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1. Purpose

The purpose of the Mental Health Data Collection Data Dictionary is to detail the data
elements captured in the Mental Health Data Collection (MHDC).

The Mental Health Data Collection Data Dictionary is a Related Document under the
MP 0164/21 Patient Activity Data Policy.

This data dictionary is to be read in conjunction with this policy and other Related
Documents and Supporting Information as follows:

e Community Mental Health Patient Activity Data Business Rules

e Mental Health Data Collection Data Specifications

e Patient Activity Data Policy Information Compendium. (ﬂ

L 4

2. Background

The use of mental health data by the Department of@@ependent gh quality

data that is valid, accurate and consistent.

3. Recording of data :
Data that is submitted to the MHDC mu@mrded&cc ance with the data

definitions outlined in the following se
e Section 4: Client demogr

e Section 5: Inpatient service

e Section 6: Referral &

e Section 7: Ale @ 6
e Section 8: | @

e Section munity ealth and service contacts
o Sefjjon TITNOCC HCC clinical measures
o 6:tio 11: Leg&
ﬁta def ns — Client demographics
The foll ion provides specific information about the client demographics data

elementS caglured in the MHDC, including definitions, permitted values, guide for use,
rules and operational examples.

All information relating to data elements in this data dictionary is specific to the MHDC,

and caution should be taken if these data elements are compared with those of other data
collections. Where relevant, related national definitions have been referenced.
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https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Information%20Management/Mandatory%20requirements/Collection/Patient%20Activity%20Data
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https://ww2.health.wa.gov.au/-/media/Corp/Policy-Frameworks/Information-Management/Patient%20Activity%20Data/Supporting/Mental-Health-Data-Collection-Data-Specifications.pdf
https://ww2.health.wa.gov.au/-/media/Corp/Policy-Frameworks/Information-Management/Patient%20Activity%20Data/Supporting/Patient-Activity-Data-Policy-Information-Compendium.pdf

Aboriginal Status

Field name: pt_ethnicity_code

Source Data Element(s): [Aboriginal Status] — PSOLIS

Definition: The client’s Aboriginal status.

Requirement status: Mandatory

Data type: Numeric

2 — Torres Strait Islan tonot A rigin
3 — Both Aborigi

rres Strait Iglghder origin
4 — Neither Ab
9 — Not sta

nor T rﬂait Islander origin
equatelyxri d
0\
Guide for use 9\ '\

Collection of this data element is ma

Format: N .
Permitted values: 1 — Aboriginal but not Torres Strait IsIaEE oflg

Aboriginal status is critical to hea avcollecti®gs WMroughout Australia. Historically
there have been significant dgta q®ality issue@ he collection of aboriginality resulting
in unreliable measures of ity.

Rules

Permitted valu

t Torres St@nder origin

1 — Aboriginal
A personianginal de@o identifies as an Australian Aboriginal.

ot Aboriginal origin

- Strait Islan
on of Torre W€land descent who identifies as Torres Strait Islander.

oth Abc@ d Torres Strait Islander origin
A pers% tifies as both an Australian Aboriginal and Torres Strait Islander.
4 — Neith original nor Torres Strait Islander origin

A person who does not identify as either an Australian Aboriginal, Torres Strait Islander, or both.
Generally, a person who identifies under this category is considered non-indigenous. Persons of other
ethnicities such as Caucasian, Afro-American, Polynesian, Asian or Indian must be recorded with a
code of 4.

9 — Not stated/inadequately described

This is only to be recorded where the answer cannot be determined without clarification from the
respondent; or the answer was declined; or the question was not able to be asked because the client
was unable to communicate or a person who knows the client was not available.
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There are three components to this definition: descent, self-identification and community
acceptance. All three should be satisfied for a client to be Aboriginal. However, it is not
usually possible to collect proof of descent or community acceptance in health care
settings. If a client identifies as Aboriginal, assign the most appropriate code (1-3).

The following question must be asked of all clients:
"Are you (or your family member) of Aboriginal or Torres Strait Islander origin?"

In circumstances where it is impossible to ask the client directly, such as in the case of
death or lack of consciousness, the question should be asked of a close relative or friend
if available to do so.

Only the most current Aboriginal status is to be recorded.
.
QA / validations (1/

Exception Code Exception Comment

Client’s Aboriginal Status is recorded as N

correct Aboriginal Status.

Examples 0%

A client native to another country (not Aus
with the community mental health ser
Aboriginal nor Torres Strait Islander.

Aboriginal Status

4 (Neither Aboriginal nor
Torres Strait Islander origin)

An Aboriginal client was transfer 3 3 (Both Aboriginal and Torres
of birth as Torres Strait. (Notg® Strait Islander origin)
wants both heritages recor:
If the above client doe 1 (Aboriginal but not Torres
the heritage as provj & i i . Strait Islander origin)
Relate%@n
https://mete ihw.go tent/index.phtml/item1d/602543
n hi

%\‘»
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Age of Client

Field name: pt_age
Source Data Element(s): [Age of Client] - PSOLIS
Definition: The age of the client in (completed) years.
Requirement status: N/A
Data type: Numeric
Format: N[NN] *
Permitted values: Whole number from 0 to 130
Guide for use \Z (l/
This data element is a derived measure using the ate 0 nd the creation
date of the client record in PSOLIS.
Age is a core data element in a wide ran x health ographlc statistics. It
is used in the analyses of service use by up and can used as an assistance

eligibility criterion.
Rules Q
N/A O

N/A

Age of Client

Y ivated o 2021 thinks he was born in 1950 71

Re at’%s@o | definition

https:// eol.aihw.gov.au/content/index.phtml/itemI|d/303794

Revision history
N/A
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Age on Activation

Field name: pt_age_on_activation

Source Data Element(s): [Age on Activation] — PSOLIS

Definition: The age of the client in (completed) years at the date
of activation.

Requirement status: N/A

Data type: Numeric
Format: N[NN] b

Permitted values: Whole number from 0 SQ

Guide for use

This data element is a derived measure usmg tt)@fs date \ﬁwd the date of

activation.

Age is a core data element in a wide ran |aI ealt demographlc statistics. It
is used in the analyses of service use b group ag¥can be used as an assistance

eligibility criterion.

Rules

N/A
QA / validationQ@ 6
N/A Q

Age on Activation

Revision history
N/A
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Age on Alert

Field name: pt_age on_alert

Source Data Element(s): [Age on Alert] - PSOLIS

Definition: The age of the client in (completed) years at the date
of alert.

Requirement status: N/A

Data type: Numeric

Format: N[NN] b

Permitted values: Whole number from 0 3Q

Guide for use

This data element is a derived measure usmg tt)@fs date \ﬂwd the date the

alert was created.

Age is a core data element in a wide ran |aI ealt demographlc statistics. It
is used in the analyses of service use b group ag¥can be used as an assistance

eligibility criterion.

Rules

N/A
QA / validationQ@ 6
N/A Q

Age on Alert

Revision history
N/A
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Age on Contact

Field name: pt_age_on_contact

Source Data Element(s): [Age on Contact] — PSOLIS

Definition: The age of the client in (completed) years at the date
of contact.

Requirement status: N/A

Data type: Numeric

Format: N[NN] b

Permitted values: Whole number from 0 3Q

Guide for use

This data element is a derived measure usmg tt)@fs date \ﬂwd the date of

contact.

Age is a core data element in a wide ran |aI ealt demographlc statistics. It
is used in the analyses of service use b group ag¥can be used as an assistance

eligibility criterion.

Rules

N/A
QA / validationQ@ 6
N/A Q

Age on Contact

Revision history
N/A
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Age on Incident

Field name: pt_age_on_incident

Source Data Element(s): [Age on Incident] — PSOLIS

Definition: The age of the client in (completed) years at the date
of incident.

Requirement status: N/A

Data type: Numeric

Format: N[NN] b

Permitted values: Whole number from 0 3Q

Guide for use

This data element is a derived measure usmg tt)@fs date \ﬁwd the date of the

incident.

Age is a core data element in a wide ran |aI ealt demographlc statistics. It
is used in the analyses of service use b group ag¥can be used as an assistance

eligibility criterion.

Rules

N/A
QA / validationQ@ 6
N/A Q

Age on Incident

Revision history
N/A
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Age on Referral

Field name: pt_age on_referral

Source Data Element(s): [Age on Referral] - PSOLIS

Definition: The age of the client in (completed) years at the date
of referral.

Requirement status: N/A

Data type: Numeric

Format: N[NN] b

Permitted values: Whole number from 0 3Q

Guide for use

This data element is a derived measure usmg tt)@fs date \ﬁwd the date of

referral.

Age is a core data element in a wide ran |aI ealt demographlc statistics. It
is used in the analyses of service use b group ag¥can be used as an assistance

eligibility criterion.

Rules

N/A
QA / validationQ@ 6
N/A Q

Age on Referral

Revision history
N/A
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Arrival Year

Field name: pt_arrival_year

Source Data Element(s): [Arrival Year] — PSOLIS

Definition: The year a client (born outside of Australia) first
arrived in Australia, from another country, with the
intention of staying in Australia for one year or more.

Requirement status: Conditional

Data type: Datetime ¢

Format: YYYY

Permitted values: Valid year greater d (L
Guide for use @.:
|ent wa

Collection of this data element is condition
then arrival year is a mandatory data elem

%Qﬁsude of Australia

Rules

The arrival year is the actual ye alin A

For most clients this will be the yed of their (Q ival in Australia.

Some clients may have arrivals lia. In such cases the year of first arrival
only must be used.

QA / valldatl é 66

Exampl 6
a arrived in Australia in 2007 2007

n& arrived in Australia in 1998 then again in 2002 1998

Arrival Year

Related=fiational definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/269929

Revision history
N/A
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Australian Postcode

Field name: pt_residential_postcode

Source Data Element(s): [Australian Postcode] — PSOLIS

Definition: The Australian numeric descriptor for a postal
delivery area for an address. The postcode relates to
the patient's area of usual residence.

Requirement status: Mandatory

Data type: String ¢

Format: NNNN

Permitted values: Valid Australian p@ ¢ (L
Guide for use Q $
<4 5\5

Collection of this data element is mandatogy*
Australian postcode may be used in the 12 of dﬂRon ographical basis.

Rules

Australian residential addressesw ude a WglidNpostcode.

Where ‘no fixed address’ haﬁ?e entered i % one of the address and the suburb
has been entered as ‘ur@ " then p®gtcode 6999 representing WA must be used.

QA / validation{ )

Exception Code L ception Comn. >nt

Australian Postcode

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/611398

Revision history
N/A
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Australian State or Country of Birth

Field name: pt_country_of birth_code

Source Data Element(s): [Australian State or Country of Birth] - PSOLIS

Definition: The Australian state or country in which a person
was born, as represented by a code.

Requirement status: Mandatory

Data type: Numeric

Format: NNNN

Permitted values: As per the Standard A I?n Classgif
Countries 2016 (S

Guide for use *
> X

Collection of this data element is mandatog/®
\ concept in study of disease patterns

Australig®

The country of birth code embodies an i
between different ethnic population gro

It also allows health care authorif r the_health status of migrants and assists
in the provision of health service rse porUI2¥poN groups.

Rules O

This data element is alj |th the S d Australian Classification of Countries,
2016.
If the client is bor VE¥SEas |nd| ntry of birth, e.g. ltaly, Peru, England, or Wales.
If the client i |s n an Aus errltory other than the Australian Capital Territory
(ACT) or ern Te T), (e.g. Christmas Island, Cocos (Keeling) Islands,
enter code )Aust xternal Territories, nec.
is born p or aircraft, indicate country of citizenship.
%vall
N/A
Examp s
In Western Australia 1101
In Australia (not otherwise specified) 1101
In Tokyo 6201
At sea but eligible for Polish citizenship 3307
On Christmas Island 1199
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Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/6594 54

Revision history
N/A
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Client Identifier

Field name: pt_identifier_raw

Source Data Element(s): [Client Identifier] - PSOLIS

Definition: The PSOLIS unique identifier for each mental health
client.

Requirement status: Mandatory

Data type: Numeric

Format: NNNNNNNNNN b

Permitted values: Unique numeric identifj

*

Guide for use

Collection of this data element is mandatory c)@' @
Rules \ >

This data element is the unique nu %ned to cllent created in PSOLIS.
The number is identified in PSO Q centralgental health identifier (CMHI).
The CMHI is system generated revent du

QA / validations @ 6
N/A q

1068052503
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Country of Residence

Field name: pt_country_of residence_code

Source Data Element(s): [Country of Residence] — PSOLIS

Definition: The country in which a person usually resides, as
represented by a code.

Requirement status: Mandatory

Data type: Numeric

Format: NNNN
Permitted values: As per the Standard A alti);
Countries 2016 (S )

Guide for use @.: \
Collection of this data element is mandatoK\C) \.0

Rules

This data element is aligned with thd AustralianClassification of Countries,

2016.

If the client usually resides oygerse indicate@w of residence, e.g. ltaly, France,
England, Scotland, or WaI@{
QA / validation

RS

O
Q
O

Country of Residence

e specified) 1101
3108
1101
1199

On Christmas Island

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/666397

Revision history
N/A
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Date of Birth

Field name: pt_date of birth

Source Data Element(s): [Date of Birth] - PSOLIS

Definition: Date on which a client was born.

Requirement status: Mandatory

Data type: Datetime

Format: DDMMYYYY *

Permitted values: Valid date

“2
Guide for use \ (l/
Collection of this data element is mandatory. @9

Rules *

It is important to be as accurate as possi n co Ietirbe date of birth.

It is recognised that some clients do their e&ate of birth.

If the date of birth is not known be obt@ provision must be made to collect
or estimate age.

months (or less) for child dlesst two years.
A date of birth indicat a elemer@ Iso be reported in conjunction with all

Collected or estimated age \%d usualla be Qars for adults, and to the nearest three

estimated dates o

Exception Cc-e  Excep ion Cr mment

Date of Birth
Client born on 12" June 1980 12061980
Client activated on 15" November 2020 and estimated age is 75 years 01071945
Client activated on 24" September 2018 and estimated age is 30 years 01071988

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/287007
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Revision history
N/A
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Date of Birth Indicator

Field name:
Source Data Element(s):

Definition:

Requirement status:

Data type:

Format:

Permitted values:

Guide for use

Collection of this data element is conditi
represents an estimate rather than th

a mandatory data element.

Rules

The date of birth indicator,
The ‘Estimate’ check &t be se
QA / valld

N/A

Clie: * episode activei~a 2 | June 2015:

pt_date_of birth_indicator

[Date of Birth Indicator] — PSOLIS

An indicator of whether any component of a client’s
date of birth was estimated.

Conditional

Numeric
N b

1—-Yes \ (L
Null

any )ent s date of birth

or kno te then date of birth indicator is

\

orted in junClion with the date of birth data element.
the date of birth or age is estimated.

Date of Birth

Date of Birth Indicator

01071965

1 (estimate = yes)

https://meteor.aihw.gov.au/content/index.phtml/item|d/329314

Revision history
N/A
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Date of Death

Field name: pt date of death

Source Data Element(s): [Date of Death] — PSOLIS

Definition: Client’s date of death.

Requirement status: Conditional

Data type: Datetime

Format: DDMMYYYY *

Permitted values: Valid date

<&

Guide for use \ (]/
Collection of this data element is conditional — if thg”8li as di date of death is a
mandatory data element.

Rules \\0 50
NA QQ N

QA / validations \>

Exception Code | Exception C'mment

9 or greater than date of birth for the same client.

Date of Death

08022010
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Employment Status

Field name: pt_employment_status_code

Source Data Element(s): [Employment Status] — PSOLIS

Definition: The self-reported employment status of a client at
the time of the service event.

Requirement status: Mandatory

Data type: Datetime

Format: DDMMYYYY

S

Permitted values: 1 — Child not at school® .

Guide for use
Collection of this data
Employment stat § ing health differentials in the Australian

of concern requires the recording of indicators of
Rule V
2O @
/ vaIi@Qs
N/A %

Examples
Employment Status
A 14-year-old, attending school 7 — Student
A 16-year-old child, not attending school and not employed 8 — Unemployed

Related national definition
N/A
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Revision history
N/A
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Family Name

Field name: pt _name_surname

Source Data Element(s): [Family Name] — PSOLIS

Definition: The part of a name a client usually has in common
with other members of their family, as distinguished
from their given names.

Requirement status: Mandatory

Data type: String ¢

Format: X[X(49)]

Permitted values: Alpha characters o@ ¢

Guide for use $
5\\}

Collection of this data element is mandato&

Rules

Family name is a 50-character al ha@aieeld in whc%ots, dashes, apostrophes and

hyphens are allowed.

Family name must be recordgd as§ollows:
e Alias or assumed must nofge in uded if the legal family name is known.
e The use of par s() for mes in the family name must not be
recorded.

e Where ily name own or there is no family name, ‘Unknown’ must be
re orde he famlly field and the other name fields left blank.
° Num alues permitted.

Client record is missing family name. Please review and enter the missing value.

Client’s family name is recorded as Not Stated. Please review and enter the correct

surname.
Examples
Family Name
A client’s full name is John-Paul D’Arcy O’'Rourke O’Rourke
A client seeking a referral refuses to provide his name/s. Unknown
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Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/286953

Revision history
N/A
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First Given Name

Field name: pt_name_first

Source Data Element(s): [First Given Name] — PSOLIS

Definition: The first given name of the client.

Requirement status: Conditional

Data type: String

Format: X[X(49)] ¢

Permitted values: Alpha characters only

&’

Guide for use (l/
Collection of this data element is conditional — if th Qas a iven name then
this data element is mandatory. 0

Rules >

First given name is a 50-character alp aI field vNch dots, dashes, apostrophes
and hyphens are allowed.

The first given name, if the clien’%ﬁn , must orded as follows:
e Alias or assumed nan( t not be @md if the legal first given name is
known.
e The use of par S ( ) forad mes in the first given name are not to be
recorded.
e Numeri s are no d

QA / va |ons

First Given Name

A client’s fll g8me is John-Paul D’Arcy O’Rourke John-Paul

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/286953

Revision history
N/A
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Interpreter Required

Field name:

pt_interpreter_required

Source Data Element(s):

[Interpreter Required] — PSOLIS

Definition:

Whether an interpreter service is required by or for

Requirement status:

Mandatory

Data type:

Numeric

Format:

N

the client.

Permitted values:

1—-Yes
2 —-No

Guide for use

Rules

o\‘ ,
Collection of this data element is mandaQ\ \

5\\}

Includes verbal language, non-veNgal anguaﬁ%nguages other than English.

Code 1 (Yes) where mterpre
Code 2 (No) where in

Persons requmn
non-verbal comm i

QA/ vw
N/A

r se
must

serwce

oS kg client has difficulty understanding English

are red

services @ ot required.

any form of sign language or other forms of
d as 'Yes', interpreter service required.

Interpreter Required

A client haS"8ccasional hearing difficulties

1-Yes

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/639616

Revision history
N/A

Mental Health Data Collection Data Dictionary

26


https://meteor.aihw.gov.au/content/index.phtml/itemId/639616

Marital Status

Field name: pt_marital_status_code

Source Data Element(s): [Marital Status] — PSOLIS

Definition: The client’s current relationship status in terms of a
couple relationship or, for those not in a couple
relationship, the existence of a current or previous
registered marriage, as represented by a code.

Requirement status: Mandatory
Data type: Numeric b

Format: N

*
Permitted values: 1 — Divorced
2 — Married \*
3 - Never

nadequa scribed

.

\ wed
Guide for use OQ
Collection of this data e |s mand
Rules
The category rried’ ap reglstered unions and de facto relationships,
|nclud|ng am couple
Where a cli marita has not been specified and the client is a minor (16 years
of g@ess) as&éNever married’ as a default.

a""{;@s

Exam

Marital Status
A client was in a de facto relationship which has now ended 5 — Separated
A 16-year-old client has had a boyfriend for two years 3 — Never married

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item1d/291045
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Revision history
N/A
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Preferred Language

Field name:

Source Data Element(s):

Definition:

Requirement status:
Data type:
Format:

Permitted values:

Guide for use

Collection of this data element is mandato
A client’s preferred language may be a |

person can speak fluent English.

Rules

This data element is aligned
2016 (see https://www.ab

pt_preferred_language_code

[Preferred Language] — PSOLIS

The language most preferred by the person for
communication.

Mandatory

Numeric

N[NNN]

e

As per the Australian dgrd Clas
Languages 2016 ( 16)

ith Ee Australi

au/auss ts/a

\ other tha Bllsh even where the

.nsf/mf/1267.0).

The client’s preferred |

QA / validatl
N/A

e code m

GQ)

selected from this classification.

dard Classification of Languages,

Preferred Language Code

Related national definition

https://meteor.aihw.gov.au/content/index.phtml/item|d/659407

Revision history
N/A
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Religion

Field name: pt_religion_code

Source Data Element(s): [Religion] — PSOLIS

Definition: The religious group to which a person belongs or
adheres, as represented by a code.

Requirement status: Optional
Data type: Numeric
Format: NINNN] b

Permitted values: As per the Australian dard Cla
1

Religious Groups 2Q1 RG 2

Guide for use @.: *
It is essential that where this question is a@ cIearIyS@as optional.

Rules Qa '}D
This data element is aligned with th ra%an StandardClassification of Religious

Groups, 2016 (see https://www. u/auss bs@.nsf/mf/1266.0).

The client’s religion, where s(ad, ust be a elected from this classification.

QA / validations @

S 8

Preferred Language
Code

adheres t&gn Australian Aboriginal traditional religion 6011

n i 7101
Relatc%ational definition

https://meteor.aihw.gov.au/content/index.phtml/item|d/493242

Revision history
N/A
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Residential Address

Field name: pt_residential_address

Source Data Element(s): [Residential Address] — PSOLIS

Definition: The house number, street name and street type of
the client’s place of usual residence.

Requirement status: Mandatory

Data type: String
Format: X[X(254)] t

Permitted values: Alphanumeric combin

*

Guide for use Q *
Collection of this data element is mandatory. @' \
¥ C’Jal residﬁ&idress.
lay an important role in

Every effort must be made to collect the cl
Under activity based funding the client’s ®al addggss m
funding calculations. K

Rules Y\Q Q
The address must be the phﬂfal cation w@the client resides.

A residential address is a numbe eet name and street type and must be on the
first of two address li urb mu orded on another line.

Non-residential a or ac r billing purposes (e.g. PO Boxes) are not
acceptable as nilal addres

.
Enter onlg a CQ physi I@tion where they reside as the address.

If a client reNjfes in a home, hostel, or community residential facility, the name
of the@ity must bgs ded as part of the address information.
propria ed address’ must be entered in line one of the address and the
urb must bg ed as ‘unknown’ with postcode 6999 representing WA.

Exception Code  Exception Comment

The client’s address is blank. Please review and update.

Examples
Client address is: Address Line 1 Address Line 2
Flat 3, 188 Fourth Avenue, Mount Lawley, WA Flat 3 188 Fourth Avenue
Rose Village, 1144 Ord Street, Bicton, WA Rose Village 1144 Ord Street

Mental Health Data Collection Data Dictionary 31



Related national definition
https://meteor.aihw.gov.au/content/index.phtml/itemld/611149

Revision history
N/A
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Second Given Name

Field name: pt_name_middle

Source Data Element(s): [Second Given Name] — PSOLIS

Definition: The second given name of the client.

Requirement status: Conditional

Data type: String

Format: X[X(49)] ¢

Permitted values: Alpha characters only

)

Guide for use \ (l/
Collection of this data element is conditional — ift as a given name then
this data element is mandatory.

Rules \\0 50

Second given name is a 50-character tical fleNWhICh dots, dashes,
apostrophes and hyphens are allow

The second given name, if the cI ne, t recorded as follows:
e Alias or assumed na t not be ed if the legal second given name is
known.
e The use of par S ( ) for, mes in the second given name are not to be
recorded.
e Numeri s are no

QA / va |ons

Second Given Name

A client’s fll g8me is John-Paul D’Arcy O’Rourke

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/286953

Revision history
N/A
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Sex

Field name: pt_sex code

Source Data Element(s): [Sex] — PSOLIS

Definition: The distinction between male, female, and others
who do not have biological characteristics typically
associated with either the male or female sex, as
represented by a code.

Requirement status: Mandatory
Data type: Numeric b

Format: N .

Permitted values: 1 - Male

2 — Female *
Interseg%termma \
nadequa scribed

Guide for use Q
Collection of this data element is %a

Operationally, sex is the dlstﬁon betwgen and female, as reported by a client or
as determined by an inte 6

Rules q @

When coIIectln daNg oh sex b al interview, asking the sex of the client is usually

unnecessary a ‘ ay be ina late, or even offensive.

Itis usuaWple ma %ln er the sex of the client through observation, or from other
as'the relati of the person(s) accompanying the client, or first name.

ewer m whether clients not present at the interview are male or female.

S sex nge during their lifetime through procedures known alternatively as
se chan;, e eassignment, transgender reassignment or sexual reassignment.
d

Throug
sex coul

is process, which may be over a considerable period of time, the client's
recorded as either male or female.

Code 3 — Intersex or indeterminate

e Is normally used for babies for whom sex has not been determined for whatever
reason.

e Should not generally be used on data collection forms completed by the client.

Must only be used if the client or respondent volunteers that the client is intersex or
where it otherwise becomes clear during the collection process that the individual
is neither make nor female.
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QA / validations

Exception Code | Exception Comment

PNO024 Client record is missing Sex. Please review and enter the missing value.
Examples
Sex
A female client is activated into a mental health service 2 (Female)
A client who has undergone a sex change from male to female 2 (Female
A client undergoing sex reassignment from male to female and reassignment 1 (M i
is not yet complete

Related national definition . (19

https://meteor.aihw.gov.au/content/index.phtml/itemld/,
Revision history @. @

N/A
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State or Territory

Field name: pt_residential_state

Source Data Element(s): [State or Territory] — PSOLIS

Definition: The state or territory of usual residence of the client,
as represented by a code.

Requirement status: Mandatory

Data type: String
Format: AA[A] b
Permitted values: NSW — New South W

VIC — Victoria
QLD - Queensl

SA — South \*
WA — \ Australl 0
ania

rthern Téer
AT — Austrai nCapltaI Territory

AAT — ¥an Antarctic Territory

Guide for use @ 6

Collection of this

*

commonly used for statistical reporting by the ABS and
for Australian state/territory identifier.

Exception Code = Exception Comment

The client’s address is blank. Please review and update.

Examples
State or Territory
A client’s address is 188 Fourth Avenue, Mount Lawley, WA 6050 WA
A client is visiting WA but lives permanently in Hobart, Tasmania TAS
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Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/430134

Revision history
N/A
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Suburb

Field name: pt_residential_suburb

Source Data Element(s): [Suburb] — PSOLIS

Definition: The name of the locality/suburb of the address, as
represented by text.

Requirement status: Mandatory

Data type: String
Format: X[X(254)] t

Permitted values: Valid Australian subur

*

Guide for use
Collection of this data element is mandatory. Q\
mmonly

The suburb name may be a town, city, su cation name such as
a large agricultural property or Aboriginal

can be a component of a street
Rules i

N/A o é 6

Exception Code L ception Comn. >nt

e Iocatha person’s physical address. It

Ac ient’% Fourth Avenue, Mount Lawley, WA 6050 Mount Lawley
Relatedwfational definition

https://meteor.aihw.gov.au/content/index.phtml/item|d/429889

Revision history
N/A
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Unit Medical Record Number (UMRN)

Field name: pt_identifier

Source Data Element(s): [UMRN] - PSOLIS

Definition: A unique medical record number, also referred to as
Unit Medical Record Number.

Requirement status: Conditional

Data type: String
Format: X[X(9)] b

Permitted values: Alphanumeric combin

Guide for use Q

Collection of this data element is conditional — i al is cre r & client activated
then the UMRN is a mandatory data elem ligction of N is optional for initial
contacts. \

Alternate names for the UMRN include e Medic&cord Number (UMRN) or Unit
Record Number (URN).

The same UMRN is retained by m for ental health client for all service
contacts within a particular p

Rules
UMRN can be aIphan c or n to a maximum of 10 characters.
The year number form of the UMRN.

NQ/:\ / v%@nsﬁg

ted and assigned a UMRN of L2309999 L2309999

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/290046

Revision history
N/A
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5. Data definitions — Inpatient services

The following section provides specific information about the inpatient services data
elements captured in the MHDC, including definitions, permitted values, guide for use,
rules and operational examples.
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Admission Date and Time

Field name: admission_datetime

Source Data Element(s): [Admission Date and Time] — PSOLIS

Definition: The date and time the patient was admitted to an
inpatient mental health program.

Requirement status: Conditional

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use

Collection of this data element is conditional — t)@n date a %‘F\US’( be recorded

if the patient is admitted to an inpatient setfifig.

In the admitted and community residenti
admission to the mental health service.

S tmR tuaI or statistical date of

A formal admission is the commgnce oPthe patient’s treatment within a hospital.
The formal admission may com%n age @rd or commence as a direct

admission to a mental healt program)

A statistical admission is ss that urs within an episode of care to capture
commencement of pa hang tlentstreatment i.e. change of care type.
Rules

Admission to @patlent S es not require that the client be deactivated from a

communi rogram.

The a sion date %;Tf PSOLIS reflects the date and time the client was admitted
to taI health nd must reflect the information entered in webPAS.

|SS|on ust be prior to the discharge date.
The ad e¥or ward transfers between mental health programs must reflect the

date an ard transfer occurred.

QA / validations

Exception Code Exception Comment

IPO03 Client’s admission is missing and Admission Date and Time. Please review and enter
the missing value.

IP004 Client’s admission has a discharge date but is missing an Admission Date and Time.
Please review and enter the missing value.
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Examples

Admission Date and Time

A patient is admitted into a mental health ward on 3 May 2021 at 09:05:00.

2021-05-03 09:05:00

A patient’s care type changed from acute to mental health on 1 March 2020
at 11.20am.

2020-03-01 11:20:00

A patient is ward transferred in webPAS from MH program 1 to MH program
2 on 15 November 2021 at 3.30pm. The admission to MH program 2 is
manually created in PSOLIS with the admission date and time reflecting the
date and time of ward transfer.

2021-11-15 15:30:00

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/730809

Revision histor
N/Aw i i y \Q\Q

*
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Care Type

Field name: care_type_code
Source Data Element(s): [Care Type] — PSOLIS
Definition: The clinical intent and purpose of the treatment being
delivered.
Requirement status: Mandatory
Data type: Numeric
Format: NN b
Permitted values: 21 — Acute care .
22 — Rehabilitation @ (L
23 - Palllatlve
24 — Psych |c care
5 ce care
Qan procMent
Boarde
29 — Gegyj valuation and Management
32 ealth care
Guide for us q é
Collection oft eleme datory.
Rules V @
value defi

cute car
rein cé ry clinical purpose or treatment goal is to:

e labour (obstetric)
o cU™illness or provide definitive treatment of injury
e perform surgery
o relieve symptoms of illness or injury (excluding palliative care)
e reduce severity of an illness or injury

e protect against exacerbation and/or complication of an illness and/or injury which could threaten
life or normal function

e perform diagnostic or therapeutic procedures.

Acute care excludes care which meets the definition of mental health care.
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22 — Rehabilitation care

Care in which the primary clinical purpose or treatment goal is improvement in the functioning of a
patient with an impairment, activity limitation or participation restriction due to a health condition. The
patient will be capable of actively participating.

Rehabilitation care is always:

e delivered under the management of or informed by a clinician with specialised expertise in
rehabilitation, and

e evidenced by an individualised multidisciplinary management plan, documented in the patient’s
medical record, that includes negotiated goals within specified time frames and formal
assessment of functional ability.

Rehabilitation care excludes care which meets the definition of mental health care.

23 — Palliative care

Care in which the primary clinical purpose or treatment goal is optimisation of the quality, e
patient with an active and advanced life-limiting iliness. The patient will have complex p

psychosocial and/or spiritual needs. @ .
Palliative care is always: \

e delivered under the management of or informed by .% hn with specidjised expertise in
palliative care, and

e evidenced by an individualised muItidiscip&na@a geme I@ ménted in the patient's
medical record, that covers the physical% ical, emoti Nadcial and spiritual needs of

the patient and negotiated goals.

Palliative care excludes care which meets t Qﬁon of meNealth care.

24 — Psychogeriatric care

Care in which the primary clinical purf§g€e Of t atment@improvement in the functional status,
behaviour and/or quality of life fogp an ojer patient ificant psychiatric or behavioural
disturbance, caused by mental %ss, an agegrelat anic brain impairment or a physical condition.

en @3 ormed by a clinician with specialised expertise in
i btidisciplinary management plan, documented in the patient's
physical, psychological, emotional and social needs of the
d goals within indicative time frames and formal assessment of

Psychogeriatric care is al

SV @ riatric care i%gplicable if the primary focus of care is acute symptom control.

ogeriatric ¢ es care which meets the definition of mental health care.

- Mainter@
Care infwhj primary clinical purpose or treatment goal is support for a patient with impairment,
activit itafion or participation restriction due to a health condition. Following assessment or

treatmen patient does not require further complex assessment or stabilisation. Patients with a care
type of maintenance care often require care over an indefinite period.

Maintenance care excludes care which meets the definition of mental health care.
26 — Newborn care

Initiated when the patient is born in hospital or is nine days old or less at the time of admission, and
continues until the care type changes or the patient is separated:

e patients who turn 10 days of age and do not require clinical care are separated and, if they
remain in the hospital, are designated as boarders
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e patients who turn 10 days of age and require clinical care continue in a newborn episode of
care until separated

e patients aged less than 10 days and not admitted at birth (for example, transferred from another
hospital) are admitted with a newborn care type

e patients aged greater than 9 days not previously admitted (for example, transferred from
another hospital) are either boarders or admitted with an acute care type

e within a newborn episode of care, until the baby turns 10 days of age, each day is either a
qualified or unqualified day

e anewborn is qualified when it meets at least one of the criteria detailed in newborn qualification
status.

Within a newborn episode of care, each day after the baby turns 10 days of age is counted as a
qualified patient day. Newborn qualified days are equivalent to acute days and may be denoted @s

such.
27 — Organ procurement (L

Organ procurement is the procurement of human tissue for the purp fbenspla a donor
who has been declared brain dead.

Diagnoses and procedures undertaken during this act|V|ty, echanlcal entila¥on and tissue
procurement, should be recorded in accordance with th D 10 alian Coding
Standards. These patients are not admitted to the hosplt e reg|ste hospital.

28 — Boarder

L 2
A boarder is a person who is receiving food and mmodatlon at h hospital but for whom the
hospital does not accept responsibility for trea @ and/or ca\
Boarders are not admitted to the hospltal a hospital maWregister a boarder. Babies in
hospital at age 9 days or less cann s They admitted patients with each day of stay
deemed to be either qualified or unq

29 — Geriatric evaluation and age nt

Care in which the prlmary c rpose or iy

patient with multi-dimengij ds associatg
as tendency to fall, inco @ ace, redyce
complex psychosocliNg
Geriatric evalum 3d manage
. liver der the epglent of or informed by a clinician with specialised expertise in
geNatriglevaluatio anagement, and
|denced by ag ﬂ/l ualised multidisciplinary management plan, documented in the patient's
edlcal reco ' t Covers the physical, psychological, emotional and social needs of the
patient ang

ment goal is improvement in the functioning of a
h medical conditions related to ageing, such
and cognitive impairment. The patient may also have

ays:

#€s negotiated goals within indicative time frames and formal assessment of

functiogaNg
Geriatri @ amd management excludes care which meets the definition of mental health care.
32— al palth care

Care in which the primary clinical purpose or treatment goal is improvement in the symptoms and/or
psychosocial, environmental and physical functioning related to a patient’s mental disorder. Mental
health care:

e is delivered under the management of, or regularly informed by, a clinician with specialised
expertise in mental health;

e is evidenced by an individualised formal mental health assessment and the implementation of a
documented mental health plan; and

e may include significant psychosocial components, including family and carer support.
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Care type is assigned by the clinician responsible for the management of the care, based
on clinical judgements as to the primary clinical purpose of the care to be provided and,
for mental health and subacute care types, the specialised expertise of the clinician who
will be responsible for management of the care.

At the time of mental health or subacute care type assignment, a multidisciplinary
management plan may not be in place but the intention to prepare one should be known
to the clinician assigning the care type.

Only one type of care can be assigned at a time. When a patient is receiving multiple
types of care, the care type that best describes the primary clinical purpose or treatment
goal must be assigned.

Where the primary clinical purpose or treatment goal of the patient changes, the c ypg
is assigned by the clinician taking over responsibility for the management of th
In some circumstances the patient may continue to be managed by the sam

The care type change must be clearly documented in the pgiignts medi
The clinician responsible for the management of care N ecessa I ocated in
iCi

the same facility as the patient. In these circumstan an at lent's location
may also have a role in the care of the patlent th e of ti§ C|an does not

affect the assignment of care type.

The care type must not be retrospectively unless [ e correction of a data
recording error or the reason for change docume in the patient’s medical
record and it has been approved by the I S d|r f Clinical services.

While psychogeriatric care is a sybs fmenta hedith, it is an established
component of subacute care. Th fa pati eets the definition of
psychogeriatric care, then the ps ogerlatrl ype must be allocated.

Admissions to mental hea atlent p re determined by classifying the care

type as mental health Ca

of care recorded in PSOLIS are deemed
ult meets the mental health care type definition.

Ambulatory service c and o]

mental health carg
For the subac ental h
caretyp ill tane’place w, bf

health care S are u{v
i ho receiv ention(s) (e.g. dialysis, chemotherapy or radiotherapy) during
e or no‘ eplsode of care do not change care type. Instead, procedure

re types, it is unlikely that more than one change in
4-hour period. Changes involving subacute or mental
o occur on the date of formal separation.

ame-day intervention(s) and an additional diagnosis (if relevant)

e record of the subacute or non-acute episode of care.

or the
)
Palliati% pisodes can include grief and bereavement support for the family and
of

carers atient where it is documented in the patient’s medical record.
Each care type must have a unique account/admission number.

Episodes with more than one care type must have an episode of care link number. This
enables episodes of care within a hospital stay to be rolled up into one admission.

QA / validations

All data quality performed on this data element is incorporated in the HMDC data quality
process.
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Examples

Care Type

A patient is admitted to a mental health ward with a mental health care type. 32

A patient with Alzheimer’s disease is statistically admitted under a psychogeriatric team

for behaviour modification. 24

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item1d/584408

Revision history (1/
NIA (1/
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Contact Program Identifier

Field name: contact_program_identifier

Source Data Element(s): [Contact Program Identifier] — PSOLIS

Definition: Unique identifier for the client’s current contact
program

Requirement status: Conditional

Data type: Numeric

Format: N(20) b

Permitted values: Unique numeric identifj

*

Guide for use

Collection of this data element is conditional — rogram \% is mandatory if
the patient is admitted into a PSOLIS prog ﬁ\l tream.

S|ble to fronj- d users of PSOLIS.
If a client has been admitted into mul grams a stream, the client will have

This is a system-generated identifier that 4

multiple contact program IDs witRin t
Rules

QA / Va|ldatI¢Q 6@

Contact Program Identifier

222172
374844
214803

Related national definition
N/A

Revision history
N/A

Mental Health Data Collection Data Dictionary 48



Discharge Date and Time

Field name: discharge_datetime

Source Data Element(s): [Discharge Date and Time] — PSOLIS

Definition: The date and time the patient was discharged from
the inpatient mental health service.

Requirement status: Conditional

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use Q
Collection of this data element is conditional — dj e date a \Qne ust be recorded

if the patient is admitted to an inpatient setfifig.

In the admitted and community residenti s thi |s the tuaI or statistical date of

discharge from the mental health servic

A formal discharge is the conclugjon tient’s treatment within a hospital.

A statistical discharge is a proce curs intan episode of care to capture a
particular change to the pat| t'st atment i ge of care type.

Rules

The discharge dat ects the date and time the client was discharged
from the mental h d and flect the information entered in webPAS.
The dlscharge ’ must be adm|SS|on date.
The disch te for nsfers between mental health programs must reflect the
date tim the ward er occurred.

IldaQ
Exam

Discharge Date and Time

A patient is discharged from a mental health ward on 3 May 2021 at 2021-05-03 09:05:00
09:05:00.

A patient’s care type changed from mental health to acute on 1 March 2020 2020-03-01 11:20:00
at 11.20am.

A patient is ward transferred in webPAS from MH program 1 to MH program 2021-11-15 15:31:00
2 on 15 November 2021 at 3.30pm. The discharge from MH program 1 is
manually created in PSOLIS with the discharge date and time reflecting the
date and time of ward transfer, plus one minute.
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Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/680891

Revision history
N/A
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Establishment Code

Field name: establishment_code

Source Data Element(s): [Establishment Code] — PSOLIS

Definition: A unique four-digit number that is assigned globally
by HMDS to each establishment that is required to
report admitted activity information to the HMDS

Requirement status: Conditional

Data type: Numeric ¢

Format: NNNN

Permitted values: Refer to the Establﬁ@ (30de I:ét'

Guide for use @.: $
Collection of this data element is condition PX@@) |shmer5®nust be recorded if the

patient is admitted to an inpatient setting.

Please refer to the Establishment Code ralist N{valid hospital and health
services and for detailed information establishment codes are allocated.

Rules Q ' Q
Each organisation must o%&ve one eatabl ent code assigned.

QA / validation @
All data quality pegorigedstn thi% ement is incorporated in the HMDC data quality

process. O @

Establishment

Related#ational definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/269975

Revision history
N/A
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Establishment Name

Field name: establishment_hosp

Source Data Element(s): [Establishment Name] — PSOLIS

Definition: The name of the hospital that is required to report
admitted activity information to the HMDS

Requirement status: Conditional
Data type: Alphanumeric
Format: X[X(149)] b
Permitted values: Refer to the Establish tgode Li
Guide for use
Collection of this data element is conditional — ment na \ be recorded if
the patient is admitted to an inpatient setti
Please refer to the Establishment Code Lj list of the v hospltal and health
services.

Rules Q
Each organisation must onIy veyne establ@

QA / valldatlons

All data quality pe n th| ment is incorporated in the HMDC data quality
process. é

Establishment Name

Albany Hospital
St John of God Health Care Murdoch

Revision history
N/A
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Leave Days

Field name: leave_days

Source Data Element(s): [Leave Days] — PSOLIS

Definition: Sum of the length of leave for all periods within the
hospital stay

Requirement status: N/A

Data type: Numeric
Format: NNNN b

Permitted values: Whole numbers

*

Guide for use
This data element is a derived measure usmg t)@and end \ periods of the

client’s leave during an admitted episode.

lI\T/:Ies QQ '\

QA / validations Q Q
All data quality performe @‘Qs data e& incorporated in the HMDC data quality

process.
Examples Q

idladl
g ospital for three weeks and takes two days of leave 3
of leave on another occasion.

Leave Days

pital for five days and takes no leave.

i admitted to
asion and o

al definition
https://rlie w.gov.au/content/index.phtml/itemI|d/270251

Revision history
N/A
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Leave End Date and Time

Field name: leave _end_datetime

Source Data Element(s): [Leave End Date and Time] — PSOLIS

Definition: The date and time the patient ended a period of
leave from the inpatient mental health service.

Requirement status: Conditional

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use
Collection of this data element is conditional — d date a \l ust be recorded
if the patient takes leave while admitted to a nt settl

Rules Q '\
The leave end date visible in PSOLIS{ret the date and time the client ended a period
of leave from the mental health *—v 3R must r@the information entered in webPAS.

Leave end date must be afte{: Admission

Leave end date must be

e leave
Leave end date must% e the @ date.

Exceptior Code 'Zxception Con ne'it

Leave End Date and Time

2021-05-03 09:05:00
at 09:05:06

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/680891

Revision history
N/A
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Leave Start Date and Time

Field name: leave_start_datetime

Source Data Element(s): [Leave Start Date and Time] — PSOLIS

Definition: The date and time the patient commenced a period
of leave from the inpatient mental health service.

Requirement status: Conditional

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Collection of this data element is conditional rt dat &vﬁmust be recorded

if the patient takes leave while admitted to a nt setti

Guide for use

Rules Q
The leave start date visible in PSOLI€ e s the date ard time the client started a
period of leave from the mental ward and reflect the information entered in

webPAS
Leave start date must be the admis |onQ
Leave start date must re the lea @ d date.

Leave start date m t fore 6®warge date.

QA / valid: Q

Exception Code  Excepticn ©un ment

fleP/C end date is visible but the leave start date is missing. Please review.

Leave Start Date and Time

A patient sts a period of leave from a mental health ward on 1 May 2021-05-01 14:30:00
2021 at 2:30pm.

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/680891

Revision history
N/A

Mental Health Data Collection Data Dictionary 55


https://meteor.aihw.gov.au/content/index.phtml/itemId/680891

Planned Admission Date and Time

Field name: planned_admit_datetime

Source Data Element(s): [Planned Admission Date and Time] — PSOLIS

Definition: The planned admission date and time prior to the
actual admission into the mental health program.

Requirement status: Optional
Data type: Datetime

Format: YYYY-MM-DD HH:MM:SS b
Permitted values: Valid date and time

Guide for use Q
Collection of this data element is optional. @' \
. \ }
ation w

The planned admission date and time refl ' re-admission date is
specified in webPAS.

The planned admission date and tim o be en\N during manual creation of the
admission in PSOLIS.

Rules O

The planned admission d st be priggto aCtual admission date and time.

QA/ validationq @
S P

Planned Admission Date and Time

mission date of 8 May 2021 at 10am. 2021-05-08 10:00:00

| definition

Revision history
N/A
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Planned Discharge Date and Time

Field name: planned_discharge_datetime

Source Data Element(s): [Planned Discharge Date and Time] — PSOLIS

Definition: The planned discharge date and time prior to the
actual discharge from the mental health program.

Requirement status: Optional

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use
rz?

Collection of this data element is optional.

The planned discharge date and time can ed in w at the time of
admission.

For manually created admissions, th n enter anormatlon into PSOLIS.
Rules

The planned discharge date d tilhe must b@ar the admission date and time.

QA / validation @
N/A QQ
@)

Planned Discharge Date and Time

arge date of 16 May 2021 at 9am. 2021-05-16 09:00:00

@x red a plann@

Redated n | definition

Revision history
N/A
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Reception Date and Time

Field name: reception_datetime

Source Data Element(s): [Reception Date and Time] — PSOLIS

The date and time the client was received as an
impatient.

Definition:

Requirement status: Optional

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use
N

Collection of this data element is optional.
QOPAS a

.
The reception date and time can be recoro%

For manually created admissions, the qu
Rules Q

tth of admission.
enter wnf ation into PSOLIS.

The reception date and time musQe before t charge date and time.

3:\ | validations é 6
o

Examples

6@

A user gptered¥a reception€§ 23 August 2021 at 9am.

Reception Date and Time

2021-08-23 09:00:00

definition

ed na '

N
Revis@nistory

N/A
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Visit End Date and Time

Field name: visit_disch_datetime

Source Data Element(s): [Visit End Date and Time] — PSOLIS

Definition: The date and time on which an admitted client
completes an episode of care (otherwise known as
‘visit’).

Requirement status: Conditional

Data type: Datetime ¢

Format: YYYY-MM-DD HH:MM:SS

Permitted values: Valid date and tim@ ¢ (L

Guide for use

Collection of this data element is conditionsr\@’gand dat%@e must be recorded if

the patient is admitted to an inpatient settin

Where there is only one visit in the over: bPAS cN‘ormal admission) the visit end
date and time will reflect the same i as the disCwarge date and time.

Where a statistical discharge is in we , the visit end date and time will
reflect the date and time of t?h ge appli

Rules @

Visit End Date and Time

2021-05-03 09:00:00
tically discharged in webPAS on 1 March 2020 at 11.20am. 2020-03-01 11:20:00

A client

Related national definition
N/A

Revision history
N/A
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Visit Number

Field name: visit_number

Source Data Element(s): [Visit Number] — PSOLIS

Definition: A numeric business identifier for each visit (also
known as account number in other collections).

Requirement status: Conditional

Data type: Numeric
Format: N[N(19)] t

Permitted values: Unique numeric identifj

*

Guide for use

Collection of this data element is condltlonal c@ber mus Xgrded if the

patient is admitted to an inpatient setting.

A webPAS case (formal admission) can \one or more |ts, each is assigned their
own visit number.

In webPAS clients are statistical d| and dmltted in order to change a client’s
care type. This creates a new w tW|th overall webPAS case. These visits
display as separate rows on ary adm@ n PSOLIS.

Rules

N/A

QA / valid q GQ

Exception Code  Exception comiiient

Visit Number

A client i adpo#ited into a mental health ward. 224020

Related national definition
N/A

Revision history
N/A
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Visit Start Date and Time

Field name: visit_adm_datetime

Source Data Element(s): [Visit Start Date and Time] — PSOLIS

Definition: The date and time on which an admitted client
commences the inpatient episode of care (otherwise
known as ‘visit’).

Requirement status: Conditional
Data type: Datetime ¢
Format: YYYY-MM-DD HH:MM:SS
Permitted values: Valid date and tim@ ¢ (L
Guide for use $
Collection of this data element is condition P t tart da e must be recorded if

the patient is admitted to an inpatient settin

bPAS c (formal admission) the visit start

Where there is only one visit in the over.
{ as the ad kIssion date and t|me

Statistical admissions result in a E N numbe{. Nge visit start date and time will reflect
the date and time of the chaﬁ af ncement of a new care type).

Rules @
QA / valid Qq 66

Exception Code  Exception comiiient

Visit Start Date and Time

A user admits a client into a mental health ward on 3 May 2021 at 9am. 2021-05-03 09:00:00
A client is statistically admitted in webPAS on 1 March 2020 at 11.20am. 2020-03-01 11:20:00

Related national definition
N/A

Revision history
N/A
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Ward on Admission

Field name: ward_on_admission

Source Data Element(s): [Ward on Admission] — PSOLIS

Definition: The ward the patient was admitted to, at the time of
admission to the hospital.

Requirement status: Conditional

Data type: String
Format: X[X(59)] b

Permitted values: Valid ward name descrj or

Guide for use

Collection of this data element is conditional — @admis%\%}e recorded if the

patient is admitted to an inpatient setting.

QA / validations

N/A é 6

Examples

Rules \n
Ward details must be entered at tlmeQn leting the admission in webPAS.

Ward on Admission

A client is dmitt 0 an inpatie w ntal health ward ‘W42’

Relﬁ\na/tionée nition

Revisi I y
N/A
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Ward on Discharge

Field name: ward_on_discharge

Source Data Element(s): [Ward on Discharge] — PSOLIS

Definition: The ward the patient was discharged from, at the
time of discharge from the hospital.

Requirement status: Conditional

Data type: String
Format: X[X(59)] b

Permitted values: Ward name descriptor:

*

Guide for use
Collection of this data element is conditional — @dlSChﬁ@St e recorded if the

patient is admitted to an inpatient setting.

Rules Q) \

Ward details must be entered at tlm@] leting the diScharge in webPAS.
QA / validations Q

N/A é e

Examples

Ward on Admission

A client is isch fromani o\M mental health ward ‘W26’

Relﬁ\na/tionée nition

Revisi I y
N/A
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6. Data definitions — Referrals

The following section provides specific information about the referrals data elements
captured in the MHDC, including definitions, permitted values, guide for use, rules and
operational examples.
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Action Date and Time

Field name: record_modified_datetime

Source Data Element(s): [Action Date and Time] — PSOLIS

Definition: Date and time the action occurred.

Requirement status: Mandatory

Data type: Datetime

Format: YYYY-MM-DD HH:MM:SS ¢

Permitted values: Valid date and time

L 2
Guide for use @ (l/

Collection of this data element is mandatory.

Action date and time is system generated agd t a of changes to
the client record that have been committe stem
The action date and time collected in th is th&st ion date and time from

any of the tables that the extract soug the sy

If changes are made in webPAS ther chgmges are made to the client record in
PSOLIS, the action date and tim @wange was made in webPAS.

If, after a change in webPA change @(3 in PSOLIS, the action date and time
recorded is when the ch S made&s IS

Rul

e O 5@
QA / vaNjdajTons 6®
N/A K

Action Date and Time

2021-06-11 10:15:00

A user finishes entering a client’s details in the PAS on 15 December 2020 at 2020-12-15 13:00:00
12:51:21 and then at enters a service event in PSOLIS at 13:00:00.

A user reCordgfa NOCC assessment for a client at 10:15:00 on 11 June 2021.

Related national definition
N/A

Revision history
N/A
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Activation Date and Time

Field name: activation_datetime

Source Data Element(s): [Activation Date and Time] — PSOLIS

Definition: The date and time the client was activated in the
community mental health service.

Requirement status: Conditional

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use

Collection of this data element is conditional — t)@‘ date a \A\ust be recorded

if the client is activated.

In the community setting the activation da |me is the on WhICh the episode of
mental health care within the communit tal healtWram commenced. It may or
may not be equivalent to the original ONentry to careNWwithin the ambulatory service.

Activation is the process of admi
service provision.

Sent to gfcoygmunity program for ongoing care or

ental hélth gce with the first service contact;

however, one or two se ntacts d mean that the client has to be activated.
When the ‘client pr: @e ected ten times for reportable service contacts,
PSOLIS will enfor I@ion i rvice.
Rules O
The actlvMate rec 0%1 PSOLIS must be the date the decision to admit and
provi re to the cl curred.
Ivation d be after or the same as the referral date and prior to the

ctivation d
The cli activated when a clinical decision has been made to provide care to a
client a ig) decision must be reflected in PSOLIS.

Once a client, who is currently inactive, has had more than ten reportable service
contacts with the client present (face-to face, video, telephone), then the clinician must
decide whether to provide care to the client and proceed accordingly.

If a decision to provide care is made the client must be activated.

If a decision has been made not to provide care to the client all related referrals must be
assigned an outcome and no more service events may be entered against those
referrals.

Service contacts of an administrative nature (i.e. non-reportable service contacts) are
excluded from the ten service contacts.
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Activation can only be done if a referral exists in PSOLIS. Once a client is activated,
PSOLIS will automatically close (outcome) the related referral.

A client cannot be activated against a referral that is more than three months old. PSOLIS
will return an error message to the user if this is attempted and the activation will not
proceed. A new referral must be created for the activation to proceed. The exception is
when the referral has a waitlist status as these referrals will be valid for longer than three
months.

Activation must be made to the appropriate program/stream.

Clients can be activated to multiple programs but must only have one referral per
program.

If a client who has been deactivated from the mental health service has subsequeit .
interaction with the service then the criteria for re-activation must be the same fs¥ t

was no prior activation. Q
QA / validations \@ * ('1/
RN
Examples @' \

Activation Date and Time

A user activates a client into a program on 3 )& m 1 at 09:0 ¥ 3§ 2021-05-03 09:01:36
Related national defini?» ?
https://meteor.aihw.gov.au/cghten®index. pht I1d/730809

Revision histor

N/A

%O
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Allocated to Clinician HE Number

Field name: allocated_to_clinician_henumber

Source Data Element(s): [Allocated to Clinician HE Number] — PSOLIS

Definition: The health employee (HE) number of the clinician
the referral was allocated to.

Requirement status: Conditional

Data type: String
Format: X[X(9)] b

Permitted values: Valid HE number

*

Guide for use

Collection of this data element is conditional — t)@ to cIin@\%umber must be

recorded if a referral has been created. ’\

Rules Q\ '\
N/A Q

QA / validations ; Q

N/A é e O

Examples .‘ v,

Allocated to Clinician HE Number

A referral » HE888880
Relﬁ nationée hition

Revisi I y
N/A
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Allocated to Clinician Name

Field name: allocated_to_clinician_name

Source Data Element(s): [Allocated to Clinician Name] — PSOLIS

Definition: The name of the clinician the referral was allocated
to.

Requirement status: Conditional

Data type: String

Format: X[X(149)] b

Permitted values: Alphanumeric combin

*

Guide for use

Collection of this data element is conditional — t)@ to cIin@\ﬁe must be

recorded if a referral has been created. ’\

Rules Q\ '\
N/A Q

QA / validations ; Q

N/A é e O

Examples .‘ v,

Allocated to Clinician Name

A referral id Joe Citizen
Relﬁ nationée nition

Revisi I y
N/A

Mental Health Data Collection Data Dictionary 69



Allocated to Team

Field name: allocated to team

Source Data Element(s): [Allocated to Team] — PSOLIS

Definition: The numerical identifier of the clinical team the
referral was allocated to.

Requirement status: Conditional

Data type: String
Format: N[N(7)] b

Permitted values: Valid numeric team co

*

Guide for use

referral has been created. ¢
N
Rules
N/A QQ \
QA / validations ?\ Q
N/A & O
o O

Examples .‘ v,

Collection of this data element is conditional — t)@ to tea@ recorded if a

Allocated to Clinician Team

Areferral
Relﬂ nation&e nition

Revisi I y
N/A
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Referral Date and Time

Field name: referral_datetime

Source Data Element(s): [Referral Date and Time] — PSOLIS

Definition: The date and time the mental health client was
referred to the community mental health service.

Requirement status: Conditional

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use

Collection of this data element is conditional — it %atory u \% service event
item is a pre-referral action. ¢
A formal referral is a process in which a \s ha

a fax, gifone call, letter or email
provided to the mental health service onNgel)) behalf r¢§uesting service or they have self-

presented to the mental health servi
This data element is the date an relev
referral regardless of the m m {F communjea§

edju
This data element repres {e active €gferrd@ate and time of the mental health client
at the time of the servic titem. E bsequent service event item recorded for
the client will retain th erral date e while the referral remains current.

Rules Q 6
Q have @eferral.

All activa%
Referrals ar lid for tﬁa nths whereupon a new referral is required for the client to

ntal health service receives the

beac d or for a | service event items to be entered.

must b ed in PSOLIS, regardless of the communication medium.
Re%erral date a e can be the same as the activation date but must not be after the
activaticﬁ
QA / vatiiations
N/A
Examples

Referral Date and Time

A client is referred to Fremantle Mental Health Service on 1st July 2021 2021-07-01 00:00:00.000
for an assessment. A service event item is recorded for this assessment.
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Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/572270

Revision history
N/A
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Referral Identifier

Field name: referral_identifier

Source Data Element(s): [Referral Identifier] - PSOLIS

Definition: Unique identifier for each referral.

Requirement status: Conditional

Data type: Numeric

Format: N(8) ¢

Permitted values: Unique numeric identifier

)
Guide for use \ (l/
Collection of this data element is conditional — it istwgory ur\&% service event

item is a pre-referral action.
call, letter or email

.
A formal referral is a process in which a cli ad a fax,
provided to the mental health service on alf requestiggservice or they have self-

presented to the mental health service.

This data element represents th c@f ral identifier of the mental health client at the
time of a service event item. Eac uent s@ event item recorded for the client
will retain this referral identifr{w e the refer@ ains current.

Rules @ 6
All activations must hvalid ef
Referrals are vali@ﬁ e mon
be activated o ditional
Referrals Wust pe record OLIS, regardless of the communication medium.
Q @Iidatior@&

Examp 2

-

reupon a new referral is required for the client to
event items to be entered.

Referral Identifier

A client is referred to Fremantle Mental Health Service on 1st July 2021 3285475
for an assessment. A service event item is recorded for this assessment.

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/493164

Revision history
N/A
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Referral Medium

Field name: referral_medium_code

Source Data Element(s): [Referral Medium] — PSOLIS

Definition: The medium the referral was received by, as
represented by a code.

Requirement status: Conditional

Data type: Numeric

Format: N(2) b
Permitted values: 1 — Email
2 — Fax

3 — Letter
4 — Phone \
5-S f\ e ted
ght by phg

rought@ community nurses
9-— Othm

10 éle ic referral

0

Guide for us Q

Collection oft eleme Qﬂltlonal — it is mandatory unless the service event

item is a gre-re I actio
A formal MIS apr %‘1 which a client has had a fax, phone call, letter or email

pr Vi the men Ith service on their behalf requesting service or they have self-

to the ealth service.
is data ele @)resents the communication medium of a mental health client’s
referral

Rule

All activations must have a valid referral.

Referrals are valid for three months whereupon a new referral is required for the client to
be activated or for additional service event items to be entered.

Referrals must be recorded in PSOLIS, regardless of the communication medium.

QA / validations
N/A
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Examples

Referral Medium

A mental health client enters Broome Hospital seeking treatment for depression. | 5 — Self presented

A patient is referred to Bunbury Mental Health Service via email. 1 — Email

Related national definition
N/A

Revision history

q/q,
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Referral Outcome

Field name: referral_outcome_code

Source Data Element(s): [Referral Outcome] — PSOLIS

Definition: Identifies the outcome of a referral.

Requirement status: Conditional

Data type: Numeric

Format: N .

Permitted values: 1 — Admitted to service

2 — Referred to other WO Q
3 — No further c'& (L
4 — No further %

alrea e
5 — Did no e/attenc@ intthent

L g

6—In\e' only h
7—% d via

Guide for use é
Collection of this dataent is o@ — it is mandatory unless the service event is

a pre-referral acti

A formal referr; rocess 4 a client has had a fax, phone call, letter or email
provided §Q the tal he ice on their behalf requesting service or they have self-
presented i€ mental

service.
This ff?lement r
eferral

pleted’. 0
Rule%
All activations must have a valid referral.

Referrals are valid for three months whereupon a new referral is required for the client to
be activated or for additional service event items to be entered.

ts the outcome of a mental health client’s referral.
is entered, the referral status will automatically change to

Referrals must be recorded in PSOLIS, regardless of the communication medium.

Multiple referrals can be recorded in PSOLIS, but if the client is currently active at a
service stream, or if the client has a current referral at a service stream with a status of
‘pending’ or ‘in progress’ the referral outcome must immediately be assigned as ‘no
further action, already active.’
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If it is not appropriate for the mental health service to provide a service to a client, then
any decision to refer the client on, or not to provide further care to the client, must be
reflected in an appropriate referral outcome as outlined above.

QA / validations
N/A

Examples

Referral Outcome

A mental health client enters Broome Hospital seeking treatment for
depression.

A patient is referred to Bunbury Mental Health Service via email.

II\T/:Iated national definition \@ ¢

Revision history @' \*

N/A 0 0
Q\\ D
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Referral Presenting Problem

Field name: presenting_problem_code

Source Data Element(s): [Referral Presenting Problem] — PSOLIS

Definition: The problem the client is presenting to a mental
health service for, as represented by a code.

Requirement status: Conditional
Data type: Numeric
Format: N(2) b
Permitted values: 1 — Relationship/family obLem
2 — Social interper&\ﬁher thaw problem)
@A/Ith daily r&les and activities
4 — School r@ms \
5 — PRYS blems 0
6 — mental illne exacerbation
ing mentalNness - contact/information only
xisting tal illness - alteration in
medicatiq atent regime

3 — Problems co

9-Dep d mood
10

jef/loss issues

@ nxious

.* — Elevated mood and/or disinhibited behaviour
13 — Psychotic symptoms

14 — Disturbed thoughts, delusions etc.
15 — Perceptual disturbances

16 — Problematic behaviour

17 — Dementia related behaviours

18 — Risk of harm to self

19 — Risk of harm to others

20 — Alcohol/drugs

21 — Aggressive/threatening behaviour
22 — Legal problems

23 — Eating disorder

24 — Sexual assault

25 — Sexual abuse
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26 — Assault victim

27 — Homelessness

28 — Accommodation problems
29 — Information only

30 — Other

31 — Mood disturbance

32 — Adverse drug reaction

33 — Medication

34 — Depot injection (L.
35 — Deliberate self harm (L
36 — Suicidal |deat|on Q

— Cultural issue

Guide for use

Collection of this data element is condltlon dato the service event is
a pre-referral action.

A formal referral is a process in which % has ha ax, phone call, letter or email
provided to the mental health service@r behalf requ tlng service or they have self-

presented to the mental health s

This data element representihe oblem th | health client’s is presenting with.
Rules

All activations must h alld @

Referrals are valj ge mon ereupon a new referral is required for the client to
be activated o d|t|onal event items to be entered.

ReferralsWe record% OLIS, regardless of the communication medium.

®|Id8tl0lé

Referral Presenting Problem

A mental health client enters Broome Hospital seeking treatment for 9 — Depressed mood
depression.

Related national definition
N/A

Revision history
N/A
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Referral Purpose

Field name: referral_purpose_code

Source Data Element(s): [Referral Purpose] — PSOLIS

Definition: The underlying reason for the referral.

Requirement status: Conditional

Data type: Numeric

Format: N .

Permitted values: 1 — Seeking assistance/referral

2 — Information @ * ('LQ
\ )

Null — Not spec'ﬁ%
Guide for use @' Q\*

13
Collection of this data element is condition&\g)mandatory ss the service event is
a pre-referral action.

A formal referral is a process in whi «Q |gt has ha&x, phone call, letter or email
provided to the mental health sefrge Og#heir be requesting service or they have self-
presented to the mental health segfce”

This data element representh reaso und@ug the mental health client’s referral.
Rules @ 6

All activations alid
h

mu
Referrals are \@hree ereupon a new referral is required for the client to
be activatgd ddi

o] tion ce event items to be entered.
Referrals m e reco IPPSOLIS, regardless of the communication medium.

Q lidati

Referral Purpose

A client enters Broome Hospital seeking treatment for depression. 1 — Seeking assistance/referral

Related national definition
N/A

Revision history
N/A
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Referral Reason

Field name: referral_reason

Source Data Element(s): [Referral Reason] — PSOLIS

Definition: Information detailing the reason for the referral.

Requirement status: Conditional

Data type: String

Format: [X(500)] *

Permitted values: Alphanumeric combination

0

Guide for use \ (l/
Collection of this data element is conditional — it i |s ory u service event is
a pre-referral action.

A formal referral is a process in which a C| ad a fax, caII letter or email
provided to the mental health service on aIf r quest service or they have self-
presented to the mental health service.

This data element provides infor; atl ta |ng the reason for the mental health client’s
referral. § ‘ﬁ

Rules

All activations must ha |d referra

Referrals are valid @ mon eupon a new referral is required for the client to
be activated or fo d al se t items to be entered.

Referrals mus ecorded i IS, regardless of the communication medium.

NQA é\(ﬂﬁ&&%
mples

A client is referred to Albany Mental Health Service.

Referral Reason

Reports feeling suicidal.

An admitted patient suffering from anxiety is referred to the Initial mental health assessment.
Fremantle Mental Health Service.

Related national definition
N/A

Revision history
N/A
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Referral Source Name

Field name: referral_source _name
Source Data Element(s): [Referral Source Name] — PSOLIS
Definition: Person, program or organisation making the referral.
Requirement status: Conditional
Data type: String
Format: [X(150)] ¢
Permitted values: Alphanumeric combination
“2
Guide for use \ (l/
Collection of this data element is conditional — it i |s ory u service event is
a pre-referral action.

A formal referral is a process in which a C| ad a fax, caII letter or email
provided to the mental health service on aIf r quest service or they have self-
presented to the mental health service.

This data element details the nage p son, program or organisation who made the
mental health client’s referral. V é
Rules

All activations must ha |d referra
Referrals are valid @ mon eupon a new referral is required for the client to

be activated or fo d al se t items to be entered.
Referrals mus ecorded i IS, regardless of the communication medium.

NQA é\(ﬂﬁ&&%
mples

A client is referred to Albany Mental Health Service

Referral Source Name

Tom from Albany After Hours GP

A client is referred to the State Forensic Mental Health Service Hakea Prison

Related national definition
N/A

Revision history
N/A
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Referral Source Type

Field name: referral_source_type_code

Source Data Element(s): [Referral Source Type] — PSOLIS

Definition: The type of person or agency responsible for the
referral of a mental health client.

Requirement status: Conditional

Data type: Numeric
Format: N(2) b

Permitted values: 2 — Breach release or@

3 — Condition of bai
4 — Court

5-— Famlly/f i \*
8 — gram 0
9- practition 5
er estab&\
QOther nisation
16 — PoI'Dﬁ

17 {Corr®efional facility
22 f

Unknown
24 — Refuge
25 — School

26 — Other professional

27 — External program

28 — Nursing home/hostel
29 — Hospital

30 — Mental health program
31 — Restructure

32 — Police officer

99 — PAS

Null — not specified
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Guide for use

Collection of this data element is conditional — it is mandatory unless the service event is
a pre-referral action.

A formal referral is a process in which a client has had a fax, phone call, letter or email
provided to the mental health service on their behalf requesting service or they have self-
presented to the mental health service.

This data element details the type of source the mental health client’s referral was issued
from.

Rules
L

All activations must have a valid referral.
Referrals are valid for three months whereupon a new referral is reqwred fi % to
be activated or for additional service event items to be ente

Referrals must be recorded in PSOLIS, regardless of th\ unlcatl W

QA / validations \*

N/A 0@' 0

Tom from Albany After Hours GP refe " o 9 — Medical practitioner

Health Service
&ate ForenE ealth 17 — Correctional facility

Examples

Referral Source Type

Hakea Prison refers a client to
Service

Related nati fini

https://meteor. @
Revisio tory @

0@

dex.phtmllltemld/297450
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Referral Status

Field name: referral_status_code

Source Data Element(s): [Referral Status] — PSOLIS

Definition: The stage that a referral reaches in processing, as

represented by a code.

Requirement status: Conditional

Data type: Numeric

Format: N

%L

Permitted values: 1 — Pending

4 — Comple
5-8

Null ecified

e (Y
2

N

Guide for use Q

Collection of this data elemengt is cgnditional Qndatory unless the service event is

a pre-referral action.
A formal referral is a @,n which a%t has had a fax, phone call, letter or email

Y
provided to the menta@h seryic eir behalf requesting service or they have self-
presented to the %T Ith s
This data eIen@ ails the ing stage of the mental health client’s referral.

Rules V 6
—r® value defié

In Pro S

Referrals that are being progressed.

Waitlist

Used for clients who are waiting for a vacant place in a program.
Completed

When the outcome of the referral has been determined.

Sent

The referral has been sent to its intended recipient.

ending Q
hen agafefal iSNirs®recorded in PSOLIS the status automatically defaults to pending.

Mental Health Data Collection Data Dictionary

85



All activations must have a valid referral.

Referrals are valid for three months whereupon a new referral is required for the client to
be activated or for additional service event items to be entered.

Referrals must be recorded in PSOLIS, regardless of the communication medium.
To complete a referral, an outcome must be entered onto the referral details.

If a client cannot be admitted to a program because there are currently no vacancies,
their referral status must be changed to ‘Waitlist’.

Referrals must not be left pending, in progress or waitlisted indefinitely. Action must be
taken to ensure that current referrals with a status of ‘Pending’ or ‘In progress’ or ‘Waitlist’
are reviewed regularly, and an appropriate outcome assigned within three months%

QA / validations (1/
N/A Q
Examples \ (]/

Referral Status

Tom from Albany After Hours GP refers a client tqQ 2 — In progress

Hakea Prison refers a client is to the State Fore

1 - Pending

Related national definitioQ
N/A

Revision history &
N/A Qq ng

O\/ &
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Referred On Name

Field name: referred_on_name

Source Data Element(s): [Referred On Name] — PSOLIS

Definition: The name of the person, program or organisation the
mental health client has been referred to.

Requirement status: Conditional

Data type: String
Format: [X(130)] b

Permitted values: Alphanumeric combin

*

Guide for use

Collection of this data element is conditional — 't‘@jatory 6\% service event is

a pre-referral action. ¢
A formal referral is a process in which a ¢liq \s ha(i a fax, pone call, letter or email

provided to the mental health service on @ behalf r¢questing service or they have self-

presented to the mental health servigg
* perso@gram or organisation the mental

O

This data element details the na
health client has been referr?o.

Rules @ 6
All activations must hvalid ef
e mon reupon a new referral is required for the client to

event items to be entered.

Referrals are vali@‘:

be activated o ditional
Referrals Wust pe record OLIS, regardless of the communication medium.
Q @lidatioré

Examp 2

-

Referred On Name

Hakea Prison refers a client to the Graylands Hospital Graylands Hospital

Related national definition
N/A

Revision history
N/A
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Referred On Type

Field name: referred_on_type_code

Source Data Element(s): [Referred On Type] — PSOLIS

Definition: The type of person, program or organisation the
mental health client has been referred to.

Requirement status: Conditional

Data type: Numeric
Format: N(2) b
Permitted values: 1 — Hospital (non psyc@m)

8 — Internal progra
9 — Medical pra @

10 — Com d outp %
12 — bllshm 6
13 — rga jsati %

pital (ps trlc)
QOther ssional
27 — Ext %gram
o

31 tructure
— Not specified
. \_
Guide for @
CoIIectioW data el IS conditional — it is mandatory unless the service event is
rral’action.

ess in which a client has had a fax, phone call, letter or email
Bl health service on their behalf requesting service or they have self-
gntal health service.

client has be#n referred to.

Rules
All activations must have a valid referral.

Referrals are valid for three months whereupon a new referral is required for the client to
be activated or for additional service event items to be entered.

Referrals must be recorded in PSOLIS, regardless of the communication medium.
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QA / validations

N/A
Examples
Referred On Type
Broome Mental Health Service refers a client to Phil, a local GP. 9
Graylands Hospital refers a client to Fiona Stanley Hospital. 1

Related national definition

N/A (1(/1/
Revision history Q

N/A
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Triage Identifier

Field name: triage_identifier

Source Data Element(s): [Triage Identifier] - PSOLIS

Definition: The unique identifier (surrogate key) for the triage
event that created the referral.

Requirement status: Mandatory

Data type: Numeric
Format: N(8) b

Permitted values: Unique numeric identifj

*

Guide for use Q
Collection of this data element is mandatory. @' ;\
’ b

This data element is the unique, system g (& number d to each triage event
created in PSOLIS.

E/zles ?QQ '\

QA / validations
S S
Examples q @

Triage Identifier

23590964

Revis%'\istory

N/A
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Triage Outcome

Field name: triage_outcome_code

Source Data Element(s): [Triage Outcome] — PSOLIS

Definition: Identifies the outcome of a triage event.

Requirement status: Mandatory

Data type: Numeric

Format: N

Permitted values: 1 — To be admitted to service

2 — Referred on Q
3 — No further (L

— Informatio % *
5— Plac& 0\

6-C

x visit initi
@ dto c&cia‘l
wble to compldte

8 —

Guide for use \s O
Collection of this data ele@ mand
The outcome of the tr event indi there is a need for additional clinical

Nl refer% mmunity or inpatient mental health services will

intervention, and y
be progressed
Rules V @Q

N/A
alida
N/A
Examp
Triage Outcome
A client presents to a clinic with a triage presenting problem of 8 — Referred to clinical intake

experiencing disturbed thoughts. It is determined that the client should
be referred to community mental health services for further assessment
within two days.

A client presents to an emergency department with a triage presenting 1 — To be admitted to service
problem of intentional self-harm. It is determined that the client should
be immediately admitted to hospital.
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A client telephones a mental health help line, and the triage presenting 3 — No further action
problem is assessed as a legal problem. It is determined that no further
action is required by mental health services.

Related national definition
N/A

Revision history
N/A
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Triage Presenting Problem

Field name: triage_presenting_complaint_code

Source Data Element(s): [Triage Presenting Problem] — PSOLIS

Definition: Indicates the client’s presenting problem at triage.

Requirement status: Mandatory

Data type: Numeric

Format: N(4) ¢

Permitted values: As per Appendix C — Triage problem cgegs

Guide for use @ )
O\ V

Collection of this data element is mandatory.

example: risk of harm to self, depressed existing iliness. Provides the
basis from which the triage severity identijfi etermined.

This data element is used to indicate the clignt'€prifsefpal p%n %blem at triage, for

Rules

The triage presenting problem r% aust beq vaNd code as per the list detailed in
QAlvaIidations: é 6

Appendix C of this document

N/A

Triage Presenting Problem

A clie sents to a clig
th

a problem of experiencing disturbed 14 - Disturbed thoughts,
client should be referred to community delusions etc.

health servj rther assessment within two days.

ANient presents D with a problem of intentional self-harm. It is 35 — Deliberate self-harm

t should immediately be admitted to hospital.

A client phgnes a mental health help line, and the triage presenting 22 — Legal problems
problem is essed as a legal problem. It is determined that no further
action is required by mental health services.

Related national definition
N/A

Revision history
N/A
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Triage Referral Indicator

Field name:

Source Data Element(s):

Definition:

Requirement status:
Data type:
Format:

Permitted values:

Guide for use

Rules
N/A

QA / validations
N/A

Examples

ggc presenting problem of experiencing
€} the client should be referred to
iceS for further assessment within two days.

IS triage module.

triage_referral_indicator

[Triage Referral Indicator] — PSOLIS

Flag to indicate if a referral was created via the triage
module

Mandatory

Numeric

S

N

Triage Referral Indicator

telephon
blem is as
acftlon is regu
PSOLISStri

e al health help line, and the triage presenting

sefgeNad a legal problem. It is determined that no further
Q gntal health services. An entry is NOT made via the
ule.

Related national definit
N/A

Revision history
N/A
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Triage Service Event Identifier

Field name: triage_service_event_identifier

Source Data Element(s): [Triage Service Event Identifier] - PSOLIS

Definition: The unique identifier (surrogate key) for the service
event created by the triage event.

Requirement status: Mandatory

Data type: Numeric
Format: N(8) b

Permitted values: Unique numeric identifj

*

Guide for use Q
Collection of this data element is mandatory. @' ;\
’ b

This data element is the unique, system g (& number d to each triage
service event created in PSOLIS.

E/zles ?QQ '\

QA / validations
S S
Examples q @

Triage Service Event Identifier

13690964

Revis%'\istory

N/A
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Triage Severity

Field name:

Source Data Element(s):

Definition:

Requirement status:
Data type:
Format:

Permitted values:

Guide for use &

triage_severity _code

[Triage Severity] — PSOLIS

Numeric identifier indicating the severity of the triage
service event and recommended wait time for an
assessment service event item.

Mandatory

Numeric ¢

N(2)

9 — A. Immediate \@ ¢

10 — B. Within
11 — C. Withi urs
12 — DWW hour:

13 - wln 2 weeks
1 equiresiidgther triage contact/follow up
RFG.

o fzgher action

Collection of this data @ is mand@

Since November 2 al he ignts are triaged into one of seven categories on
the selected tria cae’
The category edis de nt on the triaging clinician’s response to this question:

This patieN§shguld wait f

RI@

al care no longer than...?

everity assigned by an appropriately qualified triage worker.
If tfke tria 3@ ategory assigned to the client changes, the most urgent category is
record
Permitteavalue definitions

A. Immediate

siege, imminent violence).

B. Within 2 hours

stress).

C. Within 12 hours

Extreme urgency; immediate response requiring police/ambulance or other service (e.g. overdose,

High urgency; see within 2 hours or present to Psychiatric Emergency Service or emergency
department in general hospital (e.g. acute suicidality, threatening violence, acute severe non-recurrent
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Medium urgency; see within 12 hours (e.g. distressed, suicidal ideation of moderate to severe nature,
disturbed behaviour).

D. Within 48 hours

Low urgency; see within 48 hours (e.g. moderate distress, has some supports in place but situation
becoming more tenuous).

E. Within 2 weeks

Non-urgent; see within 2 weeks.

F. Requires further triage contact/follow up

Further contact or follow up required.

G. No further action

Requires no further action. (}%

QA / validations

N/A \® )

Examples

Triage Severity

A client presents to a clinic with a problem of exf ¥ing distygbed 12 — D. Within 48 hours
thoughts. It is determined the client should baLENLLF ’

mental health services for further assess m hiNtwo days.

A client presents to an emergency de o‘-@r yith a tri 9 — A. Immediate
presenting problem of intentional self-h&&m. It is deterpmi that the
client should be immediately adr‘ed to¥hospital.

A client telephones a mental g‘ elp line, ap&¢he triage 15 — G. No further action
presenting problem is as &L3% a legal pro tis determined
that no further action is r @ i

concerns family prBilengs. It is detegn
should be unde @ within 12 hfup®’

enting problem 11 — C. Within 12 hours

Relaied Mationa ition
N/

R®visionh ry

N/A %né
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7. Data definitions — Alerts

The following section provides specific information about the alerts data elements
captured in the MHDC, including definitions, permitted values, guide for use, rules and
operational examples.
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Alert Details

Field name: alert_details
Source Data Element(s): [Alert Details] — PSOLIS
Definition: Information about the cause and nature of the alert.
Requirement status: Optional
Data type: String
Format: X[X(499)] *
Permitted values: Alphanumeric combination
0
Guide for use
Collection of this data element is optional — it is fre, Id wh rs can enter more
information related to an alert.
Alerts provide immediate information rega factorst ase the vulnerability
ental, social or

of the client, staff, relatives or other clien S|cal envir
psychological harm.
|

The presence of alerts provides ave source of important information for staff
that must be taken into con&der% n treaty g e client.

Access to alerts information j
This information is availa

trlcted ers permission and stream access.
ead on tat de level.

clients i? active or have a referral, or during triage.

e

Alerts can be entered

Rules OQ

N/A

QA/ \(tlons 6
S o

A user creates an alert with a ‘Physical Aggression’ message Can become aggressive when visiting

mples

Alert Details

in home; known to throw furniture

Related national definition
N/A

Revision history
N/A
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Alert Entered By

Field name: alert_entered_by

Source Data Element(s): [Alert Entered By] — PSOLIS

Definition: The health employee (HE) number of the person
creating the alert.

Requirement status: Conditional

Data type: String
Format: X[X(9)] b

Permitted values: Valid HE number

*

Guide for use

Collection of this data element is condltlonal - C)@e record %Iert has been

created.

Alerts provide immediate information reg sk factors thapincrease the vulnerability
of the client, staff, relatives or other clie phyS|caI wronmental social or
psychological harm.

The presence of alerts provides iate s of important information for staff
that must be taken into COI’]SI eratipn when trQ the client.
Access to alerts mformat ot restridded t user’s permission and stream access.

This information is ava read on te—W|de level.
Alerts can be enter st cli @ are active or have a referral, or during triage.
Rules 6'

N/A \/ K%

Alert Entered By

A user creates an alert. HE999990

Related national definition
N/A

Revision history
N/A
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Alert Expired By

Field name: alert_expired_by

Source Data Element(s): [Alert Expired By] — PSOLIS

Definition: The health employee (HE) number of the person who
ends the alert.

Requirement status: Conditional

Data type: String
Format: X[X(9)] b

Permitted values: Valid HE number

*

Guide for use

Collection of this data element is condltlonal - C)@e record %Iert has been

ended.

Alerts provide immediate information reg sk factors thapincrease the vulnerability
of the client, staff, relatives or other clie phyS|caI wronmental social or
psychological harm.

The presence of alerts provides iate s of important information for staff
that must be taken into COI’]SI eratipn when trQ the client.
Access to alerts mformat ot restridded t user’s permission and stream access.

This information is ava read on te—W|de level.
Alerts can be ent st Ch? @ are active or have a referral, or during triage.

Rules
This data§lem must b eted if the alert is no longer relevant.

@Ildatlo
Examp QQ

Alert Expired By

A user ends an alert. HE888880

Related national definition
N/A

Revision history
N/A
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Alert Expiry Date

Field name: alert_end_datetime

Source Data Element(s): [Alert Expiry Date] — PSOLIS

Definition: The end date of the alert.

Requirement status: Optional

Data type: Datetime

Format: YYYY-MM-DD *

Permitted values: Valid date

<&

Guide for use \
Collection of this data element is optional. @' %
Alerts provide immediate information regardjngffi tors the vulnerability
of the client, staff, relatives or other cllent Kal, envir al, social or
psychological harm.
The presence of alerts provides an | source ' portant information for staff
that must be taken into considergtio eatln the client.
Access to alerts information is no | ed to user’s permission and stream access.
This information is avallable rea¥ on a Sta level.
Alerts can be entered ag ents tha& active or have a referral, or during triage.
Rules
Alert explry da t be after t@r\ start date.
This dat ust be ted if the alert is no longer relevant.

|| Ation ﬁ
Q@

A user creates an alert with an end date of 3 May 2022.

Alert Expiry Date

2022-05-03

Related national definition
N/A

Revision history
N/A
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Alert Identifier

Field name: alert_identifier

Source Data Element(s): [Alert Identifier] — PSOLIS

Definition: A unique identifier for each alert.

Requirement status: Conditional

Data type: String

Format: N(6) ¢

Permitted values: Unique numeric identifier

Guide for use \® (l/

Collection of this data element is conditional — ale er mu\lﬁ%corded if an alert

has been created.
Alerts provide immediate information rega factors % ease the vulnerability

of the client, staff, relatives or other clien S|cal envir ental, social or
psychological harm.
|

The presence of alerts provides ave source of important information for staff
that must be taken into con&der% n treaty g e client.

Access to alerts information j
This information is availa

trlcted ers permission and stream access.

Alerts can be entered

ead on de level.
clients 52 active or have a referral, or during triage.

This data element j prevent duplicates.

Alert |dentifier

A new alert is created in PSOLIS. 106805

Related national definition
N/A

Revision history
N/A
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Alert Message

Field name: alert_message

Source Data Element(s): [Alert Message] — PSOLIS

Definition: Information that defines the alert.

Requirement status: Conditional

Data type: String

Format: X[X(49)] ¢

Permitted values: Alphanumeric combination

“2
Guide for use \ (l/
Collection of this data element is conditional — e?ﬁ@ge m ﬁ*corded if an alert

has been created
*
Alerts provide immediate information rega Qfactorst ease the vulnerability
of the client, staff, relatives or other clien Q sical, envir ental social or
i

psychological harm. \

The presence of alerts provides ave source of important information for staff
that must be taken into con&der% n treaty g e client.

Access to alerts information j trlcted sers permission and stream access.
This information is availa ead on tat de level.
Alerts can be entered cllent active or have a referral, or during triage.

Rules

Alert message ree text fj ;ere the user must enter information that briefly
defines th§jm iate rls

@Ildatlo K

Alert Message

A user creates an alert for a physically aggressive client Physical Aggression

Related national definition
N/A

Revision history
N/A
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Alert Reviewed By

Field name: alert_reviewed_by

Source Data Element(s): [Alert Reviewed By] — PSOLIS

Definition: The health employee (HE) number of the person who
reviews the alert.

Requirement status: Conditional

Data type: String
Format: X[X(9)] b

Permitted values: Valid HE number

*

Guide for use

Collection of this data element is conditional — @ewed by\% recorded if an

alert has been reviewed.

Alerts provide immediate information reg sk fa torst increase the vulnerability
of the client, staff, relatives or other clie phyS|caI wronmental social or
psychological harm.

The presence of alerts provides iate SQ of important information for staff
that must be taken into COI’]SI eratipn when t e client.

Access to alerts mformat ot restrl users permission and stream access.
This information is ava read on te—W|de level.
Alerts can be enter st Ch? @ are active or have a referral, or during triage.

Rules
Client alev e rew&a regular basis by the clinical team.

Q @Iidatio@

Alert Reviewed By

A user reviews an alert. HE888880

Related national definition
N/A

Revision history
N/A
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Alert Reviewed Date

Field name: alert_reviewed_datetime

Source Data Element(s): [Alert Reviewed Date] — PSOLIS

Definition: The date the alert was reviewed by the case
manager or multidisciplinary team.

Requirement status: Conditional
Data type: Datetime
Format: YYYY-MM-DD b
Permitted values: Valid date .
Guide for use
Collection of this data element is condltlonal ewed da ﬁe recorded if an

alert has been reviewed.

Alerts provide immediate information reg sk fa torst increase the vulnerability
of the client, staff, relatives or other clie phyS|caI wronmental social or
psychological harm.

The presence of alerts provides iate sQof important information for staff

that must be taken into COI’]SI eration when tr; client.

Access to alerts mformat ot restrl users permission and stream access.
This information is av read on te—W|de level.

Alerts can be enter @st cli @ are active or have a referral, or during triage.
Rules 6

Client aIe e reV| a regular basis by the clinical team.

we date ca prior to the alert start date.

ot be the same as the alert start date.
nnot be after the current date (i.e. a future date).

ons

Examples

Alert Reviewed Date
A user creates an alert on 5 April 2021 and reviews the alert on 3 May 2021. 2021-05-03
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Related national definition
N/A

Revision history
N/A
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Alert Start Date

Field name: alert_start_date

Source Data Element(s): [Alert Start Date] — PSOLIS

Definition: The date the alert was initiated.

Requirement status: Conditional

Data type: Datetime

Format: YYYY-MM-DD *

<&’
Guide for use \
Collection of this data element is conditional — alerrbgate m%corded if an alert

has been created

*
Alerts provide immediate information rega Qfactorst ease the vulnerability
of the client, staff, relatives or other clien Q sical, envir ental, social or

Permitted values: Valid date

psychological harm. \

The presence of alerts provides iate source of important information for staff
that must be taken into consider. trea g e client.

Access to alerts information j
This information is availa

trlcted ers permission and stream access.
ead on tat de level.

Alerts can be entered cllent active or have a referral, or during triage.

Rules

Alert start date@% befo Qrt expiry date.
QA/ \(ﬂons&%
A O

A user creates an alert on 3 May 2021.

mples

Alert Start Date

2021-05-03

Related national definition
N/A

Revision history
N/A
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Alert Type

Field name:

Source Data Element(s):

Definition:
Requirement status:
Data type:

Format:

Permitted values:

Guide for use

created.
Alerts provide |mmed|ate tlon re
of the client, staff, relafj other cI|e

psychological harm.

ides
o con3|

The presence of
that must be t

Access to ert |nformat|

This |nfor

alert_type_code

[Alert Type] — PSOLIS

Identifies the category of the alert.

Conditional

Numeric

N

Collection of this data element |sw ?nal — it

|ng rlsk factors that increase the vulnerability
physical, environmental, social or

1 — Behavioural

q/Q

2 — Forensic @ .

3 — Medical \

4 — Microbiolo Q

5-— Other 0\
6 — S8 5

be recorded if an alert has been

medlate source of important information for staff

when treating the client.

restrlcted to the user’s permission and stream access.
read on a State-wide level.

is aval‘:
Al be enter st clients that are active or have a referral, or during triage.

ue definitions

Forensic

Medical

Assaultive behaviour including verbal aggression, self-harm, substance/alcohol misuse,
possession/access to/misuse of weapons, medication adherence/compliance, absconding or resistance
to admission to hospital (requires enticement), and non-compliance to treatment.

Any criminal conviction, CLMIDA issue, condition of bail or parole.

Any physical medical condition or disability, allergies (drug, food organic, topical drugs, dressings), or
treatment resistant conditions, i.e. resistance to anti-psychotic drugs.
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Microbiological

Any infectious diseases or antibiotic resistance, e.g. to penicillin.

Social

Other

Family history of threatening staff, sexual assault, domestic violence, child abuse/neglect, patient/client
requests (e.g. boyfriend not to visit), hostile living conditions (e.g. lives in a house with drug users) etc.

Any other alert. May not necessarily be related directly to the client but is a risk to mental health staff.

QA / validations
N/A

Examples

A user creates an alert for a physically aggressive client.

Related national definition

N/A \\0

Revision history QQ '\

N/A ?\
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8. Data definitions — Incidents

The following section provides specific information about the incidents data elements
captured in the MHDC, including definitions, permitted values, guide for use, rules and
operational examples.
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Incident Alert

Field name:

Source Data Element(s):

Definition:

incident_is_alert

[Incident Alert] - PSOLIS

Flag to indicate if the incident appears as an alert on
PSOLIS.

Requirement status: Conditional
Data type: Numeric
Format: N b
Permitted values: 0-No ’
1-Yes

Guide for use

Collection of this data element is condition
alert is created.

s*

e recorded if a client

An incident details an event or circu Rt assomanth a client that could have, or

did, cause harm, suffering, loss aNadge.
PSOLIS users with clinical and %t tive r@n access, create and edit client
incidents within the stream t e access

This data element is use ermine
overview bar in PSO

her an incident alert will appear on the client

Rules

Incidents can

-
or ire (D
e X

A client assaults a staff member during a therapy session and the user recording
the incident event also creates a Behavioural Alert in PSOLIS. The incident alert
flag appears against the client.

e create :lents that are active or have a referral.

Incident Alert

Related national definition
N/A

Revision history
N/A
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Incident End Date

Field name: incident_end_datetime

Source Data Element(s): [Incident End Date] — PSOLIS

Definition: The date and time when the client incident
concludes.

Requirement status: Optional

Data type: Datetime

Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use Q
Collection of this data element is optional. @' :\

An incident details an event or circumstan x iated w nt that could have, or
did, cause harm, suffering, loss or dama

PSOLIS users with clinical and admi j roles c&cess create and edit client

incidents within the stream they

Rules 9

Incidents can only be cre r clients Wat active or have a referral.
Incident end date and st be incident start date and time.
QA validati€od 6

N/A @

Example

Incident End Date

2020-11-21 14:30:00

Revision history
N/A
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Incident Location

Field name: incident_location_code

Source Data Element(s): [Incident Location] — PSOLIS

Definition: The location the incident occurred, represented by a
code.

Requirement status: Conditional

Data type: Numeric

Format: N(4) b

Permitted values: Valid location code

*

Guide for use

Collection of this data element is condltlonal - C}@Tocatlon \%recorded ifa

client incident is created.

did, cause harm, suffering, loss or dama
PSOLIS users with clinical and agmi iV roles can access, create and edit client
incidents within the stream they ess to.é

Rules O

Incidents can only be for cllent re active or have a referral.

QA / valldathx

Exam

An incident details an event or circumstQ ociated wit client that could have, or
t r

Incident Location

Revision history
N/A
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Incident Notes

Field name: incident_notes

Source Data Element(s): [Incident Notes] — PSOLIS

Definition: Additional information detailing the incident.

Requirement status: Optional

Data type: String

Format: [X(500)] ¢

Permitted values: Alphanumeric combination

@ .

Guide for use \

Collection of this data element is optional. Q %a

An incident details an event or circumstancgs f@ed w, h@\lt t could have, or
did, cause harm, suffering, loss or damag

PSOLIS users with clinical and administ@t\\a § create and edit client

incidents within the stream they haveQ

es C C
to K

Rules Y\ Q
Incidents can only be createQr chents that ctive or have a referral.
QA/ validationQ@ 6

)

Incident Notes

Threatened to assault staff.

ember in G ward at Albany Hospital. Refused medication and punched
staff member.

Revision history
N/A
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Incident Recurrence Risk

Field name: incident_recurrence_type code

Source Data Element(s): [Incident Recurrence Risk] — PSOLIS

Definition: The likelihood of a recurrence of the incident.

Requirement status: Optional

Data type: Numeric

Format: N .

Permitted values: 1 — Rare

2 — Unlikely @ . Q
3 — Possible \ rl/

- b‘ny'y..@fb )
Guide for use \

Collection of this data element is opﬂ%
An incident details an event or c% ces a c ed with a client that could have, or

did, cause harm, suffering, logs or§lamage.

PSOLIS users with clinic dm|n| str ve es can access, create and edit client
incidents within the str y have a

Rules

Incidents can create nts that are active or have a referral.

Al va\Nﬂlons 6
)

A client assdults a staff member in the foyer of Fitzroy House and 5
before absconding threatens to return the following day with a knife.

Incident Recurrence Risk

Related national definition
N/A

Revision history
N/A
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Incident Severity

Field name: incident_severity_code
Source Data Element(s): [Incident Severity] — PSOLIS
Definition: The severity of the incident, represented by a code.
Requirement status: Conditional
Data type: Numeric
Format: N
Permitted values: 1 — Insignificant
2 — Minor @ . Q
3 — Moderate \ (L
4 — Major *
5- Catast \
0

Guide for use

Collection of this data element is_co 0 aa inciden%erity must be recorded if a
client incident is created. ?
cir

mstance ted with a client that could have, or

% roles can access, create and edit client

An incident details an event
did, cause harm, suffering

PSOLIS users with clini

incidents within the st % they )é

or dam

zd admini

Rules

Permitthdefinition%Z
lflcant K
creased o @are (minimal)
No incrgd @ length of stay
t@

InCreased level of care (minimal)

Increased length of stay (up to 72 hours)
Recovery without complication of permanent disability

Mi

3 — Moderate

e Increased level of care (moderate)
Extended length of stay (72 hours to one week)

Recovery with significant complication or significant permanent disability

4 — Major
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e Increased level of care (significant)
e Extended length of stay (greater than one week)
¢ Significant complication and/or significant permanent disability

9 — Catastrophic

e Death, permanent total disability
o All sentinel events

Incidents can only be created for clients that are active or have a referral.

QA / validations
N/A (1/,
Examples

A client raises hands in a threatening manner towards staff ﬁ  /

A patient is restrained and secluded following an unprovok
on a staff member.

2
Related national definition \\ 5
N/A Q '\

Revision history ?Q OQ
O
«@ R
L

O @
%@0
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Incident Start Date

Field name: incident_start_datetime

Source Data Element(s): [Incident Start Date] — PSOLIS

Definition: The date and time the incident started.

Requirement status: Conditional

Data type: Datetime

Format: YYYY-MM-DD HH:MM:SS ¢

Permitted values: Valid date and time

%)

Guide for use \ (l/
Collection of this data element is conditional — inci Qrt dat e recorded if a
client incident is created. :

An incident details an event or circumstan XCc’:lated nt that could have, or
did, cause harm, suffering, loss or dama

PSOLIS users with clinical and admi j roles c&cess create and edit client

incidents within the stream they
Rules 9
Incidents can only be cre r clients 8&1 active or have a referral.

QA/ valldatlonq
bQ)
SO

Incident Start Date
2020-11-21 14:25:00

Revision history
N/A
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Incident Type

Field name: incident_type_code

Source Data Element(s): [Incident Type] — PSOLIS

Definition: The category the incident that has taken place
belongs to.

Requirement status: Conditional

Data type: Numeric
Format: N b
Permitted values: 1 — Absconding .

2 — Assault of othe@ (L

3 — Assault of p

4 — Assault

5— A& UICIde

6 — to p ope

Y/ nsic — a ted escape

N 8 oren&Qstage
9 - Fore

10 §lleg ct|V|ty

11 ication incident
Other

. 3 — Patient injured

14 — Seclusion

15 — Self harm

16 — Serious medical incident

17 — Sexual assault

18 — Substance abuse

19 — Verbal abuse — others
20 — Verbal abuse — patients
21 — Verbal abuse — staff

22 — Seclusion with restraint
23 — Restraint

24 — Fall

25 — Apprehension of baby

26 — Removal of baby
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Guide for use

Collection of this data element is conditional — incident type must be recorded if a client
incident is created.

An incident details an event or circumstances associated with a client that could have, or
did, cause harm, suffering, loss or damage.

PSOLIS users with clinical and administrative roles can access, create and edit client
incidents within the stream they have access to.

Rules

Incidents can only be created for clients that are active or have a referral.

3:\ | validations ’ Q(L(L
YV

Examples

A patient is restrained and secluded following a
on a staff member.

e
Revision history @ 6
N/A Qq
O
2
%O Q@
%\‘»
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Record Blocked Flag

Field name: record_blocked_flag

Source Data Element(s): [Record Blocked Flag] — PSOLIS

Definition: Flag to indicate if the incident has been blocked.

Requirement status: Optional

Data type: String

Format: X .

Permitted values: Y - Yes

Nl - No q/Q

Guide for use \*
Collection of this data element is optional.

An incident details an event or circumstamxg&nated with Qnt that could have, or

did, cause harm, suffering, loss or dam
PSOLIS users with clinical and adm@ roles can ess, create and edit client
e

incidents within the stream they v Ss to
Rules

Incidents can only be cre r cllents are actlve or have a referral.

QA | validati

Record Blocked Flag

Revision history
N/A
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9. Data definitions — Community mental health and service
contacts

The following section provides specific information about the community mental health
and service contacts data elements captured in the MHDC, including definitions,
permitted values, guide for use, rules and operational examples.
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Actioned By

Field name: record_modified_by

Source Data Element(s): [Actioned By] — ePalCIS, PSOLIS, QoCR, webPAS

Definition: The user who performed the last recorded action

Requirement status: Mandatory

Data type: String

Format: X[X(9)] *

Permitted values: Valid HE number or ‘webPAS’

L 2
Guide for use @ (l/

Collection of this data element is mandatory.

Actioned by is system generated and recordg t IQve E number from the

log-in credentials of the current user maklr\\a S to clle

This data element is used to provide an il of a&s ormed.
If changes are made in webPAS an r changes ale made to the client record in

PSOLIS, the ‘actioned by’ recor bPAS’
If, after a change in webPAS, a ctfange also QPSOLIS the ‘actioned by’ recorded

is the HE number of the staf ember mEkln change.

Rules

VA GQ)

QA / valid
N/A Va\)@"sﬁg
‘ Qes

Actioned By
HE999990

A user withyH# number HE888880 updates an address in webPAS webPAS
A user with HE number HE777770 finishes entering a client’s details in webPAS HE777770

and then enters a service event in PSOLIS

Related national definition
N/A

Revision history
N/A
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Additional Diagnosis

Field name: diagnosis_assessment_additional_N

Source Data Element(s): [Additional Diagnosis] — PSOLIS

Definition: A condition either coexisting with the principal
diagnosis or arising during the episode of care, as
represented by a code.

Requirement status: Conditional

Data type: String ¢

Format: [ANN.NNNN]

Permitted values: As per ICD-10-AM@ ¢ (L

Guide for use

Collection of this data element is condition P\Qj)ional di%@wust be recorded

where applicable to the treatment of the cli

Additional diagnosis codes give informa n the co&:ns that are significant in terms
of treatment required during the epi <®»

™o

There are two additional dj sis field
The additional diagnos must be @ i code from the current edition of
the International stati%lassrf caffopp pFliseases and related health problems, 10th

revision Australla? tion (JRDEI-AM)
These fields am to idenjfyNe=t0 two secondary or underlying conditions that
i fle period of care preceding the collection occasion, in

affected tge cli cared

terms of reqNigfg thera jntervention, clinical evaluation, extended length of episode,

orinc ed Care or itoffing and includes co-morbid conditions and complications.

% diagnogi elements are derived from and must be substantiated by clinical
ntation

QA/ s
N/A

Examples

Principal Additional Additional

Diagnosis Diagnosis 1 Diagnosis 2

A client has been assessed as having a mental and
behavioural disorder due to use of sedatives or hypnotics
(F13.9) secondary to a principal diagnosis of adjustment
disorder (F43.2).

F43.2 F13.9
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Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/699606

Revision history
N/A

Mental Health Data Collection Data Dictionary

126


https://meteor.aihw.gov.au/content/index.phtml/itemId/699606

Associate Present Indicator

Field name: associate_present_indicator

Source Data Element(s): [Associate Present Indicator] — PSOLIS

Definition: A flag indicating whether an associate of the client
was present at the service event.

Requirement status: Mandatory
Data type: String
Format: X b
Permitted values: 0 — Not present .
1 — Present @ ('L

W

Collection of this data element is mandato

Guide for use 0@’
\

An associate can be a person or organi

An associate is anyone who is relate% nected to th client and involved in their

care. This can include family mev
Rules

An associate must not b r@ ealth staff or organisations.

QA / validati %)
N/A | O 6

rer, GP, ergency contact, agencies etc.

Associate Present Indicator

O ‘ dlone.

Relateq p t|onaI definition
N/A

accompanied by his sister. 1

Revision history
N/A
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Case Manager

Field name: case_manager

Source Data Element(s): [Case Manager] — PSOLIS

Definition: The health employee (HE) number of the case
manager to whom the mental health client is
allocated.

Requirement status: Conditional

Data type: String

Format: X[X(9)]

Permitted values: Valid HE number @ (L

Guide for use \

Collection of this data element is condltlon P s manag @be recorded if a client
has been activated.

Rules QQ N

nical c anager assigned to them.

Each mental health client must
This data element represen numbe cI|n|C|an.

The case manager will re II remin th relate to the client’s care including

reviews and manage
QA / valldatl 3

Case Manager

HE099999

A client
into the servi

ssessed by the community assessment team, is not yet activated
and does not have a case manager at the time of the service event.

Related national definition
N/A

Revision history
N/A
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Client Present Indicator

Field name: client_present_indicator

Source Data Element(s): [Client Present Indicator] — PSOLIS

Definition: A flag indicating whether the client was present at
the service event.

Requirement status: Mandatory
Data type: String
Format: X b
Permitted values: 0 — Not present .
1 — Present @ (L

S

Collection of this data element is mandato

Guide for use @’
\0

Rules
Permitted value definitions
0 — Not present Q
This code is to be used for events bettyeen ialised mental health service provider and a
third party(ies) where the ent in wh linical record the service contact would normally
warrant a dated entry, i C|pat|ng
1 — Present
This code is to for servic etween a specialised mental health service provider and the
patient/client i e clinical r he service contact would normally warrant a dated entry, where
the patieNcIient parﬂmpa?

Th lement |S@i to indicate whether the mental health client was present during

e event.

SeVice e eﬁ@ t restricted to in-person communication but can include telephone,
video Iir@ r forms of direct communication.
If the clien&i® not present at the service event but the event relates to the client their

name must be added in the attendees tab in PSOLIS and the client present box on the
items tab must be unchecked.

Client present indicator is a critical field for determining whether a service event item with
a conditional occasion of service flag is reportable or not, as well as an inclusion for
community mental health follow-up within seven days of discharge from an acute mental
health service.

QA / validations
N/A
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Examples

Client Present Indicator

A mental health client attends a face to face appointment with a clinician for 1
an assessment.

The treating team undertakes a clinical review just with other members of 0
the team for a client who has been active in the service for three months.

A clinician records a clinical record keeping service event item for a client. 0
A family meeting is provided with both the client and the client’s carer 1

present during the service event.

Related national definition (1(/1/

https://meteor.aihw.gov.au/content/index. phtmllltemld/677806 Q

Revision history

cgo \ﬁ
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Deactivation Date and Time

Field name: deactivation_datetime

Source Data Element(s): [Deactivation Date and Time] — PSOLIS

Definition: The date and time the client was deactivated from
the community mental health service.

Requirement status: Conditional

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use Q
Collection of this data element is conditional — tj%lon date \ must be

recorded if the client is deactivated.

In the community mental health setting a tion is the ess by which a client
exits a mental health service when the made p ress in their recovery and no
further treatment or review is planne

Clients can be deactivated from am wf@walmng active in other programs at
the same mental health servige o anlsatlon.Q

Admission to an inpatient within the sa service stream does not require that the
client be deactivated fr munity p o@ S.

Rules @

The deactivah@ client is al decision. A client can only remain active if there is

a clinical ggaso
The decisieyd reasc&h activation can be determined at a clinical appointment or
|ng Ther is is the date that must be entered as the deactivation date in
egardle en data entry is carried out.

Qen deactivated from the mental health service has subsequent
rvice, then the criteria for re-activation must be the same as if there
ation.

I client who

If a client resents after being deactivated with a problem, then the referral/activation
cycle recommences, and a new community mental health episode of care begins.

All clients who have not had a clinical contact with a health professional for three months
must be reviewed. This process may include follow up with the client if required. If
following the review, no further action is planned then the client must be deactivated.

Any decision not to deactivate a client, who has had no clinical contact with a health
professional for three months, must be based on clinical reasons only and documented in
the medical record.
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If a client advises that they are moving permanently out of the community mental health
service area then the mental health service must complete a deactivation.

The deactivation date must be later than the activation date.

QA / validations
N/A

Examples

Deactivation Date and Time

A client moves town and is referred to another service. The treating team 2021-05-03 14:3¢0C

makes the decision to deactivate the client from the program on 3 May
2021 at 2.30pm.

Related national definition @ .

https://meteor.aihw.gov.au/content/index.phtml/item 9

Revision history ®'
*

N/A \\C’
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Deactivation Outcome

Field name: deactivation_outcome_code

Source Data Element(s): [Deactivation Outcome] — PSOLIS

Definition: The reason a client has been deactivated from a
community mental health service, as represented by
a code.

Requirement status: Conditional

Data type: Numeric ¢

Format: N[N(2)]

Permitted values: 1 — Discharge/tran @ogpital (L
2 — Discharge X
3 — Program \*
15 — Rastr{lict 0
16 — PO§ H 5
1 atment been completed

ient has moved to another area
03™ Re d ® other service
104- 0O
10 lient stopped coming/did not attend
@— eceased
.* 7 — One off assessment

Null

\/
G i@or use K

jon of thisdda® element is conditional — deactivation outcome must be recorded if
thegclient is de Nfted.

This da t is used to detail the reason for the mental health client’'s deactivation
from a co nity mental health service.

Rules

N/A

QA / validations

N/A
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Examples

Deactivation Outcome

The community mental health treating team decides a client no longer requires 101
treatment and is deactivated from the program.

The client has moved interstate. 102
The client is deceased. 106

The client is still active in the service.

The client no longer requires service by the community mental health program 103

and is referred to another community mental health service.

The community mental health program has been realigned to a different mental 15 ¢
health organisation and the decision is made to deactivate clients in order to

reactivate the client into the new mental health organisation.

Related national definition \@ * ('1/
N/A \Q

Revision history 0@' 0\

N/A Q\\ 5
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Deactivation Status

Field name: deactivation_status_code

Source Data Element(s): [Deactivation Status] — PSOLIS

Definition: Numeric identifier indicating the status of the client
when they are deactivated from a community mental
health service.

Requirement status: Conditional

Data type: Numeric ¢

Format: N

Permitted values: 1 — Community tre rder (L
2 - Dischargedw‘
3 — Received itted \

4 — Disghdfgeg®nditio 0

5-— Swsfer to autholsed hospital
6 ucture

Ve

client is deactivated. @

This data elemen o det standing of the mental health client on deactivation
from a commu ntal he ice.

Rules V 6

Guide for use &
Collection of this data @@ is condit@ deactivation status must be recorded if the

—r® value defiisfops

— Community, t%nt order
This codggl %s when the client is discharged from an inpatient setting to a community setting

ona5fc y treatment order (CTO).

2 - Disc d outright

This code is to be used when the client is deactivated or transferred from one service to the next.

3 — Received not admitted

This code is to be used when the client has been received to the service for mental health assessment,
but the clinical decision has been made not to admit the client to the service.

4 — Discharge conditional

This code is to be used when the client is discharged with conditions attached.

5 — S46 Transfer to authorised hospital
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This code is to be used when the client is transferred to another authorised hospital.

6 — Restructure

This code has been used for administrative purposes.

QA / validations
N/A

Examples

Deactivation St=tus

A mental health client is deactivated from a program because their community
treatment order has finished.

II\::vision history @' \*
Q\\O N4

Related national definition Q\Q .
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Episode End Date and Time

Field name: episode_end_datetime

Source Data Element(s): [Episode End Date and Time] — PSOLIS

Definition: The date and time on which the episode of mental
health care within that setting is formally or
statistically completed.

Requirement status: Conditional

Data type: Datetime ¢

Format: YYYY-MM-DD HH:MM:SS

Guide for use
Collection of this data element is condltlon& ispde end apt time must be

Permitted values: Valid date and tim@ ¢ (L

recorded if the client is discharged or deact

Rules

This is the end date for the strea e. It m may not be equivalent to the
original date of discharge/deactiv3fon from t tal health care program.

The episode will remain o hile the tive in any program within the stream.
If the client is deactiva one pro ut is active in another program of the same
stream the eplsode e e mu @ Jate of deactivation/discharge from the
remaining progra

QAlem

N/A

Episode End Date and Time

A client {5 rgpeig v‘ and it is determined that they need no further care in 01102020 14:00:00

the serviCe angl can be deactivated from the program. The client is
deactivatedtrom the program on 01/10/2020 at 2pm.

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/722725

Revision history
N/A
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Episode Start Date and Time

Field name: episode_start_datetime

Source Data Element(s): [Episode Start Date and Time] — PSOLIS

Definition: The date and time on which the episode of mental
health care within that setting formally or statistically
commences.

Requirement status: Conditional

Data type: Datetime ¢

Format: YYYY-MM-DD HH:MM:SS

Permitted values: Valid date and tim ¢ (L

Guide for use @. *
Collection of this data element is conditionf\\Qs)de star@d time must be

recorded if the client is admitted or activate

The treatment and/or care provided to a nt durinNepisode of care can occur in
three different settings: admitted, a ONy or residentiN.

Rules Q ’ Q

This is the start date for th am episqde er. It is equivalent to the date of the first
admission/activation into @ ram an commencement of the mental health care
episode within that s

The episode stan@i ssign@@ NOCC measures collected within the same
episode of caro @

$A léawﬁons &6

Episode Start Date and
Time

A mental health client is activated into a MH Youth Outpatient program on 20072020 14:00:00
20/07/2020 at 2pm and attends a review where three NOCC assessments
are collected: HONOS, K10+ and LSP-16.

The client attends a review on 15/09/2020 where the same three NOCC 20072020 14:00:00
assessments are performed.
The client is admitted to the metal health service’s inpatient unit on 20072020 14:00:00

1/10/2020 when an admission NOCC is collected.
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Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/723143

Revision history
N/A
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Occasion of Service

Field name: occasion_of_service_code

Source Data Element(s): [Occasion of Service] — PSOLIS

Definition: A flag that indicates whether the service event item is
an occasion of service.

Requirement status: Mandatory
Data type: String
Format: X b
Permitted values: Y - Yes .
N — No \@ rl,
C — Conditional

Guide for use ' 0 50

Collection of this data element is mand

This flag is used to indicate whether e event |9Nandatory and reportable
occasion of service. Q

Rules

For a service event item S|gned lue of ‘conditional’, a mental health client or
an associate must be 4 d as bej ent for the service event item to be
reportable.

QA / valid

:/A @:, K%

Occasion of Service

A client ds o-face service contact session, where the type of service C
event itqug orlglnal Cultural Input’. This type of service event item is

considere e an occasion of service if the client is present.

A case manager records a service event item of ‘Clinical Record Keeping’ for a N

client. This type of service event item is not considered an occasion of service.

A client attends a service contact session by phone, where the type of service Y
event item is ‘Client Assistance’. This type of service event item is considered to
be an occasion of service.

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/727358
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Revision history
N/A
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Organisation

Field name: establishment_mh_organisation_code

Source Data Element(s): [Organisation] — PSOLIS

Definition: The mental health service organisation identifier.

Requirement status: Mandatory

Data type: Numeric

Format: N(4) ¢

Permitted values: Valid establishment code

0

Guide for use

Collection of this data element is mandatory \A
Organisation is used to identify the mental hg ce orgagis at reports service

activity. These organisation codes are dlff e codes or the Mental Health
Establishments National Minimum DataQ

Rules

N/A ?\ Q

QA / validations & O

N/A q@

Examples @

Organisation

Revis%'\istory

N/A
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Planned Deactivation Date and Time

Field name: planned_deactivation_datetime

Source Data Element(s): [Planned Deactivation Date and Time] — PSOLIS

Definition: The planned deactivation date and time prior to the
actual deactivation from the community mental
health service.

Requirement status: Optional

Data type: Datetime ¢

Format: YYYY-MM-DD HH:MM:SS

Permitted values: Valid date and hm@ ¢
Guide for use \*
Collection of this data element is optional. 0
The planned deactivation date and time \}ecor ed in PAS at the time of
activation.

For manually created actlvatlons‘ §n ent r this information into PSOLIS.

Rules

The planned deactivation&ust be 6 ;actlvatlon date and time.
QA / valldatlonq E @

Planned Deactivation Date and Time

2023-05-01 09:00:00

Revision history
N/A
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Principal Diagnosis

Field name: diagnosis_admission_principal

Source Data Element(s): [Principal Diagnosis] — PSOLIS

Definition: The diagnosis established after study to be chiefly
responsible for occasioning an episode of care or an
attendance at the health care establishment.

Requirement status: Conditional

Data type: String ¢

Format: [ANN.NNNN]

Permitted values: As per ICD-10-AM@ ¢ (L

Guide for use

Collection of this data element is conditionﬁ\\’in ipal dia%@ust be recorded if a

client is admitted or activated.

Principal diagnosis codes give informatit e conws that are significant in terms
Y,

of treatment required during the epi @ Qare.
Principal diagnosis is one of the ‘wto», Nuable h¢alg data elements. It is used for

epidemiological research, ca{mi studies a ning purposes.

Rules

Principal diagnosis m eco e time of admission or activation of the client.
Principal diagnost a va from the current edition of the International
statistical clas n of dis nd related health problems, 10th revision, Australian
modificatign (I —AM)

Dlagn05|s CONEs starti
injury not be us

V W, X orY, describing the circumstances that cause an

principal diagnosis.
SIs codes re morphology codes cannot be used as a principal diagnosis.

is data element is derived from and must be substantiated by

The principa
cIinicaI% ion.
QA / vatiiations

PDO11 The NOCC principal diagnosis and the client’'s sex (Male) are inconsistent.

PD012 The NOCC principal diagnosis and the client’s sex (Female) are inconsistent.

PDO13 The NOCC principal diagnosis and the client’s age (not between 15-55) are
inconsistent.

PD014 The NOCC principal diagnosis and the client’s age (less than 15) are inconsistent.

PD015 The NOCC principal diagnosis and the client’s age (greater than 16) are inconsistent.
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Examples

Principal Diagnosis

A client has been activated and assessed as having a mental and behavioural F43.2
disorder due to use of sedatives or hypnotics (F13.9) secondary to a principal
diagnosis of adjustment disorder (F43.2).

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item1d/699609

Revision history

A (ﬂ/
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Program

Field name: establishment_mh_program_code

Source Data Element(s): [Program] — PSOLIS

Definition: A unique identifier for the program with which the
mental health client has a service contact.

Requirement status: Mandatory

Data type: Numeric
Format: N(4) b

Permitted values: Valid program identifie

*

Guide for use Q
Collection of this data element is mandatory. @' \
13 * k
This is a system generated identifier used @/ the me Ith service program
across specialised mental health inpatieb unitw reslential settings.

Rules Q Q
N/A ?\

QA / validations & O
N/A @ 6
Examples q @

Program

Revis%'\istory

N/A

Mental Health Data Collection Data Dictionary 146



Record Status

Field name: record_status

Source Data Element(s): [Record Status] — PSOLIS

Definition: Identifies whether the record is an historical record or
the latest record.

Requirement status: N/A

Data type: String
Format: X b

Permitted values: H — Historical @ .

P

Guide for use

This is a system generated identifier used @ heth% cord is an historical
record or the latest record.

Record status is set during the extrac Q from P %&

When a record is initially report thract signed status ‘L’.

If an update to this record is re% a sub ﬁextract this update is assigned

status ‘L’ and the status of th§ earlier re ord ges to ‘H'.
@portlng t est record should always be used.
Historical records are @ or daé nd assurance processes.

Rules Q
N/A \/O 6®

If data is being extracted

Record Status

A service event item is reported for the first time. L

The service event item is subsequently reported again as an update. The status H
of the original instance of the record changes.

The latest update record L

Related national definition
N/A
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Revision history
N/A
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Service Contact Count

Field name:

Source Data Element(s):

Definition:

Requirement status:
Data type:
Format:

Permitted values:

Guide for use

This is a system generated identifier used \
N/A VQ

contact level.

Rules

QA / validations
N/A @é

Examples

service_contact_count

[Service Contact Count] — MIND

Flag using the count of reportable service event
items to determine if a service contact is reportable.

N/A

Numeric
N b

1-Yes ('L
O D$
;l)ate serv nt items to the service

N

Service Contact Count

Related national definition
N/A

Revision history
N/A
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Service Contact Duration

Field name: service_contact_duration

Source Data Element(s): [Service Contact Duration] — MIND

Definition: Duration of the service contact in minutes.

Requirement status: N/A

Data type: Numeric

Format: N(3) ¢

Permitted values: Whole number

%)
Guide for use \ ('1/
This is a derived data element containing the total Qof mi the combined
reportable service event items that make up th conta%
TS
Rules \\ >

N/A '\
QA / validati Q
o validations ?\ OQ

Examples é

Service Contact Duration
(i) A 15-minute

»@ with no clegNaggbent. 15
(i) Travel §f 10 miwefles to the ccommodation. 0

S e
(iii) A 30-min linical asﬁ%t of the client. 30
(W REturtravel of 10@ . 0
jcal record ﬁs. of 15 minutes. 0
| service % ration in minutes (note: service event items (ii), (iv) 45

and (v) rtable and do not contribute to the service contact

tional definition

O
Related™a
https://meteor.aihw.gov.au/content/index.phtml/item1d/494345

Revision history
N/A
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Service Contact Medium

Field name:

service_contact_medium_code

Source Data Element(s):

[Service Contact Medium] — MIND

Definition:

The medium used to communicate with the mental
health client for a service event item.

Requirement status:

Mandatory

Data type:

Format:

Numeric
N(2) b

Permitted values:

5 — Face to face \@ .

6 — By phone

7 — By V|deoI|nk

8 — Not ap \*
- é) N

10 — Iectr nic

Guide for use

Collection of this data eleme

item takes place.

S

datory

This is data element deta@ ommu@on medium through which the service event

Rules

Code ‘8 — Not Qpp)c
health clidgt is NBT presen

ble’ mu ~P\Scorded against a service event item when the mental

Service Contact Medium

A 15-minute telephone handover with no client present.

6 — By phone

A 30-minute clinical assessment of the client.

5 — Face to face

Related national definition
N/A

Revision history
N/A
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Service Contact Reportable Indicator

Field name: service_contact_reportable_indicator

Source Data Element(s): [Service Contact Reportable Indicator] — MIND

Definition: Flag to identify whether a service event item is
reportable and makes up part of a service contact.

Requirement status: N/A

Data type: Numeric

Format: N b

Permitted values: 0 — Not reportable .

1 — Reportable @
Guide for use $
13

This is a system generated indicator used @ service tems which are
reportable and contribute to the service ¢ elng conS|d d reportable.

le |nd|c is zero then the service contact

portabl @tor is greater than zero then the
service contactis 1 — RepoﬂQe 6

Rules 6

NQ/A/ lid %q 66
N/A \/ K%

es

When the sum of the service contact

is 0 — Not reportable.
When the sum of the service cor%ﬁ

Service Contact Reportable Indicator

gagdover with no client present.

(i) Trave™ot 1@ minutes to the client’s accommodation.

(iii) A 30-minute clinical assessment of the client.

(iv) Return travel of 10 minutes.

O | O~ |O| =

(v) Clinical record keeping of 15 minutes.

Related national definition
N/A
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Revision history
N/A
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Service Contact Session Type

Field name: service_contact_session_type_code

Source Data Element(s): [Service Contact Session Type] — MIND

Definition: Flag to identify whether a service contact was an
individual or group session.

Requirement status: Mandatory
Data type: Numeric
Format: N b
Permitted values: 0 — Individual .
1 — Group @ ('L
Guide for use 0@'

Rules QQ N

N/A
QA / validations ;
N/A é 6

Examples

Service Contact Session Type

\J
A %S 1 - Group
A client nderes a clinicﬁs ment while accompanied by a 0 — Individual
syppqit Warker.
O—&

| definition

Revisi istory

N/A
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Service Event Category

Field name: service_event_category_code

Source Data Element(s): [Service Event Category] — PSOLIS

Definition: The status of the client in the community mental
health program when the service event occurred.

Requirement status: Mandatory

Data type: Numeric
Format: N b
Permitted values: 1 — Triage

2 — Pre- admlss%g ‘ (L
3 — Active
4 — Zost d&)@ 0\
6 &rral 5
Guide for use Q

ui u k: Q

Collection of this data eleme % atory. Q
This field is automatically ined in e sys em when a service event is recorded

based on the status of@ nt W|th|n mmunlty program at the start date and time

of the service event.

Rules %
Permitte Wdefmltlon
Trla K

ed triag @using the Triage Module.

e- adm:ss:on

When ve t commenced, the client was not active in the community mental health program
provid ervice event.

Active

At the commencement of the service event, the client was active in the community mental health
program.

Post discharge

The service event was provided after the client was deactivated from the community mental health
program.

Staff only

Service events that do not include mental health clients.
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Pre-referral

The client did not have an open referral to the community mental health program and was considered
unlikely to have a continuing service into the future.

A service event can have one or many items.

For a single service event these items must be continuous and relate to the same client
or event.

The service event category of ‘Pre-referral’ must be used to collect all activity outside the
context of a referral, admission or activation.

By default, ‘Pre-referral’ is assigned where the client has neither an open referral i .
stream nor an open activation.
QA / validations Q(l/
.
N/A \@ ('1/

Examples

Service Event Category

A triage service event is recorded for a client when
health clinic for information only, and no furthe

1 - Triage

A client is referred to a community mental Q€ a 2 — Pre admission
service for an initial assessment.

A client is activated into a community 3 — Active

service contact for an assessmen

A client contacts a communit health projam t;obtaln information 6 — Pre-referral
on the service

Related natl fini

N/A

Revisio story 6
O Qq}
%\‘»
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Service Event Identifier

Field name: service_event_identifier

Source Data Element(s): [Service Event Identifier] — PSOLIS

Definition: The unique identifier for each service event
recorded.

Requirement status: Mandatory

Data type: Numeric

Format: N(8) b

Permitted values: Unique numeric identifj

*

d to each service

Guide for use
Collection of this data element is mandatory Q\
number

This data element is the unique, system g
event created in PSOLIS.

Rules Q Q
A service event can have one or? Q
For a single service event thﬁ it must ntinuous and relate to the same client

or event.

QA / valldatlonq ng

Service Event Identifier

gaads a face to face appointment on 01/08/2021,

event items, over a continuous period:
ent,ptaning at 9am and finishing at 10am. 13280527
(i) A co%n, starting at 10am and finishing at 11am. 13280527
(iii) Client asSSistance, starting at 11am and finishing at 11.15am. 13280527

Related national definition
N/A

Revision history
N/A
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Service Event ltem

Field name: service_event_item_code

Source Data Element(s): [Service Event Item] — PSOLIS

Definition: A code that represents the service event item(s)
delivered to the mental health client at the service
event.

Requirement status: Mandatory

Data type: Numeric

Format: NNN

Permitted values: As per Appendix A@g even{cae

Guide for use \*

Collection of this data element is mandato

This data element is the code used to re he actual sendice dellvered to the client
at each service event item, such as ass@nt ther , client assistance, clinical

review, etc. Q

Rules Q ' Q

A service event can have rmany i O

For a single service ev. e |tems e continuous and relate to the same client
or event.

QA / valid Q

Service Event Iltem

61 — Clinical reviews

(i) A consultation, starting at 10am and finishing at 11am. 72 — Liaison/consultation

(iii) Client assistance, starting at 11am and finishing at 11.15am. 56 — Client assistance

Related national definition
N/A

Revision history
N/A
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Service Event ltem End Date and Time

Field name: service_event_item_end_datetime

Source Data Element(s): [Service Event Item End Date and Time] — PSOLIS

Definition: The date and time the service event item ended.

Requirement status: Mandatory

Data type: Datetime

Format: YYYY-MM-DD HH:MM:SS ¢

Permitted values: Valid date and time

“2
Guide for use \ (l/
Collection of this data element is mandatory. QQ \*

ee

This data element is the end time for a partigul@ \% n%
Service event item end date and time is us \ culate tr%.‘ tion of the service

event item and/or service contact as ap@. \

Rules

A service event can have one or %ny items.QQ

For a single service event th!% items myst b ntinuous and relate to the same client

or event.
When a single service consist tiple continuous service event items the end
and start times m Salk to nsure accurate service contact reporting.

A / valid %
3 \/® §6®

Service Event Item End Date
and Time

2021-08-01 09:30:00.000

record keeg, commencing 01/08/2021 at 9am.

Related national definition
N/A

Revision history
N/A
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Service Event Iltem Identifier

Field name: service_event_item_identifier

Source Data Element(s): [Service Event Item Identifier] — PSOLIS

Definition: The unique identifier for each service event item
recorded.

Requirement status: Mandatory

Data type: Numeric

Format: N(8) b

Permitted values: Unique numeric identifj

*

Guide for use Q
Collection of this data element is mandatory. @' ;\
’ b

This data element is the unique, system ge\& number d to each service

event item created in PSOLIS.
A service event item is the lowest lev Qervice e\%ata is collected.

A single service event item con item i@stion, such as assessment, depot

injection, or clinical review.

group session as all clien as att g a group session will have one record each
art and end times, health professionals, etc.

with matching service m iden:!f
Rules ? é

A service eve ave on@n ny items.
For a singwﬂce eve{@e items must be continuous and relate to the same client

: Q.igwe

Exam

The service event item identx?rdis arti IarI@ful to identify all clients within the same
%’n

Service Event Item Identifier

A mental health client attends a face to face appointment on 01/08/2021,
comprising three service event items, over a continuous period:

(i) A clinical review, starting at 9am and finishing at 10am. 17959962
(i) A consultation, starting at 10am and finishing at 11am. 17959963
(iii) Client assistance, starting at 11am and finishing at 11.15am. 17959964
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Service Event Item Identifier

Three clients are activated into a community rehabilitation program and a
group session is recorded, with a service event item of ‘Clinical reviews’.
One service contact per client is recorded against this service event item,
and all will share the same service event item identifier:

Client — 10000001 Session type — Group 11785471
Client — 10000002 Session type — Group 11785471
Client — 10000003 Session type — Group 11785471

Related national definition
N/A (1(/1/

Revision history Q
N/A
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Service Event Iltem Start Date and Time

Field name: service_event_item_start_datetime

Source Data Element(s): [Service Event Item Start Date and Time] — PSOLIS

Definition: The date and time the service event item
commenced.

Requirement status: Mandatory

Data type: Datetime

Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use Q
Collection of this data element is mandatory @' :\

N rvice e3
calc uration of the service

Rules k\ Q
A service event can have on& ny |temsO

items be continuous and relate to the same client

This data element is the start time for a pa

Service event item start date and time i
event item and/or service contact as

For a single service even

and start times bé back to 0 ensure accurate service contact reporting.

or event.
When a single se t co % ultiple continuous service event items the end

Service Event Item Start Date
and Time

A clinician T€Cords a 30-minute appointment for a client’s clinical 2021-08-01 09:00:00.000
record keeping, commencing 01/08/2021 at 9am.

Related national definition
N/A

Revision history
N/A
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Staff Full Name

Field name: staff_full_name

Source Data Element(s): [Staff Full Name] — PSOLIS

Definition: The name of the staff member with PSOLIS access.

Requirement status: Mandatory

Data type: String

Format: X[X(149)] ¢

Permitted values: Alphanumeric combination

.

Guide for use \® ('1/
Collection of this data element is mandatory. @9 \*
Rules N O 0
» D
QA / validations QQ Q
N/A ?\

O

Examples &

Staff Full Name

Joe Citizen
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Staff HE Number

Field name: staff_he_number

Source Data Element(s): [Staff HE Number] — PSOLIS

Definition: The health employee (HE) number of the staff
member with PSOLIS access.

Requirement status: Mandatory

Data type: String
Format: X([X(9)] t

Permitted values: Valid HE number

*

\\}%

Guide for use

N/A

QA / validati

as validations ?\Q Q
CC a0

Examples @ ()

Rules \
Q

Staff HE Number

A staff member ed with re : “, ccess to PSOLIS. HE888880

|on6 y
N/A %
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Staff User ID

Field name: staff_user_id

Source Data Element(s): [Staff User ID] — PSOLIS

Definition: The unique identifier for each PSOLIS user.

Requirement status: Mandatory

Data type: Numeric

Format: N(8) ¢

Permitted values: Unique numeric identifier

0

Guide for use
Collection of this data element is mandatory. \ﬂ
This data element is the unique, constant, syst erate |@ signed to each

PSOLIS user. \\

Rules

Z/:\ | validations K?Q OQ
%,

N/A

Examples ® [/

Staff User ID
10423362

N/A

Revis@a%
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Stream

Field name: establishment_mh_stream

Source Data Element(s): [Stream] — PSOLIS

Definition: The specialised mental health program providing
care to the client.

Requirement status: Conditional

Data type: String
Format: X(150) b

Permitted values: As per Appendix B — S anlcodes

Guide for use

Collection of this data element is conditional — t@uust be \%lf the client is

activated.

Rules % '\

The stream reported must be a valid S per the listdetailed in Appendix B of this
document. v

QA / validations
N/A

Examples Q @

Fremantle Adult

R natio finition
Revi fStory
N/A

Mental Health Data Collection Data Dictionary 166



Stream Code

Field name: establishment_mh_stream_code

Source Data Element(s): [Stream Code] — PSOLIS

Definition: Numeric identifier for the specialised mental health
program providing care to the client.

Requirement status: Conditional

Data type: Numeric
Format: NNN b

Permitted values: As per Appendix B — S anlcodes

Guide for use

Collection of this data element is conditional — t}@ode mt@\ﬁcted if the client

is activated. ¢

Rules Q}
The stream code reported must be e as per the list detailed in Appendix B of

this document.

QA / validations K?\ OQ
NA > O
Examples q @

Stream Code

A client is a8

R natioraf gefinition
Revi tory

N/A
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Stream Type

Field name:

Source Data Element(s):

Definition:

Requirement status:
Data type:
Format:

Permitted values:

Guide for use

Collection of this data eleme

is activated.

This data element rep
providing care to the
Mental health se

groupings are Adole

Adult (ag 65@over
The sewi&)wded

establishment_mh_stream_type_code

[Stream Type] — PSOLIS

Identifier of the stream type for the specialised
mental health programs providing care to the client.

Conditional

Numeric
N b

3 — Elderly
4 - PET (P ic Eme

1 — Child and adolesc .
2 — Adult \ rl,

ual Ass 3 ource Centre)

Endltlonal gtype must be collected if the client

he strea of the specialised mental health programs

;e broad age groups of clients they service. These

es 0-17), Adult/General (ages 18-64), and Older

defined or restricted by the actual age of a client. For

e m client wr@ years of age may be serviced by the Older Adult stream type.

The M)—%@ozcollect SARC data and records for this stream type must not be

present?
QA / validations
N/A
Examples
Stream Type
A client is activated into a community outpatient program applicable to adults. 2 - Adult
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Related national definition
N/A

Revision history
N/A
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Venue

Field name: venue_code

Source Data Element(s): [Venue] — PSOLIS

Definition: Numeric identifier for the type of venue where the
service event item took place.

Requirement status: Mandatory

Data type: Numeric

Format: N(2) b
Permitted values: 1 — Clinic .

2 — Community cer@ ('L
3 — Court \Q

4 — Educati r@uty \
5-E depart 0
6 - x m

7

venu

ral hospit
8 P sur
9 - Gro QQ
10 omrivate dwelling
11 &stel

Inhouse school

. 3 — Lock up

14 — Nursing home

15 — Police station

16 — Prison

17 — Psychiatric hospital

18 — Public space

19 — Rehab centre

20 — Other government organisation
21 — General hospital outpatient clinic
22 — Neonatal intensive care unit
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Guide for use

Collection of this data element is mandatory.

This identifier is used to represent the venue where the service event item took place,
such as psychiatric hospital, nursing home or clinic.

This data element is useful for determining additional activity characteristics such as
client liaison activity within hospitals.

Rules
N/A

QA / validations (1(/1/

N/A

Examples @ *

A clinician records a service event item for travel time t
home visit.

A mental health client attends an assessment in 1 - Clinic

clinic.

II\T/:Iated national deitm'v~6

Revision history @

N/A OQQ 6@
V&P
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10. Data definitions — NOCC and AMHCC clinical measures

The following section provides specific information about the National Outcomes and
Casemix Collection (NOCC) and Australian Mental Health Care Classification (AMHCC)
clinical measures data elements captured in the MHDC, including definitions, permitted
values, guide for use, rules and operational examples.
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Assessment Scale

Field name: assessment_scale_code

Source Data Element(s): [Assessment Scale] — PSOLIS

Definition: The specific assessment outcome measure included
in the NOCC, as represented by a code.

Requirement status: Mandatory

Data type: Numeric
Format: N[N] b

Permitted values: 1 — HoNOSCA @ .

2-CGAS

21 )
3 - FIHS Q
4 — HoNOS \*
5L 1\()(0 50

UG-A
9 - KES m+
10 EQR 10
11 §Q PCA1

SDQ PC2
. 3-SDQ PY1
14 — SDQ PY2
15 -SDQ YR1
16 — SDQ YR2
17 —SDQ TC1
19 - SDQ TY1
20-SDQTY2
21 —NOCC CLEARANCE

Guide for use
Collection of this data element is mandatory.

Assessment scale is the numerical code that represents the NOCC outcome measure
used to assess the client’s current health status at the collection occasion.
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Rules

The NOCC protocol determines which instrument or measure is required, based on the
setting, collection reason and stream (age group) of the mental health service program.

For more details on NOCC assessment scales refer to the Australian Mental Health
Outcomes and Classification Network (AMHOCN) website: https://www.amhocn.org/nocc-
collection/nocc-measures.

QA / validations
N/A

Examples

A client is activated and undergoes an HONOS 65+ assessment

A client is activated and undergoes a CGAS assessment

Related national definition c)@»

N/A ’\\
Revision history Q
N/A
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Assessment Scale Version

Field name: assessment_scale_version

Source Data Element(s): [Assessment Scale Version] — PSOLIS

Definition: The version of the NOCC instrument which has been
used with the client, as represented by a code.

Requirement status: Mandatory
Data type: String
Format: XX[XXX] b
Permitted values: 01 - CGAS ’
01 - FIHS
Al - HoNOS

01 - HoNO \*
é, O
M1 ER 10+ 5
e N
RUG %
PC101 G Parent Report Baseline 4-10 years

PCAQ1 —S&Q Parent Follow-up 4-10 years

P @ SDQ Parent Report Baseline 11-17 years
01 — SDQ Parent Follow-up 11-17 years

. R101 — SDQ Self-report Baseline 11-17 years

YR201 — SDQ Self-report Follow Up 11-17 years

G\ or use @
lection of thy ) element is mandatory.

Assess t 2 version specifies the version of the instrument being used to assess
the hea%us of the client

Rules

The versions of the instruments to be used for each assessment are detailed below.

Permitted value definitions

01 - CGAS

As described in Schaffer et al (1983) A children's global assessment scale (CGAS). Archives of General
Psychiatry, 40, 1228-1231.

01 - FIHS
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As described in Buckingham et al (1998) Developing a Casemix Classification for Mental Health
Services. Volume 2: Resource Materials, Canberra: Commonwealth Department of Health and Family
Services.

A1 — HoNOS General adult version

As described in Wing et al (1999) Health of the Nation Outcome Scales (HONOS): Glossary for HONOS
score sheet. British Journal of Psychiatry, 174, 432-434.

01— HoNOSCA version

As described in Gowers et al (1999b) Health of the Nation Outcome Scales for Children and
Adolescents (HONOSCA): Glossary for HONOSCA score sheet. British Journal of Psychiatry, 174, 428-
433.

G1 - HoNOS 65+ version

As described in Burns et al (1999) Health of the Nation Outcome Scales for Elderly People (0]
65+). British Journal of Psychiatry, 174, 424-427.

M1 — Kessler 10+

L 4
As specified by the Department of Health and Ageing and reprose@/!ental HewlthiNational

Outcomes and Casemix Collection: Overview of clinician ratgd, nsumer self-rep easures,
Department of Health and Ageing, Canberra, 2003.

01— LSP-16 @0

As described in Buckingham et al (1998) Develo g @emix Clas¥§ jiof*for Mental Health
Services Volume 2: Resource Materials, Canber&&u onwealth De ent of Health and Family
Services.

01 - RUG-ADL \

As described in Fries et al (1994) R semix m e for nursing homes. Resource Utilisation
Groups (RUG-III). Medical Care, 32, -

S0Q VERSIONS < Q)
PC101 — Parent Report Me%4-10 yrs., B@e version, Australian Version 1

PC201 — Parent Report sure 4-10 yr. Up version, Australian Version 1

G glire 11- aseline version, Australian Version 1

PY201 — Pare t Measure, s., Follow Up version, Australian Version 1

YR101 w Version - s., Baseline version, Australian Version 1
-S

YR201 e port Versidhn, 7 yrs., Follow Up version, Australian Version 1

tthe above afsg&sMents has also been reproduced in Mental Health National Outcomes and
C ; ew of clinical and self-report measures and data items, Commonwealth

Examples

Assessment Scale Version

A client is activated and undergoes an HONOS 65+ assessment G1

A client is activated and undergoes a CGAS assessment 01
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Related national definition
N/A

Revision history
N/A
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Children’s Global Assessment Scale (CGAS)

Field name: cgas

Source Data Element(s): [CGAS] - PSOLIS

Definition: An assessment to reflect the lowest level of
functioning for a child or adolescent during a
specified rating period, as represented by a single
global rating only on a scale of 1-100.

Requirement status: Conditional
Data type: String b

Format: NNN

*

Permitted values: 091 to 100: SuRep ioning

081 to 090: G tioni areas
071 to 98 re than s imdairments in
functini
061 x: Some difficullf in a single area but
functioNing pretty well

60: iable functioning with sporadic
lties o{syMaptoms in several but not all social

Q 05;. k/loderate degree of interference in
ing in most social areas or severe
ment of functioning in one area

to 040: Major impairment of functioning in
everal areas and unable to function in one of these
areas

021 to 030: Unable to function in almost all areas
011 to 020: Needs considerable supervision

001 to 010: Needs constant supervision

997: Unable to rate

999: Not stated/missing

Guide for use

Collection of this data element is conditional — CGAS is only required for the child and
adolescent stream type when the collection occasion is admission or review.

Rules
A valid CGAS measure must have one valid score recorded (Score: 1 - 100).
Clinicians assign a score, with 1 representing the most functionally impaired child, and
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100 the highest functioning.

AMHOCN provides a guide to CGAS score ranges which indicates the type of service a
client would usually receive services from:

e 01 to 29 — specialist inpatient services or equivalent level of dependency

e 30 to 69 — specialist mental health services; ambulatory mental health care

e 70 to 100 — primary health care services; general practitioner; school counsellors
For more details on rating clients, refer to the CGAS section on the AMHOCN website:
https://www.amhocn.org/publications/childrens-global-assessment-scale

QA / validations (1/’
N/A q/
Examples Q

Collected
Collected

A 12-year-old is admitted as an ambulatory mental health

A 15-year-old ambulatory mental health client is r

Related national definition Q

o Q N
Revision history ; OQ
N/A é 6
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Collection Occasion

Field name: collection_occasion_code

Source Data Element(s): [Collection Occasion] — PSOLIS

Definition: This identifies the occasion when the NOCC
assessment is collected within a specified setting at
an admission, review or discharge.

Requirement status: Mandatory

Data type: Numeric ¢

Format: N[N]

Permitted values: 1 — Referral \@ ¢ (L
2 — Activation

3 — Admissio

|ent on
4 — Rewe ( |ent

arge |ent only

Qe ew
5 — Refer patient only)

Rev eactivation

10

verse Discharge (Inpatient only)

/

Guide for

Collectiorof thhwata ele @nandatory.

CoIIectioMion rel %a range of key events that may occur with the context of an
ep'so & mental h re and indicates whether the occasion where the client has a

dlected i d to an admission to, review or discharge from an inpatient,
n|ty resm@l or ambulatory care setting.

Rules%
Three col on occasions within an episode of mental health care are identified:
admission, review and discharge.

The collection occasion is system driven (i.e. not selected by the user within PSOLIS) and
is derived from the collection reason. In the community mental health setting these are as
follows:

Collection Occasion Collection Reason

Activation e New referral
e Transfer from other treatment setting of the same MH service
e Activation — other
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Review e 3-month review
e Review — MHPoC change
e Review — other

Deactivation e Discharge — other

e Death

e Transfer to other treatment setting of the same MH service
¢ No further care

e Planned deactivation

The exception is when the collection reason selected is ‘planned deactivation’. The
selection of this reason allows for completion of the NOCC prior to the assessmer% .
episode ending. This is considered a review (collection occasion) until the clienjs
deactivated (within seven days of the NOCC collection). n‘}

g

Once deactivation is performed the collection occasion will o verted e. lf

the deactivation does not occur within seven days of co he collegti aS|on will
remain as review.

QA / validations
0’0

N/A

A\
Examples ()

S

Collection Occasion

A client is activated into a MH youth ouWfatient progra ‘ 2 - Activation
assessment is collected O
Related nation |t|on

ReVISIOI‘I Q
o\’ @
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Collection Occasion Date

Field name: assessment_collection_date

Source Data Element(s): [Collection Occasion Date] — PSOLIS

Definition: The reference date for all data collected at any given
collection occasion, defined as the date on which the
collection occasion (activation, review, deactivation)
occurred.

Requirement status: Mandatory
Data type: Datetime b

Format: DDMMYYYY .

Permitted values: Valid date Q
Guide for use . OQ' &
N

Collection of this data element is mandato

Rules '\
The collection occasion date sh Istingui from the actual date of completion
of individual measures that are re®Uired at th ific occasion.

In practice, various measu ay be c Go

days. For example, a clin ight co

y clinicians and clients over several

e a HoNOS and LSP during a review on the
scheduled date, but t client es to the self-report measure they would
most likely have a lete the measure at their last contact with them.

lient
For national repes{iNg and statj t@urposes, a single date is required which ties all the
standardi res and ata items together in a single collection occasion.

-
$A16II tlonsﬁ
ﬁnpe QQ

A client is activated into a MH program and attends a review on 01/08/2020 01082020

Collection Occasion Date

where three assessments are collected: HONOS, Kessler 10+ and LSP-16.
All three of these measures share the same assessment collection date.

Related national definition
N/A

Revision history
N/A
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Collection Occasion ldentifier

Field name: nocc_collection_occasion_identifier

Source Data Element(s): [Collection Occasion Identifier] — PSOLIS

Definition: A unique identifier for each assessment collection
occasion in a NOCC episode.

Requirement status: Mandatory

Data type: Numeric
Format: N(8) b

Permitted values: Unique numeric identifj

*

>

Guide for use
Collection of this data element is mandatory c)@'

Rules

This is a system generated identifier f %/ individ OCC collection occasion.
The ID is used to identify and gr Q dIVId | NOCC assessment measures

collected at the same occasion ( rewe 0 eactlvatlon)

QA / validations
QQ b
Examples @

Collection Occasion Identifier

20008581

revie 1/0/2020 Rthree NOCC assessments are collected:
ssler 10+ -16. All three of these measures share
. t

assessm ion date.
%ﬂ&%l definition
Revision history

N/A
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Collection Occasion Reason

Field name: collection_occasion_reason_code

Source Data Element(s): [Collection Occasion Reason] — PSOLIS

Definition: The reason for the collection of the standardised
measures and individual data items on the identified
collection occasion.

Requirement status: Mandatory

Data type: Numeric

Format: NN

Permitted values: 01 — New referral ('V
02 - Transferf treat se
03 — Admissi Q
04 — 3—mo th day) @
05— R - other >
0 urther

Transferto change of treatment setting
03 = Dea

isé;e - other

OQED

Guide for us @
Collection of thj element atory.
Collectiorocc reaso descrlbes the collection occasion and relates to a
range of Mnts tha ccur within an episode of mental health care.
Srmltted val Q;ons
01—

Admission tg#a new inpatient, community residential or ambulatory episode of mental health care of a
consumer not currently under the active care of the mental health service.

02 — Transfer from other treatment setting

Transfer of care between an inpatient, community residential or ambulatory setting of a consumer
currently under the active care of the mental health service.

03 — Admission - other

Admission to a new inpatient, community residential or ambulatory episode of care for any reason other
than defined above.

04 — 3-month (91 day) review
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Standard review conducted at 91 days following admission to the current episode of mental health care
or 91 days subsequent to the preceding review.

05 — Review - other
Standard review conducted for reasons other than the above.

06 — No further care

Discharge from an inpatient, community residential or ambulatory episode of care of a consumer for
whom no further care is planned by the mental health service.

07 — Transfer to change of treatment setting

Transfer of care between an inpatient, community residential or ambulatory setting of a consumer
currently under the care of the mental health service.

¢
08 — Death (L%

Completion of an episode of mental health care following the death of the client.

09 — Discharge - other @ * Q
Discharge from an inpatient, community residential or ambulator\ of menta@care for any

reason other than defined above.

QA / validations C)@%
N/A

Examples

Collection Occasion Reason

01 — New referral

A client is referred and activated j
and a NOCC assessment is ¢

A client is deactivated fro ufpatient prog@th no further 06 — No further care
treatment planned and a cted.

Related naﬁg efi@

éﬁ stc@&
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Collection Status

Field name: collection_status_raw_code

Source Data Element(s): [Collection Status] — PSOLIS

Definition: The completion status of a particular NOCC
assessment measure entered, including the reason
that the assessment measure was not completed
(collected).

Requirement status: Mandatory
Data type: Numeric b
Format: N[N]

Permitted values: 1 — Complete
2 — Not comp @e to t

p%icontraindication
4 — Not’co due to%l clusion

5— Nxm ted due§ sal by the client
=5

Q pletWre ons not elsewhere
Q &

ot corr;@d due to protocol exclusion
10 — Pa mplete

11 ot pleted due to cultural inappropriateness

ﬁ gvious outcome measure is clinically relevant
accepted

. 43 — Completed within last 7 days at different stream
14 — Offered to client, awaiting response

15 — Follow-up SDQ version used

16 — Dismissed — automatic cleanup

17 — Dismissed — manual program exclusion

18 — Dismissed — manual user request

19 — Dismissed — service split / amalgamation

20 — Dismissed - restructure

Guide for use
Collection of this data element is mandatory.

Collection status describes the outcome of an assessment measure in terms of
completion.
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Rules

N/A

QA / validations

N/A

Examples

Collection Status

A client is referred to a MH program and a NOCC assessment is scheduled. 5 — Not completgengue
However, the client refuses to complete the Kessler 10 (consumer rated to refusal by th@ clignt
measure). a

Related national definition Q
N/A | o Q\@ ’ (1/
Revision history *
P>
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Episode Identifier

Field name: nocc_episode _identifier
Source Data Element(s): [Episode Identifier] - PSOLIS
Definition: Unique identifier for each NOCC episode of care.
Requirement status: Mandatory
Data type: Numeric
Format: N(8) ¢
Permitted values: Unique numeric identifier
Guide for use \Z
Collection of this data element is mandatory. \%
This is a system generated identifier for eacb piso ete period of
treatment from admission/activation to dIS actlvatlo
This identifier is assigned to all NOCC ent measure®€ollected within a single
episode of care. K

N/A

QA/ validationﬁé 6
OQ

Rules ?Q OQ

Episode Identifier

All six o assessment measures share the same NOCC episode identifier.

e clie thﬁ % a review on 01/11/2020 where the same three NOCC
assesgfhe ollected.

Related national definition
N/A

Revision history
N/A
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Episode Service Setting

Field name: establishment_setting

Source Data Element(s): [Episode Service Setting] — PSOLIS

Definition: A category identifier to indicate whether the mental
health episode of care took place in an inpatient,
ambulatory or community residential setting.

Requirement status: Mandatory
Data type: String ¢
Format: A
Permitted values: | — Psychiatric inpa$ r@vfce (}
O — Ambulato health sqrvic
R — Communi ential ealth service

Guide for use 5

Collection of this data element is ma
Episode service setting mdmate% the me, health care episode took place in
[

the inpatient, ambulatory or com resid
This data element helps det ine’which as ents WI|| be required to be completed
at each of the collection ns withig NOCC episode, for a given age group (stream

type) of mental health .

Rules

Permitted val initi

| — Psychia patient s&%
eff vernight ¢ ided in public psychiatric hospitals and designated psychiatric units in

PRI te hospitalsN\Zsythiatric hospitals are specialist mental health establishments that provide

ent and cag @ mitted patients with psychiatric, mental or behavioural disorders. Designated
chiatric unit&iNNg@#Ublic acute hospital are staffed by health professionals with specialist mental

health iff ¥ training and have as their principal function the treatment and care of patients

affectefll b | disorder. For the purposes of NOCC specification, care provided by an ambulatory

mental Tiealt@yservice team to a person admitted to a designated special care suite or 'rooming-in’

facility wi a community general hospital for treatment of a mental or behavioural disorder is also
included under this setting.

O — Ambulatory mental health service

Refers to non-admitted, non-residential services provided by health professionals with specialist mental
health qualifications or training. Ambulatory mental health services include, for example, community-
based crisis assessment and treatment teams, day programs, psychiatric outpatient clinics provided by
either hospital or community-based services, child and adolescent outpatient and community teams,
social and living skills programs and psychogeriatric assessment services For the purposes of NOCC
specification, care provided by hospital-based consultation-liaison services to admitted patients in non-
psychiatric and emergency settings is also included under this setting.
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R — Community residential mental health service

Refers to overnight care provided in residential units staffed on a 24-hour basis by health professionals
with specialist mental health qualifications or training and established in a community setting which
provides specialised treatment, rehabilitation or care for people affected by a mental illness or
psychiatric disability. Psychogeriatric hostels and psychogeriatric nursing homes are included in this
category. (Note: Community residential (Hampton Road) is currently recorded as an ambulatory
program, so there are no ‘R’ values recorded in the data.)

QA / validations
N/A

Examples g

A client is activated into community care.

Related national definition Q *
A
Revision history \\ 5

L N
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Factors Influencing Health Status (FIHS)

Field name: item1 — item7

Source Data Element(s): [FIHS] - PSOLIS

Definition: An indicator of the presence of one or more factors
impacting on the relationship between social
interaction/environment with behaviour and thoughts
which have a negative effect on an individual's
psychological health and requires additional clinical

input, as represented by a code. .
Requirement status: Conditional L

Data type: Numeric

F t:
orma Q .
Permitted values: @, 0\*

Q tated/inNuately described

\_J
Guide for use ?\ ) QQ

Collection of this data eleagrW S measure is only required for the child
and adolescent stream o hen the c jon occasion is review or discharge.

The FIHS code set js Qerid fromg t chapter (Chapter 21) in ICD-10-AM and
contains seven c@ 6

o maltrea@t syndro

related |ve life events in childhood

Iems rel upbrlnglng
blems o primary support group, including family circumstances
ed to social environment

related to certain psychosocial circumstances

e pr ms related to other psychosocial circumstances.

The FIHS is a simple checklist used to indicate whether one or more psychosocial factors
are present during an episode of care.

The purpose of the FIHS is to identify the degree to which the child or adolescent has
complicating psychosocial factors that require additional clinical input during the episode
of care.

These factors are important in understanding variations in outcomes and are based on
advice by clinicians that children or adolescents seen by specialist mental health services
may present in the context of a range of circumstances which influence the client’s health
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status but are not in themselves a current illness or injury. For example, the child may be
severely affected by a history of sexual abuse but is being primarily being treated for
depression.

Rules
Permitted value definitions
71— Yes
This code is used to indicate the presence of the selected factor, as listed in the FIHS chapter in ICD-
10-AM.
2-No .
This code is used to indicate that the selected factor was not present, as listed in the FIHS
ICD-10-AM.
8 — Unknown
This code is used to indicate that it was not possible to determin @ence of t lected factor,
as listed in the FIHS chapter in ICD-10-AM.
9 — Not stated/inadequately described \%
This code is used to indicate that the presence of the actor as lis FIHS chapter in
ICD-10-AM, was not stated or was missing or wi B es nse con fficient information to be
coded to 1, 2 or 8.
FIHS is only required for children an cents whme collection occasion is review

collection occasions. S
There are two exceptlons@n se colle requirements.

the client is being transferred to a bed-based
tion (i.e., psychiatric inpatient or community
t collected at discharge from that ambulatory
episode. Whe pgssible, th iclan and client measure ratings for the admission
NOCC mWatlent uni community residential care setting are reported as the
client’s disclwfge ratlngx the ambulatory episode.

If latory epi
' ge from
cO{ected at di

In both details are still required, however, regarding principal and additional
diagnos®€anyl mental health legal status relevant to the ambulatory episode of care.

or discharge.
The measure covers the period oEare bountb% the current and preceding

If an ambulatory epls o closed b

brief (where the number of days between admission to and
de of care is 14 days or less duration), then this measure is not
from that ambulatory episode.

In accordance with the NOCC protocol, a valid FIHS measure must have 6 valid scores
recorded (scores: 1 or 2). Valid scores must be recorded for each: FIHS1, FIHS2, FIHS3,
FIHS4, FIHS5, FIHS6, and FIHS7.

QA / validations
N/A
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Examples

FIHS measure

A 15-year-old ambulatory mental health client is discharged from ambulatory Collected
care, to the care of their GP, after a 23-day ambulatory episode of care.

A 9-year-old ambulatory mental health client is discharged from ambulatory Not collected
care, to an inpatient facility of the organisation, after a 23-day ambulatory
episode of care.

A 13-year-old ambulatory mental health client is discharged from ambulatory Not collected
care, to the care of their GP, after an 8-day ambulatory episode of care.

Related national definition (1(/1/

https://meteor.aihw.gov.au/content/index.phtml/item|d/730840 :

Revision history

cgo \ﬁ
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Health of the Nation Outcome Scales (HONOS)

Field name: item1 —item12

Source Data Element(s): [HONOS] - PSOLIS

Definition: A 12-item clinician-rated measure designed by the
Royal College of Psychiatrists specifically for use in
the assessment of consumer outcomes in mental

health services.

Requirement status: Conditional

Data type: Numeric

Format: N .

Permitted values: 0 — No proble
1 — Minor pro uirin ion

2-— Milq pr ut defi i?\re nt
3 - % severe p
4 — '@ to ve&ve problem

Guide for use Y“ Q
Collection of this data elemeﬁs conditignal @\l

OS is only required for the adult
stream type when the colw occasio
The HONOS is a 12-it, cian-ra

e period sta

admission, review or discharge.

sure for use in the assessment of consumer

outcomes in ment ervic focus of the HONOS is on health status and
severity of sym . Ings a e by clinicians based on their assessment of the
consumer. In ing thei , the clinician makes use of a glossary which details
the mean% h poin%ﬁ scale being rated.
HoNOS,is a ered orm@n #&#fMm-specific 4-point scale with higher scores indicating more
prabl Each sca signed a value between 0 and 4. The 12 scales are as follows:
ehavio iSturbance
No —% | self injury
o drinking or drug use

e Cognitive problems

e Problems related to physical illness or disability

e Problems associated with hallucinations and delusions
e Problems associated with depressive symptoms

e Other mental and behavioural problems

e Problems with social or supportive relationships

e Problems with activities of daily living
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e Overall problems with living conditions

e Problems with work and leisure activities and the quality of the daytime
environment.

The sum of the individual scores of each of the scales (excluding supplementary value 8
— Unknown) represents the total HONOS score. The total HONOS score ranges from 0 to
48 and represents the overall severity of an individual's psychiatric symptoms.

For more details on rating clients (adults 65 years of age or younger) on each scale/item,
refer to the AMHOCN website: https://www.amhocn.org/nocc-collection/nocc-measures

Rules

For community mental health care, HONOS is only required for persons aged 1 6 ¢
years when the collection occasion is admission, review or discharge.

The measure covers the previous two weeks. Q
Exceptions to collection requirements \@ (L

If an ambulatory episode is closed because the con belng ferved to a bed-
based treatment service setting of that organisatio

sychl atient or
community residential service), this measure |s cted at from that
easure ratings for the

ambulatory episode. (Where possible, the nd con

admission NOCC in the inpatient unit or th\ unity resideNfial care setting are
reported as the consumer’s discharge r. om th&bu ory episode)

If an ambulatory episode is brief (th the numbe®of days between admission to
and discharge from the episode 14 da ss duration), then this measure is
not collected at discharge from th§ambulato %

For the exceptions above, d ils are still req to be recorded for principal and
additional diagnoses and I health

QA / valldatlrg 6@

| status relevant to the episode of care.

ental health client is reviewed. Collected

A88-year-old amWI3Qry mental health client is discharged from ambulatory care, Not collected

toanin nt WPty ot the organisation, after a 23-day ambulatory episode of care.
A 46-year-old gfmbulatory mental health client is discharged from ambulatory care, Collected
to the care

their GP, after a 23-day ambulatory episode of care.

A 51-year-old ambulatory mental health client is discharged from ambulatory care, Not collected
to the care of their GP, after an 8-day ambulatory episode of care.

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/717795

Revision history
N/A
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Health of the Nation Outcome Scales 65+ (HONOS 65+)

Field name: item1 —item12

Source Data Element(s): [HONOS 65+] — PSOLIS

Definition: A variant of the HONOS designed for use with adults
aged 65 years and older. It is a 12-item clinician-
rated measure designed specifically for use in the
assessment of older adult consumer outcomes.

q7L

Requirement status: Conditional

Data type: Numeric

Format:

Permitted values: 0 — No proble e period rat

1 — Minor pro uirin
2 - M|Id p ut defi |(tJ\re nt

severe 9

tove severe problem

Guide for use Q

Collection of this data eIem is C nditignal OS 65+ is only required for the older
adult stream type when t ion Is admission, review or discharge.

The HONOS 65+ is a measure for use in the assessment of
consumer outcom tal he¥ ices. The focus of the HONOS 65+ is on health
status and seveyj ptoms{Rakngs are made by clinicians based on their
assessment o nsumem pleting their ratings, the clinician makes use of a
glossary w ails the g of each point on the scale being rated.

HoNO a

n |temﬁ 4-point scale with higher scores indicating more problems.
a

|s assig lue between 0 and 4. The 12 scales are as follows:
ehawou bance
no Ci | self injury

e drinking or drug use
e cognitive problems
e problems related to physical iliness or disability
e problems associated with hallucinations and delusions
e problems associated with depressive symptoms
e other mental and behavioural problems
e problems with social or supportive relationships
e problems with activities of daily living
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e overall problems with living conditions

e problems with work and leisure activities and the quality of the daytime
environment.

The sum of the individual scores of each of the scales (excluding supplementary value 8
Unknown) represents the total HONOS 65+ score. The total HONOS 65+ score ranges
from 0 to 48 and represents the overall severity of an individual's psychiatric symptoms.

For more details on rating clients (adults 65 years of age and older) on each scale/item,
refer to the AMHOCN website: https://www.amhocn.org/nocc-collection/nocc-measures

Rules

For community mental health care, HONOS 65+ is only required for persons ag %’
years and older when the collection occasion is admission, review or discharg

The measure covers the previous two weeks. Q

.
Exceptions to collection requirements (L
If an ambulatory episode is closed because the coni being tragpsferved to a bed-
based treatment service setting of that organisatio ¥Dsychidkjtuqlatient or
community residential service), this measure is %cted at %r from that
ambulatory episode. (Where possible, the M} nd con r Jheasure ratings for the
admission NOCC in the inpatient unit or the unity resideNfial care setting are
reported as the consumer’s discharge r. om th&bu ory episode).

If an ambulatory episode is brief (th the numbe®of days between admission to
and discharge from the episode 14 da less duration), then this measure is
not collected at discharge from th§ambulato isode.

For the exceptions above, dﬁs are still req to be recorded for principal and
additional diagnoses and | health | status relevant to the episode of care.

$ﬁlvaldagr9 Q)ég

HoNOS 65+

Collected

Arng2-year-ol alory mental health client is discharged from ambulatory care, Not collected
toanin nt MyciPty ot the organisation, after a 23-day ambulatory episode of care.

A 78-year-old gfmbulatory mental health client is discharged from ambulatory care, Collected
to the care 0T their GP, after a 23-day ambulatory episode of care.

A 91-year-old ambulatory mental health client is discharged from ambulatory care, Not collected
to the care of their GP, after an 8-day ambulatory episode of care.

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/730844

Revision history
N/A
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HoNOS for Children and Adolescents (HONOSCA)

Field name: item1 —item15

Source Data Element(s): [HONOSCA] - PSOLIS

Definition: A variant of the HONOS designed for use with
children and adolescents. It is a 15-item clinician-
rated measure designed specifically for use in the
assessment of child and adolescent consumer
outcomes in mental health services.

Requirement status: Conditional

Data type: Numeric

0
Format: N

Permitted values: 0-No problems n the perio§ rated
1 — Minor p requm %}
m but da present
N2 er sgvere lem

fere to ve vere problem

Guide for use

Collection of this data ele
and adolescent strea
discharge.

The HONOSCA item clini @ ated measure for use in the assessment of
consumer outc@ in ment

conditighgl — ;ONOSCA is only required for the child
hen the \@' jon occasion is admission, review or

 Des services. The focus of the HONOSCA is on health

status an of sy atings are made by clinicians based on their
assessmen e con n completing their ratings, the clinician makes use of a
glossghlch detai meaning of each point on the scale being rated.
A is an n an item-specific 4-point scale with higher scores indicating
re problem scale is assigned a value between 0 and 4. The 15 scales are as
follBws:
o ' ive, antisocial or aggressive behaviour

e Overactivity attention and concentration
¢ Non-accidental self injury

e Alcohol, substance/solvent misuse

e Scholastic or language skills

e Physical illness or disability problems

e Hallucinations and delusions

e Non-organic somatic symptoms
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e Emotional and related symptoms

e Peer relationships

e Self care and independence

e Family life and relationships

e Poor school attendance

e Lack of knowledge - nature of difficulties

e Lack of information - services/management.

The sum of the individual scores of each of the scales (excluding supplementary value 8
Unknown) from 1 to 15 represents the total HONOSCA score. The total HONOSCA{sOpre o

represents the overall severity of an individual's psychiatric symptoms. %
it efer

For more details on rating clients (17 years of age and younger) on each s
to the AMHOCN website: https://www.amhocn.org/nocc-co

Rules \

For community mental health care, HONOSCA i |s U|red fo ﬁﬁls aged 17 years
and younger when the collection occasion |s a reV|e e.

iog/nocc- S

The measure covers the previous two we

Exceptions to collection requirements g‘ \
If an ambulatory episode is closed b @ e consumeis being transferred to a bed-

based treatment service setting [ ganlsa i.e., psychiatric inpatient or
community residential service), th§ measure i Iected at discharge from that
ambulatory episode. (Where&ssile, the ch’w and consumer measure ratings for the
admission NOCC in the i I8t unit or community residential care setting are
reported as the consu %scharge r from the ambulatory episode).

brief here the number of days between admission to
sode Is 14 days or less duration), then this measure is
rge fro mbulatory episode.

are still required to be recorded for principal and
r( al health legal status relevant to the episode of care.

A 12-year-old ambulatory mental health client is reviewed. Collected

A 9-year-old ambulatory mental health client is discharged from ambulatory Not collected
care, to an inpatient facility of the organisation, after a 23-day ambulatory
episode of care.

A 12-year-old ambulatory mental health client is discharged from ambulatory Collected
care, to the care of their GP, after a 23-day ambulatory episode of care.

A 14-year-old ambulatory mental health client is discharged from ambulatory Not collected
care, to the care of their GP, after an 8-day ambulatory episode of care.
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Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/717784

Revision history
N/A
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Kessler (K10+) Score

Field name: item1 —item10

Source Data Element(s): [Kessler (K10+) Score] — PSOLIS

Definition: The level of psychological distress experienced by a
person in the four weeks prior to interview, as
represented by a code

Requirement status: Conditional
Data type: Numeric ¢
Format: N
Permitted values: 1 — None of the tim\@ ¢ (L
2 — Alittle of th
3 — Some of tfe \*
4 — Most (@ e 0
5-A k time >
' N
‘ N
Guide for use
Collection of this data element is | ndltlonal is only required for the adult and
older adult stream types wheg the Collection ion is admission, review or discharge.
The K10 is a 10-item s If questiogfindye designed to yield a global measure of non-
specific psychologlca s base stions about the level of nervousness,
agitation, psychol ue a ssion in the relevant rating period.
iti stions to assess functioning and related factors, but

The K10+ con
these items d % get used i overall score.

o)
The 10 c’atws of qu are as follows:
. @ opeless
e Feeling restless or fidgety

¢ Restlessness that you could not sit still
e Feeling depressed

e Feeling that everything was an effort

e Feeling sad and nothing cheered you up
e Feeling worthless

For more details on rating clients on each scale/item, refer to the AMHOCN website:
https://www.amhocn.org/nocc-collection/nocc-measures
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Rules

For community mental health care, K10+ is only required for adults and older adults when
the collection occasion is admission, review or discharge.

The standard rating period in Australia for the K10+ is the last four weeks. The score
range is from 10 to 50, with lower scores indicating lower levels of distress.

The measure covers the previous two weeks.
Exceptions to collection requirements

If an ambulatory episode is closed because the consumer is being transferred to a bed-
based treatment service setting of that organisation (i.e., psychiatric inpatient or
community residential service), this measure is not collected at discharge from th .
ambulatory episode. (Where possible, the clinician and consumer measure ratj fog e
admission NOCC in the inpatient unit or the community residential care settj %
reported as the consumer’s discharge ratings from the am%oy episode

ission to
measure is

If an ambulatory episode is brief (those where the numb ys bet

and discharge from the episode of care is 14 days ration), then ti§
not collected at discharge from that ambulatory epi
@ recorde

For the exceptions above, details are still requir
additional diagnoses and mental health le \u

pricipal and
relevan pisode of care.

Special considerations
The classification of client self-report Qes asm tory is intended only to indicate
the expectation that clients will in@o omplete self-report measures at the
specified collection occasions, n ch meaBugs will always be appropriate.

Due to the nature and severii# of tReir menta Ith or other problems, it is likely that
some clients should neve@ ked to cplet®self-report measures, others may not be

able to complete the s rt measu Q the scheduled occasion, whilst still others
may sometimes find etion of t ?‘- eport measures to be difficult or stressful.
In all cases, clinicel | ent agr &I appropriateness of inviting the client to complete

the measures m the dejegg g factor at any given collection occasion. Where
collectiongof cli elf-repariNgielsures is contraindicated, the reasons must be
recordedn.V

So ons may able to complete the measures at any time and should not be

as iffve list of circumstances in which a general exclusion applies is
Is document but broadly it would include situations where:
th ognitive functioning is insufficient to enable understanding of the task
of an organic mental disorder or an intellectual disability;
o cul [, language and/or literacy issues make the measures inappropriate.

Under certain conditions, a client may not be able to complete the measure at a specific
collection occasion. Circumstances where it may be appropriate to refrain from inviting
the person to complete the measure include:

e where the client’s current clinical state is of sufficient severity to make it unlikely
that their responses to a self-report questionnaire could be obtained, or that if their
responses were obtained it would be unlikely that they were a reasonable
indication of the person’s feelings and thoughts about their current emotional and
behavioural problems and wellbeing;
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e where an invitation to complete the measures is likely to be experienced as
distressing or require a level of concentration and effort the person feels unable to

give; or
e where clients in crisis are too distressed to complete the measure.

In these circumstances clients need not be invited to complete the measures. At all other
times, an attempt must be made to obtain their responses.

In many cases, the severity of the person’s clinical state and the degree of family distress
experienced will diminish with appropriate treatment and care. It is suggested that, if
within a period of up to seven days following the collection occasion in an ambulatory
care setting the client is likely to be able to complete the measure then their responses
should be sought at that time. Otherwise, no further attempt to administer the meafung ate

that collection occasion should be made. (L
QA / validations . Q
N/A \@ ('1/

Examples

Not collected

judgement at this time is that a request to comp
client distress.

A 26-year-old ambulatory mental hea ey
judgement at this time is that a reques

An 82-year-old ambulatory mentgihealtf®client is dis
anisation, §fter a8

Collected

Not collected

care, to an inpatient facility of
episode of care.

charged from ambulatory Collected
ulatory episode of care.

A 74-year-old ambulator
care, to the care of t

Relate n@nal defj

n
https://met w.qov@tentlindex.phtml/itemld/634094

%@n histdy
%\‘»

6
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Life Skills Profile Score (LSP-16)

Field name: item1 —item16

Source Data Element(s): [LSP-16 Score] — PSOLIS

Definition: Level of difficulty with activities in a life area

Requirement status: Conditional

Data type: Numeric

Format: N .

Permitted values: 0 — Score of 0

1 — Score of 1 Q
2 — Score of 2 (L

3 — Score of 3 *

7 — Unabl 0\

9 — N8 -, missing

Guide for use
Collection of this data element is w al — L ills Profile (LSP-16) is only required
c

for adults and older adults wi ollectio on is admission, review or

discharge.

LSP-16 contains 16 ity h provid easure of function and disability in people

with mental illness. It Unctioning, i.e. how a person functions in terms
of social relationsifip fi y to -day tasks etc. Each item is scored on a scale of
0 to 3. Lower sg ndlcate level of functioning. The 16 items are:

. Doe&¢his p n gener ny difficulty with initiating and responding to conversation?
2. Doewson ge hdraw from social contact?
th|s person y show warmth to others?
person well groomed (e.g. neatly dressed, hair combed)?
. es this pe ear clean clothes generally, or ensure they are cleaned if dirty?
® Does thi@) enerally neglect her or his physical health?
7. lIsifiis violent to others?
8. DoeS thiglperson generally make and/or keep up friendships?
9. Does this person generally maintain an adequate diet?
10. Does this person generally look after and take her or his own prescribed medication (or attend for
prescribed injections on time) without reminding?
11. Is this person willing to take psychiatric medication when prescribed by a doctor?
12. Does this person co-operate with health services (e.g. doctors and/or other health workers)?
13. Does this person generally have problems (e.g. friction, avoidance) living with others in the
household?
14. Does this person behave offensively (includes sexual behaviour)?
15. Does this person behave irresponsibly?
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16. What sort of work is this person generally capable of (even if unemployed, retired or doing unpaid
domestic duties)?

For more details on rating clients on each scale/item, refer to the AMHOCN website:
https://www.amhocn.org/nocc-collection/nocc-measures

Rules

For community mental health care, LSP-16 is only required for the adult and older adult
stream types when the collection occasion is admission, review or discharge.

The standard rating period in Australia for the LSP-16 is the previous three months.
Exceptions to collection requirements
If an ambulatory episode is closed because the consumer is being transferri

based treatment service setting of that organisation (i.e., psychiatric inpati

community residential service), this measure is not coll dﬁchar

ambulatory episode. (Where possible, the clinician andx er measurd r, |ngs for the
admission NOCC in the inpatient unit or the commu i¥ential cafe sewing are
reported as the consumer’s discharge ratings fro ulato de).

If an ambulatory episode is brief (those whe;e e ber ﬁ en admission to
and discharge from the episode of care is rless d then this measure is

not collected at discharge from that amb pisode.

For the exceptions above, details are ired to BeNecorded for principal and
additional diagnoses and mentalbea

g sta&levant to the episode of care.
QA / validations O

N/A é b

Examples

A 26-yearqgld am tory me client is being reviewed. Collected
An 85-year-o bulatory& ealth client is discharged from ambulatory Not collected

he organisation, after a 2-month ambulatory

' @ Y mental health client is discharged from ambulatory Collected
i GP, after a 2-month ambulatory episode of care.

A 50-ye @- .‘ latory mental health client is discharged from ambulatory Not collected
care, to cape of their GP, after an 8-day ambulatory episode of care.

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/654401

Revision history
N/A
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Phase of Care

Field name: phase_of care

Source Data Element(s): [Phase of Care] — PSOLIS

Definition: Identifies the intended primary goal of care for the
period of treatment recorded at the time of NOCC
collection.

Requirement status: Conditional

Data type: Numeric ¢

Format: N

Permitted values: 1 — Acute @ ¢ (L
2 — Functional \
— Intensive \*
4 — Cowrsofida @galns

ent only

\U
Guidg for gse ?\ an

Collection of this data ele js conditiagal se of care is only required for the child
and adolescent, adult a r adult st%types in the ambulatory setting when the
collection occasion is

jonorr

Phase of care is ive d %n of the primary goal of care in the client’s
mental health n int in time when the data is being reported and
refers to the n f th t's care.

While itis r ised th may be aspects of each mental health phase of care

repre d in the cli ental health plan, the phase of care is intended to identify the
m or aim th@ underpin the next period of care.

o

e. this data nt was introduced in December 2017, replacing Focus of Care.
Rule%Q
Permitted value definitions
1 - Acute

The primary goal is the short-term reduction in severity of symptoms and/or personal distress
associated with the recent onset or exacerbation of a psychiatric disorder.

2 — Functional gain

The primary goal is to improve personal, social or occupational functioning or promote psychosocial
adaptation in a patient with impairment arising from a psychiatric disorder.

3 — Intensive extended
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The primary goal is prevention or minimisation of further deterioration, and reduction of risk of harm in a
patient who has a stable pattern of severe symptoms, frequent relapses or severe inability to function
independently and is judged to require care over an indefinite period.

4 — Consolidating gain

The primary goal is to maintain the level of functioning, or improve functioning during a period of
recover, minimise deterioration or prevent relapse where the patient has stabilised and functions
relatively independently.

5 — Assessment only

The primary goal is to obtain information, including collateral information where possible, to determine
the intervention/treatment needs and to arrange for this to occur (includes brief history, risk
assessment, referral to treating team or other service).

.
Collection of the phase of care will be required on activation into an ambulator{sﬁ?
int

and collection will be stream based. Phase of care may be reviewed at any g
the activation and will similarly be mandatory on review collg&fjon occasi

Phase of care is collected as part of the AMHCC require nd recdrddd jn the client

record in PSOLIS. Q
When an AMHCC instrument collection is trig@ start o phase of care all

NOCC instruments required for that setting an oup are,a collected.
PSOLIS will indicate and enforce the man(\ tcome m% s instruments for the

NOCC collection depending on:
e assessment episode (inpatie atient) \
e stream type (adult, CAM rly)

e collection occasion ty((a ission/a jon, review or discharge/deactivation).

QA / validations @ ()

Exception Code E:.c>ou~7 C ommern.

Phase of Care

5 — Assessment only

g treatment to improve social functioning attends a review. 2 — Functional gain

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item|d/682464

Revision history
N/A
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Resource Utilisation Groups—Activities of Daily Living (RUG-
ADL) Score

Field name: item1 — item4

Source Data Element(s): [RUG-ADL Score] — PSOLIS

Definition: An assessment of patient motor function

Requirement status: Conditional

Data type: Numeric q .
Format: N

ility, toilet ransfers:

Permitted values: Scoring scale for bed

1 — Independent o

3 — Limited ph ssist
4 — Other persons icgl assist
@e perso ical assist
@ale forggating
Q?mlted@ance
3 — Exte sistance/total dependence/tube fed

Guide for use 6

onal — Resource Utilisation Groups —Activities of
ed for the older adult stream type in the inpatient or
en the collection occasion is admission or review.

endent or Sypervision only

Collection of this ent i
Daily Living ( ) is on
communi res ial setti

RUG-ADL I|n|cal ent tool that measures the level of functional dependence
ofap t for four s of daily living. The values assigned provide an indication of
wh son ac es not what they are capable of doing.

G-ADL m the motor function of a patient for four activities of daily living:

[}

e Tol g

e Transfers

e Eating

RUG-ADL measures ability with respect to ‘late loss’ activities — ‘early loss’ activities (e.g.
managing finances, social relationships, grooming) are included in the LSP.

As a general rule, the higher the total RUG-ADL score the more dependent and
potentially clinically complex the patient is.

For more details on scoring and interpreting the RUG-ADL, refer to the AMHOCN
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website: https://www.amhocn.org/nocc-collection/nocc-measures

Rules

Permitted value definitions
Bed Mobility
Ability to move in bed after the transfer into bed has been completed.

1 — Independent or supervision only

Able to readjust position in bed, and perform own pressure area relief, through spontaneous movement
around bed or with prompting from carer. No hands-on assistance required. May be independent with
the use of a device.

3 — Limited physical assistance

Able to readjust position in bed, and perform own pressure area rehef with the assstan@
person.

4 — Other than two persons physical assist

Requires the use of a hoist or other assistive device to read tlon in bed aryl provide pressure
relief. Still requires the assistance of one person for task

5 — Two or more persons physical assist
Requires two or more assistants to readjust patl\\smon in bed %eﬁorm pressure area relief.

Toileting

Includes mobilising to the toilet, adj lotfling be re and after toileting and maintaining
perineal hygiene without the inciden tinence g of clothes. If level of assistance differs
between voiding and bowel movemen record the I rformance

1 — Independent or supervisig -

s)tlothing, cle If, has no incontinence or soiling of clothing. All
tasks are performed ind€peyggently or wit@ ng from carer. No hands-on assistance required. May

Requiregghand
4 — Other th 0 perso al assist

Spthe use of a@-‘ /uridome/urinal and/or colostomy/bedpan/commode chair and/or insertion

Smadl/supposi ires assistance of one person for management of the device
— Two or mo ns physical assist
Requir 0 re’assistants to perform any step of the task.
Transfer

Includes the transfer in and out of bed, bed to chair, in and out of shower/tub. Record the lowest
performance of the day/night.

— Independent or supervision only

Able to perform all transfers independently or with prompting of carer. No hands-on assistance required.
May be independent with the use of a device.

3 — Limited physical assistance

Requires hands-on assistance of one person to perform any transfer of the day/night.

4 — Other than two persons physical assist
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Requires the use of a device for any of the transfers performed in the day/night. Requires only one
person plus a device to perform the task.

5 — Two or more persons physical assist

Requires two or more assistants to perform any transfer of the day/night.

Eating

Includes the tasks of cutting food, bringing food to mouth and chewing and swallowing food. Does not
include preparation of the meal.

1 — Independent or supervision only

Able to cut, chew and swallow food, independently or with supervision, once meal has been presented
in the customary fashion. No hands-on assistance required. If individual relies on parenteral or
gastrostomy feeding that he/she administers him/herself then score 1. %0

requires food to be modified (soft or staged diet).

3 — Extensive assistance/total dependence/tube fed

2 — Limited assistance (L
Requires hands on assistance of one person to set up or assist in bnnglng food to t;e‘nb%

parenteral/gastrostomy feeding and does not administer f y him/her

Needs to be fed meal by assistant, or does not eat or drm% sbym relies on

A score of 2 is not valid for bed mobility, tol \Qd transf% S.

The total RUG-ADL score (the sum oft |V|dual S |tems) must be a value
between 4 and 18.

A person with a total RUG-ADL is cor ed mdependent A person with a
total RUG-ADL score of 18 requw the full a ce of two people.

QA / validations @
N/A q @
Infitted as an ambulatory mental health patient. Not collected

Examples

RUG-ADL

Not collected

Jed as a mental health inpatient. Collected

y residential patient is reviewed. Collected

Not collected

Related national definition
https://meteor.aihw.gov.au/content/index.phtml/item1d/495909

Revision history
N/A
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Strengths and Difficulties Questionnaire (SDQ) Score

Field name:

Source Data Element(s):

Definition:

Requirement status:
Data type:
Format:

Permitted values:

item1 — item42

[SDQ Score] — PSOLIS

A behavioural screening questionnaire designed for
4 to 17-year-olds.

Conditional

Numeric
N b

. — 6-12 months

T @ Q
N

1 — Somewhat t
0-—
- minor diffi8ylties
es - d difficulties

2 — Certainl @»
ltem2& é)
3 - Yes dlfflcultles

@ s than a month
1-5 months
3 — Over a year

ltem?28 — item33, item35
0 — Not at all

1 —Alittle

2 — A medium amount

3 — A great deal

ltem34

0 — Much worse

1 — A bit worse

2 — About the same
3 — A bit better

4 — Much better
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Iltem36 — item42

0 - No
1 - Alittle
2 —-Alot

Guide for use

Collection of this data element is conditional — Strengths and Difficulties Questionnaire
(SDQ) is only required for the child and adolescent stream type when the collection
occasion is admission, review or discharge.

*
There are six versions of the SDQ (parent report and youth self-report) curren@&
e at

for NOCC reporting with an additional four versions (teacher report) that m@

the clinical level.
Baseline versions are used at admission, while follow- uN@ns are

The versions specified for NOCC reporting are:

e PC101 — Parent Report Measure 4-10 yrs ine ver&&ﬁ
e PC201 - Parent Report Measure 4 llow U

e PY101 — Parent Report Measure \xs Basgeline wg¥sion

e PY201 — Parent Report Meas Q yrs, FZMUp version

e YR101 - Youth Self-repo e 11- 1¢Ba3ellne version

e YR201 - Youth Self-rgport Nleasure 1 Follow Up version

For more details on scon@w mterpre@the SDQ, refer to the AMHOCN website.

Rules @

There are thre Qto be in the collection of the SDQ. The first is the

exceptions to tion requi nts, the second is when the admission or follow up

versionsw collect % he third is special considerations which apply to self-
asu¥es

report

equirements

de is closed because the client is being transferred to a bed-based
ting of that organisation (i.e., psychiatric inpatient or community

), this measure is not collected at discharge from that ambulatory

. re possible, the clinician and client measure ratings for the admission
NOCC in the inpatient unit or the community residential care setting are reported as the
client’s discharge ratings from the ambulatory episode).

If an ambulatory episode is brief (those where the number of days between admission to
and discharge from the episode of care is 14 days or less duration), then this measure is
not collected at discharge from that ambulatory episode.

In the above situations, details are still required, however, regarding principal and
additional diagnoses and mental health legal status relevant to the ambulatory episode of
care.

Discharge ratings for the SDQ are not required for any episode of less than 21 days
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duration because the rating period used at discharge (previous month) would overlap
significantly with the period rated at admission.

Which version of the SDQ (admission or follow-up) is to be collected

Generally, the admission versions are administered on admission and rated over the
standard rating period of six months and the follow up versions are administered on

review and discharge and rated over a one month period. However, for referral from
another setting, to prevent duplication and undue burden on clients and parents, the
following guide is suggested:

Admission SDQ - if follow-up SDQ required atgh® efid o
Transfer of care between an referring treatment settings episode is neitherfcomplap€d
inpatient, community residential nor provided by referring setting.

or ambulatory setting of a client
currently under the active care of
the mental health service
organisation.

Follow-up SDQ
referring treatm
completed andfp,

'\\DQ - f follo

Ad SDQ required at the end of
Admission to a new inpatient, refe reatmenwgs episode is neither completed
community residential or ‘% jded by referrivg setting.
ambulatory episode of care for
any reason other than defined 9
above. Follow- - if follow-up SDQ required at end of
refefging t ent settings episode has not been
co d or is not provided by the referring setting.

S

Special consid

The classi{cati f client ort measures as mandatory is intended only to indicate
the expecta® iepte W be invited to complete self-report measures at the

specif'Qollection o) ions, not that such measures will always be appropriate.
e nature

lients shd ever be asked to complete self-report measures, others may not be
abl® to completAiItg self-report measures at the scheduled occasion, whilst still others

may so Ind completion of the self-report measures to be difficult or stressful.

In all case inical judgement as to the appropriateness of inviting the client to complete
the measures must be the determining factor at any given collection occasion. Where
collection of client self—report measures is contraindicated, the reasons must be
recorded. Similar considerations also apply in relation to the parent version of the SDQ.

Some persons may not be able to complete the measures at any time and should not be
asked to do so. A definitive list of circumstances in which a general exclusion applies is
beyond the scope of this document but broadly it would include situations where:

e the person’s cognitive functioning is insufficient to enable understanding of the task
as a result of an organic mental disorder or an intellectual disability;

e cultural, language and/or literacy issues make the measures inappropriate.
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Under certain conditions, a client or parent may not be able to complete the measure at a
specific collection occasion.

Circumstances where it may be appropriate to refrain from inviting the person to complete
the measure include:

e where the client’s current clinical state is of sufficient severity to make it unlikely
that their responses to a self-report questionnaire could be obtained, or that if their
responses were obtained it would be unlikely that they were a reasonable
indication of person’s feelings and thoughts about their current emotional and
behavioural problems and wellbeing;

e where an invitation to complete the measures is likely to be experienced as
distressing or require a level of concentration and effort the person feels un toe
give; or

e where clients or parents in crisis are too distressed to complete the m

It is suggested that in these circumstances clients and &ed no dto
complete the measures. At all other times, an attemp ade to ob their
responses.

In many cases, the severity of the person’s cIinica and the of family distress
experienced will diminish with appropriate treggz e g sted that, if
within a period of up to seven days followirg Iectlon o) |n an ambulatory
care setting the client is likely to be able tg=gO%Blete the me e then their responses
should be sought at that time. Otherwigé urther a pt to administer the measure at

that collection occasion should be mg

A valid SDQ measure must hav s score@rded for each five subscales
(scores: 0, 1, 2). Valid score be record ach:

Subscale 1 (item03, item 13 iterfN6, i
Subscale2(item05 it em12, item22
, item25

)
)
em19 |tem23)
9, item17, item20)

Subscale 3 (item0

Subscalev item%
Gh tio
Exam Q

A client aged 9 is discharged from ambulatory care, to the care of their GP, after a Collected
35-day ambulatory episode of care.

A client aged 12 is being reviewed. The clinical judgement at this time is that a Not collected
request to complete the SDQ will cause the client or their parents distress.

A client aged 17 is being reviewed. The clinical judgement is that a request to Collected
complete the SDQ is appropriate.

A client aged 14 is discharged from ambulatory care to an inpatient facility of the Not collected
organisation after a 35-day ambulatory episode of care.
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Related national definition
N/A

Revision history
N/A
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11. Data definitions — Legal orders

The following section provides specific information about the legal orders data elements
captured in the MHDC under the Mental Health Act 2014 (the Act), including definitions,
permitted values, guide for use, rules and operational examples.
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Admitted Voluntary Indicator

Field name: admitted_voluntary_indicator

Source Data Element(s): [Admitted Voluntary Indicator] — PSOLIS

Definition: Flag indicating if the detained person is currently an
admitted voluntary patient.

Requirement status: Conditional

Data type: Numeric

Format: N

S

Permitted values: 0-No @ .

Guide for use \*

*
Collection of this data element is condition @ ted voI dlcator must be
collected for Legal Order 3E if the client i ed a voI ry patient.
der 3E: r that a Person Cannot

Continue to be Detained.
Rules ; QQ

The voluntary inpatient c x availa PSOLIS must be selected if a Legal
Order 3E is created an t tient i |s b dmitted as a voluntary patient.

QA / valldathx
Exam ] 6

be checkbox ‘I son being admitted as a voluntary inpatient’ 1

wa$ selected gn g of the Legal Order 3E.
The ch s'the person being admitted as a voluntary inpatient’ 0
was not selecid on creation of the Legal Order 3E.

Related national definition
N/A

This data element is an indicator for

Admitted Voluntary Indicator

Revision history
N/A
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Ancestor Identifier

Field name: ancestor_identifier

Source Data Element(s): [Ancestor Identifier] - PSOLIS

Definition: The identifier that references the legal order that
commenced the legal episode (ancestor of the
order).

Requirement status: Conditional

Data type: Numeric ¢

Format: [N(20)]

Permitted values: Whole number @ (L
Guide for use : $
Collection of this data element is condition @stor ide st be collected for all
legal orders in a legal episode except for txx egal order
This data element is system generated @ ference e ancestor of the order.

The first legal order in the episo show a value of null in this field, given that
it is the order that is startlng the gal ep

Rules

QA / vahdah@q GQ

Ancestor Identifier

Revision history
N/A
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Assessment Date and Time

Field name: assessment_datetime

Source Data Element(s): [Assessment Date and Time] — PSOLIS

Definition: Date and time of the client assessment.

Requirement status: Mandatory

Data type: Datetime

Format: YYYY-MM-DD HH:MM:SS ¢

Permitted values: Valid date and time

“X

Guide for use \ (l/

Collection of this data element is mandatory. Q \ﬁ

Assessment date and time records the date gn e clj n% ssessed prior to the
legal order form 1A: Referral for Examinatl\ chiatris% made.

Rules Q '\

N/A Q

QA / validations & E

& >

Examples ® l/

Action Date and Time

2021-07-20 08:00:00

assessed.

nati efinition

Revi@?story
N/A
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Authorised By

Field name: authorised_by

Source Data Element(s): [Authorised By] — PSOLIS

Definition: The health employee (HE) number of the staff
member who authorised the legal order change.

Requirement status: Conditional

Data type: String
Format: X[X(9)} b

Permitted values: Valid HE number

*

Guide for use

Collection of this data element is conditional — datoryt \r d3he HE identifier
of the person who approved a change to ¢ ﬂ\le al orde

In PSOLIS, the ‘Authorised by’ field has: \

a. Free text capability to cater for i ns when authorising person is not listed

in PSOLIS.
b. The ability to search for, % , user.

This field will remain blank |f e authorléed me’ is entered by free text.

Rules

Collection of this
orders 1Ato 7

place when a change has occurred on legal
B, 128 , and pseudo orders.

Authorised By

The ‘Authorisgll By’ person was selected from within the PSOLIS user search HE123456
facility.

Related national definition
N/A

Revision history
N/A

Mental Health Data Collection Data Dictionary 220



Authorised By Name

Field name: authorised_by _name

Source Data Element(s): [Authorised By Name] — PSOLIS

Definition: The name of the staff member who authorised the
legal order change.

Requirement status: Conditional

Data type: String
Format: X(150) b

Permitted values: Alphanumeric combin

*

Guide for use

Collection of this data element is conditional — %atoryt \%he name of the

person who approved a change to certaln
In PSOLIS, the ‘Authorised by’ field has:

a. Free text capability to cater for ns when authorlsmg person is not listed
in PSOLIS.
b. The ability to search for ,aP Quser
Rules
Collection of this data t must e when a change has occurred on legal
orders 1A to 7D, 9 d pseudo orders.
QA / valid
N/A @
@ “%

Authorised By Name

The ‘Al el ’ i Joe Citizen
facility,

Related national definition
N/A

Revision history
N/A
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AV Exam

Field name: av_exam_code

Source Data Element(s): [AV Exam] — PSOLIS

Definition: Indicator detailing whether a psychiatric examination
of a client was conducted by videoconference.

Requirement status: Mandatory

Data type: Numeric
Format: N b

Permitted values: 0-No @ .

Guide for use &
Collection of this data element is mandato\
A psychiatric assessment/examination ¢ ondu d viatidio-visual (AV)

communication.
Under the Act, AV communicati Qusmg Vj conferencmg to provide “real-time,
[

synchronous video and audio tra sI8n be n catlons to bring people together.”

In non-metropolitan areas sse sme tfor ral or examination by a psychiatrist
under the Act (s.48 and s an be c ucted via AV communication.

A checkbox is avalla the o en in PSOLIS to confirm if the client has had

a psychiatric exa a AVt
Rules
N/A V @

A client examination under the Act was conducted via videoconference.

Related national definition
N/A

Revision history
N/A
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CLMIAA Status

Field name:

clmiaa_status_code

Source Data Element(s):

[CLMIAA Status] — PSOLIS

Definition:

Indicator detailing whether a client is subject to an

Requirement status:

Mandatory

Data type:

Numeric

Format:

N

order under CLMIAA.

Permitted values:

0 — No known CLMI
1 — Subject of CL
2 — Subject of ospital &der

tys
tody or%
[ d

Guide for use

Collection of this data element is mand

CLMIAA status is recorded to identif
Criminal Law Mentally Impaired

CLMIAA status is selected by the QSOLIS us

Rules

QA / valid

@
@:@

W 5\\’
r the cIiehsubject to an order under the
Act 199, LMIAA)

e CLMIAA order section.

€>

CLMIAA Status

Relatedy
N/A

Revision history
N/A
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CTO Appointment Date and Time

Field name: cto_appt_datetime

Source Data Element(s): [CTO Appointment Date and Time] — PSOLIS

Definition: Date and time of the scheduled first appointment
under the CTO.

Requirement status: Mandatory

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time
Guide for use EQ \*
.
CTO appointment date and time records t d time m cheduled first

Collection of this data element is mandatory.
\ r (CTO).

appointment for a client placed on a CO’Q Treatment

Rules Q
CTO appointment date and time% prior t@TO expiry date and time.

QA / validations & O
N/A @ 6
Examples q @

CTO Appointment

Date and Time

The s ising psychiagi L ters 20 July 2021 at 8am as the date and time 2021-07-20 08:00:00
fi t's first app :

ated al definition
N/A f@

Revision history
N/A
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Legal Order Effective Date and Time

Field name: effective_datetime

Source Data Element(s): [Legal Order Effective Date and Time] — PSOLIS

Definition: Date and time the leave order was made effective.

Requirement status: Mandatory

Data type: Datetime

Format: YYYY-MM-DD HH:MM:SS ¢

Permitted values: Valid date and time

L 2
Guide for use @ (l/

Collection of this data element is mandatory.

Legal order effective date and time records the d ti e e Order (7TA —
Grant of Leave to an Involuntary Patient a xtension nt of Leave) was
made.

Rules

Legal order effective date and tu?sa\ot be {ter$han the expiry date and time of the
rdeg (ITO)

parent Involuntary Treatmen r 6B or Continuation 6C (if one
exists).

QA/ validationQ@ 6
N/A Q

Legal Order Effective
Date and Time

2021-05-15 10:00:00

onal definition

N/A

Revision history
N/A
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Legal Episode Identifier

Field name: episode_identifier

Source Data Element(s): [Legal Episode Identifier] - PSOLIS

Definition: The unique identifier for the legal episode.

Requirement status: Mandatory

Data type: Numeric

Format: [N(20)] *

Permitted values: Unique numeric identifier

0

Guide for use

Collection of this data element is mandatory. sp
This data element is system generated and jde isode the order
is attached to. :

X
N
&?Q OQ

Rules

N/A
QA / validations
N/A

Legal Episode
Identifier

RPN
Revis%'\istory
N/A
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Made By

Field name: made_by
Source Data Element(s): [Made By] — PSOLIS
Definition: The health employee (HE) number of the staff
member making a legal order.
Requirement status: Mandatory
Data type: String
Format: X[(X9)] t
Permitted values: Valid HE number .
Guide for use
Collection of this data element is mandatory \*

This field displays the HE number of the p C)Klng ane Qc order (Forms 1A to

7D, 9A & 9B, 12B & 12C, and pseudo or

The ‘Order Made By’ field in PSOLIS the logded\in user name and cannot be
risumal O

changed.
For Transcribed Paper Orders a% Qe Order Made By’ field displays the
logged in user name with th asity to sea in PSOLIS for an alternative clinician

name.

Rules

N/:l d Qq GQ
NQ/A V% ns&%

€y client under legal order form 1A: Referral for Examination by HE123456
e entered into PSOLIS.

Related national definition
N/A

Revision history
N/A
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Made By Name

Field name: made_by name
Source Data Element(s): [Made By Name] — PSOLIS
Definition: The name of the staff member who made the legal
order.
Requirement status: Mandatory
Data type: String
Format: X(150) b
Permitted values: Alphanumeric combin .
Guide for use
Collection of this data element is mandatory \
This field displays the name of the person n eIectr% er (Forms 1A to 7D,

9A & 9B, 12B & 12C, and pseudo orders

The ‘Order Made By’ field in PSOLIS the logde¥in user name and cannot be
changed.

For Transcribed Paper Orders a%u alO Qe Order Made By’ field displays the
logged in user name with th asity to sea in PSOLIS for an alternative clinician
name.

Rules

N/:l d Qq GQ
NQ/A V% ns&%

Made By Name

€y client under legal order form 1A: Referral for Examination by Joe Staff
e entered into PSOLIS.

Related national definition
N/A

Revision history
N/A
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Made By Qualification

Field name: made_by_qualification

Source Data Element(s): [Made By Qualification] — PSOLIS

Definition: The professional qualification of the person making
the legal order.

Requirement status: Conditional

Data type: String
Format: [X(255)] b

Permitted values: Alphanumeric combin

*

Guide for use

Collection of this data element is conditional — 't‘@jatory @\%he qualification of

the person who made certain legal orders._*®
Xmadeﬁle order is a free text field.
Rules

This data element must be colle%aese legal ers: Forms 1A to 7D, 9A & 9B,

12B & 12C, and pseudo ordegs. O

QA / validations @
&

The professional qualification of the pers

N/A

Made By Qualification

new client egal order form 1A: Referral for FRANZCP
n by Psychi re entered into PSOLIS.

N/A %
Revision history
N/A

al definition

Mental Health Data Collection Data Dictionary 229



Made by Qualification Type

Field name: made_by_qualification_type code

Source Data Element(s): [Made By Qualification Type] — PSOLIS

Definition: Numeric identifier of the qualification role of the
person making the legal order.

Requirement status: Conditional
Data type: Numeric
Format: N b
Permitted values: 1 — Medical practiti
2 — Authorised me\@th practﬁ)b
3 - PsychlatrlstQ
4 — Mental == ppractitiong
Guide for use \

Collection of this data element is co —itis ma%ory to record the qualification

role of the person who made cergaigl orders
The qualification role of the persolgmaking th Qs selected from the ‘Qualification
Role’ drop down list in the PQLIS ‘Leg:l Or@creen.

This data elemen olle% ese legal orders: Forms 1A to 7D, 9A & 9B,

12B & 12C, an o orders

Made By Qualification Type

Details or'a nggv client under legal order form 1A: Referral for
ExaminatiolT by Psychiatrist are entered into PSOLIS.

Related national definition
N/A

Revision history
N/A
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No Referral Determined By

Field name: no_referral_determined_by

Source Data Element(s): [No Referral Determined By] — PSOLIS

Definition: The health employee (HE) number of the staff
member who determined that the referral was no
longer required.

Requirement status: Mandatory

Data type: String ¢

Format: X[(X9)]

Permitted values: Valid HE number @ ¢
Guide for use $

Collection of this data element is mandato

This field displays the HE number of the ho eterml that the referral was not
required and is completed in PSOLIS vi udo Ord — Referral not Required.
In PSOLIS, the ‘Determined by Id%
a. Free text capability to catt%t ation @the authorising person is not listed
in PSOLIS.
b. The ability to sear nd sel OLIS user.
This field will remain k% he no@ determined by name’ is entered by free text.
Rules
N/A
QA ation
2 @

E

No Referral
Determined By

HE123456

The ‘Determined by’ person was selected from within the PSOLIS user search
facility.

Related national definition
N/A

Revision history
N/A
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No Referral Determined By Name

Field name: no_referral_determined_by name

Source Data Element(s): [No Referral Determined By Name] — PSOLIS

Definition: The name of the staff member who determined that
the referral was no longer required.

Requirement status: Mandatory
Data type: String
Format: X(150) b
Permitted values: Alphanumeric combin .
Guide for use
Collection of this data element is mandatory \
This field displays the name of the person rmlned referral was not
required and is completed in PSOLIS via Order — ral not Required.
In PSOLIS, the ‘Determined by Nam K

in PSOLIS.

b. The ability to search &a ect, a @LIS user.
Rules @ 6
IR

a. Free text capability to cat? ations the authorising person is not listed
nd sel

No Referral Determined
By Name

Joe Citizen

Related national definition
N/A

Revision history
N/A
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Order Changed By

Field name: order_changed_by

Source Data Element(s): [Order Changed By] — PSOLIS

Definition: The health employee (HE) number of the staff
member who made changes to an existing legal
order.

Requirement status: Conditional

Data type: String ¢

Format: X[(X9)]

Permitted values: Valid HE number @ ¢ (L

Guide for use @. \
Collection of this data element is conditionﬁ\\@)nly ma @/here a change has

been made to an existing legal order.

The ‘Order Changed By’ person may or ot be tr&me as the person who
authorised the change to the legal org

In PSOLIS, the ‘Order Changed e efault@e logged in user and is not editable.

Rules é 60

5//: / valida(ti)Q\q 6@
Exampl 6®

-_—

Order Changed By
HE123456

Relateusational definition
N/A

Revision history
N/A
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Order Changed Reason

Field name:

order_changed_reason_code

Source Data Element(s):

[Order Changed Reason] — PSOLIS

Definition:

Reason for the change in the legal order, if the

record has been updated.

Requirement status:

Conditional

Data type:

Numeric

Format:

N

Permitted values:

Guide for use &

Collection of this data

been made to cerb g Ie% @s.
Rules O
This dataWt mus’( cted for legal orders 1A to 7D and pseudo orders.

1 — Transcription error .
2 — Content error @

S

tis co

5

il — it is only mandatory where a change has

Order Changed Reason

Joe Staff updates a client’s existing legal order in PSOLIS.

4 — Additional information added

Related national definition

N/A

Revision history
N/A
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Order End Date and Time

Field name: order_end_datetime

Source Data Element(s): [Order End Date and Time] — PSOLIS

Definition: Date and time the legal order expires.

Requirement status: Mandatory

Data type: Datetime

Format: YYYY-MM-DD HH:MM:SS *

Permitted values: Valid date and time

L 4
Guide for use \Q

Collection of this data element is mandatory. *
Rules ’\C)@' 50\
N/A Q\

QA / validations Q

N/A v OQ

Examples &

Order End Date and
Time

A legal order i |s .@ 1 at 10am. 2021-05-15 10:00:00

RelateMonal@ntlon

g&&y
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Order Identifier

Field name: order_identifier

Source Data Element(s): [Order Identifier] - PSOLIS

Definition: The unique identifier for the legal order.

Requirement status: Mandatory

Data type: Numeric

Format: [N(20)] *

Permitted values: Unique numeric identifier

<&

Guide for use \ (]/
Collection of this data element is mandatory. Q
This data element is system generated and jdegTri ach
Rules \\

N/A QQ '\
QA / validations ?* Q

SA

N/A

Examples é 6

Legal Record Identifier

Details of a new @ under lega
Psychiatrigg are €

PSON
R I@ tior@&%nition

zivis@@%
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Order Name

Field name: order_name

Source Data Element(s): [Order Name] — PSOLIS

Definition: The full name of the legal order.

Requirement status: Mandatory

Data type: String

Format: X(130) ¢

Permitted values: As per Appendix D — Legal orders

.

Guide for use \® ('1/
Collection of this data element is mandatory. @9 \*
Rules N O 0
» D
QA / validations QQ Q
N/A ?\

O

Examples &

Order Name

Form 1A — Referral for Examination
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Order Name Code

Field name: order_name_code

Source Data Element(s): [Order Name Code] — PSOLIS

Definition: The name of the legal order, as represented by a
code.

Requirement status: Mandatory

Data type: Numeric

Format: N(2) b

Permitted values: As per Appendix D — Lggal grders

Guide for use

S

N/A

QA / validati

as validations ?\Q Q
CC a0

Examples @ ()

Rules \
Q

Order Name Code

|on6 y
N/A %
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Order Start Date and Time

Field name: order_start_datetime

Source Data Element(s): [Order Start Date and Time] — PSOLIS

Definition: Date and time the legal order came into effect.

Requirement status: Mandatory

Data type: Datetime

Format: YYYY-MM-DD HH:MM:SS ¢

Permitted values: Valid date and time

.
Guide for use \® (l/
Collection of this data element is mandatory. Q %
This date element is completed with the stagf d time h$ er commences.
The PSOLIS field defaults to created date ime but is e% and therefore can be

'backdated'. Q \
Rules Q
There are specific rules related to%is data el ich are detailed in the individual

legal orders.

Order start date and time@&ot be ir@‘uture relative to the current time.
QA / validati %)
N/A O @

Order Start Date and Time

2021-05-15 10:00:00

Revision history
N/A
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Order to Attend Date and Time

Field name: attend_datetime

Source Data Element(s): [Order to Attend Date and Time] — PSOLIS

Definition: Date and time the client has been ordered to attend
a place under the 5F legal order.

Requirement status: Mandatory

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use Q

Collection of this data element is conditional — it @mandat \:e a Form SF:
Order to Attend has been made following g &liekt bking in b their community
treatment order (CTO).

The date and time the client is ordered t@nd a pIN recorded in this PSOLIS field.

Rules Q
The date and time of attenda{ce st be aft@ ate and time the 5F legal order was

created.
QA/ validationQ@ 6

N/A Q

Order to Attend Date and Time

2021-06-21 11:00:00

N/A

Revision history
N/A
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Order Type

Field name: order_type_code

Source Data Element(s): [Order Type] — PSOLIS

Definition: A numeric code identifying how the order was
created.

Requirement status: Mandatory

Data type: String

Format: A b

Permitted values: E — Electronically mad rdgr

C — Court/tribun

P — Paper transcritx\ r

Guide for use

Collection of this data element is ma@
Rules ? - OQ

N/A

QA/ vaIidationgé 6
N/A Q

Order Type

Revision history
N/A
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Parent Identifier

Field name: parent_identifier

Source Data Element(s): [Parent Identifier] - PSOLIS

Definition: Numeric code uniquely assigned to the current legal
order which identifies the preceding legal order within
a legal episode.

Requirement status: Mandatory
Data type: Numeric *
Format: [N(20)]
Permitted values: Whole number @ ¢ ('L
Guide for use @.: $
Collection of this data element is mandatog/* 0 0
Parent identifier is a system generated unj mber assig to each legal form within
a legal episode. \

s W

N/A

Parent Identifier

O &
ated r@l definition
Revis&istory

N/A
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Previous Expiry Date and Time

Field name: previous_expiry_datetime

Source Data Element(s): [Previous Expiry Date and Time] — PSOLIS

Definition: The date and time of the expiry of a mental health
client’s previous legal order.

Requirement status: Conditional

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use Q
Collection of this data element is condltlonal - t@manda \:e an earlier legal

order for the mental health client exists.

Rules Qe x

The previous expiry date and time fore the effextive date of the current legal
order. v

QA / validations & O

S O

Examples Q @

Previous Expiry Date and Time

2021-06-21 11:00:00

g#bte and time of expiry of the previous

M 11am.
Related n | definition
Revisid™ history
N/A
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Received Patient By

Field name: received_patient_by

Source Data Element(s): [Received Patient By] — PSOLIS

Definition: The health employee (HE) number of the person who
took receival of the mental health client.

Requirement status: Conditional

Data type: String
Format: X[(X9)] b

Permitted values: Valid HE number

*

Guide for use

Collection of this data element is conditional — 't@manda%\seciﬁc legal

orders. ¢

A receival section is included in the legal \reen of thosg #rders in PSOLIS to
enable the recording of the receival of t nt at thef\gcorded place of examination.
This field displays the HE numbeggo erson who took receival of the client.

In PSOLIS, the ‘Received Patien el has;
a. Free text capability to@er or si atio@hen the person is not listed in PSOLIS.

b. The ability to sei r@, and sel PSOLIS user.

This field will remain K f ‘rec 'v@ nt by name’ is entered by free text.

Rules Q
\/O

N/A

Received Patient By

The ‘Received Patient By person was selected from within the PSOLIS user HE123456
search facility.

Related national definition
N/A

Revision history
N/A
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Received Patient By Name

Field name: received_patient_by name

Source Data Element(s): [Received Patient By Name] — PSOLIS

Definition: The name of the staff member who took receival of
the mental health client.

Requirement status: Conditional

Data type: String
Format: X(150) b

Permitted values: Alphanumeric combin

*

Guide for use

Collection of this data element is conditional — 't@manda%\seciﬁc legal

orders. ¢

A receival section is included in the legal \reen of thosg §rders in PSOLIS to
enable the recording of the receival of t nt at the\corded place of examination.

This field displays the name of t o took receival of the client.

In PSOLIS, the ‘Received Patierr%a e’ fie|dQas
a. Free text capability to@er or sityatio hen the person is not listed in PSOLIS.
b. The ability to sa@, and sel PSOLIS user.

e
QAléaWions K%

Received Patient By
Name

The ‘Received Patient By Name’ person was not found via the PSOLIS user Joe Citizen

search facility, so was manually entered into the field.

Related national definition
N/A

Revision history
N/A
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Received Patient Date and Time

Field name: received_patient_datetime

Source Data Element(s): [Received Patient Date and Time] — PSOLIS

Definition: The date and time the client was received at the
place of examination.

Requirement status: Conditional

Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS b

Permitted values: Valid date and time

Guide for use Q
Collection of this data element is condltlonal - @mand \ syecific legal

orders where a client has been received a ded pl mlnatlon
A receival section is included in the legal reen of thosg #rders in PSOLIS to
enable the recording of the receival of t \

t

the place of examination.

Rules

Received patient date @e must n
e in the future o the time.
e priorto al order é date and time.
o lat é ate and time.

QA \/uoréﬁ

A mental health client is received at the recorded place of
examination on 21 June 2021 at 11am.

This data element records the d*e a he client was actually physically received at

Received Patient Date and Time

2021-06-21 11:00:00

Related national definition
N/A

Revision history
N/A
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Received Patient Indicator

Field name: received_patient_indicator

Source Data Element(s): [Received Patient Indicator] — PSOLIS

Definition: Indicates whether the client has been received at the
recorded place of examination.

Requirement status: Conditional

Data type: Numeric

Format: N b

Permitted values: 0 — Not received

1 - Received @

Guide for use \*
Collection of this data element is condition ' nIy ma or specific legal
orders where a client has been received cord d p f examination.
A receival section is included in the I screen ose orders in PSOLIS to
enable the recording of the rece cltent.
This checkbox data element rec hert @t was actually received at the place
of examination.

Rules 6
QA / valid %q 66

N/A \/ K%

E @es

Received Patient Indicator

A client j t N inati
‘Receiv nt Indicator’ checkbox remains unchecked.

Related national definition
N/A

Revision history
N/A
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Referred From Place

Field name: referred_from_place code

Source Data Element(s): [Referred From Place] — PSOLIS

Definition: The name of the place the client is transferred from,
expressed as a code.

Requirement status: Conditional

Data type: Numeric
Format: N(4) b

Permitted values: Valid location code

*

Guide for use
Collection of this data element is conditional — t@manda \ syecific legal

orders where a client has been transferred, ¢

This is selected from a drop-down value e PSO egal Order screen.
Rules Q Q
N/A O

N/A

This data element identifies the service SQ m from whi he client was transferred.

Referred From Place

N/A
Revis&istory

N/A
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Referred From Place Metro Indicator

Field name: referred_from_place _metro_indicator

Source Data Element(s): [Referred From Place Metro Indicator] — PSOLIS

Definition: Flag identifying whether the ‘referred from’ place is a
metropolitan or non-metropolitan area.

Requirement status: Conditional

Data type: Numeric
Format: N b

Permitted values: 0 — Non-metropolitan @

1 — Metropolitan

Guide for use \*
nIy man Q

Collection of this data element is condltlon or specific legal

orders where a client has been transferr Q
Rules

N/A v OQ

QA / validations
S S
Examples q @

Referred From Place Metro Indicator

Revis%'\istory

N/A
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Referred From Place Type

Field name: referred_from_place_type_code

Source Data Element(s): [Referred From Place Type] — PSOLIS

Definition: The type of place the client was transferred from.

Requirement status: Conditional

Data type: Numeric

Format: N .

Permitted values: 1 — Authorised hospital

'\

Guide for use Q
Collection of this data element is w al — |t mandatory for specific legal
tr.

orders where a client has be ansferred.

Rules 6
QA / valid QQ GQ

N/A V K%

Referred From Place Type

A clienti n&gerrd ffom Albany Acute Psychiatric Unit to Graylands
Hospita

Related national definition
N/A

Revision history
N/A

Mental Health Data Collection Data Dictionary 250



Referred To Place

Field name: referred_to place code

Source Data Element(s): [Referred To Place] — PSOLIS

Definition: The name of the place the client is transferred to,
expressed as a code.

Requirement status: Conditional

Data type: Numeric
Format: N(4) b

Permitted values: Valid location code

*

Guide for use
Collection of this data element is conditional — t@manda \ syecific legal

orders where a client has been transferred, ¢

This is selected from a drop-down value e PSO egal Order screen.
Rules Q Q
N/A O

N/A

This data element identifies the service SQ m to which client was transferred.

Referred To Place

N/A
Revis&istory

N/A
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Referred To Place Metro Indicator

Field name: referred_to_place_metro_indicator

Source Data Element(s): [Referred To Place Metro Indicator] — PSOLIS

Definition: Flag identifying whether the ‘referred to’ place is a
metropolitan or non-metropolitan area.

Requirement status: Conditional

Data type: Numeric
Format: N b

Permitted values: 0 — Non-metropolitan @

1 — Metropolitan

Guide for use \*
nIy man Q

Collection of this data element is condltlon or specific legal

orders where a client has been transferr Q
Rules

N/A v OQ

QA / validations
S S
Examples q @

Referred To Place Metro Indicator

Revis%'\istory

N/A
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Referred To Place Type

Field name: referred_to_place_type_code

Source Data Element(s): [Referred To Place Type] — PSOLIS

Definition: The type of place the client was transferred to.

Requirement status: Conditional

Data type: Numeric

Format: N .

Permitted values: 1 — Authorised hospital

'\

Guide for use Q
Collection of this data element is w al — |t mandatory for specific legal
tr.

orders where a client has be ansferred.

Rules 6
QA / valid QQ GQ

N/A V K%

Referred To Place Type

A clienti n&gerrd ffom Albany Acute Psychiatric Unit to Graylands
Hospita

Related national definition
N/A

Revision history
N/A
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Same Practitioner Indicator

Field name: same_practitioner_indicator

Source Data Element(s): [Same Practitioner Indicator] — PSOLIS

Definition: Flag to indicate if the same practitioner made and
revoked the Form 1A — Referral Order.

Requirement status: Optional
Data type: Numeric
Format: N b
Permitted values: 0-No .
1-Yes @ ('L

Guide for use @

Collection of this data element is optional

This data element is collected via a che an values represent
whether the same medical practltlone and rev the Form 1A Referral.
Rules

N/A

QA / validation 6
N/A QQ
@)

Same Practitioner Indicator

Revision history
N/A

Mental Health Data Collection Data Dictionary 254



Supervising Psychiatrist

Field name: supervisor

Source Data Element(s): [Supervising Psychiatrist] - PSOLIS

Definition: The health employee (HE) number of the supervising
psychiatrist.

Requirement status: Mandatory

Data type: String

Format: X[(X9)] t

Permitted values: Valid HE number

*

Guide for use

Collection of this data element is mandatory. 0\*
. 2 g

This field displays the HE number of the s psychia

In PSOLIS, the ‘Supervising Psychiatris
a. Free text capability to cater fo ns when erson is not listed in PSOLIS.

b. The ability to search for, t, a PSQuser
This field will remain blank if gu st name’ is entered by free text.

Rules

ZAlvalld QQ GQ
N/A V K%

Supervising
Psychiatrist

HE123456

user search fafility.

Related national definition
N/A

Revision history
N/A
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Supervising Psychiatrist Name

Field name: supervisor_name

Source Data Element(s): [Supervising Psychiatrist Name] — PSOLIS

Definition: The name of the supervising psychiatrist.

Requirement status: Mandatory

Data type: String

Format: X(150) ¢

Permitted values: Alphanumeric combination

L 2
Guide for use @ (l/

Collection of this data element is mandatory.

This field displays the name of the supervisipg s trlst
In PSOLIS, the ‘Supervising Psychiatrist N d has:
a. Free text capability to cater for si s when person is not listed in PSOLIS.

b. The ability to search for, PSOLIS user.
Rules I; OQ

QA / valldatlonq 666

Example

Supervising Psychiatrist
Name

Fatrist Name’ person was not found via the PSOLIS Joe Citizen

as manually entered into the field.

Revision history
N/A
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Transcribed Order End Date and Time

Field name: transcribed_order_end_datetime
Source Data Element(s): [Transcribed Order End Date and Time] — PSOLIS
Definition: The end date and time of the transcribed legal order.
Requirement status: Conditional
Data type: Datetime
Format: YYYY-MM-DD HH:MM:SS *
Permitted values: Valid date and time
@ .
Guide for use \ (]/
Collection of this data element is conditional — it is ndato\ there is an order

expiry and the record type is transcribed order :
The transcribed order end date and time i | and tim iry of any legal form
entered in PSOLIS by transcription.

E/zles ?QQ '\

QA / validations
S S
Examples q @

Transcribed Order End Date and Time

2021-12-15 17:00:00

Revis%'\istory

N/A
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Transport By

Field name: transport_by

Source Data Element(s): [Transport By] — PSOLIS

Definition: Numeric code identifying whether a client was
transported by a police officer or transport officer or
both.

Requirement status: Optional

Data type: Numeric *

Format: N

Permitted values: — ('L

Guide for use

Collection of this data element IVQ Q

Rules

QA / valldatltg 66

m Albany Acute Psychiatric Unit to
¥ transport officer.

Transport By

N/A

Revision history
N/A
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Transport Police Reason

Field name: transport_police_reason

Source Data Element(s): [Transport Police Reason] — PSOLIS

Definition: Numeric code identifying the reason for police officer
transportation.

Requirement status: Conditional

Data type: Numeric

Format: N

serious harm to th belngt n p dorto

Permitted values: 1 — | am satisfied tha@e isa sig of
another person

— | am satisf} fficer will not be
avallable to
time, a |n out the order beyond
that t| Iy to po nificant risk of harm to

the elng rans d or to another person.
‘ ot specm

D

Guide for use &5
Collection of this data el conditigigl — |t is only mandatory if a transport order has
been created and ‘tra pollc en selected.

lI\T/:Ies 6
\(ﬂons&%

§ °

A clinician believes the client needs to be transported by the police. 1

Transport Police Reason

Related national definition
N/A

Revision history
N/A
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Transport Reason Satisfy

Field name:

transport_reason_satisfy_code

Source Data Element(s):

[Transport Reason Satisfy] — PSOLIS

Definition:

Numeric code identifying the reason for making the
transport order.

Requirement status:

Conditional

Data type:

Format:

Numeric
N b

Permitted values:

for fu ’&ninationb iatrist
4 — ary inpatienté@ general hospital needs to
b to auth&j hospital following a transfer

for examination by\ trist
2 — Person ne taken togen hospital to
atient ent order

be detained u%' \
3 — Perso to be t% adthorised hospital

1 — Referred person n@ tg be ta @
|

volun patient on leave of absence to
obtain or surgical treatment at a general
hosgital taken to the general hospital
6 -bluntary inpatient on leave of absence that
P or is cancelled needs to be taken to hospital

— Involuntary community patient not complying with
order to attend needs to be taken to specified place

8 — Involuntary community patient needs to be taken
to hospital as involuntary inpatient

9 — Involuntary inpatient in authorised hospital needs
to be taken to another authorised hospital following a
transfer order

Null — Not specified

Guide for use

Collection of this data element is conditional — it is only mandatory if a transport order has

been created.

Rules
N/A
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QA / validations
N/A

Examples

Transport Reason Satisfy

The reason ‘Person needs to be taken to authorised hospital for further 3
examination by psychiatrist’ is selected in PSOLIS.

Related national definition

N/A (L(L.

Revision history

N/A \Q ¢ ('19
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Transport Revoke Reason

Field name: transport_revoke reason_code

Source Data Element(s): [Transport Revoke Reason] — PSOLIS

Definition: Numeric code identifying the reason for a transport
order being revoked.

Requirement status: Conditional

Data type: Numeric

Format: N

been revoked.

2—lam satlsfl e transpgrt or@€r is no longer
needed. %

Null — Not@
Guide for use Q x
Collection of this data element iﬁ @w it is onl ndatory if a transport order has

Permitted values: 1 — Automatically rev @bgcause

been revoked.

Rules &
QA / vandau@q 666

Transport Revoke Reason

Revision history
N/A
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Treating Practitioner

Field name: treating_practitioner

Source Data Element(s): [Treating Practitioner] — PSOLIS

Definition: The health employee (HE) number of the treating
practitioner.

Requirement status: Mandatory

Data type: String
Format: X[(X9)] b

Permitted values: Valid HE number

*

Guide for use Q

Collection of this data element is mandatory. @' 0\
.

This field displays the HE number of the tr@ctmonert

a. Free text capability to cater fo ns whenmerson is not listed in PSOLIS.

b. The ability to search for, t, a PSQuser.
This field will remain blank ifﬁat g practltlc@1 me’ is entered by free text.

Rules
N/ ¥ &
QA / valid 6

N/A V K%

Supervising
Psychiatrist

ractitioner’ person was selected from within the PSOLIS user HE123456

search faC| it

Related national definition
N/A

Revision history
N/A
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Treating Practitioner Name

Field name: treating_practitioner_name

Source Data Element(s): [Treating Practitioner Name] — PSOLIS

Definition: The name of the treating practitioner.

Requirement status: Mandatory

Data type: String

Format: X(150) ¢

Permitted values: Alphanumeric combination

Guide for use @ )
O L\

Collection of this data element is mandatory.

This field displays the name of the treating pra

In PSOLIS, the ‘Treating Practitioner NameNg

a. Free text capability to cater for si S whenN)erson is not listed in PSOLIS.
use

b. The ability to search for, @ PSOLIS
Rules I;

QA / valldatlonq 666

Example

Supervising Psychiatrist
Name

er Name’ person was not found via the PSOLIS user Joe Citizen

anually entered into the field.

Revision history
N/A
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Treating Practitioner Qualification Type

Field name: treating_practitioner_qualification_type_code

Source Data Element(s): [Treating Practitioner Qualification Type] — PSOLIS

Definition: The type of qualification of the treating practitioner,
expressed as a code.

Requirement status: Optional
Data type: Numeric
Format: N b
Permitted values: 1 — Medical practitione .

4 — Mental health p@er ('L

Null — Not specitdd

» \
Guide for use ’\0 50
Collection of incident notes is optional. Q\ \

Rules Q

N/A ?\ OQ

QA / validations & 6

N/A Qq 6@

Treating Practitioner Qualification Type

ed na ' definition

N
Revis@nistory

N/A
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Appendix A — Service event item codes

Code Name

Start Date

End Date

Clinical

Service

Contact

15 DIETETICS

16 | DRUG & ALCOHOL REHAB/DETOX

1 ASSESSMENT 1/01/2002 | 8/12/2003 1
2 ASSESSMENTS OUTCOME MEASURES | 1/01/2002 | 8/12/2003 1
3 CASE CONFERENCES 1/01/2002 | 8/12/2003 1
4 CLIENT ADVOCACY 1/01/2002 | 8/12/2003 1
5 CLIENT ASSISTANCE 1/01/2002 | 8/12/2003 1
6 CLIENT EDUCATION 1/01/2002 | 8/12/2003 1
7 CLIENT ESCORT 1/01/2002 | 8/12/2003 1
8 CLINICAL RECORD KEEPING 1/01/2002 | 8/12/2003 1
9 CLINICAL REVIEWS 1/01/2002 | 8/12/2003

10 | CLINICAL SUPERVISION 1/01/2002 | 8/12/2003

11 LIAISON - CONSULTATION 8/12/2003

12 | COUNSELLING

13 | CRISIS INTERVENTION 1
14 | CRITICAL INCIDENT STRESS 1

DEBRIEFING (CISD)

Y
Y
C
Y
Y
Y
Y

‘ l Ne
N
Y
Y
Y
Y
1 C
1 Y
17 FAMILY MEETINGS 1/01/2002 1 Y
18 FAMILY SUPPORT 1/0 2 | 8/12/2003 1 Y
19 LIAISON - GP 1/01/20 8/12/2003 1 Y
20 GROUP PREPARATION 1J/2002 | 8/12/2003 0 N
21 HEALTH PROMOTIO @ 01/2002 | 8/12/2003 0 N
22 DEPOT INJECTION_ 1/01/2002 | 8/12/2003 1 Y
23 é 1/01/2002 | 8/12/2003 1 N
24 ~ 1/01/2002 | 27/03/2003 1 C
25 1/01/2002 | 8/12/2003 1 C
26 1/01/2002 | 8/12/2003 1 Y
27 1/01/2002 | 8/12/2003 0 N
28 1/01/2002 | 7/04/2003 1 Y
29 1/01/2002 | 8/12/2003 1 Y
1/01/2002 | 8/12/2003 1 C
OFES “C\M DEVELOPMENT 1/01/2002 | 8/12/2003 1 N
i“:’ ASSESSMENT 1/01/2002 | 7/04/2003 1 Y
3 ‘ 1/01/2002 | 27/03/2003 1 Y
34 1/01/2002 | 7/04/2003 0 N
35 1/01/2002 | 8/12/2003 0 N
36 RESEARCH ACTIVITIES 1/01/2002 | 8/12/2003 0 N
37 RESUSCITATION 1/01/2002 | 8/12/2003 0 Y
38 RISK ASSESSMENT 1/01/2002 | 8/12/2003 0 Y
39 SERVICE MANAGEMENT 1/01/2002 | 8/12/2003 0 N
40 SOCIAL WORK (SCGH) 1/01/2002 | 27/03/2003 0 Y
41 STUDENT EDUCATION 1/01/2002 | 8/12/2003 0 N
42 RISK ASSESSMENT - SUICIDE 1/01/2002 | 8/12/2003 0 Y
43 THERAPY 1/01/2002 | 8/12/2003 0 Y
44 TRAVEL 1/01/2002 | 8/12/2003 0 N
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Start Date

End Date

Clinical

Service

Contact

45 | WELFARE 1/01/2002 | 27/03/2003 0 C
46 | CONSULTATION INITIAL 1/01/2002 | 27/03/2003 1 Y
47 | WARD ROUND 1/01/2002 | 8/12/2003 1 N
48 | CONSULTATION SUBSEQUENT 1/01/2002 | 27/03/2003 1 Y
49 | STAFF DEVELOPMENT 1/01/2002 | 8/12/2003 1 C
50 | ASSESSMENT 8/12/2003 | 30/06/2018 1 Y
51 | ASSESSMENTS OUTCOME MEASURES | 8/12/2003 | 30/06/2018 1 Y
52 | CARER INTERVENTIONS - ADMITTED | 8/12/2003 | 30/06/2018 1 Y
CLIENT
53 | CARER INTERVENTIONS - NON 8/12/2003 | 30/06/2018 T ( l Ne
ADMITTED CLIENT
54 | CASE CONFERENCES 8/12/2003 | 30/06/2018 Y
55 | CLIENT ADVOCACY 8/12/2003 | 30/06/2018 v
56 | CLIENT ASSISTANCE 30706/2016 Y
57 | CLIENT DID NOT ATTEND 0 N
58 | CLIENT EDUCATION & SKILLS 1 Y
TRAINING
59 | CLIENT ESCORT R 1 Y
60 | CLINICAL RECORD KEEPING N 12/2003 /2018 1 N
61 | CLINICAL REVIEWS 8/12/2003 L J0/06/2018 1 Y
62 | CLINICAL SUPERVISION 8/1% 30/06/2018 1 N
63 | COUNSELLING 8/12/2083 | 30/06/2018 1 Y
64 | CRISIS INTERVENTION /2003 | 30/06/2018 1 Y
65 | CRITICAL INCIDENT STRE®S 12/2003 | 30/06/2018 1 Y
DEBRIEFING (CISD)
66 | DEPOT INJECTIO 8/12/2003 | 30/06/2018 1 Y
67 %HAB/DET 8/12/2003 1 Y
68 ) 8/12/2003 | 30/06/2018 1 Y
8/12/2003 1 Y
NTION 8/12/2003 | 30/06/2018 0 N
'\@ 8/12/2003 | 30/06/2018 1 N
R ION 8/12/2003 | 30/06/2018 1 Y
SPECIFIC) 8/12/2003 | 30/06/2018 1 Y
IENT SPECIFIC) | 8/12/2003 | 30/06/2018 1 N
8/12/2003 | 30/06/2018 1 Y
8/12/2003 | 30/06/2018 1 Y
ION, ADMINISTERING 8/12/2003 | 30/06/2018 1 Y
8/12/2003 | 30/06/2018 1 Y
79 | MEETINGS 8/12/2003 | 30/06/2018 0 N
80 | PHYSIOTHERAPY 8/12/2003 | 30/06/2018 1 Y
81 | PROFESSIONAL DEVELOPMENT 8/12/2003 | 30/06/2018 1 N
82 | REPORT WRITING 8/12/2003 | 30/06/2018 1 N
83 | RESEARCH ACTIVITIES 8/12/2003 | 30/06/2018 0 N
84 | RESUSCITATION 8/12/2003 | 30/06/2018 1 Y
85 | SERVICE MANAGEMENT 8/12/2003 | 30/06/2018 0 N
86 | SESSION PREPARATION 8/12/2003 | 30/06/2018 0 N
87 | STAFF DEVELOPMENT 8/12/2003 | 30/06/2018 0 N
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Start Date

End Date

Clinical

Service

Contact

88 | STUDENT EDUCATION 8/12/2003 | 30/06/2018 | 0 N
89 | THERAPY 8/12/2003 1 Y
90 | TRAVEL (STAFF) 8/12/2003 | 30/06/2018 | 0 N
91 | WARD ROUND - INPATIENT 8/12/2003 | 30/06/2018 | 1 N
92 | EXTERNAL TRAINING 23/06/2009 | 30/06/2018 | 1 N
93 | SCHOOL EDUCATION 23/06/2009 | 30/06/2018 | 1 N
94 | TRAINING PREPARATION 23/06/2009 | 30/06/2018 | 1 N
95 | ASSESSMENTS NON-NOCC 4/05/2010 | 30/06/2018 | 1 Y
MEASURES
96 | NOCC CLEARANCE 29/06/2010 1 ( ] Ne
97 | ABORIGINAL CULTURAL INPUT 13/07/2010 | 30/06/2018
98 | ABORIGINAL TRADITIONAL MEDICINE | 13/07/2010 | 30/06/2018 C
99 | ABORIGINAL HEALER 13/07/201Qot30/06/201 C
100 | ASSESSMENT BASELINE 2/08/2 g';o/oea/zm Y
101 | ASSESSMENT MID-TREATMENT 2/ 30/06/2018 |/ 1 Y
102 | ASSESSMENT FINAL 3 8| 1 Y
103 | RTMS-EEG #2011 | 3 0 1 Y
104 | RTMS TREATMENT . /20119, 8Q/0p2018 | 1 Y
105 | ASSESSMENT INITIAL 3/09/2011 6/2018 | 1 Y
106 | EMERGENCY CONSULTATION /09012 150/06/2018 | 1 Y
107 | APPOINTMENT CANCELLED 1/01/%@ 30/06/2018 | 1 N
108 | EC APPOINTMENT CAN 01/2012 | 30/06/2018 | 1 N
109 | EC DID NOT ATTEND 1/04/2012 | 30/06/2018 | 1 N
110 | COURT ATTENDANG, 6&01/2012 30/06/2018 | 1 Y
111 | COURT PREPARA ‘, \ 1/01/2012 | 30/06/2018 | 1 N
112 | CIC REPORT 1/01/2012 | 30/06/2018 | 1 Y
113 1/01/2012 | 30/06/2018 | 1 Y
114 | SPECIMEN 1/01/2012 | 30/06/2018 | 1 N
115 spm@ 1/01/2012 | 30/06/2018 | 1 N
116 SUL 1/01/2012 | 30/06/2018 | 1 Y
117 M 1/01/2012 | 30/06/2018 | 1 Y
OTECTION
1 REPORT - CHILD 1/01/2012 | 30/06/2018 | 1 Y
9 1/01/2012 | 1/07/2017 1 Y
1 1/01/2012 1 Y
121 1/01/2012 | 1/07/2017 1 Y
122 1/01/2012 | 1/12/2012 1 N
123 | POST DISCHARGE FOLLOW-UP 30/06/2017 | 30/06/2018 | 1 C
124 | HANDOVER 1/07/2017 | 30/06/2018 | 1 N
125 | CLIENT CONTACT - OTHER 1/07/2017 | 30/06/2018 | 1 N
126 | ASSESSMENT 1/07/2018 1 Y
127 | ASSESSMENTS OUTCOME MEASURES | 1/07/2018 1 C
128 | CARER INTERVENTION - 1/07/2018 1 Y
REFERRED/ACTIVE CLIENT
129 | CARER INTERVENTION - NON- 1/07/2018 1 N
REFERRED/NON ACTIVE CLIENT
130 | CASE CONFERENCES 1/07/2018 1 Y
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Start Date

End Date

Clinical

Service

Contact

142 | INTAKE MEETING

143 | LIAISON - OTHER

131 | CLIENT ADVOCACY 1/07/2018 1 Y
132 | CLIENT ASSISTANCE 1/07/2018 1 Y
133 | CLIENT EDUCATION & SKILLS 1/07/2018 1 Y
TRAINING

134 | CLINICAL RECORD KEEPING 1/07/2018 1 N
135 | CLINICAL REVIEWS 1/07/2018 1 Y
136 | CLINICAL SUPERVISION 1/07/2018 1 N
137 | COUNSELLING 1/07/2018 1 Y
138 | CRISIS INTERVENTION 1/07/2018 1 Y
139 | DEPOT INJECTION 1/07/2018 1 Ye
140 | FAMILY MEETINGS 1/07/2018

141 | HEALTH EDUCATION/PREVENTION 1/07/2018 N

Y
Y
144 | LIAISON - POLICE 1/ 1 Y
145 | MEDICATION, ADMINISTERING 1 Y
146 | MEDICATION REVIEW / 018 1 Y
147 | MEETINGS 1201 0 N
148 | PROFESSIONAL DEVELOPMENT /07/2018 1 N
149 | REPORT WRITING 1/07R018 1 N
150 | RESEARCH ACTIVITIES 1/0%8 0 N
151 SERVICE MANAGEMENTY{ &/2018 0 N
152 | SESSION PREPARATION 1/0¥/2018 0 N
153 | STAFF DEVELOPME ®07/2018 0 N
154 | STUDENT EDUCA " 1/07/2018 0 N
155 | TRAVEL (STAFK 1/07/2018 0 N
156 | EXTERNAL T 1/07/2018 1 N
157 | TRAININ » 5 1/07/2018 1 N
158 | ASSES§ 1/07/2018 1 C
ASURES
159 % 1/07/2018 1 Y
=ABORIGINAL TR@QD NAL MEDICINE 1/07/2018 1 Y
| ABORIGINA ITIONAL HEALER 1/07/2018 1 Y
NITIAL 1/07/2018 1 Y
RGE FOLLOW-UP 1/07/2018 1 C
1/07/2018 | 30/01/2019 1 N
165 T CONTACT - OTHER 1/07/2018 1 N
166 | A INTMENT CANCELLED-BY 1/07/2018 1 N
CLIENT
167 | APPOINTMENT CANCELLED-BY 1/07/2018 1 N
CLIENT<24HRS
168 | APPOINTMENT CANCELLED-BY 1/07/2018 1 N
SERVICE
169 | LIAISON - GP 1/07/2018 Y
170 | RTMS 1/07/2018 Y
171 HANDOVER 31/01/2019 Y
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Appendix B — Stream codes

Code Name Start Date Stream | Organisation
Type ID
1 ALBANY CAMHS 1/01/2002 1 226
2 ALBANY ADULT 1/01/2002 2 226
3 ALBANY ELDERLY 1/01/2002 3 226
4 FREMANTLE CAMHS 1/01/2002 1 103
5 FREMANTLE ADULT 1/01/2002 2 103
6 FREMANTLE ELDERLY 1/01/2002 3 103
7 JHC ADULT 1/06/2014 2
8 ARMADALE CAMHS 1/01/2002 1
9 ARMADALE ADULT 1/01/2002 2
10 ARMADALE OLDER ADULT 1/01/2002 3
11 BROOME CAMHS 1
12 BROOME ADULT 2
13 BROOME ELDERLY 214
14 CARNARVON CAMHS 229
15 CARNARVON ADULT 229
16 CARNARVON OLDER ADULT 3 229
17 DERBY CAMHS 1/01/20Q 1 215
18 DERBY ADULT NZOOZ 2 215
19 DERBY ELDERLY 1/0172002 3 215
26 INNER CITY CAMHS 1/01/2002 1 106
27 LOWER WEST ADULST 1/01/2002 2 106
28 1/01/2002 3 106
30 1/01/2002 1 218
31 1/01/2002 2 218
32 1/01/2002 3 218
33 1/01/2002 1 228
34 1/01/2002 2 228
35 1/01/2002 3 228
1/01/2002 1 216
1/01/2002 2 216
1/01/2002 3 216
1/01/2002 1 102
1/01/2002 2 100
-E' LEY OLDER ADULT 1/01/2002 3 100
47 NARROGIN CAMHS 1/01/2002 1 227
48 NARROGIN ADULT 1/01/2002 2 227
49 NARROGIN ELDERLY 1/01/2002 3 227
50 CAHS-CAMHS 1/12/2012 1 139
51 YOUTH MH SERVICES ADULT 1/12/2012 2 140
52 YOUTH MH SERVICES CAMHS 1/12/2012 1 140
53 NM INDIVIDUALISED COMMUNITY 1/03/2012 2 141
LIVING STRATEGY ADULT
54 FSH CAMHS 1/07/2014 1 142
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Code Name Start Date Stream  Organisation
Type ID
55 FSH ADULT 1/07/2014 2 142
56 FSH OLDER ADULT 1/07/2014 3 142
57 PCH CAMHS INPATIENT 8/06/2018 1 139
62 PORT HEDLAND CAMHS 1/01/2002 1 217
63 PORT HEDLAND ADULT 1/01/2002 2 217
64 PORT HEDLAND ELDERLY 1/01/2002 3 217
66 GRAYLANDS ELDERLY 1/01/2002 3 104
67 BUNBURY CAMHS 1/01/2002 1 223
68 BUNBURY ADULT 1/01/2002 2 2
69 BUNBURY ELDERLY 1/01/2002 3 3
76 WARREN BLACKWOOD CAMHS 1/01/2002 1
77 WARREN BLACKWOOD ADULT 1/01/2002 2 4
78 WARREN BLACKWOOD ELDERLY 1R/ 3 224
82 SWAN CAMHS 1 110
83 MIDLAND ADULT COMMUNITY 2002 100
84 MIDLAND OLDER ADULT COMMUNITY 1/2002 100
85 NEWMAN CAMHS . 1/01/ 1 219
86 NEWMAN ADULT 1/01/20 2 219
87 NEWMAN AND TOM PRICE EL 01/2 3 219
88 KALGOORLIE BOULDER C “1/0842002 1 207
89 KALGOORLIE BOULDE 1/01/2002 2 207
90 KALGOORLIE BOULDE Y 1/01/2002 3 207
92 MEEKATHARRA CANHS 1/01/2002 1 222
93 MEEKATHARR 9] 1/01/2002 2 222
94 MEEKATHA 1/01/2002 3 222
95 GRAYLA 1/01/2002 2 104
96 PMH/KE 1/01/2002 1 107
97 ROC@ A SENIORS 1/01/2002 3 111
101 RE 1/01/2002 2 116
% 1/01/2002 2 136
1/01/2002 1 229
1/01/2002 2 229
LDER ADULT 1/01/2002 3 229
1 TAL HEALTH SERVICE 1/01/2002 2 108
113 TH METRO OSBORNE CAMHS 1/01/2002 1 112
114 NORTH METRO STIRLING ADULT 1/01/2002 2 112
115 NORTH METRO OSBORNE ELDERLY 1/01/2002 3 112
116 NORTH METRO 1/01/2002 1 113
JOONDALUP/CLARKSON CAMHS
117 NORTH METRO JOONDALUP ADULT 1/01/2002 2 113
118 NORTH METRO 1/01/2002 3 113
JOONDALUP/CLARKSON ELDERLY
119 NORTH METRO SUBIACO CAMHS 1/01/2002 1 105
120 NORTH METRO SUBIACO ADULT 1/01/2002 2 105
121 NORTH METRO SUBIACO ELDERLY 1/01/2002 3 105
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Code Name Start Date Stream  Organisation
Type ID
124 GRAYLANDS CAMHS 1/01/2002 1 104
129 ROCKINGHAM AND KWINANA ADULT 1/01/2002 2 111
130 ROCKINGHAM AND KWINANA CAMHS 1/01/2002 1 111
131 PMH/KEMH ELDERLY 1/01/2002 3 107
132 SIR CHARLES GAIRDNER CAMHS 1/01/2002 1 108
133 SCGH MENTAL HEALTH SERVICE 1/01/2002 3 108
ELDERLY
134 WHEATBELT CAMHS 1/01/2002
135 WHEATBELT ADULT 1/01/2002
136 WHEATBELT ELDERLY 1/01/2002
137 GERALDTON CAMHS 1/01/2002
138 GERALDTON ADULT 1/01/2002
139 GERALDTON OLDER ADULT
140 ESPERANCE CAMHS
141 ESPERANCE ADULT
142 ESPERANCE ELDERLY
143 BUSSELTON CAMHS N 1
144 BUSSELTON ADULT rd  1/01/20% 2
145 BUSSELTON ELDERLY % ' /01/208 3
146 SARC NZOOZ 2 114
147 EAST WHEATBELT CAMHS 1/01/2002 1 230
148 EAST WHEATBELT AD 1/01/2002 2 230
149 EAST WHEATBELT pLDERLY 1/01/2002 3 230
150 YOUTHLINK AD 1 1/01/2002 2 117
151 PET 1/01/2002 2 115
13/08/2003 1 116
DULT 1/01/2003 3 109
1/01/2002 2 118
1/01/2002 1 118
1/01/2002 3 118
) 1/01/2002 2 119
/P EXPRESSION CENTRE 1/01/2002 2 120
W/TIVE EXPRESSION CENTRE 1/01/2002 1 120
NEUROSCIENCES ADULT 1/01/2002 2 121
161 NEUROSCIENCES CAMHS 1/01/2002 1 121
162 YOUTHLINK CAMHS 5/02/2004 1 117
163 GHS NEUROSCIENCES ELDERLY 1/01/2004 3 121
164 PEEL ADULT 1/01/2004 2 122
165 PEEL CAMHS 1/01/2004 1 122
166 PEEL SENIORS 1/01/2004 3 122
167 MENTAL HEALTH ADMIN STREAM 1/01/2002 2 199
168 NORTH METROPOLITAN CAMHS 1/07/2005 1 123
169 MULTI SYSTEMIC THERAPY CAMHS 1/08/2005 1 124
170 YOUTH REACH SOUTH CAMHS 28/11/2005 1 125
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Code Name Start Date Stream  Organisation
Type ID
171 YOUTH REACH SOUTH ADULT 28/11/2005 2 125
172 GHS CCI CAMHS 1/05/2006 1 119
173 NORTH CERT CAMHS 1/07/2006 1 127
174 NORTH CERT ADULT 1/07/2006 2 127
175 NORTH CERT ELDERLY 1/07/2006 3 127
176 SOUTH CATT CAMHS 1/07/2006 1 126
177 SOUTH CATT ADULT 1/07/2006 2 126
178 SOUTH CATT ELDERLY 1/07/2006 3 126
179 MHERL ADULT 12/09/2006 2
180 HAWTHORN HOUSE ADULT 16/10/2006 2
181 NORTH METRO CLINICAL 1/11/2007 2
ACCOMMODATION SUPPORT SERVICE
182 CLIENT RECORD SEARCH STREAM
183 NMHS HOSPITAL IN THE HOME
184 NORTH METRO MIRRABOOKA ADULT
185 RPH ADULT 100
186 RPH OLDER ADULT N 100
187 SPECIALISED ABORIGINAL MEN 1/04/208g 2 100
HEALTH SERVICE ADULT
188 SPECIALISED ABORIGINAL MENTA 1 100
HEALTH SERVICE CAMHS
189 SPECIALISED ABORIG 1/04/2010 3 100
HEALTH SERVICE OLD T
190 SMAHS - MH ADULT, 1/05/2010 2 135
. 1/05/2010 1 135
1/05/2010 3 135
1/07/2010 2 231
1/07/2010 1 231
1/07/2010 3 231
1/08/2010 1 232
1/08/2010 2 232
1/08/2010 3 232
1/03/2012 3 137
HALL EK ADULT 1/08/2012 2 234
202 AL REEK ELDERLY 1/08/2012 3 234
203 AL S CREEK CAMHS 1/08/2012 1 234
204 BILE CLINICAL OUTREACH TEAM 1/07/2012 2 100
(MCOT) ADULT
205 MARGARET RIVER CAMHS 1/07/2014 1 212
206 MARGARET RIVER ADULT 1/07/2014 2 212
207 MARGARET RIVER ELDERLY 1/07/2014 3 212
216 RTMS ADULT 1/07/2011 2 233
236 SARC PRISON 30/10/2012 2 114
237 SARC OUTREACH 30/10/2012 2 114
238 FORENSIC CAMHS 1/03/2013 1 116
239 ALBANY YOUTH 14/04/2015 2 226
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Code Name Start Date Stream  Organisation
Type ID
240 KATANNING YOUTH 14/04/2015 2 228
241 NARROGIN YOUTH 14/04/2015 2 227
242 SJOG MIDLAND ADULT MH 23/11/2015 2 235
243 SJOG MIDLAND OLDER ADULT MH 23/11/2015 3 235
244 WAEDOCS CAMHS 18/01/2016 1 236
245 WAEDOCS ADULT 18/01/2016 2 236
246 WAEDOCS OLDER ADULT 18/01/2016 3 236
247 CITY EAST ADULT 30/06/2016 2 100
248 CITY EAST OLDER ADULT 30/06/2016 3 1
249 FREMANTLE COMMUNITY RESIDENTIAL 30/09/2016 2 3
250 KARRATHA YOUTH 1/01/2017 2
251 PORT HEDLAND YOUTH 1/01/2017 2
252 SOUTH WEST MHS YOUTH 1R/ 2 231
253 KEMH CAMHS 1 136
254 NEWMAN YOUTH 2017 219
255 BENTLEY YOUTH 1/2018 100
256 BUSSELTON YOUTH . 1/04/2QU 2 212
257 SPEAK UP ADULT 27/08/20 2 136
258 MIA REVIEW BOARD 04/2 2 237
259 OFFICE OF THE CHIEF PSY, ST “1/0q2016 2 238
260 MENTAL HEALTH ADV C RVICE 1/04/2016 2 239
261 MENTAL HEALTH TRIB L 1/04/2016 2 240
262 WHEATBELT YOUT& 1/10/2018 2 205
263 BROOME YOUT 1/11/2019 2 214
264 1/11/2019 2 223
265 1/11/2019 2 229
266 1/11/2019 2 215
267 1/11/2019 2 206
268 1/11/2019 2 229
YOUTH 1/11/2019 2 232
TH 1/11/2019 2 204
OUTH 1/11/2019 2 234
E BOULDER YOUTH 1/11/2019 2 207
A YOUTH 1/11/2019 2 216
RET RIVER YOUTH 1/11/2019 2 212
275 KATHARRA YOUTH 1/11/2019 2 222
276 WARREN BLACKWOOD YOUTH 1/11/2019 2 224
277 DEPARTMENT OF HEALTH 16/12/2019 2 241
278 WACHS MH ETS ADULT 1/07/2020 2 242
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Appendix C — Triage problem codes

Code Name Start Date
1 RELATIONSHIP/FAMILY PROBLEM 1/01/2002
2 SOCIAL INTERPERSONAL (OTHER THAN FAMILY PROBLEM) 1/01/2002
3 PROBLEMS COPING WITH DAILY ROLES AND ACTIVITIES 1/01/2002
4 SCHOOL PROBLEMS 1/01/2002
5 PHYSICAL PROBLEMS 1/01/2002
6 EXISTING MENTAL ILLNESS - EXACERBATION 1/01/2002
7 EXISTING MENTAL ILLNESS - CONTACT/INFORMATION ONLY 1/01/2002
8 EXISTING MENTAL ILLNESS - ALTERATION IN 1/01/20§

MEDICATION/TREATMENT REGIME
9 DEPRESSED MOOD
10 GRIEF/LOSS ISSUES
11 ANXIOUS

12 ELEVATED MOOD AND/OR DISINHIBITED BEHNY /01/2002
13 PSYCHOTIC SYMPTOMS 1/01/2002
14 DISTURBED THOUGHTS, DELUSIONS E \“ 1/01/2002
15 PERCEPTUAL DISTURBANCES R % 1/01/2002
16 PROBLEMATIC BEHAVIOUR N 6 1/01/2002
17 DEMENTIA RELATED BEHAVIQ, 1/01/2002
18 RISK OF HARM TO SELF \ 1/01/2002
19 RISK OF HARM TO OTHE 1/01/2002
20 ALCOHOL/DRUGS 1/01/2002
21 AGGRESSIVE/THREAT 1/01/2002
22 LEGAL PROBLE S @ 1/01/2002
23 | EATING DISQR é 1/01/2002
24 ) 1/01/2002
25 1/01/2002
26 1/01/2002
27 HO 1/01/2002
28 V ROBLEMS 1/01/2002
29 I 1/01/2002
1/01/2002
9/06/2009
9/06/2009
9/06/2009
YE#POT INJECTION 9/06/2009
35 DELIBERATE SELF HARM 8/09/2009
36 SUICIDAL IDEATION 8/09/2009
37 RISK OF HARM FROM OTHERS 30/10/2012
38 SEXUAL ASSAULT/ABUSE - PAST 30/10/2012
39 SEXUAL ASSAULT - RECENT 30/10/2012
40 FAMILY AND DOMESTIC VIOLENCE 30/10/2012
41 CULTURAL ISSUES 8/05/2014
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Appendix D — Legal orders

Code

Name

1

1A REFERRAL FOR EXAMINATION BY PSYCHIATRIST

1A INFORMATION PROVIDED BY ANOTHER PERSON IN CONFIDENCE

1A REVOCATION OF REFERRAL FOR EXAMINATION BY PSYCHIATRIST

1B VARIATION OF REFERRAL

| WN

2 ORDER TO DETAIN VOLUNTARY INPATIENT IN AUTHORISED HOSPITAL FOR
ASSESSMENT

)]

2 REVOCATION OF ORDER TO DETAIN VOLUNTARY INPATIENT IN
AUTHORISED HOSPITAL FOR ASSESSMENT

3A DETENTION ORDER ¢
3B CONTINUATION OF DETENTION RECEIVED OUTSIDE METROPOL
AREA

3B CONTINUATION OF DETENTION FOR INPATIENT TREATMENT
GENERAL HOSPITAL

10

3B CONTINUATION OF DETENTION TO BE TAK

11

3B CONTINUATION OF DETENTION \

12

3C CONTINUATION OF DETENTION TO AFUR XAMINATION BY

PSYCHIATRIST

13

3D ORDER AUTHORISING RECEP? A DETIh NJWN AN AUTHORISED
UE

3E ORDER THAT A PERSON C E DETAINED

HOSPITAL FOR FURTHER EXAMI
CONT]
RDER

‘ /S
5A REVO MOF camifiRgTY TREATMENT ORDER

ON OF CRMUNITY TREATMENT ORDER
Yy

EF PSYCHIATRIST

30 6B INPATIENT TREATMENT ORDER IN GENERAL HOSPITAL

31 6B REVOCATION OF INPATIENT TREATMENT ORDER IN GENERAL HOSPITAL
32 6C CONTINUATION OF INPATIENT TREATMENT ORDER

33 6D CONFIRMATION OF INPATIENT TREATMENT ORDER

34 7A GRANT OF LEAVE TO INVOLUNTARY INPATIENT

35 7B EXTENSION AND/OR VARIATION OF GRANT OF LEAVE

36 7C CANCELLATION OF LEAVE

37 7D APPREHENSION AND RETURN ORDER

38 7D REVOCATION OF APPREHENSION AND RETURN ORDER
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Code

Name

39 9A RECORD OF EMERGENCY PSYCHIATRIC TREATMENT
40 9B REPORT ON URGENT NON-PSYCHIATRIC TREATMENT
41 12B REFUSAL OF REQUEST TO ACCESS DOCUMENT

42 12C RESTRICTION OF FREEDOM OF COMMUNICATION

43 ABSENT WITHOUT LEAVE

44 CLMIAA DISCHARGE

45 CLMIAA ORDER

46 DETAINED ON LEAVE

47 DETENTION EXPIRED

48 DISCHARGED FROM HOSPITAL <
49 FURTHER OPINION

50 FURTHER OPINION DID NOT OCCUR

51 INVOLUNTARY ORDER EXPIRED .
52 | RECORD OF DEATH \@

53 REFERRAL EXPIRED \e

o4 REFERRAL NOT REQUIRED \%
99 REQUEST FOR FURTHER OPINION

56 RETURN FROM LEAVE ¢

57 RETURNED TO CARE

58 TRANSFER CANCELLATION

99 TRIBUNAL / COURT TERM

60 TRIBUNAL / COURT T

61

VOLUNTARY ADM IS{O
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Appendix E — Summary of revisions

Version Date Released Author Approval Amendment

1.0 1 July 2021 David Oats Rob Anderson, Document created.
Assistant Director
General,
Purchasing and
System
Performance

Mental Health Data Collection Data Dictionary 278



Produ y:
Info and Perfi ce Governance

ion and erformance Directorate
Purghasing an m Performance Division
The Dep alth Western Australia
Ref: F-AA-#4148

Mandatory Policy: MP 0164/21

This document can be made available in alternative formats on request for a person
with disability

© Department of Health, State of Western Australia (2021).

Copyright to this material is vested in the State of Western Australia unless otherwise indicated.
Apart from any fair dealing for the purposes of private study, research, criticism or review, as
permitted under the provisions of the Copyright Act 1968, no part may be reproduced or re-used
for any purposes whatsoever without written permission of the State of Western Australia.



	Abbreviations
	1. Purpose
	2. Background
	3. Recording of data
	4. Data definitions – Client demographics
	Aboriginal Status
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Age of Client
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Age on Activation
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Age on Alert
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Age on Contact
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Age on Incident
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Age on Referral
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Arrival Year
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Australian Postcode
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Australian State or Country of Birth
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Client Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Country of Residence
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Date of Birth
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Date of Birth Indicator
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Date of Death
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Employment Status
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Family Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	First Given Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Interpreter Required
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Marital Status
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Preferred Language
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Religion
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Residential Address
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Second Given Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Sex
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	State or Territory
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Suburb
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Unit Medical Record Number (UMRN)
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history


	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	 Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	5. Data definitions – Inpatient services
	Admission Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Care Type
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Contact Program Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Discharge Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Establishment Code
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Establishment Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Leave Days
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Leave End Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Leave Start Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Planned Admission Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Planned Discharge Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Reception Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Visit End Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Visit Number
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Visit Start Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Ward on Admission
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Ward on Discharge
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history


	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	6. Data definitions – Referrals
	Action Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Activation Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Allocated to Clinician HE Number
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Allocated to Clinician Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Allocated to Team
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referral Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referral Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referral Medium
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referral Outcome
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referral Presenting Problem
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referral Purpose
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referral Reason
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referral Source Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referral Source Type
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referral Status
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referred On Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referred On Type
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Triage Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Triage Outcome
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Triage Presenting Problem
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Triage Referral Indicator
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Triage Service Event Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Triage Severity
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history


	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	7. Data definitions – Alerts
	Alert Details
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Alert Entered By
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Alert Expired By
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Alert Expiry Date
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Alert Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Alert Message
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Alert Reviewed By
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Alert Reviewed Date
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Alert Start Date
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Alert Type
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history


	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	8. Data definitions – Incidents
	Incident Alert
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Incident End Date
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Incident Location
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Incident Notes
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Incident Recurrence Risk
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Incident Severity
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Incident Start Date
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Incident Type
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Record Blocked Flag
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history


	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	9. Data definitions – Community mental health and service contacts
	Actioned By
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Additional Diagnosis
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Associate Present Indicator
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Case Manager
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Client Present Indicator
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Deactivation Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Deactivation Outcome
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Deactivation Status
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Episode End Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Episode Start Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Occasion of Service
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Organisation
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Planned Deactivation Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Principal Diagnosis
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Program
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Record Status
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Service Contact Count
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Service Contact Duration
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Service Contact Medium
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Service Contact Reportable Indicator
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Service Contact Session Type
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Service Event Category
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Service Event Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Service Event Item
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Service Event Item End Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Service Event Item Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Service Event Item Start Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Staff Full Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Staff HE Number
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Staff User ID
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Stream
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Stream Code
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Stream Type
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Venue
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history


	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	10. Data definitions – NOCC and AMHCC clinical measures
	Assessment Scale
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Assessment Scale Version
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Children’s Global Assessment Scale (CGAS)
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Collection Occasion
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Collection Occasion Date
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Collection Occasion Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Collection Occasion Reason
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Collection Status
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Episode Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Episode Service Setting
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Factors Influencing Health Status (FIHS)
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Health of the Nation Outcome Scales (HoNOS)
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Health of the Nation Outcome Scales 65+ (HoNOS 65+)
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	HoNOS for Children and Adolescents (HoNOSCA)
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Kessler (K10+) Score
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Life Skills Profile Score (LSP-16)
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Phase of Care
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Resource Utilisation Groups–Activities of Daily Living (RUG-ADL) Score
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Strengths and Difficulties Questionnaire (SDQ) Score
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history


	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	11. Data definitions – Legal orders
	Admitted Voluntary Indicator
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Ancestor Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Assessment Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Authorised By
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Authorised By Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	AV Exam
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	CLMIAA Status
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	CTO Appointment Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Legal Order Effective Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Legal Episode Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Made By
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Made By Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Made By Qualification
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Made by Qualification Type
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	No Referral Determined By
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	No Referral Determined By Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Order Changed By
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Order Changed Reason
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Order End Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Order Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Order Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Order Name Code
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Order Start Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Order to Attend Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Order Type
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Parent Identifier
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Previous Expiry Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Received Patient By
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Received Patient By Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Received Patient Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Received Patient Indicator
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referred From Place
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referred From Place Metro Indicator
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referred From Place Type
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referred To Place
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referred To Place Metro Indicator
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Referred To Place Type
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Same Practitioner Indicator
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Supervising Psychiatrist
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Supervising Psychiatrist Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Transcribed Order End Date and Time
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Transport By
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Transport Police Reason
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Transport Reason Satisfy
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Transport Revoke Reason
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Treating Practitioner
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Treating Practitioner Name
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history

	Treating Practitioner Qualification Type
	Guide for use
	Rules
	QA / validations
	Examples
	Related national definition
	Revision history


	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Field name:
	Source Data Element(s):
	Definition:
	Requirement status:
	Data type:
	Format:
	Permitted values:
	Appendix A – Service event item codes
	Appendix B – Stream codes
	Appendix C – Triage problem codes
	Appendix D – Legal orders
	Appendix E – Summary of revisions



