birth history, physical baby examination and medical baby examination.
Immediate Discharge Letter — A pre-populated discharge letter for mother and baby. Note
— if a mother has had no previous pregnancies then it will display on this letter as being
para 0+0.

Neonatal Discharge Letter - A pre-populated discharge letter for babies who were
admitted for further neonatal care.

Handover to Heath Visitor Letter - A pre-populated letter containing information for the
Health Visitor.

Coding Output — A pre-populated report containing a summary of all the coded data
together with the OPCS4 and ICD10 codes for the baby.

Blank Coding Output - A blank report for recording the coded data items including
OPCS4 and ICD10 codes for the baby where the notes are housed elsewhere.
Registration of Birth — A pre-populated Registration of Birth form.

Notification of Birth — A pre-populated Notification of Birth form.

Newborn Hearing Screening Form — A blank screening form with only the patient
information pre-populated.

Pre-populated Newborn Hearing Screening form — This form is pre-populated with GP
and Mother details (taken direct from Mother tab)



Section 15: Delete Record

Only Administrators are able to delete records

There are a number of reasons why you may want to delete a record from the SBR. Before you delete
a record you should contact the SBR Project Team to ensure that the most appropriate action is to
delete the record. You should also contact the SBR Project Team if you identify that there is a
duplicate record for either the mother or the baby, or if you accidentally delete a record and you wish it
to be retrieved. Note that the deleted record will remain on the main database with a note of who has
deleted the record and why.

To delete a record:

e Click on x beside the appropriate record
e Select the reason for the record to be deleted from the following options:

o Error (duplicate record entered by mistake)

0 Miscarriage (loss of pregnancy prior to 24 weeks gestation)

o Intra-uterine death (any fetal death after 24 weeks gestation but before onset of
labour)

o0 Moved outwith the area (either no forwarding address for transfer of care or moved
out with Scotland prior to delivery)

0 Termination (therapeutic abortion)

e Click on Canfirm

If you accidentally delete a record contact the SBR team (via the Atos Helpdesk) who can retrieve the
record.

Section 16: Duplicate Records

It is important that every baby has only ONE record. This avoids having spilt records i.e. a mother’s
record with no baby details or a baby record with no mother details. To avoid duplicate records it is
important you search for an existing record before adding a new one, especially if they have been
transferred from another hospital.

If you create/find a duplicate record it is important that all the data is merged into one record. If one of
the records has a CHI number for the baby, this record must be used to avoid a duplicate CHI being
created.

To find duplicated records within your site please go to Admin tab, Duplicate Record section and click
on within site link. See below

scotunhs.ukfmain_frame. asp Tl EJGe |tk 7|
Scottish Birth Record for Raigmore Hospital - Highland (est (Logsed orto Taim ) 145 55 e year TarsE N
| AddNew [ Admin ]  Repons | ExpontData | Feedback[Zl| Logout |
o NHS
|—_|CU"E"‘ =] basmbosd view ¥ou are tusted to other sites | Caithness General Hospital > G0 ‘ “—
Highland
Sumame Forename HPI alt HPI CHI DoB/ERD SBR_Ind
[ I I I I 1| e — o] & wors
wum © Baty O st & Eop  Babypos & wumoos € _Clear |
v/

rUser i ation

Change my Passnord This eption allows you e change your pasaverd
Change my Contact Details This eption allow you to change yaur user details.

rSBR User Manuals and Quick Guides

Click here 0 0pen a new browsar window and iew the up-to-date SBR Usar Documen tation.

ST L Pt This lists il the surrent manuals and guideswhich can be donnloaded

d Imports ‘

Import History Click here 1o view log of your automated imports, if applicable.

fupllcate Records
iith In Site Wisw duplicate recards within your site ‘

rRecord M

List of resords which have been Transferred, In Uters Transterred and Sent from your hospital 1o another SBR hospital can be dounioaded here
Tiangfered Resords In wtero Transfers Sent Resords

rTools

. This file tianster tool allows you te autematically send files fo the Seottish Birih Record server. Plaass contast the SBR Help desk on 0345 657 2700
Eile Transter Profoce] h to use this facility. You can lse request this contacting us hare.

Back to Main Dashboard

This report will open in an excel spreadsheet.




Section 17: Audit Trail

There is an activity log incorporated into the system at data item and username level. Whenever a
record is accessed or any data item is added / amended, the date, time and username are recorded
on the audit log.



Section 18: Fault Finding

Problem

Possible Cause

Action

Unable to submit a new
record

The mandatory fields have
not been completed

Complete all necessary fields
— refer to page 7

The system has closed down
and returned to the initial log-
in screen

The system has
automatically closed as it has
not been used for 20 minutes
— any unsaved data will be
lost

Log back in to the system if
you want to continue
inputting data

The  system  continually | There appears to be a | Inform your IT department
crashes problem with the hardware

(the PC itself)
The data you have just | The update button has not | The lost data will have to be

added is no longer there

been clicked and so the data
has not been saved to the
database

added again ensuring that
the ‘update’ button is used.

You are unable to view the
entire screen

The screen resolution on
your pc is incorrect for this
application

Please refer to the system
pre-requisites in Appendix A.

A message appears saying
that this ‘record is locked for

Another member of staff in
your Hospital has this record

Once they have closed this
record you will be able to

editing’ open access it yourself

You are unable to access the Please report the fault to the
excel file in the ‘Reports’ Project Team at Information
section Services.

A dialogue box appears | Your pc has the incorrect | Please refer to the pre-

asking you if you need help
completing the form

AutoComplete setting

requisites in Appendix A.

The background colour on

The Print settings for Internet

Follow the steps in Appendix

the forms in the Print Room | Explorer are set to print | A.
is being printed background
‘Page cannot be found’ error | The NHSNet is currently | Report the problem to your IT

displays

down or there is a fault with
the SBR.

helpdesk.

You have
password

forgotten your

Please contact your local

Password Administrator.

If the SBR seems to be going slow here is a tip that you can try to improve performance.

Empty your browser's temp files.
After constant use of the browser, this is the program you use to actually access the SBR

system; your pc becomes blocked up with temporary files, stored in a temporary files folder. It is wise

to empty (i.e. delete) these files from time to time.

To delete the Temporary Files:

e

Internet

CI|Ck ON  Explorer
Go to TOOLS

Click OK

©COoNOOAWNE

Go to INTERNET OPTIONS
Select the GENERAL tab

Under the section "Temporary Internet Files", click on the button DELETE FILES
Check the box "Delete all offline content”

It may take a minute or two, depending on the amount of TEMP files
Once it is completed, click OK




Section 19: Frequently Asked Questions

Q. Baby has been transferred to a hospital outwith Scotland, what should | do with the record?
A. The baby should be discharged on the episode screen to ‘Facility/Hospital Outwith Scotland’. It may
be useful to say in the discharge comments where the baby went. You should not use the Transfer
screen for these babies.

Q. A baby has been transferred from another Scottish Hospital but there is no SBR. What do
we do?

A. Before adding a new record either contact the relevant hospital to transfer the record to you or log a
call with the Atos Helpdesk and someone from the SBR Team will contact you to transfer the record to
you. The SBR team can check the whole database in Scotland to search for records.

Q. | have been into the system previously but today | am told that | do not have access. What
can |l do?

A. Firstly try re-entering username and password. If this doesn’t work you can try resetting your
password via your administrator. If this still doesn’t work please contact the SBR team.

Q. Can babies born outwith Scotland be recorded on the SBR?
A. Yes they can. Simply start a new record adding as much information as you can. On the Delivery
screen simply select ‘Born outwith Scotland’ in the Place of Birth field.

Q. How can | forward a record to another site for postnatal care if the baby has been
discharged home from our hospital?

A. In this instance the record can be SENT to another site using the new send facility on the
dashboard. This will enable the receiving site to access and add any additional information such as
hearing screening results. Remember that once you have sent a record you will no longer be able to
access it.

Q. What do | do if I have accidentally transferred a record to the wrong hospital?
A. Contact the Atos Helpdesk and the SBR Team can rectify it for you.

Q. Where can | record who delivered a baby for a homebirth?
A. On the Delivery screen fill in the ‘Delivered by’ box with the persons name.



Appendix A — Technical Pre-Requisites

Internet Explorer Pre-Requisites for the Scottish Birth Record Web Based System
Version

For the Scottish Birth Record to work, version 5.5 or later (128 bit) of Internet Explorer must be
installed.

Printing

To print the reports, standard letters and forms your computer will have to be connected to a colour
printer. You need to ensure that you have “print Background Colours” enabled — This can be found by:

e

Inkernet

Right clicking on  exiorsr

Go to Properties

Go to Advanced

Scroll down to PRINT OPTIONS

Tick the box “Print Background Colours”

Internet Explorer Toolbars

The Scottish Birth Record runs in Kiosk mode, which means the application opens up Internet
Explorer without any toolbars visible. However, to print reports, we utilise the Internet Explorer
window, which automatically has toolbars present.

AutoComplete to be turned off

One feature of Autocomplete is that a dialogue box will appear asking if you require assistance
completing the form. To switch this mode off:

Open Internet explorer

Go to the Tools menu

Click Internet Options

Click on the Content tab

Under Personal Information, click Autocomplete

Deselect the 'Forms' check box and the ‘usernames & password on forms’ box
Click ok.

Screen resolution to be set at 1024 x 768

To change your screen resolution

Click on M at the bottom of your screen

Select Settings

Click on Control Panel

Double-click on Display

Go to the Settings tab

Under Screen area, click on and drag the slider to 1024 x 768
Click Apply

N o ok~ wDde

Notes
e A higher resolution reduces the size of items on your desktop
e Alower resolution increases the size of your desktop

e Your monitor and display adapter determine whether you can change your settings or not.
(Any doubts, please contact your IT department)



Appendix B — Setting Up Icons on Your Desktop

Setting

Setting

up a Training SBR logo on your desktop

Firstly ensure that your PC is linked to the NHSNet

Right click on the desktop

Select New

Select Shortcut

‘Create shortcut’ dialogue box appears — browse to where you have your Internet Explorer
(usually on your local disk C / D — Programme Files or Plus or Internet Explorer) — look for the

lexplore.exe t'-g

Double click or OK

At end of address put space-kspacehttp://test.scottishbirthrecord.scot.nhs.uk
Click on Next

Type in ‘Training - Scottish Birth Record’

Click on Finish

up aLive SBRlogo on a desktop which is linked to the NHSNet.

Firstly ensure that your PC is linked to the NHSNet

Right click on the desktop

Select New

Select Shortcut

‘Create shortcut’ dialogue box appears — browse to where you have your Internet explorer
(usually on their local disk C / D — Programme Files or Plus or Internet Explorer) — look for the

lexplore.exe tg

At end of address put  space-kspacehttps://www.scottishbirthrecord.scot.nhs.uk (note this
has to be EXACT or it will not work)

Click on Next

Type in ‘Live Scottish Birth Record’

Click on Finish



Appendix C — Data Entry Guidance/Tips

General

For security reasons, if there has been no activity with the SBR for 20 minutes the system will
log you out losing any data that has been keyed and not updated

. . . i
When you enter any information you must click on the paate button to save the
| data. Don't worry if you forget and change screen. A warning
® N message will appear notifying you that data you have entered has
ik ok ko save changes or cancel o discrd. | NOL been saved. Click ‘OK’ to save or ‘Cancel’ to close the screen

cancel_| without saving

Information Points 'ﬂ appear throughout the system (hover your mouse over them to view)

DO NOT use BACKSPACE on the keyboard if you are not clicked within a field, data may be lost
as this moves you back a screen

Where possible, data items shaded in blue should be completed. These are required for the
National reporting

It is important to fill out all fields using correct grammar and spelling as the information recorded
can be used within the discharge letters and other documents.

When creating a new record, those fields, which are accompanied by =
an asterisk, are mandatory and must be completed before the new & Forename cannat be blank.
record can be added to the SBR. If a mandatory field is missing a
warning box will appear providing details of the missing data item(s)
which is needed to be completed before the record can be submitted.

To find a GP and/or GP Practice please use the find button located to the left of the GP Practice
Code field - see GP and Practice Finder below for further details

It is advisable to use the ‘find’ button when entering addresses as this automatically populates the
fields in a standard format. When entering a postcode you must include a space — e.g. FK104QB
should be recorded as FK10 4QB — see Postcode and Address Finder below for more details

If the connection is slow, please do not continually click on the ‘Add Record’ button when creating
a new record, as this will create multiple records

GP Practice Finder

If you know the GP Practice Code and the GP’s GMC number you can type these into the relevant
data fields. The built in search allows you to find any GP in Scotland and any GP Practice throughout
the UK. The more specific your search, the quicker it will run. To use the built in search:

Click on Find. to the left of the GP Practice Code field

Search on either the GP’s surname and/or the Practice address
Search |

Click on
Highlight (click on) the relevant entry from the list presented of possible GPs and Practices
Click select

The GP Practice Code and GP’s GMC number are how automatically completed



Hints & Tips for Searching: -

For surnames beginning with O’, just search using O and include some other GP or Practice
detail such as forename or partial practice address

For patients in the Armed Forces who are not registered with a GP in the UK please use GP
practice Code 99976

When searching on the practice address enter details in the first line only — see below

If you do not find the GP/practice you are looking for, you can widen the search by removing
the address, or the GP forename. Be careful if you are looking for a common name such as
Dr Smith, it is advisable to put in the first initial to avoid a large set of results being returned.

Figure 33

/3 GP Practice Finder -- Web Page Dialog x|

GP Practice Finder NB. This will search on all GP Practices in the UK, but will only return GMC Numbers for GPs practising

in Scotland.

GP Surname: IanES

GP Forename: |

Address: | {Use this field to searsh on address details)
Postcode: |EH i Search I Clearl Close |

Search Results
70516,3303995, Janes, Calin,..24 Gracemount Drive Edinburgh,..EH16 BRMN.0131 664 2377,
761373205499, Jones Neil.Morth Berwick Health Centre, 5t Baldred's Rioad, Norh Berwick,, EH394PU,01620 8921649,
770364746391, Janes Valerie, Eastlield Madical Fractice Easffield Farm Road Penicuik, EHZB8EZ. 01968 676576,
7810%9,2963390,Jones.lan,..Fauldhouse Health Centre Blackfaulds Flace Fauldhouse, . EH47945,015071 770262,
76266,4612867, Jones,Lucy...Howden Health Centre,Howden Road YWest Livingston,vwest Lothian, EHE46TF.01506 423500.,

Select |

Postcode & Address Finder

It is recommended that you use the built in search facility to enter the address and postcode.

Find...
Click on to the left of the address field

Search on either the postcode or part of the address

Click on Search

Highlight (click on) the relevant address from the list presented
Click select
The address and postcode are how automatically completed

Hints & Tips for Searching: -

The more specific your search is the quicker it will run. For example, if you are searching for a
common street name such as ‘High Street’ you should also include the town / village

Do not enter a house name or number in the address search

When searching on a postcode you must include a space in the postcode e.g. EH3 9AW
instead of EH39AW

If an invalid postcode is manually entered a warning will appear on screen. Where possible try to find
the correct postcode.

However, if you know the address and postcode you can type them in to the relevant fields.



Figure 34

3 Address Finder -- Web Page Dialog

Address Finder

Street I MB. Do not use numbers in the Street name.

Town £ Willage |

Region / County |

Postcode IEH1 2 9EB

Clearl Close |

Search Results

13/3 .South Gyle Crescent, Edinburgh.Midlathian,EH1Z 9EB
15/7 .South Gyle Crescent, . Edinburgh.Midlothian,EH1Z 9EB
1548 .South Gyle Crescent, Edinburgh. Midlathian.EH1Z 9EB
17 .South Gyle Crescent, Edinburgh Midlathian EH12 9EB

174, South Gyle Crescent, Edinburgh,Midlothian EH12 9EB

Select |
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Appendix D - Contacting Us

The SBR helpdesk is maintained by Atos Origin and is available 24/7. You can contact them in a
number of ways:

e Use thel aetbagk E]| link on the dashboard and complete the form.

e Email: itservicedesk.nhss-ns@atosorigin.com

e Telephone: 0845 957 2700

Atos Origin is the first point of contact if you require assistance. They can help immediately with the
following:

e Find an SBR User

e Reset passwords

e Provide details of who you should contact to get a record transferred
e Add new postcodes to the system

e Unlock the baby CHI

Any other problems or queries will be passed to the SBR team who will get in touch with you during
normal office hours.

It is important that you do not use any confidential data in emails. The SBR Identifier should be
used to identify records that are being queried; see Section 4 Finding Your Patient Record.


mailto:itservicedesk.nhss-ns@atosorigin.com�

Appendix E - Glossary

Discharge = when a baby is discharged from inpatient care to the community, transferred to specialist
non-neonatal care, e.g. cardiology, or transferred to a hospital outwith Scotland.

Transfer = when a baby is transferred to another Scottish hospital for neonatal care. Note before a
record is transferred it should be completed with all available information — a transfer should be the
last thing you do with the record as currently once you transfer it you no longer have access to it. It is
important to remember that the transfer facility should only be used if the mother / baby has been
admitted to you first. If not then you must use the send facility.

Admission = when a baby is admitted or re-admitted to any ward within a hospital that provides any
neonatal care — this includes ‘normal’ care.

Categories of care definitions (based on BAPM 2001)

Intensive Care (ICU1)
e Needing 1:1 nursing care by 405/equivalent
Intubated
24 hours post extubation
NCPAP + <5 days old for any part of the day
NCPAP + <1000g for any part of the day
NCPAP + <1000g 24 hours after stopping NCPAP
<29 weeks + <48 hours of age
Pre-operative and 24 hours post operative
Requiring complex clinical procedures (Exchange, peritoneal dialysis) or treatment with
Inotropes, pulmonary vasodilator or prostaglandin
24 hours after stopping treatment with inotropes, pulmonary vasodilator or prostaglandin
e Onday of death
e Transported by a team including medical/ANNP and nursing staff

High Dependency Care (previously ICU2)
o NCPAP for any part of the day and not fulfilling criteria for intensive care
<1000g and not fulfilling criteria for intensive care
Receiving TPN
Convulsions
Oxygen + <1500g
Neonatal Abstinence Syndrome
UAC / UVC / IA / chest drain / tracheotomy / partial exchange transfusion
Severe apnoeas
Needing 2:1 nursing care
e Transported by a trained nurse alone

Special Care
In the SBR this relates to babies who are receiving any special care, regardless of which ward they
are in.

Normal Care
In the SBR this relates to babies who are receiving normal care usually on the post natal ward with
Mum.
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