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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
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 listed below:

e Community Mental Health Patient Activity Data Business Rules

¢ Mental Health Data Collection Data Specifications

e Patient Activity Data Policy Information Compendium.

2. Background

The WA health system relies on mental health data that is high-quality, valid, accurate and
consistent.

3. Recording of data . .
Data that is submitted to the MHDC must be recorded in @glc it data definitions

outlined in the following sections: @ (l/

e Section 4: Client demographics

e Section 5: Inpatient services Q\
0\

e Section 6: Referrals Q
e Section 7: Alerts ;

e Section 8: Incidents

e Section 9: Community :@ueal ®;erV|ce contacts

e Section 10: NOCC a | measures

e Section 11: Legal rs
@

%O
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https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Information%20Management/Mandatory%20requirements/Collection/Patient%20Activity%20Data
https://ww2.health.wa.gov.au/-/media/Corp/Policy-Frameworks/Information-Management/Patient%20Activity%20Data/Supporting/Community-Mental-Health-Patient-Activity-Data-Business-Rules.pdf
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

4. Client demographics

The following section provides specific information about the client demographics data
elements captured 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. The Australian Institute of
Health and Welfare (AIHW) is acknowledged for services provided in relation to METeOR,
Australia’s repository for national metadata standards for the health, community services,
early childhood, homelessness and housing assistance sectors, which is owned by the AIHW.
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Aboriginal Status

Field name: PT_ETHNICITY_CODE

Source data element(s): [Aboriginal Status] — PSOLIS

Whether a person identifies as being of Aboriginal or
Torres Strait Islander origin.

Definition:

Requirement status: Mandatory

Data type: Numeric

Format: N

Permitted values

Code ‘ Description ‘ Definition Start date End date ‘
Aboriginal but not
1 Torres Strait

Islander origin

Pt
Torres Strait A person of Torres Strait Islan@ ¢ \O °
2 Islander but not descent who identifies as '@ /1600 | 31/12/9999
Aboriginal origin Strait Islander. m n<

A person of Aboriginal descent who
identifies as an Australian Aboriginal. | 01/01/1600 | 31/12/9999

Both Aboriginal A person who identifiedag both gn |/
3 and Torres Strait Australian Aborigi % 01/01/1600 | 31/12/9999
Islander origin Strait Islander. \

either an Au i riginal,
it Islandler, or'both.
a pers ho identifies

Neither Aboriginal |s considered

4 nor Torres Strait ,gen ersons of other 01/01/1600 | 31/12/9999
Islander origin (
nlcme ch as Caucasian, Afro-
yAmeri IyneS|an Asian or
Indj ust be recorded with a code

A \ is only to be recorded where the
% nswer cannot be determined without
clarification from the respondent; or

Not , the answer was declined; or the
described because the client was unable to

communicate or a person who knows
the client was not available.

Guide for use

Within WA, the term Aboriginal is generally used in preference to Aboriginal and Torres Strait
Islander, in recognition that Aboriginal peoples are the original inhabitants of WA.

Aboriginal status is critical to health data collections throughout Australia. Historically there
have been significant data quality issues with the collection of aboriginality resulting in
unreliable measures of activity.

There are three components to this definition: descent, self-identification and community
Mental Health Data Collection Data Dictionary 2025 10



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.

Examples

‘ Aboriginal Status
A client native to another country (not Australia) has a 4 (Neither Aboriginal nor
service contact with the community mental health service. Torres Strait Islander origin)

The client is neither an Aboriginal nor Torres Strait Islander.

An Aboriginal client was transferred from Kununurra and 3 (Both riginal and Torres
gave his place of birth as Torres Strait. (Note: It is importar\ ¢ St fider origin)
to clarify whether the client wants both heritages recorde@

If the above client does not wish to have both heritaag@

riginal but not Torres

recorded, assign the heritage as provided (Aborigi not trait Islander origin)

Torres Strait Islander). ~

Related national definition Q 50
%?‘

https://meteor.aihw.gov.au/content/602

N/A Q 66
 F
P F
%\‘r

Revision history q@
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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

Permitted values ‘ Definition Start date ‘ End date

Whole number from 0 to Only the whole number for the
130 completed years.

01/01/1600 | 31/12/9999

Derivation logic

. <b .
This data element is derived by calculating the number oNégel@e [Date of Birth]

and the [Activation Date and Time].

Guide for use

This data element is a derived measure using ent | nsumer’s date of birth and
the creation date of the mental health con e ord [ LIS This date is consistently

the same data as the mental health consu r cti

Age is a core data element in a wid

health and demographic statistics. It is

used in the analyses of service us e gro d can be used as an assistance eligibility

criterion.

Examples

Age of Mental

health consumer

A mental health CRTS K J birthdate of 1 January 2005 has a 16
record created in P3O OvMay 2021

A mental health consu recorded in PSOLIS on 25 July 2021, and 71

he thinks he was born in"T950
Related national definition
https://meteor.aihw.gov.au/content/303794

Revision history

N/A

12
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Age on Activation

Field name: PT_AGE_ON_ACTIVATION

Source data element(s): [Age on Activation] — PSOLIS

The age of the is recorded in PSOLIS in (completed)
years at the date of activation.

Requirement status: N/A

Definition:

Data type: Numeric

Format: N[NN]

Permitted values

Permitted values ‘ Definition Start date ‘ End date
Only the whole number for the

Whole number from 0 to 130 corrilpleted years. 01/01/1600 | 31/12/9999

Derivation logic

This data element is derived by calculating the number of bet\@(lﬁe [Date of Birth]

and the [Activation Date and Time].

used in the analyses of service use by ag e used as an assistance eligibility
criterion.

Guide for use \ﬂ
Age is a core data element in a wide rangsw emographic statistics. It is
and can

Examples

Age on Activation

is activated on 10 May 2021
e was born in 1950 71

A client with a birthdate of 1
A client activated on 25 021 thta

Related nati @\
https://meteor.aihw. (L70) t/303794

Revision hlstory%
N/A
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Age on Alert

Field name: PT _AGE_ON_ALERT

Source data element(s): [Age on Alert] — PSOLIS

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

Definition:

Requirement status: N/A

Data type: Numeric

Format: N[NN]

Permitted values

Permitted values ‘ Definition Start date ‘ End date
Whole number from 0 to Only the whole number for the
130 completed years. 01/01/1600 | 31/12/9999

Derivation logic \@ * (lgO :

This data element is derived by calculating the number of e [Date of Birth]

S
and the [Alert Start Date]. (ﬁ

| | <V

Guide for use N \ﬂ?

This data element is a derived measure using@ent’@o irth and the date the alert

was created.

Age is a core data element in a wide raye sociahealth and demographic statistics. It is
used in the analyses of service use group™qnd can be used as an assistance eligibility
criterion.

Examples (\q 66

A client with a birthw
An alert is create®o N2021 for a client thought to be born in 1960 61

Age on Alert

Related national ition
https://meteor.aihw.gov.au/content/303794

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

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

Definition:

Requirement status: N/A

Data type: Numeric

Format: N[NN]

Permitted values

Permitted values ‘ Definition Start date ‘ End date
Whole number from 0 to Only the whole number for the

130 completed years. 01/01/1600 | 31/12/9999
Derivation logic

This data element is derived by calculating the number of bet\@(lﬁe [Date of Birth]
and the [Service Contact Start Date and Time].

Guide for use %
This data element is a derived measure usin mnt)&@ irth and the date of contact.

Age is a core data element in a wide range and demographic statistics. It is
used in the analyses of service use by afje group a an be used as an assistance eligibility
criterion. Jt

%,
Examples q Q)

uad/ 2205 is contacted on 10 May 2021
jitinks he was born in 1950 71

Age on Contact

A client contacted July 20

Related natioal on
https://meteor.aihw.gov. ntent/303794

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

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

Requirement status: N/A

Definition:

Data type: Numeric

Format: N[NN]

Permitted values

Permitted values ‘ Definition Start date ‘ End date
Only the whole number for the
Whole number from 0 to 130 conzlpleted years. 01/01/1600 | 31/12/9999

Derivation logic \@ * (lgO :

This data element is derived by calculating the number of e [Date of Birth]

=0
and the [Incident Start Date]. (ﬁ (l/
QY
Guide for use N \ﬂ?
This data element is a derived measure using@ent’@o irth and the date of the

incident.

Age is a core data element in a wide raye sociahealth and demographic statistics. It is
used in the analyses of service use group™qnd can be used as an assistance eligibility
criterion.

Examples (\q 66

A client born on 1 M
A client with an ii®
1950

Age on Incident

@ cident created on 10 June 2021
25 July 2021 thinks he was born in

71

P N

"4
Related national inition
https://meteor.aihw.gov.au/content/303794

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

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

Definition:

Requirement status: N/A

Data type: Numeric

Format: N[NN]

Permitted values

Permitted values ‘ Definition Start date ‘ End date
Whole number from 0 to Only the whole number for the

130 completed years. 01/01/1600 | 31/12/9999
Derivation logic

This data element is derived by calculating the number of bet\@(lﬁe [Date of Birth]

and the [Referral Date and Time].

Guide for use %
This data element is a derived measure usin mnt)&@ irth and the date of referral.

Age is a core data element in a wide range and demographic statistics. It is
used in the analyses of service use by afje group a an be used as an assistance eligibility
criterion. Jt

%,
Examples q Q)

A client with a birthd Januaq& 205 is referred on 10 May

2021
A client referred @July Z@nks he was born in 1950 71
Related national@gition

https://meteor.aihw.gov.au/content/303794

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

The year a client (born outside of Australia) first arrived in
Definition: 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

Permitted values Definition Start date | End date

Any valid year greater The whole number for the year of

than 1900 arrival in Australia, from 1900 onwards. 01/01/ 1600 | 31/12/9999
©-

Guide for use \Qg "1/

Collection of this data element is conditional — if a clle bor e of Australia, then

arrival year is a mandatory data element.

The arrival year is the actual year of arrival in A

For most clients this will be the year of thej vaI ﬁmralla
Some clients may have multiple arrivals k raha&s h cases the year of first arrival only

must be used.

Examples

Arrival Year

A client born in ArgentinaNg 3 2007
A client born in Engl rrived i AysTtralia in 1998 then again in 1998

2002
Related national ﬂﬁon
https://meteor.aihw.gov.as#€ontent/269929

Revision history
N/A
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Australian Postcode

Field name: PT_RESIDENTIAL_POSTCODE

Source data element(s): [Australian Postcode] — PSOLIS
The Australian numeric descriptor for a postal delivery

Definition: area for an address. The postcode relates to the patient's
area of usual residence.

Requirement status: Mandatory

Data type: Numeric

Format: ‘ NNNN

Permitted values

Permitted Definition Start date | End date
values_______~ ]

Any of the four-digit numbers used by the
Valid Australian | Australian postal service to assist with mail
postcode delivery. The postcode recorded is the 0§

related to the client’s usual residentia 2

\J
Guide for use (1/
Australian postcode may be used in the analysm@a o@graphical basis.
Australian residential addresses must incl .

Where ‘no fixed address’ has been entere n ine x he address and the suburb has
been entered as ‘unknown’ then pos e 6992 eprésenting WA must be used.

01@600 31/12/9999

Examples

Australian Postcode

A client’'s address is 188 h Av @.3
6050 {

O
A client has no f| ress ,\w 6999

Related national fd)l\gon

https://meteor.aihw.gov.as#€ontent/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

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

Requirement status: Mandatory

Definition:

Data type: Numeric

Format: NNNN

Permitted values

Permitted values ‘ Definition Start date | End date

A code as per the Standard | Any of the codes produced by the
Australian Classification of | Australian Bureau of statistics in the

Countries 2016 (SACC list of the Standard Australian 01/01/1600 | 31/12/9999
2016) Classification of Countries.

Guide for use (b'

This code list is aligned with Standard Australian Crasgi i ntries, 2016, with
additional codes to allow the collection of the Au 1

If the client is born overseas indicate country % Peru England, or Wales.
If the client is born in an Australian Territor t Australian Capital Territory (ACT)

or Northern Territory (NT) (e.g. Christmgs Istand, C (Keeling) Islands), enter code (1199)

Australian External Territories. b
If the client is born on a ship or aj @ indi a@ untry of citizenship.
The code Not Stated (0003) only d where this information is not available.

‘Australia’ should only be Wseg when % stralian state of birth is not known for a person

born in Australia. O X é

Examples

Country of Birth

Client’s state of birth is WeSTern Australia 1101
Client’s country of birth is Australia (not otherwise specified) 1101
Client’s country of birth is Japan 6201
Client born at sea but eligible for Polish citizenship 3307
Client born on Christmas Island 1199

Related national definition
https://meteor.aihw.gov.au/content/659454

Revision history
N/A
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Client Identifier

Field name: PT_IDENTIFIER_RAW

Source data element(s): [Client Identifier] - PSOLIS

The PSOLIS unique identifier for each mental health
client.

Definition:

Requirement status: Mandatory

Data type: Numeric

Format: NNNNNNNNNN (10)

Permitted values

Permitted values Definition Start date | End date

The system generated unique 10-digit
number assigned to an individual in

PSOLIS. It is attached to all records in
PSOLIS related to that |nd|V|duaI

Guide for use \Q\ Q
This data element is the unique number assigned cllen C d in PSOLIS.
The number is identified in PSOLIS as the centr \ntal h S&ientifier (CMHI).
The CMHI is system generated to prevent%@ 6

N

Examples

Unigue numeric
identifier

01/01/1600 | 31/12/9999

A new client’s details are ente 1068052503

Related national dqﬁion%g

https://meteor.aihw.go /conte 46

N/iVISIOI’I IS %QQ
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Country of Residence

Field name: PT_COUNTRY_OF RESIDENCE_CODE

Source data element(s): [Country of Residence] — PSOLIS

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

Requirement status: Mandatory

Definition:

Data type: Numeric

Format: NNNN

Permitted values

Permitted values ‘ Definition Start date  End date
A code as per the Any of the codes produced by the
Standard Australian Australian Bureau of statistics in the
Classification of Countries | list of the Standard Australian 01/01/1600 | 31/12/9999
2016 (SACC 2016) Classification of Countries.
N
Guide for use \Q Q
This data element is aligned with Standard Australj IpSsific tigllA Countries, 2016.
If the client usually resides overseas indicate co f resi , €.g. Italy, France, England,

Scotland, or Wales.

Examples

Country of Residence

Client usually resides in Westerq
Client usually resides in AusjaN

Client usually resides in Spaig 3108

Client usually resides in Wegbria &) 1101

Client usually residgs(ON Christmes $sland 1199
N4 v

Related natiodél defiditfon

https://meteor.aihw.qov.%mntent/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

Permitted
EES

Definition Start date | End date

valid date The day month and year of the date the client
was born on. 01/01/1600 | 31/12/9999

Guide for use V?’ <b’

Date of Birth is used to derive the age of a person for us \Qe 0g %nalysis. It also

assists in the unique identification of individuals if othe ifying’i ation is missing or in

question and may be required for the derivation of o@netad ta ifgfs.

It is important to be as accurate as possible wh@npleti

It is recognised that some clients do not k \A@i xac
obtain

If the date of birth is not known or cannc{b& b N)r

ision must be made to collect or
estimate age.

Collected or estimated age would be i s for adults, and to the nearest three
months (or less) for children ag tha ears.
A date of birth indicator data ent m 0 be reported in conjunction with all estimated

dates of birth. V %
Examples O é

N\
Date of Birth
Client born on 12" Juns~f980 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/287007

Revision history
N/A
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Date of Birth Indicator

Field name: PT_DATE_OF BIRTH_INDICATOR

Source data element(s): [Date of Birth Indicator] — PSOLIS

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

Requirement status: Conditional

Definition:

Data type: Numeric

Format: N

Permitted values

Code Description Definition Start date ‘End date

0 No No componen';s of the recorded date of birth 01/01/1600 | 31/12/9999
have been estimated

One or more of the date components ha
1 ves been estimated in the recorded date t@ 01@ 800 | 31/12/9999

Null | Null No data recorded \) !61/1600 31/12/9999

Guide for use ﬁ

Collection of this data element is conditional — \ t's date of birth represents
an estimate rather than the actual or kno hen dat birth indicator is a mandatory
data element.

The date of birth indicator is reported@nwnc@wnh the date of birth data element.

The ‘Estimate’ check box must be ctedb@
Examples @) o,

te of birth or age is estimated.

Date of Birth Date of Birth Indicator

Client episode activ¥s INE 01071965
estimated age 50

Related nationaIGgmition
https://meteor.aihw.gov.au/content/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

Permitted
EES

Definition Start date | End date

valid date The day month and year of the date of the
client’s death. 01/01/1600 | 31/12/9999

Guide for use \9’ (b’
Collection of this data element is conditional — if the clie%?@ ied (Lf

te of death is a
mandatory data element.

Examples
Date of Death
Client died on 8" February 2010 \ 08022010
. I GIA
Related national deflnltlo@
https://meteor.aihw.gov.au/cont 4 02566

Revision history
N/A

VS
)
%%QQ
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Employment Status

Field name:

Source data element(s):

Definition:
Requirement status:

Data type:

Format: N

Permitted values

PT_EMPLOYMENT_STATUS_CODE

[Employment Status] — PSOLIS

time of the service event.

The self-reported employment status of a client at the

Mandatory

Numeric

Code Description

Child not at
1 school

Definition

Refers to children not attending schooling
(can refer to those attending playgroup or
kindergarten). Does not refer to children
not at school due to iliness or disabili%»
Refer to option 8 for children who
attending school due to illness 0

disability. ~ q

Start date ‘ End date

é@ 00

31/12/9999

2 Student

Refers to children attend ool or
individuals with study ¢ tment

equivalent to 20 hou ore
(including chlldre prlmar If the

nt§ are Ieﬂan 20
dividual does

ry, then record
as ‘8 — Other’.

01/01/1600

31/12/9999

3 Employed

who have full-time or
ent either as an
oyer, self-employed or

01/01/1600

31/12/9999

4 Unemployed

ess of whether they are actively
king employment or receiving
unemployment benefits.

()olunte
Refg% individuals who are unemployed

01/01/1600

31/12/9999

5 Home duties

Refers to individuals whose sole role is
performing home duties (i.e., they do not
have any other occupation).

01/01/1600

31/12/9999

6 Retired

Refers to individuals who are retired from
work but not receiving an aged pension
(i.e. self-funded retiree)

01/01/1600

31/12/9999

7 Pensioner

Refers to individuals who are retired from
work and receiving an aged pension or a
person who is unable to work and
receives another type of pension (i.e.,
Disability Support Pension).

01/01/1600

31/12/9999

Mental Health Data Collection Data Dictionary 2025
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Description | Definition Start date End date

Refers to individuals with an illness or
disability aged between 6 and 15 who are
Other not attending school. Once the individual
8 reaches 16 years of age, they should be 01/01/1600 | 31/12/9999
entered as employed, unemployed or
pensioner (Disability Support Pension).
Not/Stated . S
9 Inadequately Not enough information is given for a 01/01/1600 | 31/12/9999
described correct assignment of employment status

Guide for use

Employment status is a key factor explaining health differentials in the Australian population.
The identification of groups of concern requires the recording of indicators of socioeconomic
status, with the highest priority indicator being employment status.

Examples

—noloyment Status

A 14-year-old, attending school IO\ V2 - Student
A 16-year-old child, not attending school and not empl N7 4 — Unemployed

N/A Q 5
Revision history @K?\ 6\
O

N/A
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Family Name

Field name: PT_NAME_SURNAME

Source data element(s): [Family Name] — PSOLIS

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

Requirement status: Mandatory

Data type: String
Format: ‘ X[X(49)]

Permitted values

Permitted values Definition Start date | End date

Alpha characters The Clients family name in a maximum of 50
only alpha characters. 01/01/1600 | 31/12/9999

¢ 0 £ 2
Guide for use \Q\g "1/
Family name is a 50-character alphabetical field in wh @ Qapostrophes and
hyphens are allowed.

Family name must be recorded as follows: *
e Alias or assumed names must not b gal family name is known.
ias ames M\ amily name must not be recorded.

ort is no family name, ‘Unknown’ must be
and er name fields left blank.

e The use of parentheses () for al

e Where the family name is un
recorded in the family na '

e Numeric values are n

Family Name

O’Rourke
€s to provide his name/s. Unknown

A client seeking a refergeat 18

Related national definition
https://meteor.aihw.gov.au/content/613331

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

Permitted values Definition Start date ‘ End date
Alpha characters The Clients first given name in a maximum

only of 50 alpha characters. 01/01/1600 | 31/12/9999
Guide for use . .

Collection of this data element is conditional — if the clien%\ firs@n name then this

data element is mandatory.
First given name is a 50-character alphabetical fie f| |ch daqts, shes apostrophes and

hyphens are allowed.
The first given name, if the client has one, mu,g eco e&follows

e Alias or assumed names must not Iegal first given name is known.

e The use of parentheses () for s nam e first given name are not to be
recorded.
e Numeric values are not@ed 66
Examples

First Given Name
John-Paul

A client’s full na John-PgUNJ"Arcy O’Rourke

N
Related national ition
https://meteor.aihw.gov.au/content/613342

Revision history
N/A
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Interpreter Required

Field name: PT_INTERPRETER_REQUIRED

Source data element(s): [Interpreter Required] — PSOLIS

Whether an interpreter service is required by or for the
client.

Definition:

Requirement status: Mandatory

Data type: Numeric

Format: N

Permitted values

Code Description Definition Start date ‘End date

An official paid interpreter is used to
assist the patient to communicate, or

1 Yes an official paid interpreter is used to 01/01/1600 | 31/12/9999
assist the patient’s family or friengoio % .
communicate on the patient’s .
Family or friends are inter for
2 No the patient or no formal | reting%,oj_/()l/laoo 31/12/9999
services required. \\ *
_Not The value for thi ite wé\
9 | stated/inadequately | reported as g no 01/01/1600 | 31/12/9999
described
Guide for use @
Includes verbal language, non-@ng nd languages other than English.
Persons requiring interpreter ices fo orm of sign language or other forms of non-
verbal communication mugt b&=Coded s', interpreter service required.

Examples @) é

Interpreter Required

A Spanish-speaking cliga#®as difficulty understanding English 1-Yes

A client has occasional Hefring difficulties 1-Yes

Related national definition
https://meteor.aihw.gov.au/content/639616

Revision history
N/A
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Marital Status

Field name:

PT_MARITAL_STATUS_CODE

[Marital Status] — PSOLIS

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.

Mandatory

Source data element(s):

Definition:

Requirement status:

Data type: Numeric

Format: N

Permitted values

Code Description Definition Start date ‘End date

Never The person has never been married.
1 Married . 2, OIQSlQOO 31/12/9999
2 Widowed The client’s spouse has died. ‘QM”OO 31/12/9999
Divorced The client’s marriage has been '
3 dissolved 01/01/1600 31/12/9999
The client and their spous ‘tonger
4 Separated | together, but the marri no 01/01/1600 | 31/12/9999
legally dissolved v
The clientis ap of a for afly\ecognlsed
5 Married union of two |n a onal 01/01/1600 | 31/12/9999
relationship.
Unknown The va this d m was reported as
6 no\el nown 01/01/1600 | 31/12/9999

Guide for us
Marital status is ma atory
used in a wide range of social statistics. Its main purpose is to

Marital status is a core \@)

establish the living arran ents of individuals in general and is used to gauge the need for
care of patients who live alone. This field must reflect the current marital status of the patient,
including same sex couples.

Where a patient’s marital status has not been specified and the patient is a minor (16 years of
age or less), assign “Never Married” as a default.

Examples

Marital Status

A client was in a de facto relationship which has now ended
A 16-year-old client has had a boyfriend for two years

5 — Separated
3 — Never married

Related national definition
https://meteor.aihw.gov.au/content/766507
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Revision history
N/A
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Person Sex at Birth

Field name: PT _SEX CODE

Source data element(s): [Sex] — PSOLIS

A person’s sex is understood in relation to sex
characteristics, including chromosomes, hormones and
reproductive organs.

Mandatory

Numeric

Definition Start date End date

Persons whose sex at birth or
Male infancy was recorded as male, or
1 who reported their sex as male 01/0@000 31/12/9999
the time of collection.
Persons whose sex at birth
Female infancy was recorded a A e, or
2 who reported their s bmale 01/01/1600 | 31/12/9999
the time of coIIectlcQ \
Persons wh a birtﬁ
infancy was r dgsa er
term (not rfale®or f mz& or who
3 Another term r sex aanother term 01/01/1600 | 31/12/9999
t the time of
Not / .
stated/inadequate formation is given for a 01/01/1600 | 31/12/9999
9 described O correcf{asgignment of sex at birth.
AN

Guide for use QQ

Sex is often used interc ably with gender; however they are distinct concepts, and it is
important to differentiate between them.

When comparing the concepts of sex and gender:
e Sex is understood in relation to sex characteristics.
e Gender is about social and cultural differences in identity, expression and experience.

While they are related concepts, caution should be exercised when comparing counts for sex
with those for gender.

Sex is important clinical information and must be collected for all patients. Current practice is
to collect sex at the time of presentation to hospital/health service.

To ensure accuracy and consistency of data collection, gender diverse patients must still
report their sex. Until an additional gender field becomes available, Health Service Providers
may give consideration to their own local processes to recognise a patient’s gender where it
may not correlate with their recorded sex.
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The use of code 3 ‘Another term’ replaces ‘Other’ and ‘Intersex or indeterminate’ in previous
versions of this code list. This option recognises that there are a range of different terms used.

The interviewer may ask whether clients not present at the interview are male or female.

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 1 (Male)
reassignment is not yet complete

Related national definition
https://meteor.aihw.gov.au/content/741686

Revision history

Historical Values

Description Definition Start dafc End date

3 Intersex or This code was normally used for.
indeterminate | babies for whom sex has notE&Z}Q

determined for whatever rea (19
This has also | should not generally be u data
been labelled | collection forms comple S%the Qs
client. It must only b if th
Other or respondent vol that the 01-08-2005 01-07-2022

client is interse here itgtherwise
becomes cle %rlngt collection
process t |nd|V|d iS neither
male ng %

%O
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Preferred Language

Field name: PT_PREFERRED_LANGUAGE_CODE

Source data element(s): [Preferred Language] — PSOLIS

Definition: ‘ The language a person prefers most for communication.

Requirement status: Mandatory

Data type: Numeric
Format: N[NNN]

Permitted values

Permitted values ‘ Definition Start date ‘ End date

As per the Australian Any of the codes produced by the
Standard Classification | Australian Bureau of statistics in the list of
of Languages 2016 the Australian Standard Classification of 01/01/1600 | 31/12/9999

(ASCL 2016) Languages 2016 e % .
\(1 ('1/
Guide for use
A client’s preferred language may be a language oth Engl en where the person

can speak fluent English.

ﬁation of Languages, 2016.
his classification.

This data element is aligned with the Australia
The client’s preferred language code mustvi

Preferred Language Code

A client’s preferred langyag @m 'y
A client’s preferred languagg’is Ausi§ 9701

Related naﬂ% @\
https://meteor.aih t/659407

Revision h|story
N/A
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Religion

Field name: PT_RELIGION_CODE

Source data element(s): [Religion] — PSOLIS

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

Definition:

Requirement status: Optional

Data type: Numeric

Format: N[NNN]

Permitted values

Permitted values Definition Start date | End date

As per the Australian Any of the codes produced by the

Standard Classification | Australian Bureau of statistics in the list

of Religious Groups of the Australian Standard Classification | 01/01/1600 | 31/12/9999
2016 (ASCRG 2016) of Religious Groups 2016

Guide for use (p
It is essential that where this question is asked, it | I€) marked optlonal

This data element is aligned with the Australian ard % ation of Religious Groups,
2016.

The client’s religion, where stated, must b&‘&e wct from this classification.

Examples '
Preferred Language Code
A client’s religion is Lutherag™\ A\ 2171

A client adheres to an AMI traditional religion 6011
A client has no rellglo 7101
Related nati@ defu?
https://meteor.aihw.gov.z0/ /493242
Revision history
N/A
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Residential Address

Field name: PT_RESIDENTIAL_ADDRESS

Source data element(s): [Residential Address] — PSOLIS

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

Definition:

Requirement status: Mandatory

Data type: String

Format: X[X(254)]

Permitted values

Permitted values Definition Start date ‘ End date
: The description of the client’s usual place of
Alphanumeric : ; )
residence in a maximum of 255 01/01/1600 | 31/12/9999

combination .
alphanumeric characters.

¢ — &
Guide for use \® "1\,0
Every effort must be made to collect the client’s actual ntia(’ft{ .
Under activity-based funding the client’s physical A@s lay®an important role in
funding calculations.
The address must be the physical Iocation Qe cllﬁgéldes
S

A residential address is a house number, s et na treet type and must be on the first
of two address lines. Suburb must be rded er line.

Non-residential addresses for acc r b|II poses (e.g. PO Boxes) are not acceptable
as residential addresses.

Enter only a client’s phyS|caI hey reside as the address.

If a client resides in a nu ho %stel or community residential facility, the name of
the facility must be i c@d asp the address information.

Where appropriat |xed$ss’ must be entered in line one of the address and the
u

suburb must be ent ed%‘ wn’ with postcode 6999 representing WA.
Examples
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

Related national definition
https://meteor.aihw.gov.au/content/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

Permitted Definition Start date | End date
EES

Alpha characters | The clients second given name in a maximum of

only 50 alpha characters. 01/01/1600 | 31/12/9999

Guide for use

Collection of this data element is conditional — if the cheni X sec@(l&en name, then this

data element is mandatory. (](
ic , dashes, apostrophes

Second given name is a 50-character alphabetlca Wh
and hyphens are allowed. Qb
The second given name, if the client has o er d as follows:
e Alias or assumed names must if the legal second given name is
known.
e The use of parentheses () @as n&n the second given name are not to be
recorded.

e Numeric values are n@ermme@
Exampl \/ Kg
pies ) (7

Second Given Name

A client’s full name is Jglm¥Qaul*D’Arcy O’Rourke D’Arcy

Related national déefinition
https://meteor.aihw.gov.au/content/613331

Revision history
N/A
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State or Territory

Field name: PT_RESIDENTIAL_STATE
Source data element(s): [State or Territory] — PSOLIS

o The state or territory of usual residence of the client, as
Definition:

represented by a code.

Requirement status: Mandatory
Data type: String
Format: AA[A]

Permitted values

Code Description Definition

‘ Start date End date

NSW New South | The usual residential address is in the state 01/01/1600 | 31/12/9999
Wales of New South Wales
VIC Victoria The_usugl residential address is in the state’ 01/ 600 | 31/12/9999
of Victoria a
OLD | Oueensland The usual residential address is mﬁ@t‘dte QY 11600 | 31/12/9999
of Queensland ~
s | South The usual residential addre Wthe 01/01/1600 | 31/12/9999
Australia of South Australia
WA Wester_n The usual residenti s8isin tate 01/01/1600 | 31/12/9999
Australia of Western Australla
TAS | Tasmania | D€ usualresid 'addr S'S\” the state | 41/01/1600 | 31/12/9999
of Tasmania h
NT Northern The usu ntlawabss is in the 01/01/1600 | 31/12/9999
Territory Northe rltory ‘
Australian ..
ACT | Capital Th‘hﬁﬁa' re\"@i al address is in the 01/01/1600 | 31/12/9999
Territory \ tra ian Territory
<<
Australian . . ..
AAT | Antarctic | L@' sidential address is in the 01/01/1600 | 31/12/9999
Territory ABslralian Antarctic Territory

Guide for use

These Australian state/territory codes are used for addressing purposes only.

The codes are listed in the order commonly used for statistical reporting by the ABS and used

in the National Standard for Australian state/territory identifier.

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/722751

Revision history
N/A
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Suburb

Field name: PT_RESIDENTIAL_SUBURB

Source data element(s): [Suburb] — PSOLIS

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

Definition:

Requirement status: Mandatory

Data type: String

Format: X[X(254)]

Permitted values

FEfllize Definition Start date | End date
EES

The suburb name may be a town, city, suburb or
Valid commonly used location name such as a large
Australian | agricultural property or Aboriginal community. 01/24/1600 | 31/12/9999
suburb Description in a maximum of 255 alphanumeric 0 ¢

characters \Q\—&
Guide for use ‘\Q(b' (1/

This data element may be used to describe the I@)n of@@yn’s physical address. It can

be a component of a street or postal address.Q 3

awley, WA 6050

Examples

A client’s address is 188 Fourt

N
Related national ﬁ?\lon @
u nten'&%9

Revision his%o QQQ

N/A %

Mount Lawley

https://meteor.aihw.gov.a
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Unit Medical Record Number (UMRN)

Field name: ‘ PT _IDENTIFIER

Source data element(s): [UMRN] — PSOLIS

A unique medical record number, also referred to as Unit

Definition: Medical Record Number.

Requirement status: Conditional

Data type: String

Format: X[X(9)]

Permitted values

Permitted

VEUVES
Alphanumeric | Can be alphanumeric or numeric up to a maximum
combination | of 10 characters

Definition Start date | End date

01/01/1600 | 31/12/9999

*

. *
Guide for use \0 (‘f{b
Collection of this data element is conditional — if a referr eat lient activated then
the UMRN is a mandatory data element. Collection of RN'%s oply optional for initial
contacts. \\

Alternate names for the UMRN include Uniquc@cal R@meer (UMRN) or Unit
rt

Record Number (URN).

The same UMRN is retained by the prograrfo

e&rg health client for all service contacts
within a particular program.

The year number must not form ar& of th@N.

Examples

A client is activateda i MRN of L2309999 L2309999
Related national de@Qon
https://meteor.aihw.gov. ntent/290046

Revision history
N/A
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5. Inpatient services

The following section details specific inpatient data elements captured in the MHDC for clients
who are admitted for hospital level care, 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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Admission Date and Time

Field name: ‘ ADMISSION_DATETIME

Source data element(s): [Admission Date and Time] — PSOLIS

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

Definition:

Requirement status: Conditional

Data type: Datetime

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

Permitted values

Permitted values | Definition Start date | End date

The full date and time including day month
Valid date and year hour minutes and seconds of when the

time client was admitted to an inpatient mental 01/01/1600 | 31/12/9999
health program.

Guide for use (q
Collection of this data element is conditional — ad @ ate n(loﬁe must be recorded if the
patient is admitted to an inpatient setting.

In the admitted and community residential se isi tﬁ&tual or statistical date of
admission to the mental health service. 3

A formal admission is the commencem t otthe pa t's treatment within a hospital.

to a mental health ward (progra

A statistical admission is a pr, use urately document specific changes in a
patient’s treatment duringyan ®gfsode e. This ensures that any modifications, such as a
change in the type of car%%vé pro corded.

Admission to an _n t seti oes not require that the client be deactivated from a
community progra

The formal admission may commeE a gen ard or commence as a direct admission

The admission date visi SOLIS reflects the date and time the client was admitted to the
mental health ward and t reflect the information entered in webPAS.

The admission date must be prior to the discharge date.

The admission date for ward transfers between mental health programs must reflect the date
and time the ward transfer occurred.

Examples

Admission Date and Time ‘

égpggeorg is admitted into a mental health ward on 3 May 2021 at 2021-05-03 09:05:00

A patient’s care type changed from acute to mental health on 1

March 2020 at 11.20am.

A patient is ward transferred in webPAS from MH program 1 to

MH program 2 on 15 November 2021 at 3.30pm. The admission 2021-11-15 15:30:00

to MH program 2 is manually created in PSOLIS with the
Mental Health Data Collection Data Dictionary 2025 44
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admission date and time reflecting the date and time of ward

transfer.

Related national definition
https://meteor.aihw.gov.au/content/730809

Revision history
N/A
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Care Type

Field name: CARE_TYPE_CODE

Source data element(s): [Care Type] — PSOLIS

The clinical intent and purpose of the treatment being
delivered.

Requirement status: Mandatory

Definition:

Data type: Numeric

Format: NN

Permitted values

‘ Definition Start date End date

Care in which the primary clinical purpose
or treatment goal is to:

e manage labour (obstetric)

e cure illness or provide definitiV\@ ¢ ( % *
treatment of injury \Q ;1/

Code Description

e perform surgery

e relieve symptoms o { or inw(ll

(excluding palllatlv
21 | Acute care e reduce severi ? illne Jury 01/01/1600 | 31/12/9999
ce

e protect again§e nd/or
compllcat n of an IIn and/or injury

which threa ife or normal
func%
|c or therapeutic
cedur

mental health care.

Mte ca ?@Iudes care which meets the

C)deflnltl
é Cag&jpwhich the primary clinical purpose

c-o rpa¥ment goal is improvement in the

ctioning 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:

Rehabilitation ¢ delivered under the management of
22 | .are or informed by a clinician with 01/01/1600 | 31/12/9999
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.
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Code Description Definition Start date End date

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

Care in which the primary clinical purpose
or treatment goal is optimisation of the
quality of life of a patient with an active and
advanced life-limiting illness. The patient
will have complex physical, psychosocial
and/or spiritual needs.

Palliative care is always:

e delivered under the management of
or informed by a clinician with

23 | Palliative care sz"ia"sed expertise in palliative care, | 59/01/1600 | 31/12/9999
an

e evidenced by an individualised
multidisciplinary management plan,
documented in the patient's medical
record, that covers the physic l, . % .
psychological, emotional, socj 0'1/
spiritual needs of the patie >
negotiated goals.

Palliative care exclude *’/hlch

the definition of ment h car,

Care in which the cI|n rpose

or treatment go rQquemept in the

functional stajus, Wehaviolkand/or quality

of life for a r patl t with significant

psychia disturbance,

caus ent ss, an age-related
brain ent or a physical

{cobadon

M c care is always:

C d under the management of
formed by a clinician with
ialised expertise in psychogeriatric

Psychogeriatric c care and
24 care e evidenced by an individualised 01/01/1600 | 31/12/9999

multidisciplinary management plan,
documented in the patient's medical
record, that covers the physical,
psychological, emotional and social
needs of the patient and includes
negotiated goals within indicative time
frames and formal assessment of
functional ability.

Psychogeriatric care is not applicable if the
primary focus of care is acute symptom
control.

Psychogeriatric care excludes care which
meets the definition of mental health care.
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Code Description

25

Maintenance/
Non-Acute care

‘ Definition

Care in which the primary clinical purpose
or treatment goal is support for a patient
with impairment, activity limitation or
participation restriction due to a health
condition. Following assessment or
treatment the patient does not require
further complex assessment or
stabilisation. Patients with a care type of
maintenance/ non-acute care often require
care over an indefinite period.

Maintenance/ Non-Acute care excludes
care which meets the definition of mental
health care.

Start date

01/01/1600

End date

31/12/9999

26

Newborn

%C

¢

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: ¢

do not require clinical car
separated and, if the in the
hospital, are de&gn%

e patients who tur ays !& sd
require cllnlo% contin }
newborn episi§de o c’\

separate

edle n 10 days and
ted (for example,

sterred another hospital) are
itted a newborn care type

Matie ed greater than 9 days not
) ly admitted (for example,

i @. erred from another hospital) are
" er boarders or admitted with an

o cute care type

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 as such.

*
~O
e patients who turn 10 days oﬁ@\nd Q>

01/01/1600

31/12/9999

27

Organ
procurement

Organ procurement is the procurement of

human tissue for the purpose of

01/01/1600

31/12/9999
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Code Description Definition

transplantation from a donor who has been
declared brain dead.

Diagnoses and procedures undertaken
during this activity, including mechanical
ventilation and tissue procurement, should
be recorded in accordance with the
relevant ICD-10-AM Australian Coding
Standards. These patients are not
admitted to the hospital but are registered
by the hospital.

Start date

End date

28

A boarder is a person who is receiving
food and/or accommodation at the hospital
but for whom the hospital does not accept
responsibility for treatment and/or care.

Boarders are not admitted to the hospital.
Boarder However, a hospital may register a
boarder. Babies in hospital at age 9 $

admitted patients with each da ay Q

deemed to be either qualified (1/
lified. \

unqualifie RN

*
or less cannot be boarders. They% (l/@

01/01/1600

31/12/9999

29

\
xelinical se

ve |

Care in which the pr|
or treatment goal i
functioning of a Ya$idxt with muly-
dimensional nge assmﬁ%ed with
medical copdNons relgted td ageing, such

as tende fall, |n inence, reduced

mobili og t mpalrment The
pat e complex
‘ soc:|al

|atr|c atIOI'l and management is

C)always@
% . Qered under the management of
3 ¢ - :

Geriatric ormed by a clinician with
evaluation and CO Specialised expertise in geriatric
management evaluation and management, and

evidenced by an individualised
multidisciplinary management plan,
documented in the patient's medical
record, that covers the physical,
psychological, emotional and social
needs of the patient and includes
negotiated goals within indicative time
frames and formal assessment of
functional ability.

Geriatric evaluation and management
excludes care which meets the definition of
mental health care.

01/01/1600

31/12/9999

32

Mental health Care in which the primary clinical purpose

01/01/1600

31/12/9999
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Code Description ‘Definition Start date End date

care 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.

Mental health rehabilitation care type is
only applicable at certain hospitals. m. % .
used for Hospital Extended Care e (1/
Mental health wards where long term non- ac ntal

33 e health care is provided, sub tto 01/01/1600 31/12/9999

rehabilitation
acute component of car, h|s C r
type is used to separa sta iem
funded episodes fr r Me Ith

Care Type patl

Guide for use \

Care type is assigned by the clinicj Spons r the management of the patient/client’s
care. This is based on clinical | nts e primary clinical purpose of the care to be
provided and, for mental hea d sub care types, the specialised expertise of the

clinician who will be respégsilgi for n\% ment of the care.
0

At the time of assigning=aymental
management pla tbei
the clinician assign e ca

Only one type of care ¢ ssigned at any time. When a patient is receiving multiple types
of care, the care type thatde€st describes the primary clinical purpose or treatment goal must
be assigned.

r subacute care type, a multidisciplinary
e, but the intention to prepare one should be known to

Where the primary clinical purpose or treatment goal of the patient changes, the care type is
assigned by the clinician taking over responsibility for the management of the patient. In some
circumstances the patient may continue to be managed by the same clinician.

The care type change must be clearly documented in the patient’s medical record.

The clinician responsible for the management of the patient/client’s care may not necessarily
be located in the same facility as the patient. In these circumstances, a clinician at the patient's
location may also have a role in the care of the patient; the expertise of this clinician does not
affect the assignment of care type.

The care type must not be retrospectively changed unless it is for the correction of a data
recording error, or the reason for change is clearly documented in the patient’s medical record,
and it has been approved by the hospital’s director of clinical services.
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While psychogeriatric care is a subspecialty of mental health, it is an established component of
subacute care. Therefore, if a patient meets the definition of psychogeriatric care, then the
psychogeriatric care type must be allocated.

Admissions to mental health inpatient programs are determined by classifying the care type as
mental health care.

Ambulatory service contacts and episodes of care recorded in PSOLIS are deemed mental
health care as the activity by default meets the mental health care type definition.

For the subacute or mental health care types, it is unlikely that more than one change in care
type will take place within a 24-hour period. Changes involving subacute or mental health care
types are unlikely to occur on the date of formal separation.

Patients who receive intervention(s) (e.g. dialysis, chemotherapy or radiotherapy) during a
subacute or non-acute episode of care do not change care type. Instead, procedure codes for
the acute same-day intervention(s) and an additional diagnosis (if relevant) must be added to
the record of the subacute or non-acute episode of care.

Palliative care episodes can include grief and bereavement support for the family and carers of
the patient where it is documented in the patient’s medical record.

Each care type must have a unique account/admission number, R
n .aner. This

*
Episodes with more than one care type must have an episo @tare
enables episodes of care within a hospital stay to be rolle INto ission.

Examples . (')(b (1/

Care Type

A patient is admitted to a mental health w,

type.
A patient with Alzheimer’s disease is sﬁsﬂcallé admited under a

psychogeriatric team for behaviour Ificationy 24

Related national defini 6@

https://meteor.aihw.qov.w@@ntl?l@

Revision hiskéo Qé
%\‘»
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Contact Program ldentifier

Field name: CONTACT_PROGRAM_IDENTIFIER

Source data element(s): [Contact Program ldentifier] — PSOLIS

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

Requirement status: Conditional

Data type: Numeric
Format: N(20)

Permitted values

Permitted

Definition Start date | End date
EES
Unique A system generated unique number that is a
numeric maximum of 20 digits long that is assigned to each 01/01/1600 | 31/12/9999
identifier Legal order as a means of unique identification.

Pt
¢ 0 £ 2
Guide for use \?\® (1/
Collection of this data element is conditional — contact m i Is mandatory if the
patient is admitted into a PSOLIS program and str.

t
This is a system-generated identifier that is not \?N to fro %i users of PSOLIS.

If a client has been admitted into multiple Lo ithi ream, the client will have
multiple contact program IDs within the str[%# '\

Examples K

Contact Program Identifier

An adult stream client is Act'@ one ippAtight and two

outpatient programs: & P

Inpatientprogram1 _ VvV = ¢/ 222172
Outpatient progra > 374844
Outpatient progr T N 214803
Related national@kition

N/A

Revision history
N/A
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Discharge Date and Time

Field name: DISCHARGE_DATETIME

Source data element(s): [Discharge Date and Time] — PSOLIS

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

Requirement status: Conditional

Definition:

Data type: Datetime

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

Permitted values

Permitted values | Definition Start date | End date

The full date and time including day, month,

Valid date and year, hour, minutes and seconds of when the
01/01/1600 | 31/12/9999

time patient was discharged from the inpatient
mental health service.

Guide for use
Collection of this data element is conditional — dis \69 ate e must be recorded if the

patient is admitted to an inpatient setting. \
In the admitted and community residential se IS i ﬂ@ tual or statistical date of
discharge from the mental health service. 3

A formal discharge is the conclusion of e patient’s'tfgatment within a hospital.

A statistical discharge is a proces to accu(atply document specific changes in a patient's

treatment during an episode of ¢ is p9s that any modifications, such as a change in
the type of care, are properly & %

The discharge date visibl ts the date and time the client was discharged from
the mental health ward an ust re he information entered in webPAS.

The discharge da@e aft @o admission date.
The discharge date rwar@ers between mental health programs must reflect the date
and time the ward trans% rred.

Examples

Discharge Date and Time ‘

é\gpgg%rg is discharged from a MH ward on 6 March 2021 at 2021-03-06 09:05:00

A patient’s care type changed from MH to acute on 1 May 2020
at 11.20am.

A patient is ward transferred in webPAS from MH program 1 to
MH program 2 on 15 November 2021 at 3.30pm. The discharge
from MH program 1 is manually created in PSOLIS with the 2021-11-15 15:31:00
discharge date and time reflecting the date and time of ward
transfer, plus one minute.

2020-05-01 11:20:00
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Related national definition
https://meteor.aihw.gov.au/content/722725

Revision history
N/A
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Episode End Date and Time

Field name: ‘ EPISODE_END_DATETIME

Source data element(s): [Episode End Date and Time] — PSOLIS
The date and time on which the episode of mental health

Definition: care within that setting is formally or statistically
completed.

Requirement status: Conditional

Data type: Datetime

Format: ‘ YYYYMMDD HH:MM:SS

Permitted Values

Permitted Values Definition Start date | End date

The full date and time including day, month,
Valid date and year, hour, minutes and seconds of when the 01/55/1900 31/12/9999

time episode of mental health care within that .
setting is formally or statistically com@ ('\
vV
Guide for use (](Q
Collection of this data element is conditional — eplxﬁgand K time must be recorded if

the client is discharged or deactivated. Q
This is the end date for the stream eplsod r meb?be equivalent to the original

date of discharge/deactivation from the me rogram.
The episode will remain open while t jent is ve n any program within the stream.
If the client is deactivated from on ctlve in another program of the same
stream the episode end date m deactlvatlon/dlscharge from the remaining
program.
Examples

- -

Episode End Date and Time

A client is reviewed¥ and itiS\{&ermined that they need no
further care in the serviCg=gyd can be deactivated from the
program. The client is dee€tivated from the program on
01/10/2020 at 2pm.

01102020 14:00:00

Related national definition
https://meteor.aihw.gov.au/content/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

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

Requirement status: Conditional

Data type: Datetime
Format: ‘ YYYYMMDD HH:MM:SS

Permitted Values

Permitted Values Definition Start date | End date

The full date and time including day, month,
Valid date and year, hour, minutes and seconds of when the 01/55/1(200 31/12/9999

time episode of mental health care within that .
setting formally or statistically commg%g’
Guide for use >

O
*
Collection of this data element is conditional — epixbgaart d gld’time must be recorded if
the client is admitted or activated. 91 \

' ga #S0de of care can occur in three

The treatment and/or care provided to a pgtie

different settings: admitted, ambulatory or tix

This is the start date for the stream epig8de of cage. It IS equivalent to the date of the first
admission/activation into a progral he con@ncement of the mental health care episode
within that service.

The episode start date is ass@o allﬁ measures collected within the same episode of

Exa.mples | O\/ @.&6

Episode Start Date and Time

N

A mental health client igaeti¥Vated into a mental health youth
outpatient program on 2@#7/2020 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 assessments are performed.

20072020 14:00:00

20072020 14:00:00

The client is admitted to the metal health service’s inpatient .
unit on 1/10/2020 when an admission NOCC is collected. 20072020 14:00:00

Related national definition
https://meteor.aihw.gov.au/content/723143

Revision history
N/A
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Establishment Code

Field name: ESTABLISHMENT_CODE

Source data element(s): [Establishment Code] — PSOLIS

A unigue code assigned by Department of Health (WA) to
Definition: hospitals and other health related locations or
establishments.

Requirement status: Conditional

Data type: Numeric

Format: ‘ NNN(N)

Permitted values

Permitted values Definition Start date | End date

A unique four-digit number that is assigned by
Department of Health (WA) to hospitals and

Any valid code

from other health related locations or 0 .
Establishment establishments. \ 600 | 31/12/9999

Code List.

Refer to the Establishment CQd_e@_Q (fb
\\}\

Guide for use QQ
Collection of this data element is condition% ish t code must be recorded if the
patient is admitted to an inpatient settln

A

An establishment refers to an auth /accre physical location where patients can
and nursing homes, rehabilita @

receive health care and stay ove [ r es acute hospitals, residential aged care
resiqen i al mental health facilities.

For the purposes of repogjng d oth mess requirements, virtual hospitals, same-day
clinics, surgeries, nurs centres or prisons may also be assigned an
establishment code: 6

Establishment co e assig @ by the Department of Health and a list of valid
establishments is provid tpeMEstablishment Code List .

Examples
‘ Establishment
A patient is admitted to Albany Hospital. 201
A patient is admitted to St John of God Health Care Murdoch. 640

Related national definition
https://meteor.aihw.gov.au/content/269975

Revision history
N/A
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Establishment Name

Field name: ESTABLISHMENT_HOSP

Source data element(s): [Establishment Name] — PSOLIS

The name of the hospital represented by the
Establishment Code

Definition:

Requirement status: Conditional

Data type: ‘ Alphanumeric

Format: X[X(149)]

Permitted values

Definition Start date ‘ End date

The name of the hospital that is required to

report admitted activity information to the
Alphanumeric HMDS

Combination @ .
Refer to the Establishment Code Llsf‘o\ {1/

Permitted values

1@00 31/12/9999

Guide for use

Collection of this data element is conditional — Ilshm @eﬁe must be recorded if the
patient is admitted to an inpatient setting.

Please refer to the Establishment Code Lisy)? alis t>valld hospital and health services.
Each organisation must only have on blishiaent.

Examples Q Q)

Establishment Name

A patient is admitted to eS¥e#lishmgr*Tbde 201. Albany Hospital
A patient is adm stabhsi@ code 640. | St John of God Health Care Murdoch

itt
Related natiﬁe@ on

https://meteor.aihw.gov. ntent/269975

Revision history
N/A
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Leave Days

Field name: LEAVE_DAYS

Source data element(s): [Leave Days] — PSOLIS

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

Requirement status: Derived

Definition:

Data type: Numeric

Format: N(4)

Permitted Values

Permitted Values Definition Start date ‘ End date
The number of days as a whole number that

Whole number the patient was away on leave from the 01/01/1600 | 31/12/9999
hospital.

Derivation logic

\0 . b *

This data element is derived by calculating the number sb (kch [Leave start

Date and time] and [Leave End Date and Time] paifs ¢ h inpatignt episode of care. The
ert

number of days for each period of leave are adde

\ t the total number of leave
days in an episode. Q 0

Guide for use Y\
This data element is a derived measureusing [Lgave Mart Date and time] and [Leave End
Date and Time]. @ 6

Leave that begins and ends on@w

Examples

e d&@o days of leave.
%

Leave Days

leave on Tuesday and g€ on Thursday (2 days), goes on leave
Saturday morning and Eiu/ns at 7pm that day (0 days), goes on leave the
following Wednesday returning 1 day later on Thursday (1 day).

Related national definition
https://meteor.aihw.gov.au/content/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

The date and time the patient returned from leave during

Definition: an inpatient mental health episode of care.

Conditional on [Leave Start Date and Time] having a
value

Requirement status:

Data type: Datetime

Format: YYYYMMDD HH:MM:SS

Permitted Values

Definition
The full date and time including day, month,
year, hour, minutes and seconds when the

patient ended a period of leave from the
inpatient mental health service.

Permitted Values Start date ‘ End date

Valid date and

; 01/01/1600 | 31/12/9999
time

Guide for use
Collection of this data element is conditional — lea e e must be recorded if the
patient takes leave while admitted to an inpatient \%‘

t

The leave end date visible in PSOLIS reflects e client ended a period of
leave from the mental health ward and mu ct the matlon entered in webPAS.
Leave end date must be:

e after the admission date.

e after the leave start da Q 6@

e before the dlscharge®e

Examples O

Leave End Date and Time
2021-05-03 09:05:00

o

An admitted patient ret leave to an inpatient mental
health ward on 3 May at 09:05:00.

Related national definition
https://meteor.aihw.gov.au/content/722725

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

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

Requirement status: Conditional on the patient taking leave.

Definition:

Data type: Datetime

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

Permitted Values

Permitted Values Definition Start date ‘ End date
The full date and time including day, month,
\_/alld date and year, hour, minutes and s_econds when the 01/01/1600 | 31/12/9999
time patient commenced a period of leave from the
inpatient mental health service. e X

Guide for use ‘Q

Collection of this data element is conditional — leaveg ate a e must be recorded if
the patient takes leave while admitted to an |npat|

The leave start date visible in PSOLIS reflects Q &\e e client started a period of
leave from the mental health ward and mu |% tion entered in webPAS.
Leave start date must be:

e after the admission date. 6

e before the leave end da
e before the dlscharge§

Examples 6

Leave Start Date and Time

A patient starts a period ofJEW® from a mental health ward 2021-05-01 14:30:00
on 1 May 2021 at 2:30

4
Related national definition
https://meteor.aihw.gov.au/content/722725

Revision history
N/A
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Length of Stay

Field name: LENGTH_OF STAY

Source data element(s): [Length of Stay] — PSOLIS

The period of time in days a person was admitted to
hospital or service for an episode of care.

Definition:

Requirement status: Derived

Data type: Numeric

Format: N(4)

Permitted Values

Permitted Values | Definition Start date ‘ End date

The number of days as a whole number that
the patient was an inpatient for.

Whole number 01/01/1600 | 31/12/9999

Derivation logic . (b .
This data element is derived by calculating the number o&t glbe [Admission Date
and Time] and the [Discharge Date and Time]. @ ({/6

Guide for use

This data element is a derived measure that t@e n r@days between two dates

using the episode admission and discharg

Examples

A patient is admitted to Midlang MQS# Q
discharged on 20/07/2022. (\

Related natlonatg nltloh‘6
N/A
\x,Q

Revision history
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Planned Admission Date and Time

Field name: ‘ PLANNED_ADMIT_DATETIME

Source data element(s): [Planned Admission Date and Time] — PSOLIS

The admission date and time that it had been planned for
the patient to be admitted to the mental health program.

Definition:

Requirement status: Optional

Data type: Datetime

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

Permitted Values

Permitted
Values

Definition Start date | End date

The full date including day, month and year for
the planned admission date and time prior to the
Valid date and | actual admission into the mental health program. 01%[600 31/12/9999

*

time The time which is captured in hour minuto@
seconds is automatically recorded as \Q {1/
&/

00:00:0000000.

Guide for use

W
The planned admission date and time reflects j ation@ﬁ pre-admission date is

specified in webPAS.

n¥o~be eerQduring manual creation of the

The planned admission date and time C{

admission in PSOLIS.
The planned admission date must&or to &admission date and time.
O

Examples )

Planned Admission Date and Time

the patient advis ad b oked to be
admitted on 8 May 2021 a but was unable to

At the time of adm'@ on)to hospj 9 May 2021, 2021-05-08 10:00:00
get transport organise(Q\
~

Related national definition
N/A

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

The discharge date and time planned at the time of
Definition: admission to, or any time before discharge from, a mental
health program.

Requirement status: Optional

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

Permitted Values

Permitted Values Definition Start date | End date

The full date including day, month and year of

the planned discharge date and time prior to
Valid date and the actual discharge from the mental heal . ?@600 31/12/9999
ured i
minutes and seconds is automaticall\edorded ‘.
as 00:00:0000000. (\

time program. The time which is capt
Guide for use %
The planned discharge date and time can be ed |$>A at the time of admission.
For manually created admissions, the user formation into PSOLIS.

The planned discharge date and time &t be a& admission date and time.

Examples Q %)

‘ Planned Discharge Date and Time

Upon admission to a me Mthe patient was 2021-05-16 09:00:00
advised she could pl r discha&g§ on 16 May 2021

at 9am. §G) “
Related national@éﬁon
N/A

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 inpatient
Definition: under an Order Authorising Reception and Detention in

an Authorised Hospital for Further Examination (Form 3D)

Requirement status: Optional

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

Permitted Values

Permitted Values Definition Start date | End date

The full date and time including day, month,
year, hour, minutes and seconds of when the 01/01/1600 | 31/12/9999

client was received as an inpatient. A D‘ . .

Valid date and
time

Guide for use

The reception data and time is associated with the pr;g@ of a [(ekn s reception and
he e

detention in an Authorised Hospital to enable furth by a psychiatrist (Form 3D)
under the Mental Health Act 2014. This order fo tlon of a person by a
psychiatrist at a place other than an Authorlseq/ |ta

The reception date and time can be record t’g the time of admission.
For manually created admissions, the r can &rt is information into PSOLIS.

The reception date and time must oret charge date and time.

Examples Q ~

Reception Date and Time

A user entered a regdotipn date August 2021 at 9am. 2021-08-23 09:00:00
=\

Related nationEaI %ﬁblxgon
N/A

Revision history
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

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

Requirement status: Conditional

Data type: Datetime

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

Permitted Values

Permitted Values | Definition Start date ‘ End date

The full date and time including day, month,

\_/alld date and year, hour,_mlnutes and second_s on which an 01/01/1600 | 31/12/9999
time admitted client completes an episode of care

(otherwise known as ‘visit’). Y o X

qu)‘

Guide for use A\Q)
Collection of this data element is conditional — visitsr(j% and %must be recorded if the

patient is admitted to an inpatient setting.

Where there is only one visit in the overall weh as (@dmission) the visit end date
and time will reflect the same information wt\ isthar e and time.
[

Where a statistical discharge is performed WebPltS\the visit end date and time will reflect
the date and time of the change applié 6

Examples o\ %)

Visit End Date and Time

A client is discharged frol\g wth ward on 3 May 2021-05-03 09:00:00

2021 at 9am. e ~
A client is statisti Néchar webPAS on 1 March 2020-03-01 11:20:00

2020 at 11.20am.

Related national%inition
N/A

Revision history
N/A
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Visit Number

Field name: ‘ VISIT_NUMBER

Source data element(s): [Visit Number] — PSOLIS

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

Requirement status: Conditional on [admission date and time] having a value

Definition:

Data type: Numeric

Format: N[N(19)]

Permitted values

Permitted values | Definition Start date ‘ End date

A system generated unique number that is a
maximum of 20 digits long that is assigned to | 01/01/1600 | 31/12/9999
each visit

Unigue numeric
identifier

£d

~
* A0
Guide for use \® (1/
Collection of this data element is conditional — visit nur&iﬁ
<

ust Q)rded if the patient is
admitted to an inpatient setting.

A webPAS case (formal admission) can consist @e\or m its; each is assigned their

own visit number. Q

In webPAS, clients are statistically dischar%ﬁ d gdmitéel in order to change a client’s care
type. This creates a new webPAS visit \ithirt the o

separate rows on the primary admiss@ PSOIAS.

Examples @

| webPAS case. These visits display as

ntal e . 224020

A client is admitted intQ a
Related nati&efi@@l
N/A Q

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

The date and time on which an admitted client
Definition: 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

Permitted Values Definition Start date | End date

The full date and time including day, month,

\(alld date and year, hour, minutes and seconds of when an 01/ 1600 31/12/9999
time admitted client commences the |npat|en .

episode of care (otherwise known as \g_

Guide for use (](
Collection of this data element is conditional — visi \%at e must be recorded if the
patient is admitted to an inpatient setting.

Where there is only one visit in the overall Q casciy}al admission) the visit start date
and time will reflect the same information % date and time.

Statistical admissions result in a new ys¥.numb The visit start date and time will reflect the
date and time of the change applie comm ment of a new care type).

Examples ‘Q 6

A client is admitted,_t ental t@ ward on 3 May 2021 2021-05-03 09:00:00

at 9am. %
A client is statistic adm@ webPAS on 1 March 2020-03-01 11:20:00

2020 at 11.20am. £~
\~ 4

Visit Start Date and Time

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

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

Conditional on [admission start date and time] having a
value

Definition:

Requirement status:

Data type: String

Format: X[X(59)]

Permitted values

Permitted values Definition Start date ‘ End date
Valid ward name | Any of the descriptors from the list of accepted

descriptor ward identifiers to a maximum of 60 characters | 01/01/1600 | 31/12/9999
Guide for use

Collection of this data element is conditional — ward on %lon recorded if the
patient is admitted to an inpatient setting.

Ward details must be entered at time of completi |n webPAS.

Examples N )

Ward on Admission

A client is admitted into an inpatient (e
v

Related national defin@ 6@

N/A o' ©
L 4

Revision histor)o @

N/A % QQ
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Ward on Discharge

Field name: ‘ WARD_ON_DISCHARGE

Source data element(s): [Ward on Discharge] — PSOLIS

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

Requirement status: Conditional on [separation date and time] having a value

Definition:

Data type: String

Format: X[X(59)]

Permitted values

Permitted values Definition Start date ‘ End date
Valid ward name | Any of the descriptors from the list of accepted
descriptor ward identifiers to a maximum of 60 characters | 01/01/1600 | 31/12/9999

Guide for use
Collection of this data element is conditional — ward on di Xe m@b ecorded if the
patient is admitted to an inpatient setting.

Ward details must be entered at time of completm&ﬂ@&scha&%ebPAS.

Examples O 0.

Ward on Admission

‘W26’

Related national defk@\? 6®v
\‘b
Revision hist %)
N/A iQQ
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6. 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.

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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Action Date and Time

Field name:

Source data element(s):

Definition:

RECORD_MODIFIED_DATETIME
PSOLIS

[Action Date and Time] —

Date and time the action occurred.

Requirement status: Mandatory

Datetime
YYYY-MM-DD HH:MM:SS

Data type:

Format:

Permitted Values

Definition Start date ‘ End date

The full date and time including day, month,
year, hour, minutes and seconds of when the

Permitted Values

Valid date and
time

01/01/1600 | 31/12/9999

Guide for use

action occurred.
Action date and time is system generated and records t and (L(changes to the
client record that have been committed to the system Q[

The action date and time collected in the MHDC is es (kte and time from any of
the tables that the extract sources from the syst

If changes are made in webPAS and no o es a de to the client record in
PSOLIS, the action date and time reflects Was made in webPAS.

If, after a change in webPAS, a chan SOLIS, the action date and time
reflects when the change was mad

(0] OC
SOLIS

6

The result of a NO sessm
10:15:00 on 11

A client’s details a compl

at 12:51:21 and then a
PSOLIS at 13:00:00.
Related national definition
N/A

Examples

Action Date and Time

W a client is recorded at

2021-06-11 10:15:00

the PAS on 15 December 2020

ent is recorded for the client in 2020-12-15 13:00:00

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

The date and time the person was activated as a client of
a community mental health service.

Requirement status: Conditional on a client being activated

Definition:

Data type: Datetime

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

Permitted Values

Permitted Values Definition Start date ‘ End date
The full date and time including day, month,
\_/alld date and year, hour, minutes z_md seconds of_ when the 01/01/1600 | 31/12/9999
time client was activated in the community mental
health service. o X % °
\ ('1/
Guide for use A\Q) Q
Collection of this data element is conditional — actlvat@ te an must be recorded if the
client is activated. *
In the community setting, the activation date a \
e must be the same date and time the de |on occurred to admit a client to a

community program and provi §: e to th ient

e must be between the referra and ct|vat|on date

e may be the original dat% ry tc6®Within the ambulatory service.
Activation:

e can only occur if%?eferra ' older than 3 months or is within the extended
deadline of \@'Iis stat

e requires relat erral is closed (outcome)
e isthe process Ny a client to a community program for ongoing care or
service provisio

e can be within the first service contact
e can occur for one client to multiple programs if there is a referral for each program

e must occur when a clinical decision is made to provide care to a client and this
decision is documented

e must occur if the ‘client present’ (face-to face, video, telephone) occurred for 10
reportable service contacts

o Service contacts of an administrative nature (i.e. non-reportable service
contacts) are excluded

e must be made to the appropriate program/stream
e can occur again for a client previously deactivated from the mental health service but
must meet all the same requirements of a first activation.
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Activation cannot:
e Be assumed because a client has had one or two service contacts

e Be assumed because a client had 10 or more service contacts unless a clinician has
also confirmed that the client will be accepted to the Program (activated)

e Ocecur if the referral is more than three months old and has no extension caused by
waitlist status.

Clients with a clinical decision NOT to activate must:
e have all referrals assigned an outcome

e record no more service events against the referral/s

Examples

Activation Date and Time

A client is activated to a program on 3 May 2021 at 09:01:36. 2021-05-03 09:01:36

Related national definition

https://meteor.aihw.gov.au/content/730809 \Q ¢ (.f/b ¢
Revision history (50 Q
IS (L

N/A
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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

The health employee (HE) number of the clinician who
was allocated the management of the client’s referral

Requirement status: Conditional on [Referral Identifier] having a value.

Definition:

Data type: String

Format: X[X(9)]

Permitted Values

Permitted Definition Start date | End date

Values
The Health Employee number assigned to the

Valid HE number | cjinician the referral was allocated to. 01/01/1600 | 31/12/9999

Guide for use

. (b R
Collection of this data element is conditional — allocated‘tb |C|?1®nrl( mber must be

recorded if a referral has been created. 0

Examples

.!!ocated to Clinician HE Number

A referral is allocated to clinician HE88 88\. N ] HE888880

Related national deflnltl@
Revision history \/O

N/A %O
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Allocated to Clinician Name

Field name: ‘ ALLOCATED_TO_CLINICIAN_NAME
[Allocated to Clinician Name] — PSOLIS

Source data element(s):

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

Conditional on [Allocated to Clinician HE Number] having
a value.

Data type: ‘ String

Format: X[X(149)]

Requirement status:

Permitted Values

Permitted Definition Start date | End date

Values
Alphanumeric | The name of the clinician the referral was allocated

combination | to in a maximum of 150 alphanumeric characters. 01/01/1600 | 31/12/9999

Guide for use \
Collection of this data element is conditional — allocated t ian @{'Lﬁust be recorded if
a referral has been created. (1/

Examples

Allocated to Clinician Name

A referral is created and allocated to clinic ] $\ / Joe Citizen

Related national deflnltloré 6

N/A g 66
Revision history

N/A %O
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Allocated to Team

Field name: ‘ ALLOCATED_TO_TEAM

Source data element(s): [Allocated to Team] — PSOLIS

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

Requirement status: Conditional on [Referral Identifier] having a value

Definition:

Data type: String

Format: N[N(7)]

Permitted values

Permitted values | Definition Start date ‘ End date
Valid numeric One of the codes applied to identify the clinical
team code mental health teams. 01/01/1600 | 31/12/9999

Guide for use XTQ’ <b’
Collection of this data element is conditional — allocated t mu@{ucorded if a referral

h )
as been created . 0 (1/
N

Examples

Allocated to Clinician Team

A referral is created and allocated to team\2oY0%7. 26107
: I GG
Related national definitio

O @
Revision history OOQ @6
A V&
> K
%\‘r
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Referral Date and Time

Field name: REFERRAL_DATETIME

Source data element(s): [Referral Date and Time] — PSOLIS

The date and time the community mental health service
received the referral for the client.

Requirement status: Conditional on [Referral Identifier] having a value

Definition:

Data type: Datetime

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

Permitted Values

Permitted Values | Definition Start date | End date

The full date and time including day, month,
\(alld date and year, hogr, minutes and seconds of when the 01/01/1600 | 31/12/9999
time community mental health service received the

referral for the client. ,-, {',\ R

Guide for use

Collection is conditional on the service event item not& a pre(rif};al action and a referral

being received.

health service via fax, phone call, letter or quiring mental health services
or they have self-presented to the service

This is the date and time the commur@qxental erV|ce received the referral regardless

of the medium of communication.
f the mental health client at the time of the
nt se vent item recorded for the client will retain this

A formal referral is a process in which a client i i duced ealth practitioner to a mental

This represents the active refer
service event item. Each sub

referral date and time Wh& eferr |ns current.
All activations must ha lid r &
Referrals are vali eem

A new referral is req ire%@e lient to be activated or for additional service events to be
provided.

Referral date and time must be before or the same as the activation date and time.

Examples
Referral Date and
Time
A client is referred to Fremantle Mental Health Service for assessment 2021-07-01
with referral being received by email on 15t July 2021 at 5:52 pm. 17:52:00

Related national definition

https://meteor.aihw.gov.au/content/663262

Revision history
N/A
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Referral Identifier

Field name: REFERRAL_IDENTIFIER

Source data element(s): [Referral Identifier] — PSOLIS

Unique identifier assigned by PSOLIS system for the
referral.

Requirement status: Conditional

Definition:

Data type: Numeric

Format: N(8)

Permitted Values

Permitted Values | Definition Start date ‘ End date

PSOLIS generated unique number that is
assigned to each referral as a means of unique | 01/01/1600 | 31/12/9999
identification (it is a maximum of 8 digits long)

Unigue numeric
identifier

* *
Guide for use \0 (f/'o
Collection is conditional on the service event item not bq%@prer@ a
*

ction and a referral
being received.

A formal referral is a process in which a client ha a fax e call, letter or email
provided to the mental health service on their req e@ rvice or they have self-

presented to the mental health service.
This data element represents the Active efgral ide

of a service event item. Each subseq
this referral identifier while the refe

Ngier of the mental health client at the time
servicaevent item recorded for the client will retain
ains @ent.

All activations must have a vali
s wh n a new referral is required for the client to be

Referrals are valid for three

activated or for additional\q)ice eve@AEms to be entered.
Referrals must be r c@d inP , regardless of the communication medium.
Examples Q

Referral Identifier

A referral for a client assessment is received by Fremantle Mental 3285475
Health Service on 15t July 2021.

Related national definition
https://meteor.aihw.gov.au/content/493164

Revision history
N/A
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Referral Medium

Field name: REFERRAL_MEDIUM_CODE

[Referral Medium] — PSOLIS
The medium the referral was received by, as represented

Source data element(s):

Definition:

Requirement status:

Data type:

by a code.

Conditional

Numeric

N(2)

REFERRAL_MEDIUM

String

[X(150)]

Definition

Referral information attached orN ) <31
1 Email embedded within an email rec% by /01/1600 | 31/12/9999
mental health service 0
Referral information tr Yed ﬁ
2 Fax document via the p ed | 01/01/1600 | 31/12/9999
by the mental he?\ vice
Referral inforngation on p document
3 Letter received vi tralia t by the mental | 01/01/1600 | 31/12/9999
health s )
Refe ﬂ\fdmat&nsmitted as a
4 Phone do nt via alia Post to the mental | 01/01/1600 | 31/12/9999
sery@
he cli erred self to the mental
5 Self- pres heal ice by any medium requesting | 01/01/1600 | 31/12/9999
% ent or care
quirement for mental health service
6 Triage assessment was determined during the 01/01/1600 | 31/12/9999
healthcare triage process
. The client was brought by police officers
Brought in by . ey
7 olice to the mental health service requiring 01/01/1600 | 31/12/9999
P assessment, care, or intervention
srougntiny | 1 ST eE ot by & communy
8 community . 01/01/1600 | 31/12/9999
requiring assessment, care, or
nurses . .
intervention
The referral was received by the mental
9 Other health service by another means not 01/01/1600 | 31/12/9999
listed.
10 Electronic Referral information was transmitted 01/01/1600 | 31/12/9999
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Code Description Definition Start date | End date

referral digitally to the mental health service and
loaded to clinical system, PSOLIS.

Guide for use
Collection is conditional on the service event item not being 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 represents the communication medium of a mental health client’s referral.
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.

Examples

keferral Medium

A mental health client enters Broome Hospital seeking men

for depression. . rl/ — Self presented
N\ A

Bunbury Mental Health Service receives an emaginMth a re ,

attached for a client of a GP. O \0 1 - Email

~ D
Related national definition \?\ '\

N/A 2 6
Revision history OQQ 66
N/A \; K@@

o 3
%%QQ
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Referral Outcome

Field name:

Source data element(s):

Definition:

Requirement status:

REFERRAL_OUTCOME_CODE

[Referral Outcome] — PSOLIS

REFERRAL_OUTCOME

String

| X(150)

Stert date

End date

Admitted to This indicates that the referral w
1 . directly activate the client to a n% 31 01/1600 | 31/12/9999
service
program. N
5 Referred tp Once this outcome is sel 01/01/1600 | 31/12/9999
other service | ask one to enter detail
3 No.further Clinical decision h 01/01/1600 | 31/12/9999
action further aSS|stan
No further This outcom ntly used to
4 action, outcome e ref o0 the same 01/01/1600 | 31/12/9999
already Active progra
Did not Cllerﬂ@as not v@h’to engage with the
5 engage/attend % 01/01/1600 | 31/12/9999
appointment K
[ ]
5 Informaﬂo@ he re&s for information purposes only | o /0111600 | 31/12/9999
only 0
P ad
I9 indicates that client has been admitted
: , to an Inpatient setting, via the primary
7 Qirg'“ed V2| o dministrative system PAS, and that 01/01/1600 | 31/12/9999
referral and admission information has
been fed across to PSOLIS.
8 Cller_1t MH services has been refused by the client 01/01/1600 | 31/12/9999
declined
Null Not specified | Not specified 01/01/1600 | 31/12/9999

Guide for use

Collection of this data element is conditional on referral being received and the service event
not being 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-
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presented to the mental health service.

This data element represents the outcome of a mental health client’s referral.

Once a referral outcome is entered, the referral status will automatically change to ‘completed’.
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.

Multiple referrals can be recorded in PSOLIS, but if the client is currently Active in a service
stream, or if the client has a current Referral for a service stream where the status is ‘Pending
or ‘In progress’ the referral outcome must immediately be assigned as ‘No further action,
already Active.’

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.

Examples

Refzric | Outcome

r action, already

q Active
A patient is referred to Bunbury Mental Health S

via email. \*L Admitted to service
Related national definition ?*5 S

R/evision history QQ 66
o @

%O

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

Field name: ‘ PRESENTING_PROBLEM_CODE

Source data element(s): [Referral Presenting Problem] — PSOLIS

The problem the client is presenting to a mental health

Definition: service for, as represented by a code.

Requirement status: Conditional

Data type: Numeric

Format: N(2)

Permitted values

Permitted values Definition
Any of the valid codes as
per Appendix C — Triage The 2-digit codes as per Appendix C
Presenting Complaint and — Triage Presenting Complaint and 01/01/1600 | 31/12/9999
Referral Presenting Referral Presenting Problem C(@S» % .

Problem Codes

Start date ‘ End date

Guide for use

Collection of this data element is conditional — it i dato s%ess the service eventis a

pre-referral action.
A formal referral is a process in which a cIi?& had a%, phone call, letter or email

provided to the mental health service on,th behalﬁ@uestlng service or they have self-
presented to the mental health servic a
This data element represents the ;&m th al health client’s is presenting with.

al

All activations must have a VW
Referrals are valid for three hs w pon a new referral is required for the client to be
activated or for additional s&fice eug ems to be entered.

Referrals must be re dinP regardless of the communication medium.

Examples Q

Referral Presenting Problem

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

Related national definition
N/A

Revision history
N/A
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Referral Purpose

Field name:

REFERRAL_PURPOSE_CODE

Source data element(s):

Definition:

Requirement status:

REFERRAL_PURPOSE

String

| X(150)

Definition

Stert date

End date

The reason for the referral is 4 rs- 2
Seekin assistance from mental hea ave <§
1 ng specialists or for the cliergs dafe to b€ | 101/01/1600 | 31/12/9999
assistance/referral 4
taken over by mental Neg¥care
specialists \
The referral is se&i formeNeh from
2 Information mental health %’ eﬁg';St uchas | 41/61/1600 | 31/12/9999
an assessngent &s to w er further
mental h care ig%equired
3 Assessment g an assessment
ental health care 01/01/1600 | 31/12/9999
4 GP Phone Advice Ae ref ?ﬂs a General Practitioner
6 seek@ rther advice form mental 01/01/1600 | 31/12/9999
é h\e@ are specialists
5 GP Liaison O;u% eferral is from a GP liaison. 01/01/1600 | 31/12/9999
- -
Null | Not specified nggczﬁgjon for the referral is not 01/01/1600 | 31/12/9999

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 represents the reason underlying the mental health client’s referral.

All activations must have a valid referral.

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

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

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

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

Permitted

Definition Start date | End date
EES
Alphanumeric | A detailed reason for the referral in a maximum of
combination | 500 alphanumeric characters. 01/01/1600 | 31/12/9999

Guide for use

Q" ~O°
Collection of this data element is conditional — it is manda@nlesé‘a@rvice event is a

pre-referral action. (1{

A formal referral is a process in which a client has ’a&,fax phne*call, letter or email
provided to the mental health service on their b ques rvice or they have self-
presented to the mental health service.

This data element provides information det Qhe@s for the mental health client’s

referral.
@K

All activations must have a valid ref

Referrals are valid for three mo
activated or for additional sery#

Referrals must be recordw SOL|
Examples O %)
-—— a

ardless of the communication medium.

Referral Reason

A client is referred to ANdrly Mental Health Service. Reports feeling suicidal.

An admitted patient suffering from anxiety is referred to Initial mental health assessment.
the 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

Permitted values Definition Start date ‘ End date
The name of the person program or
Alphanumeric organisation making the referral in a
combination maximum of 150 alphanumeric 01/01/1600 | 31/12/9999
characters. e % .
\(1 ('1/
Guide for use ‘Q
Collection of this data element is conditional — it is m ry unl e service eventis a
pre-referral action. %
A formal referral is a process in which a cllen e call, letter or email
provided to the mental health service on t req g service or they have self-

presented to the mental health service.

This data element details the name o@‘ perso '}am or organisation who made the
mental health client’s referral. b

All activations must have a vali

Referrals are valid for three n@t s wh gn a new referral is required for the client to be

activated or for additional\q)ice eve@AEms to be entered.
Referrals must be r c@d inP , regardless of the communication medium.
Examples Q
Referral Source Name
A client is referred to Albany Mental Health Service Tom from Albany After Hours GP
A client is referred to the State Forensic Mental Health Hakea Prison
Service

Related national definition
N/A

Revision history
N/A
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Referral Source Type

Field name:

Source data element(s):

Definition:

Requirement status:

Data type:

Format:

Description field name:

Description data type:

Description format:

REFERRAL_SOURCE_TYPE_CODE

[Referral Source Type] — PSOLIS

of a mental health client.

The type of person or agency responsible for the referral

Conditional

Numeric

N(2)

REFERRAL_SOURCE_TYPE

String

[X(150)]

Permitted values

Code Description

Definition

2 |
5 Breach A referral due to a failure to comp WY the 31/12/9999
release order | conditions in a court order q
Condition of A client must receive men 'I’?aﬂ‘th care.as
3 bail a term set in their bail co, \ S & 01/01/1600 | 31/12/9999
4 Court A court orders a cl ”‘Q nd 01/01/1600 | 31/12/9999
health care N
5 Family/friend | 2 family mem’@\or ﬁ'e'&d're}ts‘ the client | 51/01/1600 | 31/12/9999
to receive ¢
Internal An interq@]ra he client is a part
8 program of refﬁ em fo or further treatment 01/01/1600 | 31/12/9999
Medical A bgr?)m regj to practise as a Medical
9 o actition gQ r the Health Practitioner 01/01/1600 | 31/12/9999
practitioner « ¢ . .
: gula ational Law
12 Other_ N | Theyr al is _set by another establishment 01/01/1600 | 31/12/9999
establishment @s rwise listed
13 Other_ _ Tﬁgreferral is _set by another organisation 01/01/1600 | 31/12/9999
organisation | not otherwise listed
16 Police 'CI'Qreepollce refer the client for mental health 01/01/1600 | 31/12/9999
Correctional A correctional facility where the client is
17 facilit being held refer the client for mental health | 01/01/1600 | 31/12/9999
y care
22 Self '(I:'Qreecllent themselves seek mental health 01/01/1600 | 31/12/9999
23 Unknown The source is not identified 01/01/1600 | 31/12/9999
o4 Refuge A refuge where the client is seeking shelter 01/01/1600 | 31/12/9999
refer them for mental health care
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Code Description ‘Deflnltlon

Start date ‘ End date

o5 School A school the client attends refers the client 01/01/1600 | 31/12/9999
for mental health care
Other A professional other than a medical
26 . practitioner refers the client for mental 01/01/1600 | 31/12/9999
professional
health care
External A program external to mental health
27 roaram programs refers the client for mental health | 01/01/1600 | 31/12/9999
prog care
NUrsin A nursing home or hostel where the client is
28 9 residing refers the client for mental health 01/01/1600 | 31/12/9999
home/hostel
care
29 Hospital A hospital refers the client to receive mental 01/01/1600 | 31/12/9999
health care
30 Mental health Anoth_er mental_health care program refers 01/01/1600 | 31/12/9999
program the client to a different program
~~
. . - ’
31 |Restructure | A restructure in programs resulting "\ & | en¥ed 600 | 31/12/9999
being referred to new programs
32 | Police officer | 2 Police officer brings a client '”dé‘ﬁse”t N01/01/1600 | 31/12/9999
health care 0 \
An automatic refer from \&? \3
99 PAS Administration Syste ing d@ ioh | 01/01/1600 | 31/12/9999
to particular Wardsv
Null | Not specified | No data is recokged r\ 01/01/1600 | 31/12/9999
A

Guide for use

Collection of this data eleme

pre-referral action.

A formal referral is
provided to the m
presented to the m

This data element detal

ta he

ss in w.
Ith S
vice.

ndltl@lt is mandatory unless the service event is a

a cllent has had a fax, phone call, letter or email
on their behalf requesting service or they have self-

pe of source the mental health client’s referral was issued from.

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.

Examples

Referral Source Type

Tom from Albany After Hours GP refers a client to Albany
Mental Health Service

9 — Medical practitioner

Hakea Prison refers a client to the State Forensic Mental
Health Service

17 — Correctional facility
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Related national definition
https://meteor.aihw.gov.au/content/297450

Revision history
N/A
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Referral Status

Field name: REFERRAL_STATUS_CODE

Source data element(s): [Referral Status] — PSOLIS

The stage that a referral reaches in processing, as
represented by a code.

Requirement status: Conditional

Definition:

Data type: Numeric

Format: N

Description field name: REFERRAL_STATUS

Description data type: String
Description format: [X(150)]

Permitted values

Start cate | End date

Definition

Code Description
When a referral is first recorded in AGOIS

1 Pending the status automatically defaulti.t din < 3171219999

2 In progress | Referrals that are being prog\ * 01/01/1600 | 31/12/9999

3 Waitlist Used for clients who af@@g f‘r\@‘ 01/01/1600 | 31/12/9999
place in a program

4 | completed | When the outcom Om‘e refelvl has been | 10111600 | 31/12/9999
determined % i

5 Sent The referral% een its intended 01/01/1600 | 31/12/9999
reC|p|ent0

-
Null Not e Nospfofrfation @U 01/01/1600 | 31/12/9999
specified %

\
Guide for u O

Collection of this data el é«&s%onditional — 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 processing stage of the mental health client’s referral.
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
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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.

Examples
Referral Status ‘
Tom from Albany After Hours GP refers a client to Albany 2 — In progress

Mental Health Service

Hakea Prison refers a client is to the State Forensic Mental 1 — Pending
Health Service

Related national definition
N/A

Revision history
N/A
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Referred On Name

Field name: REFERRED_ON_NAME

Source data element(s): [Referred On Name] — PSOLIS

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

Definition:

Requirement status: Conditional

Data type: String

Format: [X(130)]

Permitted values

Permitted
EES

Definition Start date | End date

The name of the person program or organisation

Alphanumeric | the client has been referred to receive mental

combination health care in a maximum of 130 alphanumeric 01/01/1600 | 31/12/9999
characters ¢ ¢

a3
%
Guide for use > (I/Q
le

Collection of this data element is conditional — it i tory s8 the service eventis a
pre-referral action.

A formal referral is a process in which a cli ad hone call, letter or email
provided to the mental health service on th alfreq tlng service or they have self-
presented to the mental health serV|ce

This data element details the name perso ogram or organisation the mental health
client has been referred to. 6

All activations must have a v erral,

Referrals are valid for thr nths pon a new referral is required for the client to be
activated or for additio ce ems to be entered.

Referrals must b ed i |n S, regardless of the communication medium.
Examples

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

The type of person, program or organisation the mental

DETIET health client has been referred to.
Requirement status: Conditional
Data type: Numeric
Format: N(2)
REFERRED_ON_TYPE
String
Description format: [X(150)]

Permitted values

Definition

Code Description

Hospital . ; YQ 31
1 (non- A hOﬁpltgl that provides care ot 2N < 701/1600 | 31/12/9999
psychiatric) psychiatric care . 0 A
\\?] \
Referred to a different m ealt
8 "ltoerfg‘r'n program that is run by, me ® 01/01/1600 | 31/12/9999
prog establishment/ orgQmi n
g
Medical A person registeged Yo practisdas a Medical
9 ractitioner Practitioner u@ the Health Practitioner 01/01/1600 | 31/12/9999
b Regulation& nal L
Community N\
10 |@nd AmedQ health @yce thatis runinthe | 50111600 | 3171219999
outpatient CWI’]IW 0, tient setting
MHS {
L P :
12 Other. he r s set by another establishment 01/01/1600 | 31/12/9999
establishme n’cl).t ise listed
13 |Other h@eferra}l is set by another organisation | . 01000 | 21/19/9999
organisation | not otherwise listed
Hospital . . .
19 L A hospital that provides psychiatric care 01/01/1600 | 31/12/9999
(psychiatric)
26 Other _ A pro_f_essmnal other than a medical 01/01/1600 | 31/12/9999
professional | practitioner
External Referred to a different mental health
27 roaram program that is not run by the same 01/01/1600 | 31/12/9999
prog establishment/ organisation
A hospital that provides care that includes
29 Hospital psychiatric care but is not only psychiatric 01/01/1600 | 31/12/9999
care
31 Restructure | A restructure in programs requiring clients | 01/01/1600 | 31/12/9999
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Code Description  Definition Start date ‘ End date
to be referred to new programs

Null | Not specified | No Information recorded 01/01/1600 | 31/12/9999

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 person, program or organisation the mental health client
has been referred to.

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 co@iﬁatiiﬁm.

Examples Q

Referred On Type

Broome Mental Health Service refers a client to? > a local\

Graylands Hospital refers a client to Fiong@ HOSW
Related national definition®\ \ 6\
N/A Q @

2 O

Revision history O @

N/A N S
N Qé
%0
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7. 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.

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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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

Permitted values Definition Start date ‘ End date
: A description about the cause and nature
Alphanumeric . .
o of the alert in a maximum of 500 01/01/1600 | 31/12/9999
combination ;
alphanumeric characters.
Guide for use N

Collection of this data element is optional — it is free tex@/
information related to an alert.

0 * b *
hetj)%'(l/can enter more

$O
Alerts provide immediate information regarding ri \é&torst crease the vulnerability of the
client, staff, relatives or other clients to physic iron cial or psychological harm.

The presence of alerts provides an immed urce of inyportant information for staff that
must be taken into consideration when t{a g the :’Nq]t.

Access to alerts information is not re
information is available to read on e-wi l.

Alerts can be entered for clier@t re A@e or have a referral, or during triage.

Examples N/ %Q

dtot ser’'s permission and stream access. This

Alert Details

A user creates an\glert with @lysical Aggression’ | Can become aggressive when visiting in
message 7~ home; known to throw furniture

Related national définition
N/A

Revision history
N/A
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Alert Duration

Field name: ‘ ALERT_DURATION_DAYS
[Alert Duration] — PSOLIS

Source data element(s):

Definition: ‘ The duration of the alert in days.

Requirement status: N/A

Data type: Numeric

Format: N(3)

Permitted values

Permitted values  Definition Start date End date
Whole number The number of days as a whole number that
the alert is Active for. 01/01/1600 | 31/12/9999

Derivation logic

This data element is derived by calculating the number o@betm@l@ [Alert Start Date]

and the [Alert Expiry Date]. (1/
Guide for use

This data element is a derived measure using &rt @ﬁtes of an alert created in

relation to a client.

Examples

‘ Alert Duration

An alert is created on 13/07/2
Hospital and removed for thm ient o : /2022.

Related natlonatg\fﬂntgs

Revision hlstory%QQ
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Alert Entered By

Field name: ‘ ALERT _ENTERED_BY

Source data element(s): [Alert Entered By] — PSOLIS

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

Requirement status: Conditional

Definition:

Data type: String

Format: X[X(9)]

Permitted values

Permitted

EES

Definition Start date | End date

Valid HE number | The Health Employee number assigned to the 01/01/1600 | 31/12/9999
person creating the alert.

Guide for use \@0 (‘f;o ’

Collection of this data element is conditional — it mus:éﬁ@de i ert has been created.

Alerts provide immediate information regarding riske
client, staff, relatives or other clients to physical,

tof'S that incrg#tse the vulnerability of the

nme a%m:cial or psychological harm.
e ofy information for staff that

e cIien%

Access to alerts information is not restrigted%o the LNS permission and stream access. This

The presence of alerts provides an immediate
must be taken into consideration when tre

information is available to read on a wide &I.
Alerts can be entered for clients th%e A:ti\@ ave a referral, or during triage.
Examples @) v,

Alert Entered By
A user creates an % % HE999990
Related nation I%@Ron

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

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

Requirement status: Conditional

Definition:

Data type: String

Format: X[X(9)]

Permitted values

Permitted

EES
Valid HE number

Definition Start date | End date

The Health Employee number assigned to the
person who ends the alert. 01/01/1600 | 31/12/9999

Guide for use \@0 (‘f;o ’

Collection of this data element is conditional — it mus:éﬁ@de i ert has been ended.

Alerts provide immediate information regarding riske
client, staff, relatives or other clients to physical,

tof'S that incrg#tse the vulnerability of the
nme a%m:cial or psychological harm.
e ofy information for staff that

e cIien%

The presence of alerts provides an immediate
must be taken into consideration when tre

Access to alerts information is not restrigted%o the LNS permission and stream access. This
information is available to read on a wide &I.

Alerts can be entered for clients th@e A ti\@ ave a referral, or during triage.
This data element must be c if rt is no longer relevant.

Examples N/ %é

Alert Expired By
A user ends an ale. 0 HES888880

A d

Related national inition
N/A

Revision history
N/A
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Alert Expiry Date

Field name: ‘ ALERT_END_DATETIME
[Alert Expiry Date] — PSOLIS

Source data element(s):

Definition: ‘ The end date of the alert.

Requirement status: Optional

Data type: Datetime
Format: YYYY-MM-DD

Permitted values

Permitted

Definition Start date | End date
EES

The full date including day, month and year of when

an alert ends. The time which is captured in hour
minutes and seconds is automatically recorded as 01/01/1600 | 31/12/9999
00:00:0000000.

Valid date

&
Guide for use \Q

Alerts provide immediate information regarding r| that n se the vulnerability of the
client, staff, relatives or other clients to physical, n%omal or psychological harm.
e of«

The presence of alerts provides an immediat nt information for staff that

must be taken into consideration when tre?g, e cllent
d%o t

Access to alerts information is not restrigted%o the L&(s permission and stream access. This
information is available to read on a wide L.

Alerts can be entered for clients Qe A i\@ ave a referral, or during triage.
Alert expiry date must be aft alert é}ate.
This data element must bb@;npleteK alert is no longer relevant.
Examples O %)

-— a

Alert Expiry Date

A user creates an alertwftr) an end date of 3 May 2022. 2022-05-03

L — 4

Related national definition
N/A

Revision history
N/A
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Alert Identifier

Field name: ‘ ALERT_IDENTIFIER
[Alert Identifier] — PSOLIS

Source data element(s):

Definition: ‘ A unique identifier for each alert.

Requirement status: Conditional

Data type: String

Format: N(6)

Permitted values

Permitted values | Definition Start date ‘ End date

A system generated unique number that is a
maximum of 6 digits long that is assigned to 01/01/1600 | 31/12/9999
each alert as a means of unique identification

Unique numeric
identifier

been created.

Guide for use (](
Collection of this data element is conditional — alert |de us?j% ded if an alert has

Alerts provide immediate information regarding ri \é&tors t crease the vulnerability of the
client, staff, relatives or other clients to physic iron cial or psychological harm.

The presence of alerts provides an immed urce of inyportant information for staff that
must be taken into consideration when t{a g the :’Nq]t.

Access to alerts information is not re dtot ser’'s permission and stream access. This
information is available to read on e-wi l.

Alerts can be entered for clie@t re A@e or have a referral, or during triage.

erate%@revent duplicates.

Examples @) 0.

This data element is syst

Alert |dentifier

A new alert is created il BR®LIS. 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

Permitted values Definition Start date ‘ End date
Alphanumeric A description of the alert in a maximum of
combination 50 alphanumeric characters. 01/01/1600 | 31/12/9999

Guide for use

Collection of this data element is conditional — alert messs@u ded if an alert has
been created.

Alerts provide immediate information regarding r| that n(lése the vulnerability of the
client, staff, relatives or other clients to physical, ocial or psychological harm.
The presence of alerts provides an |mmed|at e of ant information for staff that
must be taken into consideration when tr Ilent

Access to alerts information is not res permission and stream access. This
information is available to read on a W|de

Alert message is a free text fi

immediate risk. V
O

Examples

Alerts can be entered for clients ave a referral, or during triage.
here é&r must enter information that briefly defines the

Alert Message

A user creates an aler yhysically aggressive Physical Aggression
client

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

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

Requirement status: Conditional

Definition:

Data type: String

Format: X[X(9)]

Permitted values

Permitted

EES
Valid HE number

Definition Start date | End date

The Health Employee number assigned to the
person who reviewed the alert. 01/01/1600 | 31/12/9999

Guide for use \@ <b

Collection of this data element is conditional — alert revq@ corded if an alert
has been reviewed.

Alerts provide immediate information regardlng ri rst rease the vulnerability of the
client, staff, relatives or other clients to phyS| |ronme C|al or psychological harm.
The presence of alerts provides an |mmed rce of i rtant information for staff that
must be taken into consideration when tre the

Access to alerts information is not re d tot users permission and stream access. This
information is available to read on e-wi

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

Client alerts must be reV| a re @ba&s by the clinical team.

Examples O ,

Alert Reviewed By
A user reviews an aIerCA 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

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

Requirement status: Conditional

Definition:

Data type: Datetime

Format: YYYY-MM-DD

Permitted values

Permitted values | Definition Start date | End date

The full date including day, month and year of
when an alert is reviewed. The time which is
captured in hour minutes and seconds is
automatically recorded as OO:OO:OOOOOQO .

&
Guide for use \Q

Collection of this data element is conditional — ale@ed d te(llst be recorded if an alert

has been reviewed.
o fact Q increase the vulnerability of the
nvwones l, social or psychological harm.

The presence of alerts provides an immgdia®e sour f important information for staff that

Valid date 01/01/1600 | 31/12/9999

Alerts provide immediate information regardi
client, staff, relatives or other clients to phy®

must be taken into consideration wh ting t@ client.
Access to alerts information is n |cte t user’s permission and stream access. This
information is available to re ate- evel

Alerts can be entered for I|e hat ive or have a referral, or during triage.
Client alerts must be r n@k ar basis by the clinical team.
ot be;

Alert reviewed da?
e prior to the ert

e the same as the t start date.

e cannot be after the current date (i.e. a future date).

Examples
Alert Reviewed Date
A user creates an alert on 5 April 2021 and reviews the alert on 3 2021-05-03
May 2021.

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

Permitted values

Permitted values | Definition Start date ‘ End date

The full date including day, month and year of

when an alert is initiated. The time which is

captured in hour minutes and seconds is 01/01/1600 | 31/12/9999
automatically recorded as 00:00:0000000.

Valid date

& 4

<
N\< ({5)
Guide for use ‘Q Q
Collection of this data element is conditional — t@%e mugt tp recorded if an alert has

alert,s
been created. \

Alerts provide immediate information regardin act r@rease the vulnerability of the
client, staff, relatives or other clients to phy?\ nviron |, social or psychological harm.

The presence of alerts provides an immedige soura®of important information for staff that

must be taken into consideration whe clieht.

Access to alerts information is not
information is available to read

Alerts can be entered for cIie@t at are@ e or have a referral, or during triage.
Alert start date must be be the a@xpiry date.

ser's permission and stream access. This
vel.

Examples @

Alert Start Date

A user creates an alert oa/8 May 2021. 2021-05-03

Related national definition
N/A

Revision history
N/A
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Alert Type

Field name: ‘ ALERT _TYPE_CODE
Source data element(s): [Alert Type] — PSOLIS

Definition: Identifies the category of the alert.

Requirement status: Conditional

Data type: Numeric

Format: N

Description field name: ALERT_TYPE

Description data type: Numeric

Description format: ‘ N

Permitted values

Code | Description Definition

| Assaultive behaviour including v
aggression, self-harm, subs

ng

ta
misuse, possessmn/access use
weapons, medication
adherence/compllance ondln
resistance to admis 0S

(requires entlcem@nd non- pllance

to treatment
{

Stert date | End date

1 Behavioural 01/01/1600 | 31/12/9999

&

Any crimina ictio MIDA issue,

condition ilorp

N
Any pf\sita’me condition or
isa , aller drug, food organic,
3 Medical tORigal dru essings), or treatment 01/01/1600 | 31/12/9999

( esistan itions, i.e., resistance to anti-
Qs

\ . .y - .
4 Microbiological ”‘gﬁw“ous diseases or antibiotic 01/01/1600 | 31/12/9999
nce, e.g., to penicillin.

2 Forensic 01/01/1600 | 31/12/9999

Any other alert. May not necessarily be
5 Other related directly to the client but is ariskto | 01/01/1600 | 31/12/9999
mental health staff.

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.

6 Social 01/01/1600 | 31/12/9999

Guide for use
Collection of this data element is conditional — it must be recorded if an alert has been created.
Alerts provide immediate information regarding risk factors that increase the vulnerability of the
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client, staff, relatives or other clients to physical, environmental, social or psychological harm.

The presence of alerts provides an immediate source of important information for staff that
must be taken into consideration when treating the client.

Access to alerts information is not restricted to the user’s permission and stream access. This
information is available to read on a State-wide level.

Alerts can be entered for clients that are Active or have a referral, or during triage.

Examples

Alert Type
A user creates an alert for a physically aggressive client. Behavioural

Related national definition
N/A

Revision history
N/A
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8. 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.

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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Incident Alert

Field name: INCIDENT_IS_ALERT

Source data element(s): [Incident Alert] — PSOLIS

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

Requirement status: Conditional

Definition:

Data type: Numeric

Format: N

Permitted values

Code ‘ Description  Definition Start date ‘ End date
Incident does not appear as an alert on

0 No PSOLIS 01/01/1600 | 31/12/9999
Incident does appear as an alert on

1 Yes PSOLIS A {7‘ . 01/ 690 31/12/9999

Derivation logic Q(-l/

This field is derived using the following sequential Iog (1/

[Alert Details] is present =1 \\ *
R O

Include all records where [Alert Details] is pr@ 5

[Alert Details] is not present =

Include all records where [Alert Detai @Q not pé ent

Guide for use

Collection of this data eleme Qndm@mudent alert must be recorded if a client alert is
created.

An incident details an tor cir 1‘\ nces associated with a client that could have, or did,

cause harm, suffe Em’% s or
PSOLIS users with ®inical ministrative roles can access, create and edit client incidents
within the stream they h ess to.

This data element is use determine whether an incident alert will appear on the client
overview bar in PSOLIS.

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

Examples

Incident Alert

A client assaults a staff member during a therapy session and the 1
user recording the incident event also creates a Behavioural Alert in
PSOLIS. The incident alert flag appears against the client.

Related national definition
N/A
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Revision history
N/A
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Incident Duration

Field name: INCIDENT_DURATION

Source data element(s): [Incident Duration] — PSOLIS

Definition: ‘ The duration of the incident in days.

Requirement status: N/A

Data type: Numeric

Format: N(3)

Permitted values

Permitted values @ Definition Start date End date

The number of days as a whole number to a
Whole number maximum of 3 digits totalling the duration of 01/01/1600 | 31/12/9999
the incident.

Derivation logic
This data element is derived by calculating the number Q@s b
Date] and the [Incident End Date].

Guide for use

This data element is a derived measure u zart e% d dates of an incident created in
relation to a client.

e [Incident Start

Examples @K .

An incident is created on 13(UA c@ ‘
Hospital and is ended o 0 (712022

Y
Related natio g@eflmt K
N/A

Revision h|story%
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

Permitted values

Permitted values | Definition Start date ‘ End date

. The full date and time including day, month,
Valid date and :
time year, hour, minutes and seconds when the 01/01/1600 | 31/12/9999
client incident concludes.
* *
Guide for use \® (]((b
An incident details an event or circumstances associate@?}@a cli could have, or did,
cause harm, suffering, loss or damage.

PSOLIS users with clinical and administrative rol Qﬂ accs&reate and edit client incidents
within the stream they have access to. Q

Incidents can only be created for clients th ctive cbave a referral.
Incident end date and time must be afteqh incider{\(art date and time.

Examples ‘

Incident End Date

A client assaults a mem taff dEI /A therapy session at 2.25pm 2020-11-21

on 215t November 202Q ar¥’leave uilding several minutes later. 14:30:00
P 3

O %
Related natio de@on

N/A %

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)

Permitted values

Permitted values ‘ Definition Start date ‘ End date

Any of the valid codes as
per Appendix E — E — Incident Locations 01/01/1600 | 31/12/9999

The up to 4 digit codes as per Appendix
Incident Locations

Guide for use <b

\@ ’
Collection of this data element is conditional — incident I@é@n nri;@ile/

*
corded if a client
incident is created.
An incident details an event or circumstances assagiited wi@ient that could have, or did,
cause harm, suffering, loss or damage.
PSOLIS users with clinical and administra?&s can %ess, create and edit client incidents

within the stream they have access to.
Incidents can only be created for cIie@

at areBtive or have a Referral.

Examples Q A\

Incident Location

A client becomes verkmy gress A the foyer of Fitzroy House. 374
N 3N\
A patient assaulw mer@ G ward at Albany Hospital. 4
N
Related national@%tlon

N/A

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

Permitted values ‘ Definition Start date ‘ End date
: Additional information detailing the
Alphanumeric o : .
incident in a maximum of 500 01/01/1600 | 31/12/9999

combination .
alphanumeric characters.

Guide for use

An incident details an event or circumstances assomate could have, or did,
cause harm, suffering, loss or damage.
PSOLIS users with clinical and administrative roI acc reate and edit client incidents

within the stream they have access to.
Incidents can only be created for clients thv&%tlve cbave a Referral.

Examples

Incident Notes

A client becomes verbally aggls Threatened to assault staff.

Fitzroy House. ®

A patient assaults a s Mmber »(C:Ward at Albany Refused medication and punched
Hospital. staff member.

Related natlonal%ﬂ)l?on

Revision history
N/A
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Incident Recurrence Risk

Field name: INCIDENT_RECURRENCE_TYPE_CODE

Source data element(s):

Definition: ‘ The likelihood of a recurrence of the incident
Requirement status: Optional

Numeric

N

INCIDENT_RECURRENCE_TYPE

String

Description format:

Permitted values

 [X(150)]

‘ Definition

Stert date

Code Description

End date

The event does not occur ve ® 8N, <
6 1 Rare and it has a very low probatgect 31/01/1600 31/12/9999
occurring again. Odds of#18400,0 A
or more.
AN \\\
The event does n ur oftertahd
7 2 Unlikely has a low ch urri?s ain 01/01/1600 | 31/12/9999
odds of 1 in % r mre
The eventd&n happen, bt it is not
8 3 Possible certai obable! sof 1in 1,000 |01/01/1600 | 31/12/9999
or Q
vent @s often and has a
9 4 Likely \ heh pro of occurring again odds | 01/01/1600 | 31/12/9999
flin r more
O\ AN\
N/ | Tha ®ddnt happens very often and has
10 5 Very like high probably of occurring again | 01/01/1600 | 31/12/9999
O\Qﬂ of 1 in 10 or more
Null | Not Specified  ~fNo information reported 01/01/1600 | 31/12/9999

Historical Values

Start date | End date

Description

‘ Definition

1 Remote Possibility of The event does not occur very
Recurrence often, and it has a very low 01/01/1600 | 03/01/2011

probability of occurring again.

2 Unlikely to Reoccur The event does not occur often
and has a low chance of occurring | 01/01/1600 | 29/10/2010
again

3 Will Possibly Reoccur | The event can happen, but it is not
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Description Definition Start date  End date

4 Likely to Reoccur The event happens often and has
a high probability of occurring 01/01/1600 | 19/02/2011
again
5 Almost Certain to The event happens very often and
Reoccur has a very high probably of 01/01/1600 | 19/02/2011
occurring again

Guide for use

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.

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

Examples

incidert Pecurrence Risk

A client assaults a staff member in the foyer of Fitzroy '.

House and before absconding threatens to return the /) Q Very likely
following day with a knife.

Related national definition ?QQ 0\“

Revision history
N/A ‘QQ 666
P @

%O
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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
Numeric
N

INCIDENT_SEVERITY

String

Description format: ‘ [X(150)]

Permitted values

Code Description Definition

e Increased level of care (mi c%! <
4 1 Insignificant e Noincrease in Iength of (lQ/Ol/lGOO

e Not disabling

e Increased level
e Increased le stay (u & 72
1 2 Minor hours) 01/01/1600 | 31/12/9999

31/12/9999

2 3 Moderate C) 01/01/1600 | 31/12/9999
% ry with significant
'Qsllcatlon or significant permanent
‘ sa ility

~’ Increased level of care (significant)

e Extended length of stay (greater than
5 4 Major one week) 01/01/1600 | 31/12/9999

¢ Significant complication and/or
significant permanent disability

_ e Death, permanent total disability
7 5 Catastrophic _ 01/01/1600 | 31/12/9999
e All sentinel events

Historical Values

Code Description Definition Start date | End date
6 S- Extreme e Death, permanent total disability 01/01/1600 | 22/02/2011
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Guide for use

Collection of this data element is conditional — incident severity 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.

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

Examples

Incident Severity
1

A client raises hands in a threatening manner towards staff

A patient is restrained and secluded following an unprovoked 4
attack on a staff member.

Related national definition O ('O
oo PO
Revision history \\0 *
N/A Q 0\
\VQ N>
o O
O
V&

o 3
%%QQ
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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

Permitted values | Definition Start date ‘ End date

The full date and time including day month
year hour minutes and seconds of when an 01/01/1600 | 31/12/9999

Valid date and

time S~
incidence commenced.

Guide for use @ ('f/b

Collection of this data element is conditional — incident §e§a recorded if a client
incident is created.

An incident details an event or circumstances as d WI lient that could have, or did,
cause harm, suffering, loss or damage.

PSOLIS users with clinical and administra S can a ess create and edit client incidents
within the stream they have access to

Incidents can only be created for che@at areBtlve or have a referral.

Examples

Incident Start Date

A client assaults a meb tfihg a therapy session at 2020-11-21 14:25:00
2.25pm on 215t No r 202042y

Related national %ﬂ)\gon

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
Numeric
N

INCIDENT_TYPE

String

 [X(150)]

Stert date

End date

. To leave without permission ’
1 Absconding Cotifoation QQ (\(3 #1/1600 | 31/12/9999
4
2 Assault of another A physical attack on a\bge* pers V 01/01/1600 | 31/12/9999
person
3 Assault of patient | A physical attac Qoth ‘nt 01/01/1600 | 31/12/9999
4 Assault of staff A physical att na &mlﬁr of staff | 01/01/1600 | 31/12/9999
5 Attempted suicide | An atte ne’s life 01/01/1600 | 31/12/9999
Damage to Har operty as a result
6 9 of e'elt ence or wilful 01/01/1600 | 31/12/9999
property :
ruction
b o~
Forensic — W att o leave the confinement of
7 the f ic unit without consent or 01/01/1600 | 31/12/9999
attempted_ e .
I thority to do so.
M g a person against their will and
8 Eorens'c - O)removing that person’s ability to leave | 01/01/1600 | 31/12/9999
ostage . : .
in the forensic unit
Inciting or being a part of a violent
9 Forensic — riot disturbance of the peace in the forensic | 01/01/1600 | 31/12/9999
unit
10 | lllegal activity lF; %"rm'”g an activity that contravenes | 1/n1/1600 | 31/12/9999
Medication An event around medication that
11 o results in the order written by a medical | 01/01/1600 | 31/12/9999
incident o .
practitioner not being followed.
12 | Other Any other incident not otherwise 01/01/1600 | 31/12/9999
mentioned.
13 Patient injured The client receives an injury 01/01/1600 | 31/12/9999
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Code Description Definition Start date | End date
The client is removed from all
14 Seclusion interaction with others for a period of 01/01/1600 | 31/12/9999
time
15 | Self-harm The client inflicts harm or injury to 01/01/1600 | 31/12/9999
themselves
Serious medical The client experiences a significate
16 incident medical event that requires timely 01/01/1600 | 31/12/9999
intervention.
The client was subjected to unwanted
17 Sexual assault behaviour of sexual nature that they 01/01/1600 | 31/12/9999
did not consent to
The client has overused a substance
18 | Substance abuse | Oftén atadangerous level foraperiod | o) /41/1600 | 31/12/9999
of time and this use has caused social
problems
Verbal abuse — The client has used words to ass% . @0
19 dominate, ridicule, manipulate, r 600 | 31/12/9999
others
degrade another person. \
Verbal abuse — The client has used wr ssaulf
20 : dominate, ridicule, m ?& te an or 01/01/1600 31/12/9999
patients
degrade another p
Verbal abuse — The client ha rds t ault
21 dominate, r|d ulas, and/or | 01/01/1600 | 31/12/9999
staff
degrade a er of
Seclusion with The clj remov om all
22 . nte wit c@rs for a period of | 01/01/1600 | 31/12/9999
restraint
t the restraints on them.
23 | Restraint A\ M reStr%WOf liberty or freedom of | 1/01/1600 | 31/12/9999
~ vhove
24 | Fall N w”t moved from a higher to a 01/01/1600 | 31/12/9999
level without control
O e removal of the baby or child from
Apprehension of the client with custody and
25 bp guardianship of that baby/child being | 01/01/1600 | 31/12/9999
baby
transferred to another for an extended
period of time
A baby or child is removed from the
26 | Removal of baby | CHents care notat the clients request | ;41 /160 | 31/12/9999
and or indirect opposition to the client’s
expressed wishes.

Guide for use

Collection of this data element is conditional —

incident is created.

incident type must be recorded if a client

An incident details an event or circumstances associated with a client that could have, or did,
cause harm, suffering, loss or damage.
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PSOLIS users with clinical and administrative roles can access, create and edit client incidents
within the stream they have access to.

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

Examples
A patient is restrained and secluded following an 4
unprovoked attack on a staff member.

Related national definition
N/A

Revision history
N/A
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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

Code Description ‘ Definition Start date ‘ End date
The incident has been blocked and is

A Yes not visible to other PSOLIS users 01/01/1600 | 31/12/9999
The incident is open and can be

N No viewed by other PSOLIS users:- it@nct 01%600 31/12/9999
blocked.

Derivation logic

This field is derived using the following sequenti
[Record Blocked Flag] check box is selected

Include all records where [Record Blocke |s selected
[[Record Blocked Flag] check box is eIecte
Include all records where [Record ed Fl eck box is not selected

Guide for use

An incident details an eve CII‘CU
cause harm, suffering, #egs or da

es associated with a client that could have, or did,

PSOLIS users witt cal an
within the stream th&y have,a

nistrative roles can access, create and edit client incidents
s to.

Incidents can only be cr or clients that are Active or have a referral.

Examples

Record Blocked Flag

A PSOLIS user wishes to block the details of an incident from Y
appearing to other users.

Related national definition
N/A

Revision history
N/A
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9. 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.

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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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

FRflize Definition Start date | End date
VEUVES

Valid HE number | The Health Employee number assigned to the

or ‘webPAS’ person who performed the last recoded action. 01/01/1600 | 31/12/9999

*

Guide for use \Q ¢
Actioned by is system generated and records the health ?@)yee ( rllmber from the log-
ons

in credentials of the current user making changes to clj cordﬁ}
This data element is used to provide an audit trail Y p%r ed.
If changes are made in webPAS and no other es are to the client record in

PSOLIS, the ‘actioned by’ recorded is ‘we Q
If, after a change in webPAS, a change als occurs'g:’ LIS, the ‘actioned by’ recorded is
the HE number of the staff member m g the nge.

S’
U
N\ . Actioned By

Examples

A user with HE number Gats an activation diagnosis HE999990
in PSOLIS 2 o~

A user with HE Eg8888 lipdates an address in webPAS webPAS
A user with HE nuwgber HE7 0 finishes entering a client’s HE777770
details in webPAS and gire s 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

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

Requirement status: Conditional

Data type: String
Format: ‘ [ANN.NNNN]

Permitted values

Permitted values Definition Start date | End date

As per ICD A condition either coexisting with the principal
Schedule in use at | diagnosis or arising during the episode of care,
time of activation, | as represented by a code from the ) @00 | 31/12/9999
currently ICD-10- | International Classification of Disease | at (i/
AM the time. \
o/

Guide for use '\\C) Ss
Collection of this data element is conditional — na d@b must be recorded where

applicable to the treatment of the client.

Additional diagnosis codes give informatjon¥®n the Nﬂitlons that are significant in terms of
treatment required during the episode, are. e

There are two additional diagnosi

The additional diagnosis code av
statistical classification of dis€ade’s and
modification (|CD-10-AM).\, )
These fields are us @entify

client's care durin eriod
therapeutic interventon, clini
monitoring and include

@ ode from the current edition of the International
d health problems, 10th revision, Australian

two secondary or underlying conditions that affected the
preceding the collection occasion, in terms of requiring
aluation, extended length of episode, or increased care or
bid conditions and complications.

These fields are derived ffom and must be substantiated by clinical documentation.

Examples
Principal | Additional Additional

Diagnosis  Diagnosis  Diagnosis

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 F43.2 F13.9
of adjustment disorder (F43.2).

Related national definition
https://meteor.aihw.gov.au/content/746667
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Revision history
N/A
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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

Permitted values

Code Description  Definition Start date ‘ End date

0 Not present The client was present alone 01/01/1600 | 31/12/9999

1 | Present ;rheesg'r']f”t was not alone an associate was 01/01/1600 31/12/9999
0

Derivation logic

Q‘lx

This field is derived using the following sequential Iog

[Associate Present Indicator] check box is select
Include all records where [Associated Prese ator@k box is selected
[Associate Present Indicator] check box i |s ec

Include all records where [Assoaate sent I icat ] check box is not selected

Guide for use Q

An associate can be a persor@annl

An associate is anyone w relate
This can include fam|I)®em ers,

An associate mu e gov

nnected to the client and involved in their care.
, GP, emergency contact, agencies etc.

t mental health staff or organisations.

Examples 0
Associate Present Indicator ‘

A client attends a review alone. 0
A client attends a review accompanied by his sister. 1
A parent attends a review without the mental health client 1
(their child who is receiving the MH care) being present

Related national definition

N/A

Revision history
N/A
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Case Manager

Field name: CASE_MANAGER

Source data element(s): [Case Manager] — PSOLIS

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

Requirement status: Conditional

Definition:

Data type: String

Format: X[X(9)]

Permitted values

Permitted
EES

Definition Start date | End date

The Health Employee number assigned to the
Valid HE number | case manager to whom the mental health client | 901/01/1600 | 31/12/9999
is allocated. C\ .

\@ Qq,

Guide for use (]/
Collection of this data element is conditional — caS\v&bger qt e recorded if a client has

been activated.

Each mental health client must have a clinj ah%’ ssigned to them.

This data element represents the HE numij I|n

The case manager will receive all re rs tha@ate to the client’s care including reviews
and management plans. Q @

Examples Q 6

Case Manager
HE099999

Upon activation intq P
case manager Wih=a gaget HE099999.

A client has been dssessed BNle community assessment team, is not
yet activated into the s¢ryie@=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

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

Requirement status: Mandatory

Definition:

Data type: String

Format: X

Permitted values

Code Description Definition Start date ‘End date

This code is to be used for service events
between a specialised mental health service
provider and a third party(ies) where the
patient/client, in whose clinical record t
service contact would normally war{e%@

h .

dated entry, is not participating. {1/
This code is to be used for sgryiee@lents ?
between a specialised menx\ th sernAce
provider and the patient/cli who \
clinical record the servi tact Gb
normally warrant a ntrw;ée the

patient/client is p%tic ating.

0 Not present 01%(300 31/12/9999

1 Present 01/01/1600 | 31/12/9999

&

Derivation logic g b

A
This field is derived using the ing set@%ﬂ logic

[Client Present Indicator] ghe 0X is%lted =1
Include all records w [Client t Indicator] check box is selected

[Client Present In&§ chec Is not selected = 0
Include all records Whe@{én resent Indicator] check box is not selected

Guide for use

This data element is used to indicate whether the mental health client was present during a
service event.

Service events are not restricted to in-person communication but can include telephone, video
link or other forms of direct communication.

If the client is not present at the service event but the event relates to the client their name
must be added in the attendee’s 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.
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Examples

Client Present Indicator

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

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

A clinician records a clinical record keeping service event item for
a client.

A family meeting is provided with both the client and the client’s
carer present during the service event.

Related national definition
https://meteor.aihw.gov.au/content/737291

Revision history
N/A
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Deactivation Date and Time

Field name: ‘ DEACTIVATION_DATETIME

Source data element(s): [Deactivation Date and Time] — PSOLIS

The date and time the client was deactivated from the

Definition: community mental health service.

Requirement status: Conditional

Data type: Datetime

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

Permitted values

Permitted values Definition Start date End date

The date and time in year month day hour

minute and second format of when the client

was deactivated from the community mental 01/01/1600 | 31/12/9999
health service.

Valid date and time

Guide for use (b' (19

Collection of this data element is conditional — dem\'\ti n da%n Ime must be recorded if
C

the client is deactivated.
In the community mental health setting a deacgs nis h@ ss by which a client exits a
mental health service when they have ma ressint recovery and no further

treatment or review is planned.

Clients can be deactivated from one
same mental health service organi

Admission to an inpatient settin
client be deactivated from co

The deactivation of a cIieW clinic
clinical reason.

The decision and ord tion can be determined at a clinical appointment or team
meeting. ThereforeNhis is th; that must be entered as the deactivation date in PSOLIS

am wHie remaining Active in other programs at the
service stream does not require that the

sion. A client can only remain Active if there is a

regardless of when dat arried out.

If a client who has been tivated from the mental health service has subsequent interaction
with the service, then the criteria for re-activation must be the same as if there was no prior
activation.

If a client re-presents 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.

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.
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Examples

Deactivation Date and Time

A client moves town and is referred to another service. The
treating team makes the decision to deactivate the client 2021-05-03 14:30:00
from the program on 3 May 2021 at 2.30pm.

Related national definition
https://meteor.aihw.gov.au/content/730859

Revision history
N/A
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Deactivation Outcome

Field name:

Source data element(s):

Definition:

Requirement status:

Data type:

Format:

Description field name:

Description data type:

Description format:

Permitted values

Code ‘ Description

DEACTIVATION_OUTCOME_CODE

[Deactivation Outcome] —

PSOLIS

code.

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

Conditional

Numeric

N[N(2)]

DEACTIVATION_OUTCOME

String

[X(150)]

Definition

St art date

End date

Discharae/transfer to The client was discha 7,
1 h 1arg current hospital e ag ?01/01/1600 | 31/12/9999
ospital
transferred to @
2 Discharge to home The client scha@%me 01/01/1600 | 31/12/9999
3 Program transfer The clie fe”‘éd to 01/01/1600 | 31/12/9999
anotiﬁr ptogram
was a éructure of
tlng in the client
15 Restructure O<\ g d @ = ted from the 01/01/1600 | 31/12/9999
curre rogram
) PP\ g
16 Police MH (.\V G@Qis discharged to 01/01/1600 | 31/12/9999
101 | Treatme \Een \ further treatment is required | 111011600 | 31/12/9999
completed so client is deactivated
Client has move% Client has moved to another area
102 and will be referred to a service 01/01/1600 | 31/12/9999
another area ;
closer to the new location
103 Refgrred to other The client We_ls referred to 01/01/1600 | 31/12/9999
service another service for treatment
104 | Other Client is deactivated due to other | 1,41 1500 | 31/12/9999
reason not listed
105 CI|er_1t sto_pped The qllent cease_d atten_dlng 01/01/1600 | 31/12/9999
coming/did not attend appointments prior to discharge
106 Deceased The client has died 01/01/1600 | 31/12/9999
A one-off assessment was
107 One off assessment conducted and no further care is | 01/01/1600 | 31/12/9999
required
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Code | Description Definition Start date | End date
Null Null No information recorded. 01/01/1600 | 31/12/9999

Guide for use

Collection of this data element is conditional — deactivation outcome must be recorded if the
client is deactivated.

This data element is used to detail the reason for the mental health client’'s deactivation from a
community mental health service.

Examples

Deactivation Outcome

The community mental health treating team decides a client no

longer requires treatment and is deactivated from the program. 101
The client has moved interstate. 102
The client is deceased. 106
The client is still Active in the service. P
The client no longer requires service by the community me t@ ¢ ¢
health program and is referred to another community m (1/ 103
health service. -<\
The community mental health program has been reaji toal ,\’
different mental health organisation and the deci oisednade t

: . : : 7 15
deactivate clients in order to reactivate the clie h

mental health organisation.

Related national definition ?g vy\ )v
N/A \
o O
Revision history OQQ 6@
V&

o 3
%%QQ
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Deactivation Status

Field name: DEACTIVATION_STATUS_CODE

Source data element(s): [Deactivation Status] — PSOLIS

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

Field name: DEACTIVATION_STATUS

Data type: String
Format: [X(150)

Permitted values

Code ‘ Description ‘ Definition Start date | End date

This code is to be used whené ‘
1 Community discharged from an inpats 01/01/1600 31/12/9999
treatment order | community setting on
treatment order (CT
Discharaed This code is to V\7hent ‘Eilent is
2 harg deactivated or,tr om one 01/01/1600 | 31/12/9999
outright :
en the client
Received not has e service for
3 ; ealth sment, but the clinical | 01/01/1600 | 31/12/9999
admitted
made not to admit the
h’ tt V|ce.
Discharg NS This s to be used when the client is
4 conditiona di&éﬁ with conditions attached. 01/01/1600 | 31/12/9999
‘ -
S46 Transfer to code is to be used when the client is
5 authorised nsferred to another authorised 01/01/1600 | 31/12/9999
hospital hospital.
6 Restructure This code has been used for 01/01/1600 | 31/12/9999
administrative purposes.
NULL | NULL No information recorded. 01/01/1600 | 31/12/9999

Guide for use

Collection of this data element is conditional — deactivation status must be recorded if the
client is deactivated.

This data element is used to detail the standing of the mental health client on deactivation from
a community mental health service.
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Examples

Deactivation Status

A mental health client is deactivated from a program because 1
their community treatment order has finished.

Related national definition
N/A

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

A flag that indicates whether the service event item is an
occasion of service.

Definition:

Requirement status: Mandatory

Data type: String

Format: X

Permitted values

Code ‘ Description Definition Start date ‘ End date

A specific act or service provided to a patient
that provides care or treatment and meets the
specifications for reporting and can be
counted as an occasion of service.

\&°

Y Yes 01/01/1600 | 31/12/9999

*
A\
The service event item does not m * l/
specifications for reporting and ¢ e (ﬁb
4

counted as an occasion of sgrvj
but does not meet the s
reporting and canno é@.l

to nt | 01/01/1600 | 31/12/9999
ations
ed a
occasion of service.

N No A specific act or service pr

A specific act o@viée prQuided to a patient
that provide or trea t and may meet
C Conditional | the specifi for e@tlng if either the 01/01/1600 | 31/12/9999
cliento tei tified as being

e D
J

Derivation logi @
This field is deriveadNsing th ing sequential logic

Include all records whe

ociated Present Indicator] = 1
[Admitted Voluntary Indicator] = 1 [Occasion of Service Code]=C
Include all records where [Client Present Indicator] =1

[Client Present Indicator] = 1[Occasion of Service Code]=C

Guide for use
Collection of this data element is mandatory.

This flag is used to indicate whether a service event is a mandatory and reportable occasion of
service.

Occasions of service are based on the service event items. Service event items are the actual
service activity/intervention delivered, such as counselling, assessment or travel.

For a service event item to be assigned a value of ‘conditional’, a mental health client or an
associate must be identified as being present for the service event item to be reportable.
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Examples

Occasion of Service

A client attends a face-to-face service contact session, where the C
type of service event item is ‘Aboriginal Cultural Input’. This type of
service event item is considered to be an occasion of service if the
client is present.

A case manager records a service event item of ‘Clinical Record N
Keeping’ for a 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 Y
of service 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/727358

Revision history

\Y
>

Mental Health Data Collection Data Dictionary 2025 141


https://meteor.aihw.gov.au/content/727358

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)
Field name: ESTABLISHMENT_MH_ORGANISATION

Data type: String
Format: ‘ [X(150)]

Permitted values

Permitted values Definition Stait uate  End date
Any of the valid codes as The max 4-digit codes as

per Appendix F — Mental Appendix F — Mental Hea@ %, 01/1600 | 31/12/9999
Health Organisation Codes | Organisation Codes

A\t ﬁ
Guide for use Q \
Organisation is used to identify the mental?@serwce ganisation that reports service

activity. These organisation codes are differgnt to tkb{odes used for the Mental Health
Establishments National Minimum D e

Examples

Organisation

A client is activated into thg /
program, which is (\@en by

Related natlx %@

Revision history
N/A

y Mental Health Services.
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Planned Deactivation Date and Time

Field name: ‘ PLANNED_DEACTIVATION_DATETIME

Source data element(s): [Planned Deactivation Date and Time] — PSOLIS

The planned deactivation date and time prior to the actual
deactivation from the community mental health service.

Definition:

Requirement status: Optional

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

Permitted values

Permitted values Definition Start date End date

The full date including day month and year of
the planned deactivation date and time prior
to the actual deactivation from the

Valid date and time | community mental health service. The tir@ . (@00 31/12/9999
which is captured in hour minutes and ?1/

seconds is automatically recorded ‘
00:00:0000000. ?b» ‘L

Guide for use Q
The planned deactivation date and time ¢ rde QbPAS at the time of activation.
§ ente is |nformat|on into PSOLIS.

For manually created activations, the us
The planned deactivation date must l@ er the@vatlon date and time.

Examples @

Planned Deactivation Date and Time
2023-05-01 09:00:00

A user entered a planned activa
May 2023. 6

Related national %ﬁ)\gon

YL8f 9am on 1

Revision history
N/A
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Principal Diagnosis

Field name: DIAGNOSIS_ADMISSION_PRINCIPAL

Source data element(s): [Principal Diagnosis] — PSOLIS

The diagnosis established to be chiefly responsible for an
Definition: occasion of service or episode of care following clinical
assessment.

Requirement status: Conditional

Data type: String
Format: [ANN.NNNN]

Permitted values

Permitted Definition Start date | End date
values .

As per ICD The diagnosis established after study to be chiefly | 01/01/1600 | 31/12/9999
Schedule in responsible for occasioning an episode of care or

use at time of | an attendance at the health care establish e@s? % ¢

activation, represented by a code. \ (1/

currently ICD- \O “

10-AM A\C) )

Guide for use Q\\v 0\*

Collection of this data element is condition ncipal %nosis must be recorded if a client
is admitted or activated.

Principal diagnosis codes give inform@& on thgdonditions that are significant in terms of
treatment required during the epis care

Principal diagnosis is one of t alu Qealth data elements. It is used for
epidemiological research IX studi d planning purposes.

ca
Principal diagnosis must k\/ K%
e recorded at the § f admi or activation of the client.

e avalid code from the ¢ edition of the International Statistical Classification of
Diseases and Rela th Problems, 10th revision, Australian modification (ICD-10-
AM).

Diagnosis codes starting with a V, W, X or Y, describing the circumstances that cause an
injury, cannot be used as a principal diagnosis.

Diagnosis codes which are morphology codes cannot be used as a principal diagnosis.
This data element is derived from and must be substantiated by clinical documentation.

Examples

Principal Diagnosis

A client has been activated and assessed as having a mental and F43.2
behavioural disorder due to use of sedatives or hypnotics (F13.9),
secondary to a principal diagnosis of adjustment disorder (F43.2).
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Related national definition
https://meteor.aihw.gov.au/content/746665

Revision history
N/A
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Program

Field name: ESTABLISHMENT_MH_PROGRAM_CODE

Source data element(s): [Program] — PSOLIS

A unique identifier for the program with which the mental
health client has a service contact.

Requirement status: Mandatory

Definition:

Data type: Numeric
Format: N(4)
Field name: ESTABLISHMENT_MH_PROGRAM

Data type: String
Format: [X(150)

Permitted values

Permitted values Definition Stord dilte End date

Any of the valid codes as
per Appendix G — Mental
Health Program Codes

The 4-digit codes as per A
G — Mental Health Pro 3 ode

Guide for use Q 0\3
the

This is a system generated identifier used ntal health service program across

specialised mental health inpatient, co unity and jdential settings.

Examples “ '
Program
A client is activated |nto }&)community mental health
program, which is ove y Al ental Health Services.

Related nati de@on
N/A %

Revision history
N/A
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PSOLIS Triage Outcome

Field name: PSOLIS_TRIAGE_OUTCOME_CODE

Source data element(s): [Triage Outcome] — PSOLIS

Numeric identifier indicating the outcome of a triage
event.

Definition:

Requirement status: Mandatory

Data type: Numeric

Format: N

Guide for Use
Refer to data element Triage Outcome for further information.
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PSOLIS Triage Severity

Field name: PSOLIS TRIAGE_SEVERITY_CODE
Source data element(s): [Triage Urgency] — PSOLIS

Numeric identifier indicating the urgency of the triage
Definition: service event and recommended wait time for an

assessment service event item.

Requirement status: Mandatory

Data type: Numeric

Format: N(2)

Guide for Use
Refer to data element Triage Severity for further information.
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Record Status

Field name: RECORD_STATUS

Source data element(s): [Record Status] — PSOLIS

Identifies whether the record is an historical record or the
latest record.

Definition:

Requirement status: N/A

Data type: String

Format: X

Permitted values

Code Description Definition Start date ‘ End date

H Historical Any record other than the most recent | ;11,1600 | 31/12/9999
record

L Latest 'rl'ehcz:gost recent record in the cllents . 01%600 31/12/9999

Guide for use \Q QV

<
This is a system generated identifier used to idenm@ther thg re€ord is an historical record
or the latest record. \

Record status is set during the extract of d

When a record is initially reported in the ex ct itis S|gned status ‘L.
If an update to this record is reportedg ubse ent extract, this update is assigned status ‘L’
and the status of the earlier record es {Qa

he |

If data is being extracted for re ecord should always be used.

Historical records are ke ta qu%@nd assurance processes.

O

A service event item isEpQWéd for the first time.

Examples

Record Status

The service event item i$"8ubsequently reported again as an H
update. The status of the original instance of the record changes.

The latest update record L

Related national definition
N/A

Revision history
N/A
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Service Contact Count

Field name: SERVICE_CONTACT_COUNT

Source data element(s): [Service Contact Count] — MIND

Flag using the count of reportable service event items to
determine if a service contact is reportable.

Definition:

Requirement status: N/A

Data type: Numeric

Format: N

Permitted values

Code Description Definition Start date ‘ End date
The service event item does not meet

0 No the specifications for reporting and 01/01/1600 | 31/12/9999
does not need to be counted ~
The service event item does m \O°

1 Yes specifications for reporting a@ %&/1600 31/12/9999
counted m n

Guide for use V

This is a system generated identifier used to ate event items to the service
contact level.

Examples \

Service Contact Count

i&nt ’Q, t.
(i) Travel of 10 mlnutes\}'ﬁllentwbmmodatlon 0
(i) A 30-minute clini ssess ¥ the client. 1
(iv) Return trave [ R 0
(v) Clinical record kéep& inutes. 0

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

Permitted values Definition Start date ‘ End date
Only the whole number for the total number of
A whole number minutes of the combined reportable service 01/01/1600 | 31/12/9999

event items that make up the service contact.
Derivation logic \@ <b

This data element is derived by calculating the number the [Service
Contact Start Date and Time].and the [Service Conja Date Tlme]

Guide for use ?
This is a derived data element containing !% mutes of the combined
reportable service event items that make u '\ tact

Examples

Service Contact Duration

(i) A 15-minute handover with o
(ii) Travel of 10 minutes tNhe cller({g:commodatlon 0
(i) A 30-minute %ﬁssessn@\)f the client. 30
(iv) Return travel 0 min 0
(v) Clinical record kee[% 5 minutes.

Total service contact duration in minutes (note: service event 45
items (ii), (iv) and (v) are non-reportable and do not contribute
to the service contact

Related national definition
https://meteor.aihw.gov.au/content/737218

Revision history
N/A
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Service Contact End Date and Time

Field name: SERVICE_CONTACT_END_DATETIME

Source data element(s): [Service Contact End Date and Time] — MIND

Definition: ‘ The date and time the service contact concluded.

Requirement status: Mandatory

Data type: Datetime

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

Permitted values

Permitted values  Definition Start date  End date
The date and time in year month day hour
Valid date and time | minute and second format of when the 01/01/1600 | 31/12/9999

service contact concluded.

Guide for use N
This data element is the end date and time for a particu@ﬁ/i

Q@ AO°
Service contact end date and time is used to calc&\t dura&n the service contact.
®

Examples

Service Contact End Date and Time

A clinician records a 30-minute appoinﬂ 2021-08-01 09:30:00.000
client’s clinical record keeping, endil@

9.30am. Q e@

V=
N &
Related national ﬁ(ﬁ\lon @
https://meteor.aihw.QOVfu ntent/%%S
Revision his@ Q
N/A %0
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Service Contact Medium

Field name: SERVICE_CONTACT_MEDIUM_CODE

Source data element(s): [Service Contact Medium] — MIND

The medium used to communicate with the mental health
client for a service event item.

Definition:

Requirement status: Mandatory

Data type: Numeric
Format: N(2)
Field name: SERVICE_CONTACT_MEDIUM

Data type: String
Format: [X(150)]

Permitted values

Code Description | Definition Startcate | End date

The contact between the mental hes{th <31
5 Face to face | practitioner and the client occurs ﬂ‘,‘ the /01/1600 | 31/12/9999
are physically in the same r
The contact between the \17 heal ﬂ
6 By phone practitioner and the cI| urs 01/01/1600 | 31/12/9999
telephone call Y\
Bv video The contact bet health
7 Iir)1/k practitioner an client @gcurs over a video | 01/01/1600 | 31/12/9999
link up.
D%
8 . ASS|gn medi t applicable 01/01/1600 | 31/12/9999
applicable @ @
9 Email The Sefac bﬁ:@e” the mental health 01/01/1600 | 31/12/9999
tltlone the client occurs in emails
Other he c between the mental health
10 . praetiv and the client occurs over 01/01/1600 | 31/12/9999
electronic X i ;
a%r electronic medium not listed

Historical Values

Description Definition Start date End date
The contact between the mental health
1 Face to face | practitioner and the client occurs when 01/01/1600 | 22/05/2007

they are physically in the same room

The contact between the mental health
2 By phone practitioner and the client occurs over a 01/01/1600 | 22/05/2007
telephone call

The contact between the mental health
3 By video link | practitioner and the client occurs over a 01/01/1600 | 22/05/2007
video link up
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Code Description Definition Start date End date
4 Not applicable | Assigning a medium is not applicable 01/01/1600 | 22/05/2007

Guide for use

This is data element details the communication medium through which the service event item
takes place.

Code ‘8 — Not applicable’ must be recorded against a service event item when the mental
health client is not present

Examples
A 30-minute clinical assessment of the client. 5 — Face to face

Related national definition (b
N/A <O ¢
Revision history 0& Qq’
N/A \\
QQ N
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Service Contact Reportable Indicator

Field name: SERVICE_CONTACT_REPORTABLE_INDICATOR

Source data element(s): [Service Contact Reportable Indicator] — MIND

Flag to identify whether a service event item is reportable
and makes up part of a service contact.

Requirement status: N/A

Definition:

Data type: Numeric

Format: N

Permitted values

Code Description Definition Start date ‘ End date
The service event item does not meet
0  |Notreportable | (€ Specifications to be reported and | ;1 /1600 | 31/12/9999
does not make up part of a service
contact
&
The service event item meetg e\ !/
1 Reportable specifications to be reporte (31 01/1600 | 31/12/9999
makes up part of a servi tact (L
A\ A
Guide for use Q \
This is a system generated indicator used tify servj event items which are reportable
and contribute to the service contact beipg §onside reportable
When the sum of the service contact table j cator is zero then the service contact is 0 —

Not reportable.

When the sum of the service epor q, e Indicator is greater than zero then the service
contactis 1 — Reportable

Examples

Service Contact Reportable Indicator

(i) A 15-minute handovgevWO client present.
(i) Travel of 10 minutes te#he client’s 0
accommodation.

(iif) A 30-minute clinical assessment of the client.

(iv) Return travel of 10 minutes.

(v) Clinical record keeping of 15 minutes.

Related national definition
N/A

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

Flag to identify whether a service contact was an
individual or group session.

Requirement status: Mandatory

Definition:

Data type: Numeric

Format: N

Permitted values

Code Description Definition Start date End date
The session type that the contact occurred
0 Individual in was between only one client and the 01/01/1600 | 31/12/9999

mental health practitioners

Vi
The session type that the contact o \Q ¢
1 Group in was between more than one CI%Q gllgil 1600 | 31/12/9999

the mental health practltloners

Guide for use

This data element is used to indicate Whether,@ o@was associated with an

individual or group session.

Examples

Service Contact Session Type

A client participates in a gro 1 - Group

0 — Individual

A client undergoes a clirk sess
accompanied by a sup%)r orker&

Related nationa de@on
N/A %

Revision history
N/A
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Service Contact Start Date and Time

Field name: ‘ SERVICE_CONTACT_START_DATETIME

Source data element(s): [Service Contact Start Date and Time] — MIND

Definition: ‘ The date and time the service contact commenced.

Requirement status: Mandatory

Data type: Datetime

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

Permitted values

Permitted values  Definition Start date  End date
The date and time in year, month, day, hour,
Valid date and time | minute and second format of when the 01/01/1600 | 31/12/9999

service contact commenced.

* *
Guide for use \® (’f/b
This data element is the start date and time for a particu%grvic@ t.

Service contact start date and time is used to calc@e duratio the service contact.

\

LYervice Contact Start Date and Time
ng 2021-08-01 09:00:00.000

Examples ®

A clinician records a 30-minute appoi
client’s clinical record keeping, com

01/08/2021 )

at 9am AQ )
"\

Related national ﬁ(@lon @

https://meteor.aihw.gov.au/dntent/ %3

Revision his@ Q
N/A %0
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Service Event Category

Field name: SERVICE_EVENT_CATEGORY_CODE

Source data element(s): [Service Event Category] — PSOLIS

The status of the client in the community mental health
program when the service event occurred.

Definition:

Requirement status: Mandatory

Data type: Numeric

SERVICE_EVENT_CATEGORY

String
[X(150)

1 Triage
M le.
odule . f@ q
When the service event cox‘\;d:ed, th
2 Pre-. . client was not Active in t . munh\% 01/01/1600 | 31/12/9999
admission mental health progra dlngS vice

event. Y
At the commencgmeht of th&ervice event,

3 Active the client was e in thacommunity 01/01/1600 | 31/12/9999
mental he

VN

Post The S@‘S . provided after the

. client £d from the community 01/01/1600 | 31/12/9999
discharge EV .
mewt

5 Staff only eg;‘l’t'ﬁe e\@y® that do notinclude mental | ,1/11/1600 | 31/12/9999

A J

id not have an open Referral to
mmunity mental health program and

was considered unlikely to have a

continuing service into the future.

6 Pre-referral 01/01/1600 | 31/12/9999

Guide for use

This field is automatically determined in the system when a service event is recorded based on
the status of the client within the community program at the start date and time of the service
event.

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.
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By default, ‘Pre-referral’ is assigned where the client has neither an open Referral in the
stream nor an open activation.

Examples
Service Event Category
A triage service event is recorded for a client when they 1 — Triage

telephone a mental health clinic for information only, and no
further action is required.

A client is referred to a community mental health program and 2 — Preadmission
attends a service for an initial assessment.

A client is activated into a community mental health program 3 — Active
and attends a service contact for an assessment.

A client contacts a community mental health program to obtain 6 — Pre-referral
information on the service

Related national definition

N/A & ('O
Revision history (0‘9\ Q(]/
N/A .\0
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Service Event ldentifier

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)

Permitted values

Permitted values Definition Start date ‘ End date
System generated unigue number that is a

Unigue numeric maximum of 8 digits long that is assigned to

identifier each service event record as a means of 01/01/1600 | 31/12/9999

unique identification e

%0
Guide for use \v (1/

This data element is the unique, system generatedm@as&g o each service event
created in PSOLIS.

A service event can have one or many items. Q $
For a single service event these items mu?g ntinuou nd relate to the same client or
event.

Examples

Service Event ldentifier

J

A mental health client atfendg.g Age appointment on
01/08/2021, comprising t servi ent items, over a
continuous period:

P \O )
() An assessme@rtmg a and finishing at 10am. 13280527
(if) A consultation, starw m and finishing at 11am. 13280527
(iii) Client assistance, stasfhg at 11am and finishing at 13280527
11.15am.

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

A code that represents the service event item(s) delivered
to the mental health client at the service event.

Requirement status: Mandatory

Definition:

Data type: Numeric

Format: NNN

Permitted values

Permitted values Definition Start date End date

Any of the valid codes as
per Appendix A — Service
Event Item Codes

~
<& A0’
Guide for use \9\ (1/
This data element is the code used to represent the a rvic gred to the client at
each service event item, such as assessment, thea\& Ient assistgfice, clinical review, etc.

A service event can have one or many items.

For a single service event these items mu ana'nuo%Q relate to the same client or
event. '\
o

The 3-digit codes as per Appendix A

— Service Event Item Codes 01/01/1600 | 31/12/9999

Examples

Service Event Iltem

A mental health client atten(g ace-toFg8e/appointment on
01/08/2021, comprising #gre ervic% t items, over a
continuous period:

N AN
(i) A clinical revian a nd finishing at 10am. 61 — Clinical reviews
(i) A consultation,&arti,ngé m and finishing at 11am. 72 — Liaison/consultation
(iii) Client assistance, é@g at 11am and finishing at 56 — Client assistance
11.15am.

Related national definition
N/A

Revision history
N/A
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Service Event Item 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

Permitted values  Definition Start date  End date
The date and time in year month, day, hour,
Valid date and time | minute and second format of when the 01/01/1600 | 31/12/9999

service event item ended.

Guide for use <b
Q‘L

This data element is the end time for a particular serwc t it
item and/or service contact as applicable.

A service event can have one or many item
For a single service event these items mus nt& nd relate to the same client or

event.

Service event item end date and time is used to c Kiﬂ of the service event

When a single service event consis ultlplthmuous service event items the end and
start times must be back-to- ba ure e service contact reporting.

Examples

Service Event Item End Date and Time

A clinician recorg inutepbintment for 2021-08-01 09:30:00.000
a client’s clinical ra eriha) commencing
01/08/2021 at 9am. 6

Related national definition
N/A

Revision history
N/A
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Service Event Item Identifier

Field name: SERVICE_EVENT_ITEM_IDENTIFIER

Source data element(s): [Service Event Item Identifier] — PSOLIS

The unique identifier for each service event item
recorded.

Definition:

Requirement status: Mandatory

Data type: Numeric

Format: N(8)

Permitted values

FRflize Definition Start date | End date
EES

Unique System generated unique number that is a maximum of

numeric 8 digits long that is assigned to each service eventitem | 01/01/1600 | 31/12/9999
identifier | recorded as a means of unigue identification Cn .

) \ 9
Guide for use \Q\ (@L

This data element is the unique, system generated nuc@assig each service event
item created in PSOLIS.

A service event item is the lowest level that ser vent d ollected.
A single service event item consists of the questlo uch as assessment, depot
injection, or clinical review.
The service event item identifier is p arly u to identify all clients within the same
group session as all clients Ilsted in p session will have one record each with
matching service event item ide tart&énd times, health professionals, etc.

any i

For a single service even e |te st be continuous and relate to the same client or
event. O
Examples s

Service Event Iltem ldentifier

A mental health client attends a face-to-face appointment
on 01/08/2021, comprising three service event items, over
a continuous period:

A service event can have on

(i) A clinical review, starting at 9am and finishing at 10am. 17959962

(if) A consultation, starting at 10am and finishing at 11am. 17959963

(iii) Client assistance, starting at 11am and finishing at
11.15am. 17959964

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:
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Client — 10000001 Session type — Group 11785471

Client — 10000002 Session type — Group 11785471

Client — 10000003 Session type — Group 11785471

Related national definition
N/A

Revision history
N/A
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Service Event Item Start Date and Time

Field name: ‘ SERVICE_EVENT_ITEM_START_DATETIME
[Service Event Item Start Date and Time] — PSOLIS

Source data element(s):

Definition: ‘ The date and time the service event item commenced.

Requirement status: Mandatory

Data type: Datetime

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

Permitted values

Permitted values  Definition Start date  End date
The date and time in year month day hour
Valid date and time | minute and second format of when the 01/01/1600 | 31/12/9999

service event item commenced.

Guide for use <b
detoruse e O

This data element is the start time for a particular servic t Itm

Service event item start date and time is used to t{\ the of the service event

item and/or service contact as applicable.

A service event can have one or many item

For a single service event these items mus nt& nd relate to the same client or
event.

When a single service event consis ultlplthmuous service event items the end and
start times must be back-to- ba ure e service contact reporting.

Examples

Service Event Item Start Date and

Time
A clinician record 30-minu ‘ 3Pointment for a 2021-08-01 09:00:00.000

client’s clinical recoMd pg R&ommencing
01/08/2021 at 9am. é)

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

Permitted values ‘ Definition ‘ Start date ‘ End date

The name of the Staff member with
Alphanumeric combination | PSOLIS access to a maximum of 150 | 91/01/1600 | 31/12/9999
alphanumeric characters.

Guide for use (’1{
This data element is the full name of the staff member

cese-i;%
L 3
Examples 0
Staff Full Name

A staff member is provided with read onl ? RS 10 Joe Citizen
PSOLIS. '\

Related national deﬁmh@ Q)
Revision history \/O

N/A %O

N\
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Staff HE Number

Field name: STAFF_HE _NUMBER

Source data element(s): [Staff HE Number] — PSOLIS

The health employee (HE) number of the staff member
with PSOLIS access.

Requirement status: Mandatory

Definition:

Data type: String

Format: X([X(9)]

Permitted values

Permitted

Definition Start date | End date

EES
Valid HE number

The Health Employee number assigned to the

clinician with PSOLIS access. 01/01/1600 | 31/12/9999

Guide for use

access to PSOLIS.

Examples

\@ . % .
This data element is the Health Employee (HE) numberj;‘Qpe ' 'ék)er of staff who has

O

Staff HE Number
A staff member is provided with read oply ¥ccess tN ; HE888880

PSOLIS. S 6
Related national defin%‘b %)
N/A @) 6

%
QQ’@
%0

Revision histor)b\/

N/A %
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Staff User ID

Field name: STAFF_USERID
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

Permitted values Definition Start date ‘ End date
System generated unigue number that is a

Unigue numeric maximum of 8 digits long that is assigned to

identifier each PSOLIS user as a means of unique 01/01/1600 | 31/12/9999
identification

Guide for use ‘Q\
This data element is the unique, constant, system ger&j ider(i%; assigned to each

PSOLIS user. \\
S

Examples )

PHIdgS int 10423362
PSOLIS.

Related national defifm\ton @

N/A N/ K%
E/ivision his@p QQQ
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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)

Permitted values: As per Appendix B — Stream codes

Guide for use

Collection of this data element is conditional — stream must be Iected iffthe cllent is
activated.

The stream reported must be a valid stream as per the I |Ied |®€1€ndlx B of this
document. (1/

Examples

A client is activated into the Alma Street utpatie Fremantle Adult
program.

Related national deﬁmh@ Q)
Revision history \/O

N/A %O
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Stream Code

Field name: ESTABLISHMENT_MH_STREAM_CODE

Source data element(s): [Stream Code] — PSOLIS

Numeric identifier for the specialised mental health
program providing care to the client.

Requirement status: Conditional

Definition:

Data type: Numeric

Format: NNN
Field name: ESTABLISHMENT _MH_STREAM

Data type: String
Format: [X(150)]

Permitted values

Permitted values Definition Stord dilte End date

Any of the valid codes as i, NCYY
per Appendix B — Stream The 3-digit codes as per Agpedix B\ )

— Stream Codes ( S
Codes (\0

\
A
Guide for use QEQ 0\3
Collection of this data element is condition% awob must be collected if the client is

activated.

The stream code reported must be f@kcode er the list detailed in Appendix B of this

document. @
LR

Examples

Stream Code

A client is activa , aSreet Adult Outpatients
program. 0

Related national inition
N/A

Revision history
N/A
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Stream Type

Field name:

Source data element(s):

Definition:
Requirement status:

Data type:

Format:

Format:

Permitted values

Code | Description

Child and adolescent

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

ESTABLISHMENT_MH_STREAM_TYPE

String

[X9150)

St oate

31/12/9999

Contains progr

S
6 Youthlink %0

include people in teenage years
through to young adults.

2 Adult aged 18 — 64 01/01/1600 | 31/12/9999
Contain (o) e
3 Elderly aged 65%:523 T 01/01/1600 | 31/12/9999
o Cont&as progsams Tor people
4 PET (Psychiatric e ncing cute psychiatric | 01/01/1600 | 31/12/9999
Emergency Team)
oo
NContaj grams for people
5 SARC (Sexual Assal(t) requilassistance from the 01/01/1600 | 31/12/9999
Resource Centre
FaN S(,
ntains programs for people
considered to be youth, this can 01/01/1600 | 31/12/9999

Guide for use

Collection of this data element is conditional — stream type must be collected if the client is

activated.

This data element represents the stream type of the specialised mental health programs
providing care to the mental health client.

Mental health services are defined by the broad age groups of clients they service. These
groupings are Child & Adolescent (ages 0 — 17), Adult/General (ages 18 — 64), and Older Adult

(ages 65 and over).

The services provided are not defined or restricted by the actual age of a client. For example,
a client who is 60 years of age may be serviced by the Older Adult stream type.

The MHDC does not collect SARC data and records for this stream type must not be present.
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Examples
Stream Type

A client is activated into a community outpatient program applicable

to adults. 2 — Adult

Related national definition
N/A

Revision history
N/A
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Triage Outcome

Field name: TRIAGE_OUTCOME_CODE

Source data element(s): [Triage Outcome] — webPSOLIS

Definition: Numeric identifier indicating the outcome of a triage event.
Requirement status: Mandatory

Data type: Numeric

Format: N

Description field name: TRIAGE_OUTCOME

Description data type: String

Description format: [X(150)

Permitted values

Code Description Definition S'ert date
To be
|| admitedto | FOl0wing completion of the triagd(pe Q) You600 | 3171279090
. consumer is to be admltted t ervmél/
service
2> | Referredon | Following completion of i Wage 01/01/1600 | 31/12/9999
consumer is to be ref to a{t S
3 No_further FoI_IOW|_ng corr_1p| triage n@‘urther 01/01/1600 | 31/12/9999
action action is requd
4 Information The contact madegMth the service for 01/01/1600 | 31/12/9999
only mformatl y 2
Placed to Foll ‘cb’mpl (oW of triage the
5 e er is pl#gd on waitlist for further 01/01/1600 | 31/12/9999
waitlist %w %
entio
6 Community ‘j:OIIOWl ompletion of triage a community 01/01/1600 | 31/12/9999
visit initia visit |% ated for the consumer
8 R_ef_erre_d to ‘ ¥ling completion of the triage the 01/01/1600 | 31/12/9999
clinical intake sumer is referred to clinical intake
9 Unable to The triage was not able to be completed 01/01/1600 | 31/12/9999
complete
Derivation logic
This field is derived using the following sequential logic
[Triage outcome] = [PSOLIS triage outcome]
Include all unassigned records where [PSOLIS triage outcome code] is not NULL

[Triage outcome] = [WebPSOLIS triage outcome]

Include all unassigned records where [WebPSOLIS triage outcome code] is not NULL
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Guide for use

Triage outcome indicates if there is a need for additional clinical intervention, and whether a
Referral to community or inpatient mental health services will be progressed.

Examples
Triage Outcome
A consumer presents to a clinic with a triage presenting problem of 8 — Referred to
experiencing disturbed thoughts. It is determined the consumer clinical intake

should be referred to community mental health services for further
assessment within two days.

A consumer presents to an emergency department with a triage 1 — To be admitted to
presenting problem of intentional self-harm. It is determined the service
consumer should be immediately admitted to hospital.

A consumer telephones a mental health help line, and the triage 3 — No further action
presenting problem is assessed as a legal problem. It is determined
that no further action is required by mental health services.

*

Related national definition @0 (1/@
Q

N/A (l/
Revision hist
Nliwsmn istory Q\\ @
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Triage Presenting Complaint

Field name: TRIAGE_PRESENTING_COMPLAINT

Source data element(s): [Triage Presenting Complaint] — webPSOLIS

Definition: Describes the consumer’s presenting problem at triage.

Requirement status: Mandatory

Data type: String
Format: [X(150)

Permitted values

Permitted values Definition Start date End date

Any of the valid descriptor
names as per Appendix C —

The valid descriptor names as per
Triace Presentin Appendix C — Triage Presenting

ge o g Complaint and Referral Presenting 01/01/1600 | 31/12/9999
Complaint and Referral

, Problem Codes * CO ¢
Presenting Problem Codes
q & A\ n &

v

example: risk of harm to self, depressed mood l'illness. Provides the basis

Guide for use (1/
This data element is used to indicate the consum i esenting problem at triage, for
isting
from which the triage severity identifier is det §

The triage presenting problem reported mu crlptor name as per the list detailed
in Appendix C of this document.

Examples

Triage Presenting
Problem

A consumer presents to a roblem of experiencing Disturbed thoughts,

disturbed thoug eterm| e client should be referred to delusions etc. (14)

hts It
community ment@ ser;Q or further assessment within two
days.

A consumer presents t % with a problem of intentional self- Deliberate self-harm
harm. It is determined th he client should immediately be admitted | (35)
to hospital.

Related national definition
N/A

Revision history
N/A
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Triage Presenting Complaint Code

Field name: TRIAGE_PRESENTING_COMPLAINT_CODE

Source data element(s): [Triage Presenting Complaint Code] — webPSOLIS

Numeric identifier indicating the consumer’s presenting
problem at triage.

Requirement status: Mandatory

Definition:

Data type: Numeric

Format: N(4)

Permitted values

Permitted values Definition Start date ‘ End date
Any of the valid codes as
per Appendix C — Triage The 4-digit codes as per Appendix C
Presenting Complaint and — Triage Presenting Complaint and 01/01/1600 | 31/12/9999
Referral Presenting Referral Presenting Problem %ﬁ» % .

Problem Codes

Guide for use . o(b' (1,

This data element is used to indicate the consu “rincip\ﬁsenting problem at triage, for
example: risk of harm to self, depressed moo Xis 'n@ t&l illness. Provides the basis
d.

from which the triage severity identifier is €
usg be a

The triage presenting problem reported
Appendix C of this document. {

“
Examples Q

v&iq code as per the list detailed in

O

Triage Presenting
Problem

A consumer telephongs.a Mental gak help line, and the triage
presenting probl@sessed@a legal problem. It is determined that | 22 — | egal problems

no further action uired ental health services.

Related national@inition
N/A

Revision history
N/A
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Triage severity

Field name:

Source data element(s):

Definition:

Requirement status:

Data type:

Format:

Description field name:

Description data type:

Description format:

Code Description

Permitted values

‘ TRIAGE_SEVERITY_CODE

PSOLIS

[Triage Urgency] — webPSOLIS and [Triage Urgency]-

assessment service event item.

Numeric identifier indicating the urgency of the triage
service event and recommended wait time for an

Mandatory

Numeric

N(2)

‘ TRIAGE_SEVERITY

String

[X(150)

Definition

Extreme urgency; immedia}e X
9 | A. Immediate | requiring police/ambulan 01/01/1600 | 31/12/9999
(e.g., overdose, siege, i
High urgency; see Wit@/ &ﬁesent
to Psychiatric Em&n?
B. Within 2 emergency departn¥ent in ral hospital
violence, sever, “recurrent
stress)(\ Q
o Medin Urgen within 12 hours (e.g.,
11 C. Within 12 Wsed, ideation of moderate to | 01/01/1600 | 31/12/9999
hours ~evere n ~disturbed behaviour).
h Py
é‘[ow . see within 48 hours (e.g.
D. Within 48 mo distress, has some supports in
teadious).
E. Within 2 o
13 | weeks Non-urgent; see within 2 weeks. 01/01/1600 | 31/12/9999
F. Requires
14 |furthertriage | pyrther contact or follow up required. 01/01/1600 | 31/12/9999
contact/follow
up
G. No further | Requi furth ti
15 action equires no turther action. 01/01/1600 | 31/12/9999
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Historical Values

Description
Emergency

Definition

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

Start date

01/01/1600

End date

29/09/2021

Urgent

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 stress).

01/01/1600

29/09/2021

Routine

Low urgency: see within 48 hours
(e.g. moderate distress, has
some supports in place but

situation becoming more @ T
tenuous). \‘\\

Level 1 -
Immediate

Extreme urgency; mmed{@‘.'
response requiring« ‘
pollce/ambulance%}

(e.g., overdose, 4jel mm&
violence) Q 6

01/0 60

29/09/2021

s

01/01/1600

29/09/2021

Level 2 — Rapid
(Within 2 Hours)

S

High u See n‘!hours
or pr «%to Psychiat

reate olence, acute
seve -recurrent stress)

01/01/1600

29/09/2021

Level
Pro ithin 8
Hours)

urgency; see within 12

s (e.g., distressed, suicidal

eation of moderate to severe
nature, disturbed behaviour)

01/01/1600

29/09/2021

ok
Level 4 — Timely

(Within 2 Days)

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

01/01/1600

29/09/2021

Level 5 —
Standard (Within
1 Week)

Non-urgent; see within 1 week.

01/01/1600

29/09/2021

Immediate

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

01/01/1600

29/09/2021

10

Within 2 Hours

High urgency; see within 2 hours

01/01/1600

29/09/2021
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Description

Definition

or present to Psychiatric
Emergency Service or
emergency department in general
hospital (e.g., acute suicidality,
threatening violence, acute
severe non-recurrent stress).

Start date

End date

11 Within 12 Hours | Medium urgency; see within 12
hours (e.g., distressed, suicidal
ideation of moderate to severe 01/01/1600 | 29/09/2021
nature, disturbed behaviour).
12 Within 48 Hours | Low urgency; see within 48 hours
(e.g. moderate distress, has
some supports in place but 01/01/1600 | 29/09/2021
situation becoming more
tenuous).
13 Within 2 Weeks | Non-urgent; see within 2 weeks. 01/0]#600 29/09/2021
14 Requires Further | pyriher contact or follow up\@
Triage Contact/ | yequired. \Q 0L/4600 | 29/09/2021
Follow Up fa,
15 No Further Requires no furtheratig’ ¥
Action q \K R l(l/Ol/lGOO 29/09/2021

Derivation logic

This field is derived using the following seq

NS
3 IC&B

[Triage severity] = [PSOLIS triage se ]
Include all unassigned records w S ge severity] is not NULL
[Triage severity] = [WebPSO v&

Include all unassigned regor

Guide for uses @)
er

Mental health cons

The category assigned
patient should wait for m

@f}@

Idge se
her

2

PSOLIS triage severity] is not NULL

Triage severity must be assigned by an appropriately qualified triage worker.

ed into one of seven categories on the selected triage scale.

ndent on the triaging clinician’s response to this question: This
al care no longer than...?

If the triage severity category assigned to the consumer changes, the most urgent category is

recorded.

Examples

Triage Severity

A consumer presents to a clinic with a problem of
experiencing disturbed thoughts. It is determined the
consumer should be referred to community mental
health services for further assessment within two days.

12 — D. Within 48 hours

A consumer presents to an emergency department with
a triage presenting problem of intentional self-harm. It is

9 — A. Immediate
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determined that the consumer should be immediately
admitted to hospital.

A consumer telephones a mental health help line, and
the triage presenting problem is assessed as a legal
problem. It is determined that no further action is
required by mental health services.

15 — G. No further action

A consumer telephones a clinic, and the triage
presenting problem concerns family problems. It is
determined that a community visit should be undertaken
within 12 hours.

11 — C. Within 12 hours

Related national definition
N/A

Revision history
N/A
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Venue

Field name:

Source data element(s):

Definition:

Requirement status:

Data type:

‘ VENUE_CODE

[Venue] — PSOLIS

event item took place.

Numeric identifier for the type of venue where the service

Mandatory

Numeric

N(2)

VENUE

String

[X(150)

Start cate | End date

)
1 Clinic A department where outpatie ﬁ e|ve< 31/12/9999
psychiatric care or adwce
5 Community A public building whera rs 0 a 01/01/1600 | 31/12/9999
centre neighbourhood or c |ty c
3 Court ﬁeﬁ’é’"d'”g Whe oce 01/01/1600 | 31/12/9999
4 Education facility | A buildin Iace used fo}educatlon 01/01/1600 | 31/12/9999
Emeraenc A spe nary unit
5 ooy spe and staffed to 01/01/1600 | 31/12/9999
epartment
p@ 24- ergency care.
‘vaublicl ivately owned place that
6 Entertainme tO holds *Ntertainment events where 01/01/1600 | 31/12/9999
venue the ainment events are presented
fé rice of admission.
2 on-specialised hospital treating
7 General hospital «#patients with all types of medical 01/01/1600 | 31/12/9999
conditions
8 GP surgery A location where a general practitioner 01/01/1600 | 31/12/9999
regularly sees patients.
A home where a small number of
9 Group home unrelated people live together while they 01/01/1600 | 31/12/9999
are in need of care, support or
supervision
10 Home_:/pnvate A r_eS|dent|aI address where people 01/01/1600 | 31/12/9999
dwelling reside
An establishment that provides
11 Hostel inexpensive lodging for a specific group | 01/01/1600 | 31/12/9999
of people
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Code Description ‘ Definition Start date ‘ End date
12 Inhouse school At a school within the hospital 01/01/1600 | 31/12/9999
A place where police can incarcerate
13 Lock up people for a limited period of time prior | 01/01/1600 | 31/12/9999
to legal proceedings taking place.
A private institution providing residential
14 Nursing home accommodation with healthcare, 01/01/1600 | 31/12/9999
especially for elderly people
A building which serves to
15 Police station accommodate police officers and other | 01/01/1600 | 31/12/9999
members of police staff
A building in which people are legally
16 Prison held as a punishment for a crime they 01/01/1600 | 31/12/9999
have committed or while awaiting trial:
An establishment devoted primarily to
Psychiatric the treatment and care of admitted
1 hospital patients with psychiatric, mental or@ . 01% §O0 31/12/9999
behavioural disorders. \ %
18 | Public space Qn?ifﬂessps?&ee ttgay:rﬁzgé%he z” ™) }91/01/1600 | 31/12/9999
TR\ W 4
Location that provide ialis
19 | Rehab centre Isn‘:;)‘;'(‘)’\‘f: oo BN i:}"g%’ 24 1 01/01/1600 | 31/1219999
injury ?‘
Other '\‘ .
20 | government ﬁsqgfjher menf@ganisation not | 44,91/1600 | 31/12/9999
organisation ON b@
General hospital \ .
21 | outpatient clinic \ Aaomﬁgme'@ei\"’/‘ehg;fgiggsife 01/01/1600 | 31/12/9999
O ~
Neonatal 7 | A derMuent in a hospital specifically
22 intensive ¢ d ed and staffed to provide care.to | 01/01/1600 | 31/12/9999
unit G rn babies

Guide for use

This identifier is used to represent the venue where the service event item took place, such as
psychiatric hospital, nursing home or clinic.

4

This data element is useful for determining additional activity characteristics such as client
liaison activity within hospitals.

Examples

Venue

A clinician records a service event item for travel time
taken to a home visit.

10 — Home/private dwelling

A mental health client attends an assessment in a
mental health clinic.

1 - Clinic
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Related national definition
N/A

Revision history
N/A
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WEBPSOLIS Triage Outcome

Field name: WEBPSOLIS_TRIAGE_OUTCOME_CODE
Source data element(s): [Triage Outcome] — WEBPSOLIS
o Numeric identifier indicating the outcome of a triage
Definition:
. € Vent.
Requirement status: Mandatory
Data type: Numeric
Format: N

Guide for Use

Refer to data element Triage Outcome for further information.
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WEBPSOLIS Triage Severity

Field name: WEBPSOLIS_TRIAGE_SEVERITY_CODE

Source data element(s): [Triage Urgency] - WEBPSOLIS
Numeric identifier indicating the urgency of the triage

Definition: service event and recommended wait time for an
assessment service event item.

Requirement status: Mandatory

Data type: Numeric

Format: N(2)

Guide for Use

Refer to data element Triage Severity for further information.

Mental Health Data Collection Data Dictionary 2025 185



10. 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.

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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Assessment Scale

Field name: ‘ ASSESSMENT_SCALE_CODE

Source data element(s): [Assessment Scale] — PSOLIS

The specific assessment outcome measure included in
the NOCC, as represented by a code.

Requirement status: Mandatory

Definition:

Data type: Numeric
Format: N[N]
ASSESSMENT_SCALE

String
Format: [X(150)

Permitted values

Code Description

Definition

Start cate | End date

Health of the Nation Outcome Sca¥¢
Adolescent (L
4
A variant of the HONOS d
1 HoNOSCA | with children and adoles 01/01/1600 | 31/12/9999

clinician-rated measur.
specifically for use
child and adolesce

Childrens (A@cﬂﬁt Scale

An ass the lowest level of
2 CGAS fU”Ct_'@ ( or adolescent during a | 01/01/1600 | 31/12/9999
od, as represented by a

g only on a scale of

f

N\ Fac$ luencing Health Status
Ica

tor of the presence of one or more
faCtors impacting on the relationship
3 FIHS between social interaction/environment with | 31/01/1600 | 31/12/9999
behaviour and thoughts which have a
negative effect on an individual's
psychological health and requires additional
clinical input, as represented by a code

Health of the Nation Outcome Scale

A 12-item clinician-rated measure designed

4 HoNOS by the Royal College of Psychiatrists 01/01/1600 | 31/12/9999
specifically for use in the assessment of
consumer outcomes in mental health

services
5 LSP-16 Life Skills Profile Score (LSP-16) 01/01/1600 | 31/12/9999
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Code Description ‘Definition Start date ‘End date

Level of difficulty with activities in a life area

MHI

Mental Health Inventory

A 38-item measure of psychological distress
and well-being

01/01/1600

31/12/9999

HONOS 65+

Health of the Nation Outcome Scales 65+
(HONOS 65+)

A variant of the HONOS designed for use
with adults aged 65 years and older. Itis a
12-item clinician-rated measure designed
specifically for use in the assessment of
older adult consumer outcomes.

01/01/1600

31/12/9999

RUG-ADL

Resource Utilisation Groups—Activities of
Daily Living (RUG-ADL) Score

An assessment of patient motor function

01/01/1600

31/12/9999

KESSLER
10+

Kessler (K10+)

The level of psychological distres
experienced by a person in the f@
prior to interview, containing

guestions to the standard
represented by a code

('O .
&1/1600

31/12/9999

10

KESSLER 10

Kessler (K10) 9
gical d re

The level of psycho
experienced b erso our weeks
prior to |nter as rep nted by a code

01/01/1600

31/12/9999

11

SDQ PC1

ﬂ@Questlonnalre

seline 4-10 years

Strengt iffi

SD nt Re

01/01/1600

31/12/9999

12

SDQ PC2

01/01/1600

31/12/9999

13

SDQ PY1

Strédgdths a ﬁculties Questionnaire
%@)Q Par ollow-up 4-10 years
Str

and Difficulties Questionnaire

en
%ﬁarent Report Baseline 11-17 years

01/01/1600

31/12/9999

14

SDQ PY2

Strengths and Difficulties Questionnaire
SDQ Parent Follow-up 11-17 years

01/01/1600

31/12/9999

15

SDQ YR1

Strengths and Difficulties Questionnaire
SDQ Self-report Baseline 11-17 years

01/01/1600

31/12/9999

16

SDQ YR2

Strengths and Difficulties Questionnaire
SDQ Self-report Follow Up 11-17 years

01/01/1600

31/12/9999

17

SDQ TC1

Strengths and Difficulties Questionnaire

SDQ Teacher Report Measure for children
aged 4-10 on initial contact with service

01/01/1600

31/12/9999

19

SDQ TY1

Strengths and Difficulties Questionnaire
SDQ Teacher report measure for youth

01/01/1600

31/12/9999
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Code Description ‘Definition Start date ‘End date

aged 11-17 on initial contact with service

Strengths and Difficulties Questionnaire

20 SDQ TY2 SDQ Teacher report measure for youth 01/01/1600 | 31/12/9999
aged 11-17 on follow up contact with
service

NOCC An action to complete NOCC assessment

21 CLEARANCE | requirements 01/01/1600 | 31/12/9999

Historical

Code Description  Definition Start date End date
Strengths and Difficulties Questionnaire

18 SDQ TC2 SDQ Teacher Report Measure for 01/01/1600 | 02/2022
Children and Adolescents aged 04-10 on
follow up

Guide for use (1/

Assessment scale is the numerical code that represe! Qome measure used to
assess the client’s current health status at the coII ccasiQn.

The NOCC protocol determines which instrume easu quired, based on the setting,
collection reason and stream (age group) of t)? taI service program.

For more details on NOCC assessment sc Australlan Mental Health Outcomes

and Classification Network (AMHOCN)(eb ite.

Examples

Assessment Scale

e 7 — HONOS 65+
A client is activated amu ergoe AS assessment 2 — CGAS

Revision hlstory
N/A
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Assessment Scale Version

Field name:

Source data element(s):

Definition:

Requirement status:

Data type:

Format:

Permitted values

‘ ASSESSMENT_SCALE_VERSI

ON

[Assessment Scale Version] — P

SOLIS

The version of the NOCC instrument which has been
used with the client, as represented by a code.

Mandatory

String

XX[XXX]

01 - CGAS

‘ Description ‘ Definition

CGAS

As described in Schaffer et al (1983)
A children's global assessment scale
(CGAS). Archives of General
Psychiatry, 40, 1228-1231.

sychiatry N 2, .

01/01/1600

‘ Start date ‘ End date

31/12/9999

01 - FIHS

FIHS

As described in Buckingha
(1998) Developing a Caseps
Classification for Mental (l
Services. Volume Z:Xﬁn rce %
Materials, Canbeerl mo

nd |

Department of

N

A0
3V

4
01/01/1600

31/12/9999

Al -
HoNOS

HoNOS

Services. Ya
d it Wing &t

As descri
Natio

Health
(Ho > Glos
gg tish

(1999)
utcome Scales
r HONOS score
al of Psychiatry,

01/01/1600

31/12/9999

01 -
HoNOSCA

s

%’ Psychiatry, 174, 428-433,

\ 432-4@
de in Gowers et al (1999)
He e Nation Outcome Scales
f idren and Adolescents

OSCA): Glossary for HONOSCA

ore sheet. British Journal of

01/01/1600

31/12/9999

Gl -
HoONOS 65+

HONOS 65+

As described in Burns et al (1999)
Health of the Nation Outcome Scales
for Elderly People (HONOS 65+).
British Journal of Psychiatry, 174,
424-427.

01/01/1600

31/12/9999

M1

KESSLER
10+

As specified by the Department of
Health and Ageing and reproduced in
Mental Health National Outcomes and
Casemix Collection: Overview of
clinician rated and consumer self-
report measures, Department of
Health and Ageing, Canberra, 2003.

01/01/1600

31/12/9999

01 - LSP-

LSP-16

As described in Buckingham et al

01/01/1600

31/12/9999
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Description Definition Start date | End date
16 (1998) Developing a Casemix
Classification for Mental Health
Services Volume 2: Resource
Materials, Canberra: Commonwealth
Department of Health and Family
Services.
As described in Fries et al (1994)
01 — RUG— Refining a casemix measure for
ADL RUG-ADL nursing homes. Resource Utilisation 01/01/1600 | 31/12/9999
Groups (RUG-III). Medical Care, 32,
668-685.
SDQ Parent
PC101 Report Parent Report Measure 4-10 yrs., 01/01/1600 | 31/12/9999
Baseline 4- | Baseline version, Australian Version 1
10 years
SDQ Parent | Parent Report Measure 4-10 yrs.,
PC201 Follow-up 4- | Follow Up version, Australian Ve@n» 01/%6‘00 31/12/9999
10 years 1
SDQ Parent
PY101 Report Parent Report Measuge yrs '01/01/1600 31/12/9999
Baseline 11- | Baseline version, A Ver
17 years
SDQ Parent | Parent Repo
PY201 Follow-up Follow Up ve Version 01/01/1600 | 31/12/9999
11-17 years |1
SDQ Self- ¢
YR101 report Se L-17yrs., 01/01/1600 | 31/12/9999
Baseline 11- ver strallan Version 1
17 years
veas \|O° &
SDQ Self: V' -/
YR201 repor Self ort VerS|on,_ 11-17 yrs., Follow 01/01/1600 | 31/12/9999
Fol sion, Australian Version 1
11-1 ea;g ,b
)

Guide for use

Assessment scale version specifies the version of the instrument being used to assess the

health status of the client.

Examples
Assessment Scale Version ‘
A client is activated and undergoes an HONOS 65+ Gl
assessment
A client is activated and undergoes a CGAS assessment 01

Related national definition
N/A
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Revision history
N/A
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Children’s Global Assessment Scale (CGAS)

Field name:

Source data element(s):

‘ CGAS_SCORE

[CGAS] — PSOLIS

An assessment to reflect the lowest level of functioning for
a child or adolescent during a specified rating period, as

DU represented by a single global rating only on a scale of 1-
100.

Requirement status: Conditional

Data type: String

Format: NNN

Permitted values

Code/Score

Description/Definition

Start date

091 to 100: | Superior functioning 01/01/r1600 31/12/9999
081 to 090: Good functioning in all areas \w 0 @6 31/12/9999
071 to 080: | No more than slight impairments in functi Q \@MGOO 31/12/9999
061 to 070: | SOme difficulty in a single area but @W Wuo11600 | 3171219999
functioning pretty well \A
051 to 060: | Yariable functioning with spor 'Cu' 01/01/1600 | 31/12/9999
symptoms in several but nn?g cial are
Moderate degree of inteﬁ cein fL!PNlonlng in
041 to 050: | most social areas or s, imp ent of 01/01/1600 | 31/12/9999
functioning in one )
031 to 040; | Major impairm a‘fuﬁc“o&‘ severalareas | 10111600 | 31/12/9999
and unable to§ur)ction in f these areas
021t0 030: | Unablet {Kf\&lon m@st all areas 01/01/1600 | 31/12/9999
011 to 020: Ne@ﬂsidez%@upervision 01/01/1600 | 31/12/9999
001to 010: | Need$ Cw pervision 01/01/1600 | 31/12/9999
997: Unable to kate 01/01/1600 | 31/12/9999
998: Not Applicable 01/01/1600 | 31/12/9999

Guide for use

Collection of this data element is conditional —

adolescent stream type when the collection occasion is admission or review.

A valid CGAS measure must have one valid score recorded (Score: 1 - 100).

CGAS is only required for the child and

Clinicians assign a score, with 1 representing the most functionally impaired child, and 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
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e 30 to 69 — specialist mental health services; ambulatory mental health care
e 70to 100 — primary health care services; general practitioner; school counsellors
For more details on rating clients, refer to the CGAS section on the AMHOCN website.

Examples

CGAS
A 12-year-old is admitted as an ambulatory mental health client. Collected
A 15-year-old ambulatory mental health client is reviewed. Collected

Related national definition
N/A

Revision history
N/A
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Collection Occasion

Field name:

Source data element(s):

Definition:

Requirement status:
Data type:

Format:

Field name:

Data type:

Format:

Permitted values

Code ‘ Description

1 Referral

COLLECTION_OCCASION_CODE

[Collection Occasion] —

PSOLIS

review or discharge.

This identifies the occasion when the NOCC assessment
is collected within a specified setting at an admission,

Mandatory

Numeric

N[N]

COLLECTION_OCCASION

String

[X(150)

Definition

A request for a client r)
receive a revie trgatment

from a mental \*

professiona

2 Activation

Q

Starl date

‘U
1/01/1600

31/12/9999

tmentsetting of the
V|ce

e Ne

e Tran erfro her
é%em
@cti —other

01/01/1600

31/12/9999

\
Admission (inp,@
3
only)

The S activated in
P following an inpatient
a% idsion for mental health

e

01/01/1600

31/12/9999

N
4 Review (mpat%)nly)

A patient currently admitted to
a hospital

e 3-month review
¢ Review — MHPoC change
e Review — other

01/01/1600

31/12/9999

5 Deactivation

e Discharge — other
e Death

e Transfer to other treatment
setting of the same MH
service

e No further care
e Planned deactivation

01/01/1600

31/12/9999

Discharge (inpatient
only)

The client is deactivated in
PSOLIS following competition
of an inpatient admission for

01/01/1600

31/12/9999
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Description Definition Start date End date

mental health care

e 3-month review
7 Review e Review — MHPoC change 01/01/1600 31/12/9999

e Review — other

A request for a patient
currently admitted in a hospital
to receive a review or 01/01/1600 31/12/9999
treatment from a mental health
professional.

Referral (inpatient
only)

The patient is reactivated in

9 Reverse deactivation | PSOLIS following a recent 01/01/1600 | 31/12/9999
deactivation of the same

condition

_ The patient is reactivated in
10 Reverse discharge | PSOLIS following arecent | 51/91/1600 | 31/12/9999
(inpatient only) inpatient discharge for the ! Q .

same condition \\
N

Guide for use (b.a %Q
Collection occasion relates to a range of key eve '@ma ogcur¥vithin the context of an
e %
g

episode of mental health care and indicates whe, oc where the client has a
NOCC collected is related to an admission to or i%a from an inpatient,
community residential or ambulatory care i

Three collection occasions within an epjgod® of me health care are identified: admission,
review and discharge.

Collection occasion is system driv%?. nQt ed by the user within PSOLIS) and is
derived from the collection reasgn: e nity mental health setting these are:

\d

The exception is when th coQtion r selected is ‘planned deactivation’. The selection of
this reason allows for con%bﬂon of OCC prior to the assessment episode ending. This is
considered a revie (@ction 0 son) until the client is deactivated (within seven days of
the NOCC collecti

Once deactivation is'per r@ee collection occasion will be converted to discharge. If the
deactivation does not o Ithin seven days of collection the collection occasion will remain
as review.

Examples

Collection Occasion

A client is activated into a MH youth outpatient program, and a 2 - Activation
NOCC assessment is collected

Related national definition
N/A

Revision history
N/A
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Collection Occasion Date

Field name: ‘ ASSESSMENT_COLLECTION_DATE

Source data element(s): [Collection Occasion Date] — PSOLIS

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

Definition:

Data type: Datetime

Format: DDMMYYYY

Permitted values

Permitted values Definition Start date End date

The date and time in year month day hour
minute and second format for the refere .

*
date for all data collected at any given\ (/b/COlES 00

Valid date and time 31/12/9999

collection occasion, defined as the g¥teYon
which the collection occasion (actj¥gen,

review, deactivation) occu rre{\ \\\

Guide for use QhQ }
The collection occasion date should be dis iI8heg fromthe actual date of completion of

individual measures that are required at@e pecific’ od¢casion.

In practice, various measures may
For example, a clinician might c
date, but to include client res
asked the client to complete

mpleted by clinicians and clients over several days.
a JOS and LSP during a review on the scheduled
e the(Sej-report measure they would most likely have
easur@ eir last contact with them.

For national reporting apd istica %oses, a single date is required which ties all the
standardised meas éud othe items together in a single collection occasion.

Examples Q

Collection Occasion Date

A client is activated into a MH program and attends a review on 01082020
01/08/2020 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

A unique identifier for each assessment collection
occasion in a NOCC episode.

Requirement status: Mandatory

Definition:

Data type: Numeric

Format: N(8)

Permitted values

Definition Start date ‘ End date

System generated unigue number that is a
maximum of 8 digits long that is assigned to

Permitted values

Unique numeric each assessment collection occasion in a
identifier NOCC episode.as a means of unique @ . 600 31/12/9999
identification

A\
s n<§"

Guide for use
This is a system generated identifier for every@ual @collectlon occasion.

The ID is used to identify and group all th assessment measures collected
at the same occasion (activation, revrerr ctrv

Examples

Collection Occasion ldentifier
20008581

A client is activated into g MF '4 ient program
and attends a revrew on 0M08/202 re three NOCC
assessments are d: Ho essler 10+ and LSP-
16. All three of t easur re the same

assessment collectn ﬁé
inition

Related national
N/A

Revision history
N/A

Mental Health Data Collection Data Dictionary 2025 198



Collection Occasion Reason

Field name: ‘ COLLECTION_OCCASION_REASON_CODE

Source data element(s): [Collection Occasion Reason] — PSOLIS

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

Field name: COLLECTION_OCCASION_REASON

Data type: Numeric

Format: NN

Permitted values

Code Description ‘Definition Start date | End date

Admission to a new (e‘,
community residemtigl of

1 NEW REFERRAL 01/01/1600 | 31/12/9999
health care of
currently re of
the menta rvic
Transf& of carabetw®en an
ADMITTED FROM in t, com ity residential or

ng of a consumer | 01/01/1600 | 31/12/9999
r the Active care of

2 OTHER TREATMENT ator @
SETTING d%' nt@e
the me ealth service.
D, P
V' | Adgh1€slon to a new inpatient,
3 ADMISSI@QER % unity residential or
ulatory episode of care for any
0 eason other than defined above.
~
\0 Standard review conducted at 91
days following admission to the
4 3 MONTH REVIEW current episode of mental health 01/01/1600 | 31/12/9999
care or 91 days subsequent to the
preceding review.

01/01/1600 | 31/12/9999

5 REVIEW — OTHER | Standard review conducted for 01/01/1600 | 31/12/9999
reasons other than the above.

Discharge from an inpatient,
community residential or
ambulatory episode of care of a

6 NO FURTHER CARE 01/01/1600 | 31/12/9999
consumer for whom no further
care is planned by the mental
health service.
7 DISCHARGE TO Transfer of care between an 01/01/1600 | 31/12/9999
CHANGE OF inpatient, community residential or
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Code Description

‘ Definition

Start date ‘ End date

TREATMENT ambulatory setting of a consumer
SETTING currently under the care of the
mental health service.
Completion of an episode of
8 DEATH mental health care following the 01/01/1600 | 31/12/9999
death of the client.
Discharge from an inpatient,
_ community residential or
9 DISCHARGE ambulatory episode of mental 01/01/1600 | 31/12/9999
OTHER
health care for any reason other
than defined above.
Transfer of care between an
ADMITTED FROM inpatient, community residential or
10 OTHER TREATMENT | ambulatory setting of a consumer | 01/01/1600 | 31/12/9999
SETTING currently under the Active care of
the mental health service. ~
Admission to a new |npat| \O °
11 | ADMISSION OTHER | Community residential o %1/1600 31/12/9999
ambulatory episode of
reason other than d abov
Discharge from atle
community re |aI or
12 | NO FURTHER CARE | ambulato 01/01/1600 | 31/12/9999
consume ther
care i a ed by mental
hea rV|ce
DISCHARGE TO fer etween an
CHANGE OF lent, munity residential or
13 ambul setting of a consumer | 01/01/1600 | 31/12/9999
TREATMENT
cur, under the care of the
SETTING {(a health service
\Q ) '
$ mpletion of an episode of
14 DEATH 0 ental health care following the 01/01/1600 | 31/12/9999
% death of the client.
o Discharge from an inpatient,
community residential or
15 | DISCHARGE - ambulatory episode of mental 01/01/1600 | 31/12/9999
OTHER
health care for any reason other
than defined above.
Standard review conducted at 91
days following admission to the
16 3 MONTH REVIEW current episode of mental health 01/01/1600 | 31/12/9999
care or 91 days subsequent to the
preceding review.
17 | REVIEW-OTHER | Standard review conducted for 01/01/1600 | 31/12/9999
reasons other than the above.
18 | NEW REFERRAL Admission to a new inpatient, 01/01/1600 | 31/12/9999
community residential or
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Code Description

‘ Definition
ambulatory episode of mental
health care of a consumer not

currently under the Active care of
the mental health service.

Start date ‘ End date

Admission to a new inpatient,
community residential or
ambulatory episode of mental

19 NEW REFERRAL 01/01/1600 | 31/12/9999
health care of a consumer not
currently under the Active care of
the mental health service.
REVERSE . L
20 DEACTIVATION Reversal of a client deactivation. 01/01/1600 | 31/12/9999
REVERSE . )
21 DISCHARGE Reversal of a client discharge. 01/01/1600 | 31/12/9999
PLANNED The planned deactivation of a
22 DEACTIVATION client. 01/01/1600 | 31/12/9999
Q)) * *
PLANNED . N
23 DISCHARGE The planned discharge @ent. @600 31/12/9999
P —
REVIEW — MHPoC Review due to chan ah ‘ L,
29 | CHANGE @ 01/01/1600 | 31/12/9999
REVIEW — MHPoC
30 CHANGE 01/01/1600 | 31/12/9999
TRANSFER FROM
OTHER TREATMENT
SETTING OF THE
31 SAME MENTAL 24 of & consumer 01/01/1600 | 31/12/9999
HEALTH SERVICE e me alth service
ORGANISATION :
~
TRANSFER FR ?r of care between an
OTHER TR NT . . ) .
SETTING tient, comm_unlty residential or
32 mbulatory setting of a consumer | 01/01/1600 | 31/12/9999
SAME MEN AL urrently under the Active care of
HEALTH SERV the mer?;al health service
ORGANISATION '
TRANSFER TO
OTHER TREATMENT _Trang.fer of care bgtween an
SETTING OF THE inpatient, community residential or
33 ambulatory setting of a consumer | 01/01/1600 | 31/12/9999
SAME MENTAL currently under the care of the
HEALTH SERVICE mental %ealth service
ORGANISATION '
TRANSFER TO
OTHER TREATMENT _Transfer of care be_tween an
SETTING OF THE inpatient, community residential or
34 ambulatory setting of a consumer | 01/01/1600 | 31/12/9999
SAME MENTAL currently under the care of the
HEALTH SERVICE mental %ealth service
ORGANISATION '
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Guide for use
Collection of this data element is mandatory.

Collection occasion reason further describes the collection occasion and relates to a range of
key events that may occur within an episode of mental health care.

Examples
Collection Occasion Reason ‘
A client is referred and activated into a MH youth outpatient 18 — New referral

program and a NOCC assessment is collected.

A client is deactivated from an outpatient program with no
further treatment planned and a NOCC assessment is 06 — No further care
collected.

Related national definition
N/A

Revision history

\Y
>
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Collection Status

Field name:

Source data element(s):

Definition:

Requirement status:
Data type:

Format:

Field name:

Data type:

Format:

Permitted values

Description

1 Complete

COLLECTION_STATUS_RAW_

CODE

[Collection Status] — PSOLIS

The completion status of a particular NOCC assessment
measure entered, including the reason that the
assessment measure was not completed (collected).

Mandatory

Numeric

N[N]

COLLECTION_STATUS_RAW

Numeric

N[N]

‘ Definition
The Outcome Measure is cdry

with all items having a ¥
reported.

Start date

01/01/1600

End date

31/12/9999

Not completed

& mﬁﬁ‘espo

2 due to temp a@
contraindié

q 3

NN
The Outcome Me@can%@‘

completed du

cal state is
make it unlikely
self-report
e obtained, or that
ere obtained it
d be ly that the responses
e ar %able indication of the
consn@ s feelings and thoughts about
nt emotional and behavioural
ms and wellbeing; where an
tation to complete the measures is
Ikely to cause distress or requires a
level of concentration and effort the
consumer feels unable to give; or

the consu rrent
of suffici

that th

r's gurr
verity
ns

po
e

where consumers or parents in crisis
are too distressed to complete the
measure.

01/01/1600

31/12/9999

Not completed
4 due to general
exclusion

The Outcome Measure cannot be
completed due to:

The person’s cognitive functioning
permanently or ongoing insufficient to
enable understanding of the task as a
result of an organic mental disorder or
an intellectual disability; or

There is a Language and/or literacy

01/01/1600

31/12/9999
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Description

Definition
issues that makes the measures
inappropriate.

Start date

End date

Not completed
due to refusal by
the client

The Outcome Measure cannot be
completed due to:

The person/parent refuses to complete
the measure.

The measure was not returned.

01/01/1600

31/12/9999

Not completed for
reasons not
elsewhere
classified

The Outcome Measure cannot be
completed due to:

The patient is deceased,

The patient was discharged whilst
being on leave (leave is 3 days or
more) and did not return prior to
Discharge.

on decisions made by the

Multidisciplinary Team, which\

the consumer management

stage of the consumer epj

Therefore if it has bee%

member does not ha{eYfe kno /
e0Na

skills to formul teﬂQj
management;%ﬁ
this informajgon iather&g

recor
requirem%
Unabl

Note: The input of client data is ba%d .
s

(@]
=
O ~+
D o
5 o7y
-

1J04/1600

31/12/9999

Not completed
due to protocol
exclusion

SCA or HONOS 65+ are not
c uired for inpatient episodes of 3

add@
sure is not required
due to AMHOCN

QeYoutco
tgebe co
protoc h as:

Di e rating for HONOS,

ays or less,

Discharge rating for CGAS not
required,

Admission rating for FIHS not required,

Discharge rating for RUG-ADL in
inpatient and community residential
setting not required,

Discharge rating for ambulatory
episodes where the number of days
between admission and discharge is 14
days or less duration.

Discharge rating for SQD not required

for episodes of less than 21 days

01/01/1600

31/12/9999
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Code Description Definition Start date | End date
duration.
Admission SDQ is generated where the
Follow UP SDQ is more appropriate.
The Psychiatric Services Online
Information System (PSOLIS) has
10 | Partially complete | @llocated this Collection Status due to: | 01/01/1600 | 31/12/9999
Not all values have been reported with
valid values.
The outcome measure cannot be
completed due to:
Cultural issues make answering this
Not completed measure inappropriate
11 due to cultural o , 01/01/1600 | 31/12/9999
inappropriateness Interpreter availability or issues does
not allow the measure to be completed,
Literacy understanding due to cult@l . o
background. Q )
g u 4 A\ q VS
Previous
outcome The most recent Assessnm
12 measure is outcome is still clinica \] ant a 01/01/1600 31/12/9999
clinically relevant | utilised to meet reqw ts
& accepted
Completed within | The assessmewc mpI
13 last 7 days at another strqis hich r&s the 01/01/1600 | 31/12/9999
different stream assessm ) quirerpgnts.
The O has been
off nd the clinician is
a@t gar Se.
Offered to client, \Wis Ou Status should not be
14 awaiting O repor fter 72hours. 01/01/1600 | 31/12/9999
response % Q e Measures must be followed
consumers, and an appropriate
C tcome Status be reported (e.g., 5 —
“”Not completed due to refusal by client)
The completion status of a particular
Follow-up SDQ NOCC assessment measure entered,
15 W-Up including the reason that the 01/01/1600 | 31/12/9999
version used
assessment measure was not
completed (collected).
Dismissed — The assessment was not completed,
16 automatic and the requirement was removed ina | 01/01/1600 | 31/12/9999
cleanup system cleanup
Dismissed — The assessment was not completed,
17 manual program | and the requirement was removed ina | 01/01/1600 | 31/12/9999
exclusion manual program exclusion
18 Dismissed — The assessment was not completed, 01/01/1600 | 31/12/9999
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Description Definition Start date | End date
manual user and the requirement was removed in a
request manual user request
Dismissed — The assessment was not completed,
19 service split / and the requirement was removed in 01/01/1600 | 31/12/9999
amalgamation service split or amalgamation.
Dismissed - The assessment was not completed,
20 and the requirement was removed in 01/01/1600 | 31/12/9999
restructure
program restructure.

Guide for use

Collection status describes the outcome of an assessment measure in terms of completion.

Examples

Collection Status

A NOCC assessment is offered to a client but after 3 days there

has been no response received from the client.

O

— @ffered to client,

: *
esponse

Related national definition

N/A

Revision history

N/A
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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

Permitted values Definition Start date ‘ End date
System generated unigue number that is a

Unigue numeric maximum of 8 digits long that is assigned to

identifier each NOCC episode of care as a means of 01/01/1600 | 31/12/9999
unique identification e % .

\(1 ('1/
Guide for use A\Q)
This is a system generated identifier for each NOCC gpigete (th%plete period of treatment

from admission/activation to discharge/deactivatiohk\ ﬁe
This identifier is assigned to all NOCC assess ea u@\o cted within a single episode

of care.
Examples ?\ '\

a review on 01/08/2020, wh
collected: HONOS, Kess\gr 1
The client then att review 11/2020 where the same 12830
three NOCC as ts ar ted.

All six of these assessm n@ ures share the same NOCC
episode identifier. é)

Related national definition
N/A

Episode Identifier

Revision history
N/A
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Episode Service Setting

Field name: ESTABLISHMENT_SETTING

Source data element(s): [Episode Service Setting] — PSOLIS

A category identifier to indicate whether the mental health
episode of care took place in an inpatient, ambulatory or
community residential setting.

Mandatory

String

Format: ‘ A

Permitted values

Code Description Definition Start date  End date

Refers to overnight care provided in public
psychiatric hospitals and designated

psychiatric units in public acute hospital 0, * % .

Psychiatric hospitals are specialist me4 ('1/

health establishments that provide fa)ment (b
&é

and care of admitted patients w chiatfl
mental or behavioural disor

g
psychiatric units in a publlc hos %
St

o staffed by health profe a
Psychiatric mental health qualifi 0 tra|
I inpatient atme 01/01/1600 | 31/12/9999

have as their princip nt

service .
and care of patieNs affect, d ental
disorder. For t pose NOCC
specificatio i y an ambulatory
mental h to a person

admitt a desi
‘rodQing=in' fac thin a community

erdl hos % r treatment of a mental or
\@avioura@s rder is also included under

is setti

R non-admitted, non-residential

se s 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
Ambulatory | programs, psychiatric outpatient clinics

o mental provided by either hospital or community- 01/01/1600 | 31/12/9999
health based services, child and adolescent
service 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
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Code Description Definition Start date ‘End date

this setting.

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.)

Guide for use . .

Episode service setting indicates whether the mental healt epis@ place in the
inpatient, ambulatory or community residential setting.

This data element helps determine which assessmgn be re@d to be completed at
each of the collection occasions within a NOCC eph , for_ g_d\vern age group (stream type)
of mental health consumers. 0\

Examples \>

Community
residential
R mental
health
service

01/01/1600 | 31/12/9999

Episode Service Setting

A client is activated into communi pe. @
Related national defid(i) 6
N/A \/ 6®
Revision his@) é
N/A QQ
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Factors Influencing Health Status (FIHS)

Field name: ‘ ITEM1 - ITEM7

Source data element(s): [FIHS] — PSOLIS

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.

Definition:

Requirement status: Conditional

Data type: Numeric

Format: N

Permitted values

31/12/9999

1 Yes

presence of the selected f
i
This code is used Ncate

Code ‘ Description Definition Stest date ‘ End date
This code is used to indicate ‘
as <
listed in the FIHS chapt
AM.
selected factor t pr
2 No Ilsted in the Qapterl D 10_ 01/01/1600 | 31/12/9999

7 | Unable to rate ;25 q“@‘ 's ””@3 to be 01/01/1600 | 31/12/9999

¥o‘lfe is &o indicate that it

e to determine the

8 Not Applicable \@rese@ he selected factor, as 01/01/1600 | 31/12/9999
{

O list e FIHS chapter in ICD-10-

A \ code is used to indicate that the
% resence of the selected factor, as
Not listed in the FIHS chapter in ICD-10-
9 stated/inadequately | AM, was not stated or was missing 01/01/1600 | 31/12/9999
described or where a response contained
insufficient information to be coded to
1, 2 or 8.

Guide for use

Collection of this data element is conditional — this measure is only required for the child and
adolescent stream type when the collection occasion is review or discharge.

The FIHS code set is derived from the FIHS chapter (Chapter 21) in ICD-10-AM and contains
seven categories:

e maltreatment syndromes
e problems related to negative life events in childhood
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e problems related to upbringing

e problems related to primary support group, including family circumstances
e problems related to social environment

e problems related to certain psychosocial circumstances

e problems 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 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.

FIHS is only required for children and adolescents when the collectjon oc op is review or
discharge.

The measure covers the period of care bound by both th? ent a@%edlng collection

occasions.
<

There are two exceptions to these collection requi

treatment service setting of that organisati ychi Inpatient or community
residential service), this measure is not col at flischefge from that ambulatory episode.
Where possible, the clinician and client{heaSure ratﬁga for the admission NOCC in the
inpatient unit or the community reS|d care ing are reported as the client’s discharge
ratings from the ambulatory episo

S.
If an ambulatory episode is closed because th tis ?\%vsferred to a bed-based

If an ambulatory episode is brj e thémber of days between admission to and
discharge from the episoge o\gilre is 1@ys or less duration), then this measure is not
collected at discharge fro tam ry episode.

In both situations d @re still ed, however, regarding principal and additional
diagnoses and m ealth | tatus relevant to the ambulatory episode of care.

In accordance with the Odr ocol, a valid FIHS measure must have 6 valid scores
recorded (scores: 1 or 2y*Valid scores must be recorded for each: FIHS1, FIHS2, FIHS3,
FIHS4, FIHS5, FIHS6, and FIHS7.

Examples
FIHS measure
A 15-year-old ambulatory mental health client is discharged Collected

from ambulatory 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 Not collected
from ambulatory 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 Not collected
from ambulatory 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/730840

Revision history
N/A
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Health of the Nation Outcome Scales (HONOS)

Field name:

‘ ITEM1 - ITEM12, ITEM8BA

Source data element(s): [HONOS] — PSOLIS

Definition:

services.

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

Conditional

Requirement status:

Data type: Numeric

Format:

N

Permitted values

Code Description Start date ‘End date

0 No problems within the period stated 01/01/1600 31/12/9999
1 Minor problem requiring no action \‘ * ?5‘\5@600 31/12/9999
2 Mild problem but definitely present 2“\&)' ¥61/1600 | 31/12/9999
3 Moderately severe problem \.\ \‘ l/'01/01/1600 31/12/9999
4 Severe to very severe problem X \\ﬂ 01/01/1600 | 31/12/9999
P — N o~ &
7 Not stated/missing \e 3\’ 01/01/1600 | 31/12/9999
9 Not known or not appllcable E ,\ 01/01/1600 | 31/12/9999

Refer to Mental Health National O s and emix Collection — Overview of clinician-
rated and consumer self-report ru esf @ question’s requirements.
Guide for use

Collection of this data eIeN is co
' ccasio

type when the coll
The HONOS is a 1%l clini rated measure for use in the assessment of consumer
outcomes in mental eai% rjices. The focus of the HONOS is on health status and severity
b
t

nal — HONOS is only required for the adult stream

mission, review or discharge.

of symptoms. Ratings a y clinicians based on their assessment of the consumer. In
completing their ratings, clinician makes use of a glossary which details the meaning of
each point on the scale being rated.

HoNOS is answered on an item-specific 4-point scale with higher scores indicating more
problems. Each scale is assigned a value between 0 and 4. The 12 scales are as follows:

e Behavioural disturbance

¢ Non-accidental self-injury

e Problem 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
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e Other mental and behavioural problems

e Problems with social or supportive relationships

e Problems with activities of daily living

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 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.

For community mental health care, HONOS is only required for persons aged 18 to 64 years
when the collection occasion is admission, review or discharge.

The measure covers the previous two weeks.
Exceptions to collection requirements

If an ambulatory episode is closed because the consumer is bejng transfgrred loa bed-based
treatment service setting of that organisation (i.e., psychiatrig @tlent munlty
residential service), this measure is not collected at disch ulatory episode.

(Where possible, the clinician and consumer measure r for Ission NOCC in the
inpatient unit or the community residential care set’un eportedfgs the consumer’s
discharge ratings from the ambulatory episode).

If an ambulatory episode is brief (those Where mb r.o between admission to and
discharge from the episode of care is 14 d e S du then this measure is not
collected at discharge from that ambulator

For the exceptions above, details are equir o recorded for principal and additional
diagnoses and mental health legal reIeva the episode of care.

Examples ‘Q

A 42-year-old ambuylaf®y ment client is reviewed. Collected
A 58-year-old ar@@ alth client is discharged from Not collected
ambulatory care n |np acility of the organisation, after a 23-

day ambulatory eplsod
A 46-year-old ambulato ental health client is discharged from Collected
ambulatory care, to the care of their GP, after a 23-day ambulatory
episode of care.

A 51-year-old ambulatory mental health client is discharged from Not collected

ambulatory care, to the care of their GP, after an 8-day ambulatory
episode of care.

Related national definition
https://meteor.aihw.gov.au/content/717795

Revision history
N/A
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Health of the Nation Outcome Scales 65+ (HONOS 65+)

Field name:

‘ ITEM1 - ITEM12 ITEM 8A

Source data element(s): [HONOS 65+] — PSOLIS

Definition:

adult consumer outcomes.

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

Requirement status: Conditional

Data type: Numeric

Format: N

Permitted values

Code ‘ Description Start date End date

0 No problems within the period rated 01/01/1?90 31/12/9999
1 Minor problem requiring no action \Q}ﬁ/O | 31/12/9999
2 Mild problem but definitely present &0 H@lﬁ)o 31/12/9999
3 Moderately severe problem + (Y 041/1600 | 31/12/9999

y p \\9 0w

4 Severe to very severe problem \] \ 1/01/1600 | 31/12/9999
7 Not stated/missing ?\ 01/01/1600 | 31/12/9999
9 Not known or not applicable \ '\ 01/01/1600 | 31/12/9999

s and €ayemix Collection — Overview of clinician-
question’s requirements.

Refer to Mental Health National O
rated and consumer self-report

O
Guide for use @) %)
Collection of this data e \/t IS cog nal —

stream type when t action
The HONOS 65+ i

HONOS 65+ is only required for the older adult
ion is admission, review or discharge.

|an -rated measure for use in the assessment of consumer
outcomes in mental hea ices. The focus of the HONOS 65+ is on health status and
severity of symptoms. R&’@s are made by clinicians based on their assessment of the
consumer. In completing their ratings, the clinician makes use of a glossary which details the
meaning of each point on the scale being rated.

-ite

HONOS 65+ is an item-specific 4-point scale with higher scores indicating more problems.
Each scale is assigned a value between 0 and 4. The 12 scales are as follows:

e behavioural disturbance

e non-accidental self-injury

e problem 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
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e other mental and behavioural problems

e problems with social or supportive relationships

e problems with activities of daily living

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 represents the total HONOS 65+ score.
The total HONOS 65+ score ranges from O 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.

For community mental health care, HONOS 65+ is only required for persons aged 65 years
and older when the collection occasion is admission, review or discharge.

The measure covers the previous two weeks.
Exceptions to collection requirements

If an ambulatory episode is closed because the consumer is bej 91 transfgrred loa bed-based
treatment service setting of that organisation (i.e., psychlatrl\ tient munlty
residential service), this measure is not collected at disch om ulatory episode.

(Where possible, the clinician and consumer measure r for Ission NOCC in the
inpatient unit or the community residential care set’un eportedfgs the consumer’s
discharge ratings from the ambulatory episode).
If an ambulatory episode is brief (those Where mb r.o between admission to and
discharge from the episode of care is 14 d e S du then this measure is not
collected at discharge from that ambulator
For the exceptions above, details are equir o recorded for principal and additional
diagnoses and mental health legal reIeva the episode of care.
Examples ‘Q

a

HoONOS 65+

A 65-year-old ambuyl mentalREglth client is reviewed. Collected
An 82-year-old a@/ ealth client is discharged from

ambulatory care tONan inpati cility of the organisation, after a 23- Not collected
day ambulatory eplsodrb

A 78-year-old ambulato ental health client is discharged from
ambulatory care to the care of their GP, after a 23-day ambulatory Collected
episode of care.

A 91-year-old ambulatory mental health client is discharged from
ambulatory care to the care of their GP, after an 8-day ambulatory Not collected
episode of care.

Related national definition
https://meteor.aihw.gov.au/content/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

A variant of the HONOS designed for use with children
and adolescents. It is a 15-item clinician-rated measure
Definition: designed specifically for use in the assessment of child
and adolescent consumer outcomes in mental health
services.

Conditional

Numeric

Format: ‘ N

Permitted values

Code | Description Start date | End date

No problems within the period rated +01/04/ #6800 | 31/12/9999
P P @ 1A

Minor problem requiring no action ? 3 ﬂ)wesoo 31/12/9999
¢

0

1

2 Mild problem but definitely present . g 0,f701/1600 | 31/12/9999
3 Moderately severe problem Q\\ \* 01/01/1600 | 31/12/9999
4

7

9

A
Severe to very severe problem \\)‘ “ 1 01/01/1600 | 31/12/9999
Not stated/missing '\ ~ 01/01/1600 | 31/12/9999
01/01/1600 | 31/12/9999

Refer to Mental Health National asemix Collection — Overview of clinician-
rated and consumer self-repogt fgedstres ach question’s requirements

Guide for use Q)

Collection of this da; ent is %itional — HONOSCA is only required for the child and

Not known or not applicable K

adolescent strea when lection occasion is admission, review or discharge.

The HONOSCA is a 15-i idian-rated measure for use in the assessment of consumer
outcomes in mental hea rvices. The focus of the HONOSCA is on health status and
severity of symptoms. Ratings are made by clinicians based on their assessment of the
consumer. In completing their ratings, the clinician makes use of a glossary which details the
meaning of each point on the scale being rated.

HONOSCA is answered on an item-specific 4-point scale with higher scores indicating more
problems. Each scale is assigned a value between 0 and 4. The 15 scales are:

e Disruptive, antisocial or aggressive behaviour
¢ Overactivity attention and concentration

e Non-accidental self-injury

e Alcohol, substance/solvent misuse

e Scholastic or language skills

e Physical illness or disability problems

e Hallucinations and delusions
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e Non-organic somatic symptoms

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 from 1 to 15 represents the total
HONOSCA score. The total HONOSCA score represents the overall severity of an individual's
psychiatric symptoms.

For more details on rating clients (17 years of age and younger) on each scale/item, refer to
the AMHOCN website.

For community mental health care, HONOSCA is only required for persons aged 17 years and
younger when the collection occasion is admission, review or discharge.

The measure covers the previous two weeks.

Exceptions to collection requirements (l/
If an ambulatory episode is closed because the consum eln f€rred to a bed-based
treatment service setting of that organisation (i.e., psy I@ATC inpati r community

residential service), this measure is not collected
(Where possible, the clinician and consumer me
inpatient unit or the community residential car
discharge ratings from the ambulatory epi

arge from ¥hat ambulatory episode.
ratln he admission NOCC in the
g e d as the consumer’s

If an ambulatory episode is brief (those yhebe the nNer of days between admission to and
discharge from the episode of care is ays or ss duration), then this measure is not
collected at discharge from that a

till

For the exceptions above, detai &d to be recorded for principal and additional
diagnoses and mental health statu ant to the episode of care.

Examples

HoNOSCA
Collected

A 12-year-old ambulatg MM health client is reviewed.
A 9-year-old ambulatory*fmgntal health client is discharged from
ambulatory care, to an inpatient facility of the organisation, after Not collected
a 23-day ambulatory episode of care.

A 12-year-old ambulatory mental health client is discharged from
ambulatory care, to the care of their GP, after a 23-day Collected
ambulatory episode of care.

A 14-year-old ambulatory mental health client is discharged from
ambulatory care, to the care of their GP, after an 8-day Not collected
ambulatory episode of care.

Related national definition
https://meteor.aihw.gov.au/content/717784

Revision history
N/A
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Kessler (K10+) Score

Field name: ITEM1 - ITEM10

Source data element(s): [Kessler (K10+) Score] — PSOLIS

The level of psychological distress experienced by a
Definition: person in the four weeks prior to interview, as represented
by a code

Requirement status: Conditional

Data type: Numeric

Format: ‘ N

Permitted values

Code ‘ Description Start date  End date
1 None of the time 01/01/1600 | 31/12/9999
2 A little of the time 31/12/9999
&

3 Some of the time \(i 31/12/9999
4 Most of the time r(b ( 31/12/9999
5 All of the time V J1/01/1600 | 31/12/9999
6

Don’t know 01/01/1600 | 31/12/9999
Refer to Mental Health National Outcomesﬁas llection — Overview of clinician-
rated and consumer self-report measur each (ikstlon 'S requirements

Guide for use %
Collection of this data element i t|on§ 10+ is only required for the adult and older
adult stream types when the ctlon on is admission, review or discharge.

The K10 is a 10-item self-rég6rt qu @nalre designed to yield a global measure of non-
specific psychologicql ress b n questions about the level of nervousness, agitation,
psychological fati dep in the relevant rating period.

The K10+ contains four d@n guestions to assess functioning and related factors, but
these items do not get in the overall score.

The 10 categories of questions are as follows:
e Feeling tired
e Feeling nervous
¢ Nervousness that nothing could calm it down
e Feeling hopeless
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
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e Feeling worthless
For more details on rating clients on each scale/item, refer to the AMHOCN website.

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 that ambulatory episode.
(Where possible, the clinician and consumer measure ratings for the admission NOCC in the
inpatient unit or the community residential care setting are reported as the consumer’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.

For the exceptions above, details are still required to be r@e fo (%pal and additional

diagnoses and mental health legal status relevant to th %

Special considerations

The classification of client self-report measures \dato %xtended only to indicate the
{

expectation that clients will be invited to comp, sures at the specified
collection occasions, not that such measu alway:% appropriate.

clients should never be asked to co self—r@Qort measures, others may not be able to
complete the self-report measure sch occasion, whilst still others may
sometimes find completion of t sures to be difficult or stressful.

Due to the nature and severity of their gnt I healtrhgother problems, it is likely that some

priateness of inviting the client to complete the
t any given collection occasion. Where collection of
fCated, the reasons must be recorded.

In all cases, clinical judgeme@s to the
measures must be the de?x?ning f

client self-report meaﬁ con

Some persons m e abl mplete the measures at any time and should not be
asked to do so. initive Ji wcumstances in which a general exclusion applies is
beyond the scope of thi ent but broadly it would include situations where:

e the person’s cognflive 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.

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.

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
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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 measure at that collection occasion
should be made.

Examples

A 33-year-old ambulatory mental health client is being reviewed.
The clinical judgement at this time is that a request to complete Not collected
the K10+ will cause the client distress.

A 26-year-old ambulatory mental health client is being reviewed.
The clinical judgement at this time is that a request to complete CoIIected
the K10+ is appropriate.

An 82-year-old ambulatory mental health client is discharge U ('u

from ambulatory care to an inpatient facility of the organB@ , Q ot collected
after a 23-day ambulatory episode of care.

A 74-year-old ambulatory mental health client is a ged &

ambulatory care to the care of their GP, after a Collected

ambulatory episode of care.

A\
Related national definition ?& 3

N

https://meteor.aihw.gov. au/content/G%é 6
Revision history & 66

o @

%O
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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

Numeric

Permitted values

Code Description Start date  End date

0 Score of 0 01/01/1600 | 31/12/9999
1 Score of 1 01/01/1600 | 31/12/9999
2 Score of 2 N 01/01/(BR0 | 31/12/9999

A\
3 Score of 3 N o&;{lb@oo 31/12/9999
7 Unable to rate (.‘ (Qel/1600 | 31/12/9999
* h )

8 Not applicable \\V \~ 01/01/1600 | 31/12/9999
9 Not stated/missing Q \0‘ 01/01/1600 | 31/12/9999

Refer to Mental Health National Outcomes as

mix @bllection — Overview of clinician-

tion’s requirements

rated and consumer self-report measurﬁfo eaéh

on IS&

Guide for use

Collection of this data eleme
adults when the collectlo

P-16 is only required for adults
S|on review or discharge.

LSP-16 contains 16 |teE

mental illness. It fo
relationships, abil o day
scores indicate a hi er}qv |

nctioning. The 16 items are:

and older

a measure of function and disability in people with
nctlonlng i.e., how a person functions in terms of social
tasks etc. Each item is scored on a scale of O to 3. Lower

1. Does this pe

conversation?
Does this person generally withdraw from social contact?
Does this person generally show warmth to others?

Does this person generally neglect her or his physical health?
Is this person violent to others?
Does this person generally make and/or keep up friendships?

© 0 N o 00 bk WD

Does this person generally maintain an adequate diet?

enerally have any difficulty with initiating and responding to

Is this person generally well groomed (e.g., neatly dressed, hair combed)?
Does this person wear clean clothes generally, or ensure they are cleaned if dirty?

=
©

Does this person generally look after and take her or his own prescribed
medication (or attend for prescribed injections on time) without reminding?
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11. s 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?

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.

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 @1 tra (Q to a bed-based
treatment service setting of that organisation (i.e., psychi INMpati [
residential service), this measure is not collected at dis
(Where possible, the clinician and consumer measur

gs for thgadmission NOCC in the

m mmunity
fro‘ﬂl6 mbulatory episode.
t

inpatient unit or the community residential care s rer d as the consumer’s
discharge ratings from the ambulatory eplsod Q

If an ambulatory episode is brief (those W numb days between admission to and
discharge from the episode of care is 14 da or e on) then this measure is not
collected at discharge from that ambul ry epls de.

For the exceptions above, detalls req be recorded for principal and additional
diagnoses and mental health le t to the episode of care.

Examples O

calth client is being reviewed. Collected
{al health client is discharged
from ambulatory care t% atient facility of the organisation, Not collected
after a 2-month ambul episode of care.

A 62-year-old ambulatory mental health client is discharged from
ambulatory care to the care of their GP, after a 2-month Collected
ambulatory episode of care.

A 50-year-old ambulatory mental health client is discharged from
ambulatory care to the care of their GP, after an 8-day Not collected

ambulatory episode of care.

An 85-year-old amB Iator

Related national definition
https://meteor.aihw.gov.au/content/654401

Revision history
N/A

Mental Health Data Collection Data Dictionary 2025 223


https://www.amhocn.org/nocc-collection/nocc-measures
https://meteor.aihw.gov.au/content/654401

Phase End Date and Time

Field name: PHASE_END_DATETIME

Source data element(s): [Phase End Date and Time] — PSOLIS

The date and time on which the client completes a phase
of mental health care.

Definition:

Requirement status: Conditional

Data type: Datetime

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

Permitted values

End date

Permitted values Definition Start date

The date and time in year month day hour
minute and second format of when the
client completes a phase of mental health

care \ (), *

Valid date and time 01/01/1600 | 31/12/9999

Guide for use

Collection of this data element is conditional — ph%ﬂ(ﬁﬂe n{jlﬁe must be recorded if a

phase of mental health care has been recorded. \
This is the end date for the phase. It may or be q@ ent to the original date of
discharge/deactivation from the mental he e prograly.
Examples
P K F\

Phase End Date and Time

A client is reviewed and it is dgsgrimifed tiatya change in 2023-10-01 14:00:00

the mental health care pEas warrar@ he client’s

phase is changed on 01 23 a&@.

Related nati@%efi@@

https://meteor.aihw.gov.z®/ t/575248

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.

Conditional

Requirement status:

Data type: Numeric

N

Format:

Permitted values

Definition
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. \

Code Description

1 Acute

The primary goal is to improv
social or occupational fungti
promote psychosocial a

patient with impairme i
psychiatric disorder

4
2 Functional gain

Start date ‘ End date

01/01/1600

*

31/12/9999

01/01/1600

31/12/9999

The primary goal emn of

minimisation ﬁu her
of har

reduction o
tly and is judged to
an indefinite period.

Intensive
extended

01/01/1600

31/12/9999

goal is to maintain the level
g, or improve functioning
period of recover, minimise

tion or prevent relapse where the
ient has stabilised and functions
relatively independently.

$c>of fu
4 Consolidati i

gain

%)

01/01/1600

31/12/9999

The primary goal is to obtain information,

including collateral information where

Assessment _possible,_ to determine the

5 only mterventlon/tr_eatment negds and to _
arrange for this to occur (includes brief

history, risk assessment, referral to

treating team or other service).

01/01/1600

31/12/9999

9 Not reported No information is reported.

01/01/1600

31/12/9999
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Guide for use

Collection of this data element is conditional — phase of care is only required for the child and
adolescent, adult and older adult stream types in the ambulatory setting when the collection
occasion is admission or review.

Phase of care is a prospective description of the primary goal of care in the client's mental
health treatment plan at the point in time when the data is being reported and refers to the next
stage of the client’s care.

While it is recognised that there may be aspects of each mental health phase of care
represented in the client’s mental health plan, the phase of care is intended to identify the main
goal or aim that will underpin the next period of care.

Note: this data element was introduced in December 2017, replacing Focus of Care.

Collection of the phase of care will be required on activation into an ambulatory service and
collection will be stream based. Phase of care may be reviewed at any point during the
activation and will similarly be mandatory on review collection occasions.

Phase of care is collected as part of the AMHCC requirements and recorded in the client
record in PSOLIS.

When an AMHCC instrument collection is triggered by the star{#% & ne & of care all
NOCC instruments required for that setting and age grou o tg Bbelcgliected.

PSOLIS will indicate and enforce the mandatory outcon'% asu %ruments for the NOCC
collection depending on: 0\0 Fi/

e assessment episode (inpatient or outpati

e stream type (adult, CAMHS or eld rIy)Q 0
e collection occasion type (admission%ctlvatiQ\re ew or discharge/deactivation).

o

Examples

Phase of Care

A client is activated into a yd grogram for

assessment purposes.

A client undergoin tr@nent to@ove social functioning _ ]
attends a reviewé 2 — Functional gain

N

5 — Assessment only

A J
Related national \lz}tion
https://meteor.aihw.gov.au/content/682464

Revision history
N/A
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Phase Start Date and Time

Field name: ‘ PHASE_START_DATETIME

Source data element(s): [Phase Start Date and Time] — PSOLIS

The date and time on which a mental health care phase
commences.

Definition:

Requirement status: Conditional

Data type: Datetime

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

Permitted values

Permitted values  Definition Start date  End date
The date and time in year month day hour

Valid date and time | minute and second format of when the 01/01/1600 | 31/12/9999
mental health care phase commences

0

Guide for use

Collection of this data element is conditional — phase S &e a must be recorded if a

phase of mental health care has been recorded.

This is the start date for the phase. It may or ma be e@t to the original date of

admission/activation to the mental health care@ 3

Examples ?\

A mental health client is activatg 2023-07-20 14:00:00

Phase Start Date and Time

Outpatient program on 20/07/ 2823 4 2p
purposes. .

Related natu%beﬁmtéf

https://meteor.aihwNgov.au/cog /575253

Revision hlstory%
N/A
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Resource Utilisation Groups — Activities of Daily Living (RUG-ADL)
Score

ITEM1 - ITEM4

[RUG-ADL Score] — PSOLIS

An assessment of patient motor function

Requirement status: Conditional
Data type: Numeric
Format: N

Permitted values

Code Description

Start date

End date

Scoring scale for bed mobility, toileting and transfers:

1 Independent or supervision only 31/12/9999
3 Limited physical assistance 31/12/9999
4 Other than two persons physical assist ~ by 31/12/9999
5 Two or more persons physical assist v\V 01/81/1600 | 31/12/9999
7 Unable to rate O \0 1/01/1600 | 31/12/9999
8 Not applicable ) N < | 01/01/1600 | 31/12/9999
Scoring scale for eating: 4 S

1 1 — Independent or supervi onl 01/01/1600 | 31/12/9999
2 2 — Limited assistanch \ 01/01/1600 | 31/12/9999
3 3 — Extensive assﬁ@‘cé/toti&ndence/tube fed 01/01/1600 | 31/12/9999
7 7 —Unable t l@ @ 01/01/1600 | 31/12/9999
8 8 — Not appiga li \‘>Q 01/01/1600 | 31/12/9999

Guide for use

Collection of this data element is conditional — Resource Utilisation Groups —Activities of Daily
Living (RUG-ADL) is only required for the older adult stream type in the inpatient or community
residential settings when the collection occasion is admission or review.

RUG-ADL is a clinical assessment tool that measures the level of functional dependence of a
patient for four activities of daily living. The values assigned provide an indication of what a
person actually does, not what they are capable of doing.

RUG-ADL measures the motor function of a patient for four activities of daily living:
e Bed mobility
e Toileting
e Transfers
e Eating
Mental Health Data Collection Data Dictionary 2025 228



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 to
clinically complex the patient is.

tal RUG-ADL score the more dependent and potentially

For more details on scoring and interpreting the RUG-ADL, refer to the AMHOCN website.

Permitted values Definition

Scoring scale for 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 relief, with the assistance of one person.

4 — Other than two persons
physical assist

Requires the use of a hoist or other assistive device to
readjust position in bed aanvide p%sture relief. Still
ask.

5 — Two or more persons
physical assist

g@djust patient’s

position in bed angpépform pke¥shre area relief.
*

Scoring scale for Toileting

maintaining perineal hygiene witho

N NN
Includes mobilising to the toilet, adjustment of gb f@\ after toileting and
ut the ingi e fin(§ ence or soiling of clothes. If level
m

of assistance differs between voiding and b

0 , record the lower performance.

1 — Independent or supervision
only

{

e to toilet, adjusts clothing, cleans self, has

&o mobi
conti or soiling of clothing. All tasks are
°r"®z

ependently or with prompting from carer. No
ssistance required. May be independent with

Q
NS

f
Mhands:
th l@of a device.
@ires hands-on assistance of one person for one or

re of the tasks.

3 — Limited physical @ance @1
é Q Requires the use of a catheter/uridome/urinal and/or

4 — Other than two pers
physical assist

(%\‘r

colostomy/bedpan/commode chair and/or insertion of
enema/suppository. Requires assistance of one person for
management of the device

5 — Two or more persons
physical assist

Requires two or more assistants to perform any step of the
task.

Scoring scale for Transfers:

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.

1 —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.
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Permitted values ‘ Definition

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.

4 — Other than two persons
physical assist

5 — Two or more persons Requires two or more assistants to perform any transfer of
physical assist the day/night

Scoring scale for Eating:

Includes the tasks of cutting food, bringing food to mouth and chewing and swallowing food.
Does not include preparation of the meal.

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.

— Independent or supervision
only

Requires hands on assistance of one person to set up or
2 — Limited assistance assist in bringing food to the mouth and/or requires food to
be modified (soft or stage

Needs to be fed mea €s not eat or drink

full meals by mouth teral/gastrostomy
feeding and does ministe] feeds by him/herself.

A score of 2 is not valid for bed mobility, toileting ansfx},§u7I
The total RUG-ADL score (the sum of the |nd| sca ust be a value between 4
and 18.

A person with a total RUG-ADL score O$ conS|d d mdependent A person with a total

3 — Extensive assistance/total
dependence/tube fed

RUG-ADL score of 18 requires the fu istancexf two people.

Examples Q Q)

A 46-year-old mental heaM/patien;

A 67-year-old pati dmltte
patient. & §

RUG-ADL

Not collected
an ambulatory mental health Not collected

An 85-year-old is a¥mitted,a ental health inpatient. Collected
A 72-year-old commun@-q ential patient is reviewed. Collected
A 76-year-old mental hea#h inpatient is discharged. Not collected

Related national definition
https://meteor.aihw.gov.au/content/495909

Revision history
N/A
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Strengths and Difficulties Questionnaire (SDQ) Score

A behavioural screening questionnaire designed for 4 to

Field name: ITEM1 — ITEM42
Source data element(s): [SDQ Score] — PSOLIS
Definition: 17-year-olds.
Requirement status: Conditional

Data type: Numeric

Format: N

Permitted values

Code Description Start date ‘ End date
ltem 1 — Item 25

0 Not true 01/01/1600 | 31/12/9999
1 Somewhat true \Q'Jn/o%@ * | 31/12/9999
2 Certainly true X NB6o | 31/12/9999
7 Unable to rate o (076%1600 31/12/9999
8 Not applicable {Q\\ A \01/01/1600 | 31/12/9999
Item 26

0 No ‘?g% 01/01/1600 | 31/12/9999
1 Yes — minor di @%S A 01/01/1600 31/12/9999
2 Yes — defigtQ¥ cult§ 01/01/1600 | 31/12/9999
3 Yes — s@e diffic 01/01/1600 | 31/12/9999
7 Up«bM) rate{‘g 01/01/1600 | 31/12/9999
8 appli 01/01/1600 | 31/12/9999
Item 27 Q\o

0 Lesssan a month 01/01/1600 | 31/12/9999
1 1 — 5 months 01/01/1600 | 31/12/9999
2 6 — 12 months 01/01/1600 | 31/12/9999
3 Over a year 01/01/1600 31/12/9999
7 Unable to rate 01/01/1600 | 31/12/9999
8 Not applicable 01/01/1600 31/12/9999
Item 28 — Item 33, Item 35

0 Not at all 01/01/1600 | 31/12/9999
1 A little 01/01/1600 | 31/12/9999
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Code ‘ Description Start date ‘ End date
3 A great deal 01/01/1600 31/12/9999
7 Unable to rate 01/01/1600 31/12/9999
8 Not applicable 01/01/1600 31/12/9999
Item 34
0 Much worse 01/01/1600 31/12/9999
1 A bit worse 01/01/1600 31/12/9999
2 About the same 01/01/1600 31/12/9999
4 Much better 01/01/1600 31/12/9999
7 Unable to rate 01/01/1600 31/12/9999
8 Not applicable 01/01/1600 31/12/9999
Item 36 — Item 42
7~

0 No N\ ))1/01(;\&@ * | 31/12/9999

: N
1 A little (59 %@bﬁo 31/12/9999
2 A lot \0\0 o /1600 31/12/9999
7 Unable to rate \) *01/01/1600 31/12/9999
8 Not applicable 01/01/1600 31/12/9999

Refer to SDQ Information for researcher, % profe&konal about the Strengths & Difficulties

Questionnaires for each questlon S I’ ment?

Guide for use

Collection of this data eleme ndltl
is only required for the ¢ adol
admission, review or di ha e.

There are six ver he S
NOCC reporting witig, an addit

clinical level.

Strengths and Difficulties Questionnaire (SDQ)
stream type when the collection occasion is

arent report and youth self-report) currently specified for
four versions (teacher report) that may be of use at the

Baseline versions are u&%ﬁt admission, while follow-up versions are used at review and
discharge.

The versions specified for NOCC reporting are:
e PC101 - Parent Report Measure 4-10 yrs., Baseline version
e PC201 - Parent Report Measure 4-10 yrs., Follow Up version
e PY101 — Parent Report Measure 11-17 yrs., Baseline version
e PY201 — Parent Report Measure 11-17 yrs., Follow Up version
e YR101 - Youth Self-report Measure 11-17 yrs., Baseline version
e YR201 - Youth Self-report Measure 11-17 yrs., Follow Up version
For more details on scoring and interpreting the SDQ, refer to the AMHOCN website.

There are three issues to be aware of in the collection of the SDQ. The first is the exceptions
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to collection requirements, the second is when the admission or follow up versions must be
collected, and the third is special considerations which apply to self-report measures.

Exceptions to collection requirements

If an ambulatory episode is closed because the client 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 that ambulatory episode.
(Where 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 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 I@e’d (1(% ¢

Generally, the admission versions are administered on a 1on a% d over the standard
rating period of six months and the follow up versions ini n review and
discharge and rated over a one-month period. Ho ryior Referrgfrom another setting, to

prevent duplication and undue burden on clients rent\ following guide is suggested:
«

Admis§ QDQ - if@ow-up SDQ required at the end of
Transfer of care between an refergsindktreatmdNy settings episode is neither completed
inpatient, community residential @@videdgre rring setting.

or ambulatory setting of a client
currently under the Active care

of the mental health serwce w@. - if follow-up SDQ is required at end of
organisation. refe eatment settings episode has in fact been
@ ted and provided by the referring setting.

Q Admission SDQ - if follow-up SDQ required at the end of
Admission to a new inpatte referring treatment settings episode is neither completed
community residential nor provided by referring setting.
ambulatory episode of care for

any reason other than defined - -
above. Follow-up SDQ - if follow-up SDQ required at end of

referring treatment settings episode has not been
completed or is not provided by the referring setting.

Special considerations which apply to self-report measures

The classification of client self-report measures as mandatory is intended only to indicate the
expectation that clients will be invited to complete self-report measures at the specified
collection occasions, not that such measures will always be appropriate.

Due to the nature and severity of their mental health or other problems, it is likely that some
clients should never be asked to complete self—report measures, others may not be able to
complete the self-report measures at the scheduled occasion, whilst still others may
sometimes find completion of the self-report measures to be difficult or stressful.
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In all cases, clinical 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.

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 juere a rea%?ple indication of
person’s feelings and thoughts about their current em@al a@l/ vioural problems

and wellbeing. \Q

e where an invitation to complete the measures js*lgk2ly to l(eb erienced as distressing
or require a level of concentration and eff f@ el®unable to give; or

O\ erson e
e where clients or parents in crisis are too@ sse@o plete the measure.
It is suggested that in these circumstanceseal] and p§ s need not be invited to complete
the measures. At all other times, an attemp¥fnust bgymad¥€ to obtain their responses.
In many cases, the severity of the pe@‘s clinicyg] state and the degree of family distress
experienced will diminish with appr, e tre and care. It is suggested that, if within a

period of up to seven days follo cole occasion in an ambulatory care setting, the
client is likely to be able to co t& the m&adure then their responses should be sought at
that time. Otherwise, no fyrth&gattem dminister the measure at that collection occasion
should be made. \/ %

For a total difficultie

recorded for each folloyA
Problems Subscale 2, H

A &

Emotional Problems  Subscale 1 (item03, item08, item13, item16, item24)
Conduct Problems Subscale 2 (item05, item0Q7, item12, item18, item22)

KLllated, a valid SDQ measure must have 3/5 item scores
subscales, Emotional Problems Subscale 1, Conduct
ity Subscale 3 and Peer Problems Subscale 4 (scores: 0, 1,

Hyperactivity Subscale 3 (item02, item10, item15, item21, item25)
Peer Problems Subscale 4 (item06, item11, item14, item19, item23)
Prosocial Subscale 5 (item01, itemO04, item0Q9, item17, item20)

Prosocial Subscale 5 scores are recorded as a part of the Strengths and Difficulties
Questionnaire, but they are not included in the calculation of the total difficulties score.

Prosocial Subscale 5 (item01, item04, itemQ9, item17, item20)
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Examples

‘ SDQ
A client aged 9 is discharged from ambulatory care to the care of their Collected
GP, after a 35-day ambulatory episode of care.
A client aged 12 is being reviewed. The clinical judgement at this time Not collected
is that a 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 Collected
request to complete the SDQ is appropriate.
A client aged 14 is discharged from ambulatory care to an inpatient Not collected
facility of the organisation after a 35-day ambulatory episode of care.

Related national definition
N/A

Revision history
N/A
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11. 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.

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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Admitted Voluntary Indicator

Field name: ‘ ADMITTED_VOLUNTARY_INDICATOR

Source data element(s): [Admitted Voluntary Indicator] — PSOLIS

Flag indicating if the detained person is currently an
admitted voluntary patient.

Requirement status: Conditional

Definition:

Data type: Numeric

Format: N

Permitted values

Code Description Definition ‘ Start date End date
0 No A client is not admitted voluntarily 01/01/1600 | 31/12/9999

1 Yes A client is admitted voluntarily 01/01/1600 31/12/9999

Guide for use

Collection of this data element is conditional — admitted tary or must be collected
for Legal Order 3E if the client is admitted as a volunt ryypatient.

This data element is an indicator for Legal Order rder Person Cannot Continue to

be Detained.
The voluntary inpatient checkbox avaﬂable?& Nénust be selected if a Legal Order
ithed as a

3E is created and the patient is belng a untary patient.

Examples

Admitted Voluntary Indicator

The checkbox ‘Is the pe iffgd as a voluntary
inpatient’ was selected o?ﬁvéation o#e Legal Order 3E.
dmitted as a voluntary 0

P N Py
The checkbox ‘Is t on bei@a
inpatient’ was no ted a
3E.

tion of the Legal Order
C

Related national definition
N/A

Revision history
N/A
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Ancestor Identifier

Field name: ‘ ANCESTOR_IDENTIFIER

Source data element(s): [Ancestor Identifier] — PSOLIS

The identifier that references the legal order that
commenced the legal episode (ancestor of the order).

Requirement status: Conditional

Definition:

Data type: Numeric

Format: [N(20)]

Permitted values

Permitted values Definition Start date ‘ End date
The system generated number up to a
Whole number maximum of 20 digits that identifies the 01/01/1600 | 31/12/9999

ancestor of the order.

Pad

¢ 0 £ 2
Guide for use \Q\® (1/
Collection of this data element is conditional — ancestqg @1 ifier Qe collected for all legal
orders in a legal episode except for the first legal (xé)

This data element is system generated and refe? the \ or of the order.
The first legal order in the episode will alwgys a va%snull in this field, given that it is

the order that is starting the client’s legal e : \
)

Examples e,

Ancestor ldentifier

A client was transitioned fro tA: Re ':'.'.m» Examination by 6166
Psychiatrist to a 6A: Invelunt&ry Treg# &t Order. In this scenario,

the 1A would be the anceswr ID pn(d to the transitioned order
(ie., 6A: ITO). b

Related national%f@%on
N/A

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

Permitted values Definition Start date End date

The date and time in year month day hour
minute and second format of when the

Valid date and time assessment was conducted prior to the legal 01/01/1600 | 31/12/9999

order form being made. e % .
\(J ('1/
Guide for use A\Q)
Assessment date and time records the date and time@ lent Wg%;esessed prior to the legal
order form 1A: Referral for Examination by Psychia% einK de.
Examples Q 0‘

Action Date and Time

The clinician enters 20 July 2021 at ' as the&[e and time the 2021-07-20 08:00:00
client was assessed. 9 @

Related national defiali 6
VA A2
Revision his@ é
N/A QQ
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Authorised By

Field name: ‘ AUTHORISED BY

Source data element(s): [Authorised By] — PSOLIS

The health employee (HE) number of the staff member
who authorised the legal order change.

Requirement status: Conditional

Definition:

Data type: String

Format: X[X(9)}

Permitted values

Permitted values Definition Start date End date

The Health Employee number assigned to the
staff member who authorised the legal order
change. Starting with HE then the 01/01/1600 | 31/12/9999
individualised number. N

Valid HE number

Guide for use

Collection of this data element is conditional — it is n@;oryx(elfd the HE identifier of the

person who approved a change to certain legal @

In PSOLIS, the ‘Authorised by’ field has:
a. Free text capability to cater for situ rKntbauthorising person is not listed in

PSOLIS.
b. The ability to search for, an @)&ct, a P@IS user.
This field will remain blank if th rise me’ is entered by free text.

e when a change has occurred on legal orders

Collection of this data eleme st tak
1A to 7D, 9A & 9B, 12B 2C, and -orders.

Examples O %)

Authorised By

The ‘Authorised By’ pefe@i)was selected from within the HE123456
PSOLIS user search facillty.

Related national definition
N/A

Revision history
N/A
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Authorised By Name

Field name: ‘ AUTHORISED_BY_NAME

Source data element(s): [Authorised By Name] — PSOLIS

The name of the staff member who authorised the legal
order change.

Requirement status: Conditional

Definition:

Data type: String

Format: X(150)

Permitted values

Permitted values ‘ Definition Start date | End date

The name of the staff member who

authorised the legal order change to a

maximum of 150 alphanumeric

characters. D, *
AN

Alphanumeric
combination

01/01/1600 | 31/12/9999

Guide for use

Collection of this data element is conditional — it is n@)&;ory&(elfd the name of the person

who approved a change to certain legal orders. Q\

In PSOLIS, the ‘Authorised by’ field has: 0
a. Free text capability to cater for situﬁwr&tbauthorising person is not listed in
PSOLIS. K
b. The ability to search for, an @)&ct, a P@IS user.
Collection of this data eIemer@e p&lhen a change has occurred on legal orders

1Ato 7D, 9A & 9B, 12B & 12 pse ders.
Examples \/
a

Authorised By Name

The ‘Authorised ByNName’ &{n was not found via the PSOLIS Joe Citizen

user search facility, so nually entered into the field.
7

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

Indicator detailing whether a psychiatric examination of a

Definition: client was conducted by videoconference.

Requirement status: Mandatory

Data type: Numeric

Format: N

Permitted values

Code Description ‘Definition Start date End date
0 Not applicable/relevant Il?;tf"ed is not relevant to this | 1011600 | 31/12/9999

The psychiatric examination of
1 Not completed by AV a client was not conducte\t@ ) Oliﬂ&)b 31/12/9999

audio video conferenc N\
The psychiatric exa Aisn of(‘ N
a client was co
o | Completed by AV, not | . i video co 01/01/1600 | 31/12/9999
subsequent face-to-face
a prior fac
examin
The p chatrlc e |nat|on of
a cliel¥,\was cegducted by
3 | Completed by AV, and gzﬁdeo cprence 01/01/1600 | 31/12/9999

subsequent face-to-face

< _inr face to face
f\ .

Guide for use

A psychiatric ass%qexa n can be conducted via audio-visual (AV) communication.
Under the Act, AV cdmmun means using videoconferencing to provide “real-time,
synchronous video and ansmission between locations to bring people together.”

In non-metropolitan areas an assessment for Referral or examination by a psychiatrist under
the Act (s.48 and s.79c) can be conducted via AV communication.

A checkbox is available within the order screen in PSOLIS to confirm if the client has had a
psychiatric examination via AV.

Examples

A client examination under the Act was conducted via videoconference; 2
there was no subsequent face-to-face examination.

Related national definition
N/A
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Revision history
N/A
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CLMIAA Status

Field name: CLMIAA_STATUS_CODE

Source data element(s): [CLMIAA Status] — PSOLIS

Indicator detailing whether a client is subject to an order
under CLMIAA. Criminal Law Mentally Impaired Accused
Act (CLMIAA)

Mandatory
Numeric
N
Start date
o | Noknown CLMIAA 1 ey miaa status is unknown. 01/01/1600 | 31/12/9999
Pt
N 3 Ed
L Subject of CLMIAA | Client is subject to a CLMIAA \@ 0 ng 31/12/9999
custody order custody order N\
5 Subject of CLMIAA | Client is subject to a CL ﬂb 011600 | 31/12/9999
hospital order hospital order \

Guide for use Q ;Q\\\
CLMIAA status is recorded to identify whet ubject to an order under the
Criminal Law Mentally Impaired Accus Ac 19? IAA)

CLMIAA Custody Order: A custod |s an made by the court that the accused
person be detained for an |nde |od n ally impaired accused under a custody
order can be detained in one ace

1. An authorised hospitg]. 6
. A declared place. Q K

2

3. A detention

4. A prison

CLMIAA Hospital Order%)spltal order is an order that the accused person be taken and
detained in an authorised hospital and examined by a psychiatrist.

CLMIAA status is selected by the PSOLIS user in the CLMIAA order section.

For further information, refer to Mentally Impaired Accused.

Examples
CLMIAA Status
A user selects the CLMIAA status ‘Subject of CLMIAA Custody Order’ 1
in PSOLIS.

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

Date and time of the scheduled first appointment under

DETIET the CTO. Community Treatment Order (CTO)

Requirement status: Mandatory

Data type: Datetime

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

Permitted values

Permitted
EES

Definition Start date | End date

The date and time of the scheduled first

Valid date and : : ,
; appointment for a client placed on a Community | 01/01/1600 | 31/12/9999
time
Treatment Order (CTO).
. * {;\ 2
_ N4 O
Guide for use \Q Q
Community Treatment Order: Is an order under the ch@l per receive treatment as an
involuntary patient in the community.

CTO appointment date and time must be pno@ @%ﬁate and time.

Examples \V

CTO Appointment Date
and Time

2021-07-20 08:00:00

Related national M\ltlo@

:ngvision hisﬁO%QQQ
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Expiry Date

Field name: EXPIRY_DATE

Source data element(s): [Expiry Date] — PSOLIS

Definition: Date the legal order expires.

Requirement status: Mandatory

Data type: Datetime

Format: YYYY-MM-DD

Permitted values

Permitted
EES

Valid date

Definition Start date | End date

The full date including the day year and month of the
date the legal order is due to expire. 01/01/1600 | 31/12/9999

Guide for use

Q@ A0
This data item is the date a legal order is due to expire.& Q(.l/

Examples - O

oS

A legal order is due to expire on 15 May ) ) 2021-05-15

Expiry Date

Related national definition
N/A QQK @6
Revision history (\ 6
N/A O @
V&
P P
%\‘»
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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

Permitted values Definition Start date End date
Unigue numeric The unique identifier for the legal

identifier episode. 01/01/1600 | 31/12/9999
Guide for use . (b .

This data element is system generated and identifies the @nt IegQ de the order is

attached to. @
’\C) (1/

Examples

Examination by Psychiatrist are entere&in p PSO

| — S
Related national deﬂmh% 66

NiA O
Revision history \/O K%Q

N/A %O %)
e
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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

Permitted

Definition Start date | End date
EES

Legal order effective date and time records the

Valid date and date and time that a Leave Order (7A — Grant of
time Leave to an Involuntary Patient and 7B — 01/01/1600 | 31/12/9999
Extension of Grant of Leave) was made.

&
Guide for use \Q

Legal order effective date and time must not be la e ate and time of the
parent Involuntary Treatment Order (ITO) Form GQ B or Q&nuatlon 6C (if one exists).

Examples \

Legal Order Effective

Date and Time
A Leave Order was made on 15 Me 21 at 1Qadv. 2021-05-15 10:00:00

Related national defl@ﬁegé
Revision hist @
N/A g;QQ
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Made By

Field name: MADE_BY

Source data element(s): [Made By] — PSOLIS

The health employee (HE) number of the staff member
making a legal order.

Definition:

Requirement status: Mandatory

Data type: String

Format: X[(X9)]

Permitted values

Permitted values Definition Start date End date

The Health Employee number assigned to the

staff member who authorised the legal order.

Starting with HE then the individualised 01/01/1600 | 31/12/9999
number.

Valid HE number

N
Guide for use \Q
This field displays the HE number of the person G)m elecg) order (Forms 1A to 7D,

For Transcribed Paper Orders and Tribuna the @der Made By’ field displays the
logged in username with the capacity tageatch wit SOLIS for an alternative clinician
name.

%,
Examples Q

9A & 9B, 12B & 12C, and pseudo orders). X
The ‘Order Made By’ field in PSOLIS displ%@gge @ rhname and cannot be changed.

HE123456

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)

Permitted values

Permitted values Definition Start date ‘ End date
The name of the Staff member who

Alphanumeric authorised the legal order to a

combination maximum of 150 alphanumeric 01/01/1600 | 31/12/9999
characters.

s

*
N\< ({/2)
Guide for use A\Q)
This field displays the name of the person making gn @)nic otdgp(Forms 1A to 7D, 9A &
9B, 12B & 12C, and pseudo-orders). \\

The ‘Order Made By’ field in PSOLIS displays ged i %ame and cannot be changed.

For Transcribed Paper Orders and Tribun ‘the er Made By’ field displays the
logged in username with the capacity to<a ch Withh\PS LIS for an alternative clinician

name.

%,
Examples Q

Details of a new client unt Joe Staff
Examination by Psyclffatrist are gRidyed into PSOLIS.
A4

J
Related natio de@on
N/A %

Revision history
N/A

Made By Name
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Made By Qualification

Field name: MADE_BY_QUALIFICATION

Source data element(s): [Made By Qualification] — PSOLIS

The professional qualification of the person making the
legal order.

Requirement status: Conditional

Definition:

Data type: String

Format: [X(255)]

Permitted values

Permitted values Definition Start date End date

The professional qualification of the staff
member who made the legal order for a 01/01/1600 | 31/12/9999
maximum of 255 alphanumeric characters.

Guide for use . \Q\Q g‘]\/o ’

Collection of this data element is conditional he qualification of the
person who made certain legal orders.

The professional qualification of the person who@e the | %der is a free text field.

This data element must be collected for th rms 1A to 7D, 9A & 9B, 12B &
12C, and pseudo-orders.

Alphanumeric
combination

Examples K

Made By Qualification

Details of a new client undegfag® ’ : FRANZCP
Referral for Examinatio

i ' chiar'% e entered into
PSOLIS.
fa\

O \
Related nati de@on
N/A %

Revision history
N/A
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Made by Qualification Type

Field name: \ MADE_BY_ QUALIFICATION_TYPE_CODE

Source data element(s): [Made By Qualification Type] — PSOLIS

Numeric identifier of the qualification role of the person

Definition: making the legal order.

Requirement status: Conditional

Data type: Numeric

Format: N

Permitted values

Definition Start date ‘ End date
Medical A person registered to practise as a
1 Medical Practitioner under the Health 01/01/1600 | 31/12/9999

Practitioner Practitioner Regulation National Law.

Code Description

Pt
Authorised mental health practitio (1\/0 *

Authorised mental health practitione
2 mental health | @uthorised mental healt
practitioner satisfied that the pracfi

qualifications, trajQin
appropriate for pe%hn
of an authorisetl m&ntal hea

01/01/1600 | 31/12/9999

A qualifi [ or who has
obtaj alifications to

3 Psychiatrist ratés in the %ualty of psychiatry and | 01/01/1600 | 31/12/9999
I istere e Medical Board of

N )Australl )

$ Am ealth practitioner is a person
N%one of the following, has at least

( rs’ experience in the management
eople who have a mental illness

(a) a psychologist.

Mental health | (b) a nurse whose name is entered on
practitioner Division 1 of the Register of Nurses kept
under the Health Practitioner Regulation
National Law (Western Australia) as a
registered nurse.

01/01/1600 | 31/12/9999

(c) an occupational therapist.
(d) a social worker
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Guide for use

Collection of this data element is conditional — it is mandatory to record the qualification role of
the person who made certain legal orders.

The qualification role of the person making the order is selected from the ‘Qualification Role’
drop down list in the PSOLIS ‘Legal Order’ screen.

This data element must be collected for these legal orders: Forms 1A to 7D, 9A & 9B, 12B &
12C, and pseudo-orders.

Examples

Made By Qualification Type

Details of a new client under legal order form 1A:
Referral for Examination by Psychiatrist are entered into 3
PSOLIS.

Related national definition
N/A

N/A

Revision history \0\0
o
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No Referral Determined By

Field name: ‘ NO_REFERRAL_DETERMINED_BY

Source data element(s): [No Referral Determined By] — PSOLIS

The health employee (HE) number of the staff member
who determined that the referral was no longer required.

Definition:

Requirement status: Mandatory

Data type: String

Format: X[(X9)]

Permitted values

Permitted values Definition Start date End date

The Health Employee number assigned to
the staff member who determined that the
referral was no longer required. Starting with
HE then the individualised number.
~Q\

Valid HE number 01/01/1600 | 31/12/9999

Guide for use

This field displays the HE number of the person w. rmlne he referral was not
required and is completed in PSOLIS via Pseudo r— R I not Required.
In PSOLIS, the ‘Determined by’ field has:
a. Free text capability to cater for S|tu bauthorlsmg person is not listed in
PSOLIS.

This field will remain blank if th erra @'mlned by name’ is entered by free text.

b. The ability to search for, an?| @)&ct a P@IS user.
Examples O %)

No Referral Determined By

The ‘Determined by =\ ithi HE123456
user search facility. 0

Related national inition

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

The name of the staff member who determined that the
referral was no longer required.

Definition:

Requirement status: Mandatory

Data type: String

Format: X(150)

Permitted values

Permitted values  Definition Start date End date
The name of the staff member who
Alphanumeric determined that the referral was no longer
combination required to a maximum of 150 alphanumeric 01/01/1600 | 31/12/9999
characters.
N
Guide for use \Q
This field displays the name of the person who de i hat erral was not required
and is completed in PSOLIS via Pseudo Order — ral n uwed
In PSOLIS, the ‘Determined by Name’ field
a. Free text capability to cater for S|tu uthorlsmg person is not listed in
PSOLIS.
b. The ability to search for, an f ct a P IS user.
Examples 6

No Referral Determined By Name

The ‘Determined b ' pers not found via the Joe Citizen
PSOLIS user segrc |ty, manually entered into
the field.

Related natlonalggmltlon
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

The health employee (HE) number of the staff member
who made changes to an existing legal order.

Definition:

Requirement status: Conditional

Data type: String

Format: X[(X9)]

Permitted values

Permitted
EES

Definition Start date | End date

The Health Employee number assigned to the
staff member who made changes to an existing

Valid HE number legal order. Starting with HE then the 01/01/1600 | 31/12/9999
individualised number. \® ¢ ¢

. O QY
Guide for use (]ﬁ

Collection of this data element is conditional — it |5\N$)landat ry Where a change has been
made to an existing legal order.

the change to the legal order.

The ‘Order Changed By’ person may or mii the as the person who authorised
In PSOLIS, the ‘Order Changed By’ f% efault to

logged in user and is not editable.

Examples U

Order Changed By

I client’s existing legal HE123456

Joe Staff makes changeN
order and saves the rgeQrd.

O <"
Related nati de@on

N/A %

Revision history
N/A
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Order Changed Reason

Field name:

Source data element(s):

Definiti

Requirement status:

Data ty

on:

pe:

ORDER_CHANGED_REASON_CODE

[Order Changed Reason] —

PSOLIS

been updated.

Reason for the change in the legal order if the record has

Conditional

Numeric

Format: N

Permitted values

Code Description ‘Definition

Start date ‘ End date

An error in the data entry when the
Transcription | transcription of the written legal order is
1 error recorded in PSOLIS is detected and 01/01/1600 | 31/12/9999
corrected.
3% 9o
Content error | Incorrect information was detect e AL k
2 original form as was corrected 31 1/1600 | 31/12/9999
An error in the legal order pidkess was
3 | Process ermor | yetected and corrected. \ A 01/01/ 1600 | 31/12/9999
Addltlongl New information i | % theB that
4 |information | - presem 01/01/1600 | 31/12/9999
added
ch . The location clie s been changed
ange in
5 | location and the le der n 0 be changed to | 01/01/1600 | 31/12/9999
reflect
Ther§ ks bee ‘Hﬁnge in circumstance
Change in s he orj egal order was written
6 circumstanc dit ha n updated to reflect the 01/01/1600 | 31/12/9999
angg ]
MHT N | LegaNNer is updated to reflect changes in
7 alteration _ 01/01/1600 | 31/12/9999
OCP Legal order has been updated due to OCP
8 | alteration requirements 01/01/1600 | 31/12/9999

Guide for use

Collection of this data element is conditional — it is only mandatory where a change has been
made to certain existing legal orders.

This data element must be collected for legal orders 1A to 7D and pseudo-orders.

Examples

Order Changed Reason

Joe Staff updates a client’s existing legal order in PSOLIS.

4 — Additional information added
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Related national definition
N/A

Revision history
N/A
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Order Duration

Field name: ORDER_DURATION

Source data element(s): [Order Duration] — PSOLIS

Definition: ‘ The duration of the legal order in days.

Requirement status: N/A

Data type: Numeric

Format: N(3)

Permitted values

Permitted values Definition Start date ‘ End date
Whole number The number of days as a whole number that

the legal order is Active for. 01/01/1600 | 31/12/9999
Guide for use . (b .

This data element is a derived measure using the start an@ dat@egal order.
Examples . (b‘ (1/

A legal order is created on 13/07/2022 for a adms
Graylands Hospital and is ended on 20/0

Order Duration

Related national definitior@\ 6

Revision history O‘(\g ng

N/A N S
S
%0
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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

Permitted values Definition ‘ Start date End date

Legal order end date and time is the
documented date and time a legal order is due | 01/01/1600 | 31/12/9999
to expire

Valid date and
time

Guide for use \Q ’ (f/b ’
i

due to expire.

Examples

Order End Date and Time

A legal order is due to expire on 15 May 20945 10am. . ) | 2021-05-15 10:00:00

Related national definitior@\ 6

Revision history O‘(\g ng

N/A N S
S
%0
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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

Permitted values Definition Start date ‘ End date
A system generated unique number that

Unigue numeric is a maximum of 20 digits long that is

identifier assigned to each Legal order as a means 01/01/1600 | 31/12/9999

of unique identification e

& Qo

Derivation logic A\Q)
This data element is system generated and identifigs @egal rdep.

Guide for use | g\\ Q*
,\3

This data element is system generated an al order.

Examples

Legal Record Identifier

Related natio aGMit' 2
N/A % QQ
%)

Revision history
N/A

Mental Health Data Collection Data Dictionary 2025 261



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)
Field name: ORDER_NAME

Data type: String
Format: ‘ X(130)

Permitted values

Permitted Definition Stnrm End date
values _______ -~ __________ e —

As per Appendix | Any of the names or two-digit codes a%
D — Leqgal orders | to the legal orders listed in Appendi h‘ (171600 | 31/12/9999

Guide for use 9 *
This data element identifies the name of t e% der smg the legal order form’s
assigned number reference, as per its do w

Examples '

Order Name Code

A PSOLIS user selects a Ie

Order. \/ @
Related nati@efi itfén
N/A 0

Revision history%
N/A

— Transport
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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

Permitted values Definition Start date ‘ End date

The full date and time including day, month,
Valid date and time | year, hour, minutes and seconds a legal order | 01/01/1600 | 31/12/9999

commences

Guide for use (l/

This date element is completed with the start date and t @ r commences.

The PSOLIS field defaults to created date and tlm edlta therefore can be
'backdated'.

There are specific rules related to this data el Whl%&e ailed in the individual legal
orders.

Order start date and time must not be i heau ture |ve to the current date and time.

Examples “

Order Start Date and Time

Maﬂ . 2021-05-15 10:00:00

Related natlcg(beflmtér

Revision hlstory%
N/A

A legal order commence{o N
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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

Date and time the client has been ordered to attend a

Definition: place under the 5F legal order.

Conditional to a 5F form being present Mandatory if form

Requirement status: .
is present.

Data type: Datetime

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

Permitted values

Permitted values ‘ Definition ‘ Start date ‘ End date
The full date and time including day, month,

Valid date and year, hour, minutes and seconds that a Form

time 5F comes into enforcement ordering a client 01/01/1600 | 31/12/9999
to attend a location. ¢ ¢

*

N v
Guide for use (b. (]?

Collection of this data element is conditional — it i andatqry Where a Form 5F: Order to
Attend has been made following a client being i ch of ﬁommunity treatment order
(CTO). b{

The date and time the client is ordered to a ecorded in this PSOLIS field.

The date and time of attendance mu %after t at and time the 5F legal order was
created. IE 5

Examples

The supervising psyclpgrist cre
the date and time o danca\

Related national%ﬂblxgon
N/A

Order to Attend Date and Time
2021-06-21 11:00:00

a"5F order and enters
1 June 2021 at 11am.

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

Permitted values

Code Description ‘ Definition Start date ‘ End date
Electronically made An electronically completed form
E order where there is no paper version. 01/01/1600 | 31/12/9999

A form completed on paper that

ist ibed into PSOLIS. 01 Q00 | 31/12/9999
IS transcriped Into \2,0 %

. An order made by a C -
c | Courtftribunal Tribunal. g s@‘ (Btkl/laoo 31/12/9999
V

P Paper transcribed order

’b

Migrated from legal The preeX|stln U

M status lite

01/01/1600 | 31/12/9999

Guide for use QQ \)‘ )

This data element refers to the code us&to rep E ow a legal order was created.

Examples Q e,

Order Type

The PSOLIS option ordéxtyp porfedlly made’ is selected.

. o\
Related natl@efu&h
N/A 0

Revision history%
N/A
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Parent Identifier

Field name: PARENT _IDENTIFIER

Source data element(s): [Parent Identifier] — PSOLIS
Numeric code uniquely assigned to the current legal order

Definition: which identifies the preceding legal order within a legal
episode.

Requirement status: Mandatory

Data type: Numeric

Format: ‘ [N(20)]

Permitted values

Permitted values | Definition Start date | End date

System generated unique number that is a
maximum of 20 digits long that is assigned to

Whole number each Legal order as a means of unique @ - 01/%6000 31/12/9999

identification

Derivation logic (b‘

This data element is system generated and identifi \ach Iﬂrder.

Guide for use Q 30‘

Parent identifier is a system generated iqie numiysy assigned to each legal order form
within a legal episode. (

%,
Examples g

The supervising psychiat
identifier of 2351. \O

Related natlx }5@

Revision history
N/A

Parent Identifier
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Previous Expiry Date and Time

Field name: PREVIOUS_EXPIRY_DATETIME

Source data element(s): [Previous Expiry Date and Time] — PSOLIS

The date and time of the expiry of a mental health client’s
previous legal order.

Requirement status: Conditional

Definition:

Data type: Datetime

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

Permitted values

Permitted values ‘ Definition Start date ‘ End date

The full date and time including day, month,
Valid date and time | year, hour, minutes and seconds of the expiry | 01/01/1600 | 31/12/9999
date of the client’s previous legal order.

for the mental health client exists.

*
Guide for use \® (1/
Collection of this data element is conditional — it is on@tor{@e an earlier legal order

The previous expiry date and time must be befoq effec Sﬂ te of the current legal order.
Examples »

Previous Expiry Date and Time

The supervising psychiatrist createg\€4C Cont Uomtion of 2021-06-21 11:00:00
Inpatient Treatment Order and the nd time of

expiry of the previous Iegal 0 S 1 J 021 at

1lam.

Related natlweflmtéf

Revision hlstory%
N/A
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Received Patient By

Field name: RECEIVED_PATIENT_BY

Source data element(s): [Received Patient By] — PSOLIS

The health employee (HE) number of the person who took
receival of the mental health client.

Requirement status: Conditional

Definition:

Data type: String

Format: X[(X9)]

Permitted values

Permitted

Definition Start date | End date

EES
The Health Employee number assigned to the
Valid HE number | staff member who took receival of the mental 01/01/1600 | 31/12/9999
health client. {.
7\ ¢
Guide for use Q
Collection of this data element is conditional — it is gn dato pecific legal orders.
A receival section is included in the legal form scr tho e.%ﬁrs in PSOLIS to enable the
recording of the receival of the client at the rec plac \< ination.
This field displays the HE number of the p ho took |vaI of the client.

In PSOLIS, the ‘Received Patient By’ f|

a. Free text capability to cater uaﬂon@en the person is not listed in PSOLIS.

b. The ability to search for,® 9.‘ elec OLIS user.
This field will remain blank if ‘ ived pa y name’ is entered by free text.
Examples \/ Qe
a -

Received Patient By

The ‘Received Patiént By Reds® was selected from within the HE123456
PSOLIS user search f

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

The name of the staff member who took receival of the

Definition: mental health client.

Requirement status: Conditional

Data type: String

Format: X(150)

Permitted values

Permitted values Definition Start date | End date

The name of the staff member who

Alphanumeric took receival of the mental health

combination client. to a maximum of 150 01/01/1600 | 31/12/9999
alphanumeric characters.

N\
Guide for use (b' (19

Collection of this data element is conditional — it is o@andatiry specific legal orders.

A receival section is included in the legal form s \of tho ers in PSOLIS to enable the
recording of the receival of the client at the re pla amination.

This field displays the name of the person eceivdl of the client.
In PSOLIS, the ‘Received Patient By

a. Free text capability to cate

k
e’ field\has:
tuati en the person is not listed in PSOLIS.

Iecb OLIS user.

b. The ability to search for

Examples

Received Patient By Name

person was not found via
o was manually entered into

The ‘Received P3 By Namke)
the PSOLIS user searc @y Joe Citizen
the field.

L~ 4

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

The date and time the client was received at the place of
examination.

Requirement status: Conditional

Definition:

Data type: Datetime

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

Permitted values

Permitted values @ Definition Start date End date

The full date and time including day month
year hour minutes and seconds of the expiry | 01/01/1600 | 31/12/9999
date of the client’s previous legal order.

Pad
¢ 0 £ 2
Guide for use \® (1/
Collection of this data element is conditional — it is onl &tor{b‘geciﬁc legal orders
ex a

where a client has been received at the recorded \(ép

amin :
A receival section is included in the legal form s of tho %ers in PSOLIS to enable the
recording of the receival of the client.

This data element records the date and tim?'{ezli twbactually physically received at the

place of examination. x
Received patient date and time mu:@ e: 6

Valid date and
time

e in the future relative to nt d time.
e prior to the legal orde@fective nd time.
e later than the orderNe&piry d(%nd time.

Examples @

Received Patient Date and Time

A mental health client is se€eived at the recorded place 2021-06-21 11:00:00
of examination on 21 June 2021 at 11am.

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

Indicates whether the client has been received at the

Definition: recorded place of examination.

Requirement status: Conditional

Data type: Numeric

Format: N

Permitted values

Code Description Definition Start date ‘End date

0 Not . The client has not been.recerved at the 01/01/1600 | 31/12/9999
received recorded place of examination
1 Received The Client has been received at the recorded 01 600 | 31/12/9999
place of examination
& \
Guide for use
Collection of this data element is conditional — it | andat \'Y speC|f|c legal orders
where a client has been received at the recorde e of e Mation.
A receival section is included in the legal f n of orders in PSOLIS to enable the

recording of the receival of the client.

This checkbox data element records @{her th? as actually received at the place of

examination.
Examples QQ 6@

Received Patient Indicator

A client is not receive@: the rec ded place of examination 0
and the ‘Receive t Indiga¥Qy) checkbox remains
unchecked. J
«
Related national inition
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

The name of the place the client is transferred from,
expressed as a code.

Definition:

Requirement status: Conditional

Data type: Numeric

Format: N(4)

Permitted values

Permitted values Definition ‘ Start date ‘ End date
Valid location Any of the codes of up to 4 digits that are
code assigned to the list of locations in PSOLIS. 01/01/1600 | 31/12/9999

Guide for use @ <b

Collection of this data element is conditional — it is only tory f@ Ific legal orders
where a client has been transferred. %

This data element identifies the service or progra hICh (knt was transferred. This
is selected from a drop-down value on the PSO gal reen.

Examples Q

Referred From Place
PsycH{at)ic Unit to

16

A client is transferred from Albany, i
Graylands Hospital.

6@
Related national difg
N/A @) @
Revision hisﬁ QQ
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

Flag identifying whether the ‘referred from’ place is a

Definition: . ;
metropolitan or non-metropolitan area.

Requirement status: Conditional

Data type: Numeric

Format: N

Permitted values

Code ‘ Description Definition Start date ‘ End date

Client is referred from a location not in

) 01/01/1600 | 31/12/9999
the metropolitan area

0 Non-metropolitan

within the metropolitan area.

1 Metropolitan Client is referred from a location . 0(}4%600 31/12/9999

o . O QY
Derivation logic > (}(
This data element is derived by calculating the nu Y CJf years\betWeen the [Date of Birth]
and the [Activation Date and Time]. 0\

Guide for use YQQ
al>-itjs

Collection of this data element is conditign t] o%;mandatory for specific legal orders
where a client has been transferred, @ 6

Examples Q)

‘ Referred From Place Metro Indicator

A client is transferred fromYlbany s« Cu
Psychiatric Unit to nds H l.

Related national%ﬂ}%on
N/A

Revision history
N/A
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Referred From Place Type

Field name:

Source data element(s):
Definition:
Requirement status:

Data type:

Format:

Permitted values

Description

\ REFERRED FROM_PLACE_TYPE_CODE

[Referred From Place Type] —

PSOLIS

‘ The type of place the client was transferred from.

Conditional

Numeric

N

Definition

Start date

End date

A location authorised under section
542 of the Act, that provides the

L N

1 Authorised location with the power to detain and | 01/01/1600 | 31/12/9999
provide care to those subject to . .
mental health legal order @ n<b
General A building gazetted as ho ﬁél;hat < ) vV
2 . does not have the pow n /01/1600 | 31/12/9999
hospital . p
authorised Iocatlon
3 Other PSOLIS | Another mental he@\care PN | 51/01/1600 | 31/12/9999
place listed in PSOLI
4 Other metro Another loca i thf\eh-épolltan 01/01/1600 | 31/12/9999
place area \
5 Other non- A}@C‘it"”@é’"’”' 01/01/1600 | 31/12/9999
metro place m itan
Null Not specified 0§ area @clearly specified 01/01/1600 | 31/12/9999

Guide for use
Collection of this @eme

where a client has b en%
Examples

{0

ondltlonal — it is only mandatory for specific legal orders

Referred From Place Type

A client is transferred from Albany Acute Psychiatric Unit to

Graylands Hospital.

Related national definition

N/A

Revision history
N/A
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Referred To Place

Field name: REFERRED_TO_PLACE_CODE

Source data element(s): [Referred To Place] — PSOLIS

The name of the place the client is transferred to,
expressed as a code.

Requirement status: Conditional

Definition:

Data type: Numeric

Format: N(4)

Permitted values

Permitted values ‘ Definition Start date ‘ End date

Any of the codes of up to 4 digits that are
assigned to the list of locations in PSOLIS. 01/01/1600 | 31/12/9999

Valid location code

Guide for use @ <b

Collection of this data element is conditional — it is only tory f@ Ific legal orders
where a client has been transferred. % (3(

This data element identifies the service or progra |ch th t was transferred. This is
selected from a drop-down value on the PSOLI en.

Examples Q

Referred To Place
Psych{al)ic Unit to 3

6@

Graylands Hospital.

Related national difg
N/A @) @
Revision hisﬁ QQ
N/A %

A client is transferred from Alban '
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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

Flag identifying whether the ‘referred to’ place is a

Definition: . ;
metropolitan or non-metropolitan area.

Requirement status: Conditional

Data type: Numeric

Format: N

Permitted values

Code Description ‘ Definition Start date End date
0 Non-metropolitan | CENt 1S referred to alocation not | 5141 /1 600 | 31/12/9999
in the metropolitan area
. Client is referred to a location
1 Metropolitan within the metropolitan are\@ . %1‘%600 31/12/9999

O Qv
Derivation logic > (1(
This data element is derived by calculating the nu ‘ Qr years\betWeen the [Date of Birth]
and the [Activation Date and Time]. Q §
Guide for use ?Q 3
al*-itjs

Collection of this data element is conditign t] o%;mandatory for specific legal orders
where a client has been transferred, @ 6

Examples Q)

‘ Referred From Place Metro Indicator

A client is transferred fromYlbany s« Cu
Psychiatric Unit to nds H l.

Related national%ﬂ}%on
N/A
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Referred To Place Type

Field name:

Source data element(s):

Definition:

Requirement status:

Data type:

Format:

Permitted values

Description

REFERRED TO_PLACE_TYPE_CODE

[Referred To Place Type] —

PSOLIS

‘ The type of place the client was transferred to.

Conditional

Numeric

N

Definition

Start date

End date

A location authorised undersection
542 of the Act that provides the
1 Authorised location with the power to detain 01/01/1600 | 31/12/9999
and provide care to those subj ct, .
to a mental health legal or ré n<b
A building gazetted as al vV
2 General hospital | that does not have ers c{l/ /01/1600 | 31/12/9999
an authorised Io
3 Other PSOLIS Another menta\@th car \\‘ 01/01/1600 | 31/12/9999
place provider list SOL
4 Other metro place | Another ! '\ 01/01/1600 | 31/12/9999
metropQlitah arga
5 Other non-metro | A @ I_ocatcé ')t a non- 01/01/1600 | 31/12/9999
place pollf?a
Null Not specified C, he ar ; ot clearly specified 01/01/1600 | 31/12/9999
N -

Guide for use
Collection of this @eme
where a client has béen

Examples

&>

.&‘0

ondltlonal — it is only mandatory for specific legal orders

Referred From Place Type

A client is transferred from Albany Acute Psychiatric Unit to
Graylands Hospital.

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

Flag to indicate if the same practitioner made and revoked
the Form 1A — Referral Order.

Requirement status: Optional

Definition:

Data type: Numeric

Format: N

Permitted values

Description Definition Start date ‘ End date
The Practitioner recorded as revoking the
0 No Form 1A is not the same practitioner who | 01/01/1600 | 31/12/9999

made the order

P
The Practitioner recorded as rev i@h’e \O°
1 Yes Form 1A is the same practitioneéu %&/1600 31/12/9999
made the order m (
V

Guide for use

This data element is collected via a checkbox OLI s values represent whether the
same medical practitioner made and revo Form ferral
Examples '

Same Practitioner Indicator

The PSOLIS ‘Same Practitiopg 1 ckbox remains
unchecked. .

Related natlc@eflmtéf'

Revision hlstory%
N/A
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Supervising Psychiatrist

Field name: SUPERVISOR

Source data element(s): [Supervising Psychiatrist] - PSOLIS

The health employee (HE) number of the supervising
psychiatrist.

Requirement status: Mandatory

Definition:

Data type: String

Format: X[(X9)]

Permitted values

Permitted values @ Definition Start date  End date
. The Health Employee number assigned to
Valid HE number the clients supervising psychiatrist. 01/01/1600 | 31/12/9999

Guide for use @ <b
This field displays the HE number of the supervising psy Q(l/

In PSOLIS, the ‘Supervising Psychiatrist.” field has:,
a. Free text capability to cater for situations \ [&* is not listed in PSOLIS.
b. The ability to search for, and select, a eo

This field will remain blank if ‘supervising p ri t n is entered by free text.

Examples K

Supervising Psychiatrist

The ‘Supervising Psychiatrin G HE123456
within the PSOLIS user geard¥facilitys

Related natio @Eﬁlit@r‘o
PRSI

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

Permitted values Definition Start date End date

The name of the staff member who
authorised the legal order to a maximum of | 01/01/1600 | 31/12/9999
150 alphanumeric characters.

Alphanumeric
combination

Guide for use \Q <b
Q‘lx

This field displays the name of the supervising psychiat%
In PSOLIS, the ‘Supervising Psychiatrist Name’ fi

a. Free text capability to cater for situatio & the % is not listed in PSOLIS.

b. The ability to search for, and select_a IS u%

Examples

Supervising Psychiatrist

Name
Joe Citizen

the PSOLIS user search, faciity, so wa@nually entered into
the field.

. 2N
Related naﬂ@efu&h
N/A O

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

Permitted values Definition Start date End date

The full date and time including day, month,

Valid date and : ;
year, hour, minutes and seconds a transcribed | 01/01/1600 | 31/12/9999

time legal order ends.
* *
Guide for use \® (I;b
Collection of this data element is conditional — it is only ?ﬁtor ere is an order
expiry, and the record type is transcribed order. 0

The transcribed order end date and time is the d@d timﬂxmry of any legal form

entered in PSOLIS by transcription. Q

Examples

‘ Transcribed Order End Date and Time

A transcribed order has an expiry(@3¢ an t' . 2021-12-15 17:00:00
15 December 2021 at 5pm. Q
N

Related national M\ﬁ)tio@e
N/A @) %)

Revision history

N/A %
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Transport By

Field name: ‘ TRANSPORT_BY

Source data element(s): [Transport By] — PSOLIS

Numeric code identifying whether a client was transported
by a police officer or transport officer or both.

Requirement status: Optional

Definition:

Data type: Numeric

Format: N

Permitted values

Code Description Definition Start date ‘ End date
0 Null Cllgnt was not transported by a police 01/01/1600 | 31/12/9999
office or a transport officer.
1 Police officer Client was transported by Police of,f'ger‘s 01%(300 31/12/9999
i i
2 Transport officer Client was tr_ansported by med /1600 | 31/12/9999
transport officers (
A\ d A -
Police officer Client was transporte éical ' l/'
3 and/or transport o b ph 01/01/1600 | 31/12/9999
officer transport officers an e offi

Guide for use ?‘

This data element is used to identify @uer a cNent was transported by a police officer or
transport officer, or both — it is epr

Examples ’Q

ric code.

<8

Transport By

A client is transpor m AlbapsypAcute Psychiatric Unit to
Graylands Hosp@ trans ficer.
N o
Related national ition
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

Numeric code identifying the reason for police officer

Definition: :
transportation.

Requirement status: Conditional

Data type: Numeric

Format: N

Permitted values

Code  Description Start date ‘ End date
| am satisfied that there is a significant risk of serious

1 harm to the person being transported or to another 01/01/1600 | 31/12/9999
person.

¢

Vel
,@(1(600 31/12/9999

| am satisfied that a transport officer will not be @
available to carry out the order within a reasona \

2 time, and any delay in carrying out the order b
that time is likely to pose a significant risk of

o

n.
~N\ \%
Nu Not specifie 01/01/1600 31/12/9999
I ified O \ N 101/ 112/

?x D

Guide for use ?\

Collection of this data element is co %Ial — it@S\nly mandatory if a transport order has
been created and ‘transport by % as g ected.

Examples @) v,

Transport Police Reason

A clinician believes
the police.

Related national@inition
N/A

Revision history
N/A
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Transport Reason Satisfy

Field name:

Source data element(s):
Definition:

Requirement status:

Data type:

; N

Format

‘ TRANSPORT_REASON_SATIS

FY_CODE

[Transport Reason Satisfy] —

PSOLIS

transport order.

Numeric code identifying the reason for making the

Conditional

Numeric

Permitted values

Code Description Start date ‘End date

1 Referred person need.s tq be taken to the place for 01/01/1600 | 31/12/9999
examination by psychiatrist

5 Persor] nee.ds to be taken to general hospital to be detalneg 01 600 | 31/12/9999
under inpatient treatment order 2’

3 Perso_n needs to be tqker_1 to authorised hospital facgtY]er (3[%1/1600 31/12/9999
examination by psychiatrist ~ q

4 Involuntary mpa‘qent in ggneral hospital ne‘@dbe takqn t 01/01/1600 | 31/12/9999
authorised hospital following a transfer o \
Involuntary inpatient on leave of akse dical

5 or surgical treatment at a general h o& nto the | 01/01/1600 | 31/12/9999
general hospital

6 Involuntary inpatient on lea %bsenc@:ﬂ expires or is 01/01/1600 | 31/12/9999
cancelled needs to be ta hos&t@

7 Involuntary communi ient n plying with order to 01/01/1600 | 31/12/9999
attend needs to b\til tos d place

8 Invpluntary co nity pa&%’geds to be taken to hospital 01/01/1600 | 31/12/9999
as mvolun%m tient
Involuntarympatien@horised hospital needs to be

9 taken to anothe ised hospital following a transfer 01/01/1600 | 31/12/9999
order

Null | Null — Not specified 01/01/1600 | 31/12/9999

Guide for use

Collection of this data element is conditional — it is only mandatory if a transport order has
been created.

Examples

Transport Reason Satisfy

The reason ‘Person needs to be taken to authorised
hospital for further examination by psychiatrist’ is
selected in PSOLIS.
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Related national definition
N/A

Revision history
N/A
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Transport Revoke Reason

Field name: ‘ TRANSPORT_REVOKE_REASON_CODE

Source data element(s): [Transport Revoke Reason] — PSOLIS

Numeric code identifying the reason for a transport order
being revoked.

Requirement status: Conditional

Definition:

Data type: Numeric

Format: N

Permitted values

Code Description Start date End date
1 Automatically revoked because a referral has been
revoked. 01/01/1600 | 31/12/9999

5 | am satisfied that the transport order is no longer
needed. \QT”MA% *| 31/12/9999

Null | Not specified 2 | 1@N00 | 31/12/9999

Guide for use \\

Collection of this data element is conditional —j ly @ﬁ/ if a transport order has
been revoked. S

Examples \?\ '\

Transport Revoke Reason

A clinician believes the client N % 0

transported. R O Q)
Related natio: Mlit' 2

I~

Revision history
N/A
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Treating Practitioner

Field name: ‘ TREATING_PRACTITIONER

Source data element(s): [Treating Practitioner] — PSOLIS

The health employee (HE) number of the treating
practitioner.

Requirement status: Mandatory

Definition:

Data type: String

Format: X[(X9)]

Permitted values

Permitted
EES

Valid HE number

Definition Start date | End date

The Health Employee number assigned to the
clients supervising psychiatrist. 01/01/1600 | 31/12/9999

Guide for use \@ (f/b
This field displays the HE number of the treating pracﬂﬂ@ Q

In PSOLIS, the ‘Treating Practitioner’ field has: ‘
a. Free text capability to cater for situations the is not listed in PSOLIS.
b. The ability to search for, and sele 3
e

ntered by free text.

This field will remain blank if ‘treating pract

Examples .

Supervising Psychiatrist

HE123456

Related natu@efln

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

Permitted values ‘ Definition Start date ‘ End date
The name of the Staff member who is

Alphanumeric the client’s treating practitioner to a

combination maximum of 150 alphanumeric 01/01/1600 | 31/12/9999
characters. A D. .

Guide for use Q(I/

This field displays the name of the treating practltlon (1/

In PSOLIS, the “Treating Practitioner Name’ field ' \
a. Free text capability to cater for situati en t’? on is not listed in PSOLIS.

b. The ability to search for, and selec

Examples '

Supervising Psychiatrist
Name
Joe Citizen

The ‘Treating Practitiongr NAgk’ persofAyas not found via the
PSOLIS user search faMo wa %uually entered into the

field. N a P
7 )
Related natio de@on

N/A %

Revision history
N/A
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Treating Practitioner Qualification Type

‘ TREATING_PRACTITIONER_QUALIFICATION_TYPE_CODE

[Treating Practitioner Qualification Type] — PSOLIS

The type of qualification of the treating practitioner, expressed
as a code.

Optional

Field name:

Source data element(s):

Definition:

Requirement status:

Data type: Numeric

Format: N

Permitted values

Code Description Definition Start date ‘End date

Medical A person registered to practise as a Medical
1 o Practitioner under the Health Practitioner 01/01/1600 | 31/12/9999
practitioner : :
Regulation National Law. ~
A mental health practitioner is a pers @),’ \O°
as one of the following, has at Ieass%q rs’ (1/
experience in the management o @ b
have a mental illness 0 p
(a) a psychologist. \\ *
Mental (b) a nurse whose n \
4 health o 01/01/1600 | 31/12/9999
" Division 1 of |ster of rses
practitioner
kept under he ealth ctitioner
Regulat| atlon aw estern
Austr are d nurse;
(c) a io éraplst,
d ial w
QO ug _—
N | Not The Wting *@hioner’s qualification has 01/01/1600 | 31/12/9999
specified 4 @been s d

Guide for use

The data item is a nume ode which represents the treating practitioner’s qualification type.

Examples

Treating Practitioner Qualification Type

The clinician treating the client is a psychiatrist. 1

Related national definition
N/A

Revision history
N/A
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Appendix A — Service Event Item Codes
(Note: TBD = To be determined)

Start Date

End Date

Clinical

Service

Contact

TBD | NDIS ASSESSMENT TBD 1 Y
TBD | NDIS REPORT WRITING TBD 1 N
TBD | NDIS LIAISON — OTHER TBD 1 Y
1 | ASSESSMENT 1/01/2002 | 8/12/2003 1 Y
2 | ASSESSMENTS OUTCOME MEASURES 1/01/2002 | 8/12/2003 1 Y
3 | CASE CONFERENCES 1/01/2002 | 8/12/2003 1 C
4 | CLIENT ADVOCACY 1/01/2002 | 8/12/2003 1 Y
5 | CLIENT ASSISTANCE 1/01/2002 | 8/12/2003 1 Y
6 | CLIENT EDUCATION 1/01/2002 | 8/12/2003 1 Y
7 | CLIENT ESCORT 1/01/2002 | 8/12/2003 1 Y
8 | CLINICAL RECORD KEEPING 1/01/2002 | 8/12/2003 1 N
9 | CLINICAL REVIEWS 1/01/2002 | 8/12/2003 1 N
10 | CLINICAL SUPERVISION 1/01/2002 | 8/12/2003 1 N
11 | LIAISON - CONSULTATION P 8l 1 Y
12 | COUNSELLING 3 1 Y
13 | CRISIS INTERVENTION \ 2003 1 Y
14 | CRITICAL INCIDENT STRESS DEBRIEFING l}7’12/2003 1 Y
(CISD) AN\
15 | DIETETICS O\ 7/04/2003 1 C
16 | DRUG & ALCOHOL REHAB/DETOX  ((\\% 8/12/2003 1 Y
17 | FAMILY MEETINGS ?:( 1/0)/2002 | 8/12/2003 1 Y
18 | FAMILY SUPPORT N 1/01/2002 | 8/12/2003 1 Y
19 | LIAISON - GP @K é 11/01/2002 | 8/12/2003 1 Y
20 | GROUP PREPARATION O 1/01/2002 | 8/12/2003 0 N
21 | HEALTH PROMOTION N\ J 1/01/2002 | 8/12/2003 0 N
22 | DEPOT INJECTION ((\% O 1/01/2002 | 8/12/2003 1 Y
23 | INTAKE MEETINGN, [~ (-~ 1/01/2002 | 8/12/2003 1 N
24 | LEGAL ~ 7 \“ 1/01/2002 | 27/03/2003 1 C
25 [ LIAISON - %’ D 1/01/2002 | 8/12/2003 1 C
26 | MEDICATI VIEWQS 1/01/2002 | 8/12/2003 1 Y
27 |MEETINGS  ~NJ 1/01/2002 | 8/12/2003 0 N
28 | MENTAL STATE SSMENT 1/01/2002 | 7/04/2003 1 Y
29 | PHYSIOTHERAPY 1/01/2002 | 8/12/2003 1 Y
30 | LIAISON - POLICE 1/01/2002 | 8/12/2003 1 C
31 | PROFESSIONAL DEVELOPMENT 1/01/2002 | 8/12/2003 1 N
32 | PSYCHIATRIC ASSESSMENT 1/01/2002 | 7/04/2003 1 Y
33 | PSYCHOLOGY APS 1/01/2002 | 27/03/2003 1 Y
34 | QUALITY ASSURANCE 1/01/2002 | 7/04/2003 0 N
35 | REPORT WRITING 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
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43 | THERAPY 1/01/2002 | 8/12/2003 0 Y
44 | TRAVEL 1/01/2002 | 8/12/2003 0 N
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-ADMITTED 8/12/2003 | 30/06/2018 1 N
CLIENT
54 | CASE CONFERENCES 8/12/2003 | 30/06/2018 1 Y
55 | CLIENT ADVOCACY 8/12/2003 | 30/06/2018 1 Y
56 | CLIENT ASSISTANCE 8/12/2003 | 30/06/2018 1 Y
57 | CLIENT DID NOT ATTEND 8/12/2003 | C 0 N
58 | CLIENT EDUCATION & SKILLS TRAINING 8/12 3QO0p"R0ds 1 Y
59 | CLIENT ESCORT 8%30%\(\ Vv 1 Y
60 | CLINICAL RECORD KEEPING 682003 366/2018 1 N
61 | CLINICAL REVIEWS < /12/2003 |V40/06/2018 1 Y
62 | CLINICAL SUPERVISION W\* 8/12%0688, | 30/06/2018 1 N
63 | COUNSELLING 12/%0®3% | 30/06/2018 1 Y
64 | CRISIS INTERVENTION /12003 | 30/06/2018 1 Y
65 | CRITICAL INCIDENT STRESS DEBRIKFING h\sifz/zoos 30/06/2018 1 Y
CISD
66 E)EPO)T INJECTION 8/12/2003 | 30/06/2018 1 Y
67 | DRUG & ALCOHOL REHAR/ 8/12/2003 1 Y
68 | FAMILY MEETINGS %Y 8/12/2003 | 30/06/2018 1 Y
69 | FAMILY SUPPORT. U Q)' 8/12/2003 1 Y
70 | HEALTH PROMOTI REV 8/12/2003 | 30/06/2018 0 N
71 | INTAKE ME 8/12/2003 | 30/06/2018 1 N
72 | LIAISON - LTAT 8/12/2003 | 30/06/2018 1 Y
73 | LIAISON - GPCLIENT CIFIC) 8/12/2003 | 30/06/2018 1 Y
74 | LIAISON - GP (NQ§EENT SPECIFIC) 8/12/2003 | 30/06/2018 1 N
75 | LIAISON - OTHER 8/12/2003 | 30/06/2018 1 Y
76 | LIAISON - POLICE 8/12/2003 | 30/06/2018 1 Y
77 | MEDICATION, ADMINISTERING 8/12/2003 | 30/06/2018 1 Y
78 | MEDICATION REVIEW 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
88 | STUDENT EDUCATION 8/12/2003 | 30/06/2018 0 N
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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 MEASURES 4/05/2010 | 30/06/2018 1 Y
96 | NOCC CLEARANCE 29/06/2010 1 N
97 | ABORIGINAL CULTURAL INPUT 13/07/2010 | 30/06/2018 1 C
98 | ABORIGINAL TRADITIONAL MEDICINE 13/07/2010 | 30/06/2018 1 C
99 | ABORIGINAL HEALER 13/07/2010 | 30/06/2018 1 C
100 | ASSESSMENT BASELINE 2/08/2011 | 30/06/2018 1 Y
101 | ASSESSMENT MID-TREATMENT 2/08/2011 | 30/06/2018 1 Y
102 | ASSESSMENT FINAL 2/08/2011 | 30/06/2018 1 Y
103 | RTMS-EEG 2/08/2011 | 30/06/2018 1 Y
104 | RTMS TREATMENT 2/08/2011 | 30/06/201 1 Y
105 | ASSESSMENT INITIAL 1 Y
106 | EMERGENCY CONSULTATION 1 Y
107 | APPOINTMENT CANCELLED » 1 N
108 | EC APPOINTMENT CANCELLED 0/06/2018 1 N
109 | EC DID NOT ATTEND 30/06/2018 1 N
110 | COURT ATTENDANCE 30/06/2018 1 Y
111 | COURT PREPARATION 30/06/2018 1 N
112 | CIC REPORT %2 11/2012 | 30/06/2018 1 Y
113 | POLICE REPORT 'SR 1/01/2012 | 30/06/2018 1 Y
114 | SPECIMEN HANDOVER "Q)‘ g 1/01/2012 | 30/06/2018 1 N
115 | SPECIMEN DESTRUCTION ) 1/01/2012 | 30/06/2018 1 N
116 | RESULTS JR QX & 1/01/2012 | 30/06/2018 1 Y
117 | MANDATORY REPOR{-JCHILD CTION | 1/01/2012 | 30/06/2018 1 Y
118 NON-MANDATORWORT - % 1/01/2012 | 30/06/2018 1 Y
PROTECTION o~ (
119 | HANDOVER (QS8S) @ - 1/01/2012 | 1/07/2017 1 Y
120 | MEDICAL W L&{ 1/01/2012 1 Y
121 | CLIENT CONTACA~ (0O0S) 1/01/2012 | 1/07/2017 1 Y
122 | RESTRUCTURE 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 - REFERRED/ACTIVE | 1/07/2018 1 Y
CLIENT
129 | CARER INTERVENTION - NON- 1/07/2018 1 N
REFERRED/NON ACTIVE CLIENT
130 | CASE CONFERENCES 1/07/2018 1 Y
131 | CLIENT ADVOCACY 1/07/2018 1 Y
132 | CLIENT ASSISTANCE 1/07/2018 1 Y
133 | CLIENT EDUCATION & SKILLS TRAINING 1/07/2018 1 Y
134 | CLINICAL RECORD KEEPING 1/07/2018 1 N
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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 Y
140 | FAMILY MEETINGS 1/07/2018 1 Y
141 | HEALTH EDUCATION/PREVENTION 1/07/2018 0 N
142 | INTAKE MEETING 1/07/2018 1 Y
143 | LIAISON - OTHER 1/07/2018 1 Y
144 | LIAISON - POLICE 1/07/2018 1 Y
145 | MEDICATION, ADMINISTERING 1/07/2018 1 Y
146 | MEDICATION REVIEW 1/07/2018 1 Y
147 | MEETINGS 1/07/2018 0 N
148 | PROFESSIONAL DEVELOPMENT 1/07/2018 1 N
149 | REPORT WRITING 1/07/2018 1 N
150 | RESEARCH ACTIVITIES 1/07/2018 - 0 N
151 | SERVICE MANAGEMENT ~\N)°] o N
152 | SESSION PREPARATION 0 N
153 | STAFF DEVELOPMENT 0 N
154 | STUDENT EDUCATION 0 N
155 | TRAVEL (STAFF) 0 N
156 | EXTERNAL TRAINING 1 N
157 | TRAINING PREPARATION 1 N
158 | ASSESSMENTS NON-NOCC MEAS\% 14712018 1 C
159 | ABORIGINAL CULTURAL INPUT { ¥ 1/07/2018 1 Y
160 | ABORIGINAL TRADITIONAL M 1/07/2018 1 Y
161 | ABORIGINAL TRADITIONAL 1/07/2018 1 Y
162 | ASSESSMENT - INITIAL LN < 1/07/2018 1 Y
163 | POST DISCHARGE FALLPW-UP Q, 1/07/2018 1 C
164 | HANDOVER N/ 1/07/2018 | 30/01/2019 1 N
165 | CLIENT CONTACY, - OTHEP,& 1/07/2018 1 N
166 | APPOINT \CANCE Y CLIENT 1/07/2018 1 N
167 | APPOINTMENT CAN@—’:Y 1/07/2018 1 N
CLIENT<24HRS
168 | APPOINTMENT @ELLED-BY SERVICE 1/07/2018 1 N
169 | LIAISON - GP 1/07/2018 1 Y
170 | RTMS 1/07/2018 1 Y
171 | HANDOVER 31/01/2019 1 Y
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Appendix B — Stream Codes

Start Date

Organisation

Stream
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 MHS ADULT 1/06/2014 2 143
8 | ARMADALE CAMHS 1/01/2002 1 101
9 | ARMADALE ADULT 1/01/2002 2 101
10 | ARMADALE OLDER ADULT 1/01/2002 3 101
11 | BROOME CAMHS 1/01/2002 1 214
12 | BROOME ADULT 1/01/2002 2 214
13 | BROOME ELDERLY 1/01/2002 3 214
14 | CARNARVON CAMHS 1/01/2002 | p 1 229
15 | CARNARVON ADULT NN O N 229
16 | CARNARVON OLDER ADULT \(Yo1/20p8, ||y 3 229
17 DERBY CAMHS (NL01240R) 1 215
18 | DERBY ADULT SO voiedee 2 215
19 | DERBY ELDERLY N\ 2002 3 215
26 | INNER CITY CAMHS Q A\ We1f2002 1 106
27 | SUBIACO ADULT S Y o002 2 106
28 | INNER CITY ELDERLY X N, | 1012002 3 106
30 | KARRATHA CAMHS n& S\ | 1012002 1 218
31 | KARRATHA ADULT &~ O 1/01/2002 2 218
32 | KARRATHA ELDERLY, Q 6‘0 1/01/2002 3 218
33 | KATANNING CAMHE™ oo 1/01/2002 1 228
34 | KATANNING A[x%?’ Y 1/01/2002 2 228
35 | KATANNING B\DERLY _\ 1/01/2002 3 228
40 KUNUNUR AMHS. ) 1/01/2002 1 216
41 KUNUN%D@ 1/01/2002 2 216
42 | KUNUNURRA gTRBEabY 1/01/2002 3 216
44 | BENTLEY CAI\% 1/01/2002 1 102
45 | BENTLEY ADULT 1/01/2002 2 100
46 | BENTLEY 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 LIVING 1/03/2012 2 141
STRATEGY ADULT
54 | FSH CAMHS 1/07/2014 1 142
55 | FSH ADULT 1/07/2014 2 142
56 | FSH OLDER ADULT 1/07/2014 3 142
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57 PCH CAMHS INPATIENT 8/06/2018 1 139
62 HEDLAND CAMHS 1/01/2002 1 217
63 HEDLAND ADULT 1/01/2002 2 217
64 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 2 223
69 BUNBURY ELDERLY 1/01/2002 3 223
76 WARREN BLACKWOOD CAMHS 1/01/2002 1 224
77 WARREN BLACKWOOD ADULT 1/01/2002 2 224
78 WARREN BLACKWOOD ELDERLY 1/01/2002 3 224
82 SWAN CAMHS 1/01/2002 1 110
83 MIDLAND ADULT COMMUNITY 1/01/2002 2 100
84 MIDLAND OLDER ADULT COMMUNITY 1/01/2002 3 100
85 NEWMAN CAMHS 1/01/2002 1 219
86 NEWMAN ADULT 1/83/2002 @ 219
87 NEWMAN AND TOM PRICE ELDERLY N$72002() & 219
88 KALGOORLIE BOULDER CAMHS /101/2 1 207
89 KALGOORLIE BOULDER ADULT o~ O 101 2 207
90 KALGOORLIE BOULDER ELDERLY V 1/04/2002 3 207
92 MEEKATHARRA CAMHS 2002 1 222
93 MEEKATHARRA ADULT 0/61/2002 2 222
94 MEEKATHARRA OLDER ADULT % 1/01/2002 3 222
95 GRAYLANDS ADULT 1/01/2002 2 104
96 PMH/KEMH CAMHS (7" 1/01/2002 1 107
97 ROCKINGHAM AND KWINANA'S 1/01/2002 3 111
101 FORENSIC SERVICE Bu(r y 1/01/2002 2 116
103 | KEMH ADULT 1/01/2002 2 136
106 | EXMOUTH CAM 1/01/2002 1 229
107 | EXMOUTH/ é& 1/01/2002 2 229
108 | EXMOURLDER 1/01/2002 3 229
112 | SCGH MENTA;5$ SERVICE ADULT 1/01/2002 2 108
113 | NORTH METRQ? ORNE 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 JOONDALUP/CLARKSON 1/01/2002 1 113
CAMHS
117 | NORTH METRO WANNEROO ADULT 1/01/2002 2 113
118 | NORTH METRO WANNEROO OLDER ADULT 1/01/2002 3 113
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
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
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133 | SCGH MENTAL HEALTH SERVICE ELDERLY 1/01/2002 3 108
134 | WHEATBELT CAMHS 1/01/2002 1 205
135 | WHEATBELT ADULT 1/01/2002 2 205
136 | WHEATBELT ELDERLY 1/01/2002 3 205
137 | GERALDTON CAMHS 1/01/2002 1 204
138 | GERALDTON ADULT 1/01/2002 2 204
139 | GERALDTON OLDER ADULT 1/01/2002 3 204
140 | ESPERANCE CAMHS 1/01/2002 1 206
141 | ESPERANCE ADULT 1/01/2002 2 206
142 | ESPERANCE ELDERLY 1/01/2002 3 206
143 | BUSSELTON CAMHS 1/01/2002 1 212
144 | BUSSELTON ADULT 1/01/2002 2 212
145 | BUSSELTON ELDERLY 1/01/2002 3 212
146 | SARC 1/01/2002 2 114
147 | EAST WHEATBELT CAMHS 1/01/2002 1 230
148 | EAST WHEATBELT ADULT 1/83/2002 @ 230
149 | EAST WHEATBELT ELDERLY . LW2002() & 230
150 | YOUTHLINK ADULT /01/2 2 117
151 | PET o~ O 101 2 115
152 | FORENSIC SERVICES YOUTH N\ | 13/q8/2¥03 1 116
153 | NMHS LOWER WEST OLDER ADULT \ 2003 3 109
154 | GHS JSDU ADULT % N\\J¥01/2002 2 118
155 | GHS JSDU CAMHS & 1/01/2002 1 118
156 | GHS JSDU ELDERLY < R '\ 1/01/2002 3 118
157 | GHS CCI ADULT A 1/01/2002 2 119
158 WR 1/01/2002 2 120
159 1/01/2002 1 120
160 1/01/2002 2 121
161 1/01/2002 1 121
162 5/02/2004 1 117
163 | GHS NEUROSBHENCESELDERLY 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
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
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178 | SOUTH CATT ELDERLY 1/07/2006 3 126
179 | MHERL ADULT 12/09/2006 2 100
180 | HAWTHORN HOUSE ADULT 16/10/2006 2 129
181 | NORTH METRO CLINICAL ACCOMMODATION 1/11/2007 2 130
SUPPORT SERVICE
182 | CLIENT RECORD SEARCH STREAM 12/02/2008 2 46708
183 | NMHS HOSPITAL IN THE HOME 1/11/2007 2 131
184 | NORTH METRO MIRRABOOKA ADULT 1/07/2008 2 132
185 | RPH ADULT 1/07/2008 2 100
186 | RPH OLDER ADULT 1/07/2008 3 100
187 | WUNGEN KARTUP ABORIGINAL MENTAL 1/04/2010 2 100
HEALTH SERVICE ADULT
189 | WUNGEN KARTUP ABORIGINAL MENTAL 1/04/2010 3 100
HEALTH SERVICE OLDER ADULT
190 | SMAHS - MH ADULT 1/05/2010 2 135
191 | SMAHS - MH CAMHS 1/05/2010 1 135
192 | SMAHS - MH ELDERLY 1/9§/2010 @. 135
193 | SOUTHWEST MHS ADULT . Wzom \ 231
194 | SOUTHWEST MHS CAMHS 107/2 1 231
195 | SOUTHWEST MHS ELDERLY  ~ O 1o72n 3 231
196 | FITZROY CROSSING CAMHS A\ | 108200 1 232
197 | FITZROY CROSSING ADULT S [(N032010 2 232
198 | FITZROY CROSSING ELDERLY ﬁ N\ \JY08/2010 3 232
200 | NORTH METROPOLITAN ELDERL RAR & 1/03/2012 3 137
SERVICES
201 | HALLS CREEK ADULT QK N 1/08/2012 2 234
202 | HALLS CREEK ELDERLY 1/08/2012 3 234
203 | HALLS CREEK CAMH 1/08/2012 1 234
204 | MOBILE CLINICAL @ (MCOT) 1/07/2012 2 100
ADULT
205 | MARGARET RIVEWCAMHE 1/07/2014 1 212
206 | MARGARB RIJER ADL@‘ 1/07/2014 2 212
207 | MARGA IVER “RLY 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
240 | KATANNING YOUTH 14/04/2015 2 228
241 | NARROGIN YOUTH 14/04/2015 2 227
242 | SJIOG MIDLAND ADULT MH 23/11/2015 2 235
243 | SJIOG 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 3 100
249 | FREMANTLE COMMUNITY RESIDENTIAL 30/09/2016 2 103
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250 | KARRATHA YOUTH 1/01/2017 2 218
251 | HEDLAND YOUTH 1/01/2017 2 217
252 | SOUTHWEST MHS YOUTH 1/01/2017 2 231
253 | KEMH CAMHS 1/03/2017 1 136
254 | NEWMAN YOUTH 1/01/2017 2 219
255 | BENTLEY YOUTH 29/01/2018 2 100
256 | BUSSELTON YOUTH 1/04/2018 2 212
257 | SPEAK UP ADULT 27/08/2013 2 136
258 | MIA REVIEW BOARD 1/04/2016 2 237
259 | OFFICE OF THE CHIEF PSYCHIATRIST 1/04/2016 2 238
260 | MENTAL HEALTH ADVOCACY SERVICE 1/04/2016 2 239
261 | MENTAL HEALTH TRIBUNAL 1/04/2016 2 240
262 | WHEATBELT YOUTH 1/10/2018 2 205
263 | BROOME YOUTH 1/11/2019 2 214
264 | BUNBURY YOUTH 1/11/2019 2 223
265 | CARNARVON YOUTH 1/24/2019 @ 229
266 | DERBY YOUTH W¥/2019() S 215
267 | ESPERANCE YOUTH /11/2 2 206
268 | EXMOUTH YOUTH -~ O u1u2Qn 2 229
269 | FITZZROY CROSSING YOUTH \' V _1/n/2009 2 232
270 | GERALDTON YOUTH 2019 2 204
271 | HALLS CREEK YOUTH \)/11/2019 2 234
272 | KALGOORLIE BOULDER YOUTH% 1/11/2019 2 207
273 | KUNUNURRA YOUTH 1/11/2019 2 216
274 | MARGARET RIVER YOU 1/11/2019 2 212
275 | MEEKATHARRA YOUTH 1/11/2019 2 222
276 | WARREN BLACKWOO \odTH & 1/11/2019 2 224
277 | DEPARTMENT OF @LTH 16/12/2019 2 241
278 | WACHS MH ETS LT 1/07/2020 2 242
279 | NMHS 5A;@zlzc:?w\/:‘d\EAM 6/04/2021 2 243
280 | WACH S CA 01/09/2022 242
281 | EMHS CRBISWION HOSPITAL IN THE | 30/01/2023 101
HOME (CRHIT, ADALE
282 | NM EATING DIS@RDERS SPECIALIST SERVICE | 01/07/2022 236
283 | EMHS CRISIS RESOLUTION HOSPITAL IN THE | 30/01/2023 101
HOME (CRHITH) CITY
284 | DEPARTMENT OF JUSTICE 16/08/2022 244
285 | SJOG MT LAWLEY ELDERLY 01/12/2021 30
286 | MENTAL HEALTH CO-RESPONSE 01/10/2022 100
287 | RPBG TRANSITIONAL CARE UNIT 28/07/2023 100
288 | JHC MHS CAMHS 28/08/2023 1 143
289 | JHC MHS OLDER ADULT 28/08/2023 1 143
290 | HEADSPACE 14/07/2023 2 246
291 | RPH YOUTH 01/01/2023
292 | EMHS CRISIS RESOLUTION HOSPITAL IN THE | 01/07/2023 101
HOME (CRHiTH) MIDLAND
293 | RPH OLDER ADULT 01/01/2023 100
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Appendix C — Triage Presenting Complaint and Referral
Presenting 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 1/01/2002

MEDICATION/TREATMENT REGIME
9 DEPRESSED MOOD 1/01/2002
10 GRIEF/LOSS ISSUES 1/01/2002
11 ANXIOUS 1/01/2002
12 ELEVATED MOOD AND/OR DISINHIBITED BEHAVIOUR 1/01/2002
13 PSYCHOTIC SYMPTOMS 1/01/2002
14 DISTURBED THOUGHTS, DELUSIONS ETC \Qi (\Q ) 1/01/2002
15 PERCEPTUAL DISTURBANCES x‘)‘ AV 1/01/2002
16 PROBLEMATIC BEHAVIOUR K7 n\) 1/01/2002
17 DEMENTIA RELATED BEHAVIOURS \\ ) V 1/01/2002
18 RISK OF HARM TO SELF 1/01/2002
19 RISK OF HARM TO OTHERS Q \\}‘ 1/01/2002
20 ALCOHOL/DRUGS Q 1/01/2002
21 AGGRESSIVE/THREATENIN B AV|0U\ 1/01/2002
22 LEGAL PROBLEMS e % 1/01/2002
23 EATING DISORDER 1/01/2002
24 SEXUAL ASSAULT (\) b‘(l 1/01/2002
25 SEXUAL ABUSE \J 1/01/2002
26 ASSAULT wc& 1/01/2002
27 HOMELESSMES h(" 1/01/2002
28 ACCO%MHON LEMS 1/01/2002
29 INFORMARTION O 6 1/01/2002
30 OTHER & " 1/01/2002
31 MOOD DISTURBANCE 9/06/2009
32 ADVERSE DRUG REACTION 9/06/2009
33 MEDICATION 9/06/2009
34 DEPOT 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
42 PERINATAL LOSS 29/09/2021
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Appendix D — Legal Orders

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

2 ORDER TO DETAIN VOLUNTARY INPATIENT IN AUTHORISED HOSPITAL FOR
ASSESSMENT

2 REVOCATIONS OF ORDER TO DETAIN VOLUNTARY INPATIENT IN AUTHORISED
HOSPITAL FOR ASSESSMENT

3A DETENTION ORDER

3B CONTINUATION OF DETENTION RECEIVED OUTSIDE METROPOLITAN AREA

3B CONTINUATION OF DETENTION FOR INPATIENT TREATMENT ORDER TO
GENERAL HOSPITAL
10 3B CONTINUATION OF DETENTION TO BE TAKEN TO AUTHORISED HOSPITAL

11 3B CONTINUATION OF DETENTION
3C CONTINUATION OF DETENTION TO ENABLE A FURTHER EXAMINATION BY

g (hlW|IN

© (0N O

12 PSYCHIATRIST ~

13 3D ORDER AUTHORISING RECEPTION AND DET '@\I’IN ﬂ@I-TORISED
HOSPITAL FOR FURTHER EXAMINATION ,

14 3E ORDER THAT A PERSON CANNOT CONTI B MED

15 4A REVOCATION OF TRANSPORT ORDER ¢~ |

16 4A TRANSPORT ORDER A\\V R

17 4B EXTENSION OF TRANSPORT ORDERY)* \

18 4C TRANSFER ORDER

19 5A COMMUNITY TREATMENT O <

20 5A CONFIRMATION OF COMMUNITY TREATMENT ORDER
21 5A REVOCATION OF CO
22 5B CONTINUATION OEG
23 5C VARIATION OF

5D REQUEST RY SNBERVIS >SYCHIATRIST FOR PRACTITIONER TO CONDUCT
MONTHLY EXA TION ATIENT

25 5E NOTICE REACH-9R CTO

26 5F OR@TTE \ Y

27 6A INPATNENT T 'QENT ORDER IN AUTHORISED HOSPITAL

28 6A REVOCAT@%NPATENT TREATMENT ORDER IN AUTHORISED HOSPITAL

29 6B INPATIENT ®®¥EATMENT ORDER IN GENERAL HOSPITAL: REPORT TO CHIEF
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
39 9A RECORD OF EMERGENCY PSYCHIATRIC TREATMENT
40 9B REPORT ON URGENT NON-PSYCHIATRIC TREATMENT
41 12B REFUSAL OF REQUEST TO ACCESS DOCUMENT

24
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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

54 REFERRAL NOT REQUIRED

55 REQUEST FOR FURTHER OPINION
56 RETURN FROM LEAVE

57 RETURNED TO CARE

58 TRANSFER CANCELLATION N . (~-
59 TRIBUNAL / COURT TERMS N\

60 TRIBUNAL / COURT TERMS LIFTED

61 VOLUNTARY ADMISSION {b‘ ,
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Appendix E — Incident Locations

Code Incident Location ' Code | Incident Location
1 | PUBLIC OPEN SPACE 170 | HOSTEL
2 | OUTPATIENT CLINIC 177 | PUBLIC SPACE
3 | CLIENT'S HOME 198 [ PUBLIC SPACE
4 | ALBANY HOSPITAL - G WARD 202 | OTHER
5 | ALBANY HOSPITAL 205 | OTHER
8 | COMMUNITY SETTING 207 | WARD 4.1
26 | EUDORIA STREET CENTRE 208 | WARD 4.2
27 | LESCHEN UNIT - HDU 209 | WARD 5.1
28 | LESCHEN UNIT - OPEN 210 | TRIAGE
29 [ LESCHEN UNIT - KARRI 211 | EMERGENCY DEPARTMENT
31 | EMERGENCY DEPARTMENT 212 | OUTPATIENT CLINIC
33 | OTHER 216 | HAMPTON ROAD SERVICE
34 [CLINIC 217 | HOME
35 | LESHCEN UNIT - BANKSIA 219 | GENERAL WARDS FREMANTLE HOSPITAL
39 | OTHER 221 | COMMUNITY
40 | WARD 6 222 | OTHER
41 | WARD 7 231 | WARD 4.1
42 | WARD 8 232 | WARDA3 ., C o
43 | WARD 9 240 g%@!lw Fa\ 9,
44 | ECT SUITE 242 O\
45 | THERAPY UNIT 243 @}éR AN
46 | OUTPATIENT CLINIC 244 8AHER * L/
47 | TRIAGE %’AR RAOM
48 | KIOSK/QUAD PINON-BAY ROOM
52 | HOME QXL - BEDROOM
53 | HOSTEL TSX 275 | PHICH - DINING ROOM
54 | COMMUNITY, OTHER X | 278, | PINCH - SMOKING ROOM
55 | OTHER ] 277 Y PINCH - PASSAGE WAY
57 | WARD5 Q; ' 8 | PINCH - TREATMENT ROOM
59 [ TRANSITION UNIT R 9279 | CASSON - DAY ROOM
63 | HOME NS ’ 280 | CASSON - BEDROOM
68 | WARD 10: A,BORC N @ 281 | CASSON - DINING ROOM
69 | DAY HOSPITAL N\, , Ca 283 | CASSON - PASSAGE WAY
70 | OUTPATIENTS o Y {7 284 | CASSON - TREATMENT ROOM
72 | HOME 'y 285 | CASSON - ECT SUITE
73 | HOSTEL R 286 | CASSON - NURSE'S STATION
75 | OTHER > \)‘( 287 | DORRINGTON - DAY ROOM
76 | HOSPITAL A 288 | DORRINGTON - BEDROOM
78 [ INPATIENT WARD «* 289 | DORRINGTON - DINING ROOM
79 [ CLINIC 290 | DORRINGTON - SMOKING ROOM
80 [ HOME 291 | DORRINGTON - PASSAGE WAY
81 | POLICE STATION 292 | DORRINGTON - TREATMENT ROOM
85 | HOSPITAL 293 | DORRINGTON - OT AREA
89 [ HOME 294 | DORRINGTON -NURSE'S STATION
103 | OTHER 296 | HUTCHISON - DAY ROOM
106 | OTHER 297 | HUTCHISON - BEDROOM
139 | CLINIC 298 | HUTCHISON - DINING ROOM
140 | COMMUNITY HEALTH SERVICE 299 | HUTCHISON - VERANDA
143 | EMERGENCY DEPARTMENT 300 | HUTCHISON - SMOKING ROOM
145 | GENERAL HOSPITAL 301 | HUTCHISON - PASSAGE ROOM
146 | GP SURGERY 302 | HUTCHISON - TREATMENT ROOM
148 | HOME/PRIVATE DWELLING 304 | HUTCHISON - NURSE'S STATION
156 | PUBLIC SPACE 309 | HUTCHISON - BATHROOM
169 | HOME/PRIVATE DWELLING 311 | MEDICAL COMORBIDITY - BEDROOM
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Code Incident Location

' Code Incident Location

312 | MEDICAL COMORBIDITY - DINING 388 | MOORE HOUSE - CASHIER AND
ROOM PROPERTY OFFICE
315 | MEDICAL COMORBIDITY - TREATMENT | 391 | ASHBURTON HOUSE - ENTRANCE
ROOM

319 | MONTGOMERY - DAY ROOM 393 | ASHBURTON HOUSE - MEETING ROOM

320 | MONTGOMERY - BEDROOM 394 | ASHBURTON HOUSE - DOCTOR'S OFFICE

321 | MONTGOMERY - BATHROOM 395 | ASHBURTON HOUSE - OT AREA

322 | MONTGOMERY - DINING ROOM 396 | PRIMARY REHAB UNIT - OFFICE

323 | MONTGOMERY - DINNING ROOM 397 | PRIMARY REHAB UNIT - RECREATION
AREA

324 | MONTGOMERY - SMOKING ROOM 398 | PRIMARY REHAB UNIT - CARPENTRY
AREA

325 | MONTGOMERY - PASSAGE WAY 401 |50 MURRAY STREET

326 | MONTGOMERY - TREATMENT ROOM 402 | 70 MURRAY STREET (OUTPATIENT
CLINIC)

327 | MONTGOMERY - OT AREA 403 | 74 MURRAY STREET (OFFICES ONLY)

328 | MONTGOMERY - NURSE'S STATION 405 | CLIENT'S HOME

330 | MONTGOMERY - VISITOR'S ROOM 406 | HOSTEL

331 | MURCHISON - DAY ROOM EAST 407 | COMMUNITY CENTRE

332 | MURCHISON - DAY ROOM WEST 422 | OTHER~ . Co .

333 | MURCHISON - BEDROOM 423 | OT ‘G

334 | MURCHISON - DINING ROOM 425 AL é/

335 | MURCHISON - VERANDA 426 % MERGENCY

336 | MURCHISON - SMOKING AREA 432(7 @'MOTE‘C MUNITY

337 | MURCHISON - PASSAGE WAY ARNYCOMMANITY SETTING

338 | MURCHISON - TREATMENT ROOM dN® KA G HOSPITAL

339 | MURCHISON - OT AREA Qgg FHBR

340 | MURCHISON - NURSE'S STATION TSuX 543 §H’ER

341 | MURCHISON - DOCTOR'SROOM, X | 598, | NARROGIN REGIONAL HOSPITAL

342 | MURCHISON - TEAM RECEPTI ] 554 ¥ CLIENT'S HOME

344 | MURCHSION - BATHROOM Q? COMMUNITY SETTING

345 | PLAISTOWE - DAY ROOM _ 1.7022 | HOSPITAL

346 | PLAISTOWE - BEDROOM{ N\« &’ 623 | ACCIDENT AND EMERGENCY

348 | PLAISTOWE - VEE@&? @ 624 | INPATIENT WARD

350 | PLAISTOWE - PASSAGEWAY ¢~ 625 | CLINIC

352 | PLAISTOWE - OLARMA o/ 626 | HOME

353 | PLAISTOWE ESS N 627 | POLICE STATION

359 | PLAISTOWK=R®TUND 628 | PRISON

360 | SMITH - DAY ROOM \b‘( 629 | REMOTE COMMUNITY

361 | SMITH - BEDROG\»~ 635 | HOME

362 | SMITH - BATHROOMW 638 | REMOTE COMMUNITY

363 | SMITH - DINING ROOM 649 | OTHER

364 | SMITH - SMOKING AREA 652 | OTHER

365 | SMITH - PASSAGE WAY 658 | OUTPATIENT CLINIC

366 | SMITH - TREATMENT ROOM 659 | INTERVIEW ROOMS

367 | SMITH - OT AREA 660 | CLIENT'S HOME

368 | SMITH - NURSE'S STATION 661 | HOSTEL

369 | SMITH - DOCTOR'S ROOM 662 | COMMUNITY CENTRE

370 | SMITH - VISITOR'S ROOM 666 | WING 1

371 | TRIAGE - NURSE'S STATION 667 | WING 2

372 | TRIAGE - DOCTOR'S ROOM 668 | WING 3

373 | TRIAGE - RECEPTION 669 | DAY THERAPY

374 | FITZROY HOUSE - FOYER 675 | HOSTEL

375 | FITZROY HOUSE - RECEPTION 686 | CLARKSON CAMHS CENTRE

382 | FITZROY HOUSE - ADMIN OFFICE 692 | SWAN CAMHS CENTRE

387 | FORTESQUE HOUSE - KIOSK 693 | HOME
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Code Incident Location

' Code | Incident Location

695 | COMMUNITY/PUBLIC SPACE 914 | OTHER

696 | GENERAL HOSPITAL (WARD) 916 | 50 MURRAY STREET

697 | EMERGENCY DEPARTMENT 917 | 70 MURRAY STREET (OUTPATIENT
CLINIC)

698 | GP SURGERY 918 | 74 MURRAY STREET (OFFICES ONLY)

699 | OUTPATIENT CLINIC 919 |58 PALMERSTON STREET

702 | LIVING SKILLS 920 | CLIENT'S HOME

705 | WORKPLACE 921 | HOSTEL

712 | HOME 922 | COMMUNITY CENTRE

746 | PATIENT'S HOME 923 | CLINIC

747 | KEMH HOSPITAL WARD 924 | TREATMENT ROOM

752 | SPECIAL CARE NURSERY (SCN) 927 | CLIENT'S HOME

754 | SCHOOLROOM 928 | CLINIC CAR PARK

764 | CLIENT'S HOME 932 | CLIENT'S HOME

769 | WARD 7TEEN 935 | GYM

778 | KITCHEN 936 | COURTYARD

780 | HOSPITAL GROUNDS 937 | CARPARK

783 | EMERGENCY DEPARTMENT 938 | CLINIC

788 | HOSPITAL 939 | TREATMENT ROOM

789 | ACCIDENT AND EMERGENCY

791 | CLINIC

792 | HOME

795 | REMOTE COMMUNITY

800 | CLINIC

801 | HOME

815 | CLINIC

816 | PARK IDTU BUILDING

818 | RKDH EMERGENCY DEPARTMENT?\Y

821 | HOME 9 INTERVIEW ROOM

829 | PUBLIC SPACE ,,\ 960 | PUBLIC SPACE

833 | GENERAL HOSPITAL PR Qz CLINIC

834 | PSYCHIATRIC HOSPITAL 'y 963 | TREATMENT ROOM

837 | OTHER PR " 965 | WAITING ROOM

846 | CLINIC ) @ 966 | CLIENT'S HOME

849 | SHOPS \,' _ 968 | PUBLIC SPACE

858 | OTHER ~ Y 980 | CLINIC

859 | COMMUNITY\QNIPATIE M 987 | EMERGENCY DEPARTMENT

860 | DAY THER NIT 988 | ED WAITING ROOM

861 |SELBYA ¥ A ) 989 | OBSERVATION WARD

862 | SELBY B A"~ 992 | OBSERVATION WARD

863 | MED C (MEDICAL G&-MORBIDITY) 993 | ELLIS - BEDROOM

864 | WARD D20 994 | ELLIS - DAY ROOM

866 | OUTPATIENT CLINIC AREA 995 | ELLIS - DINING ROOM

867 | INTERVIEW ROOMS 996 | ELLIS - DOCTORS ROOM

868 | CLIENT'S HOME 997 | ELLIS - PASSAGE WAY

870 | COMMUNITY CENTRE 998 | ELLIS - NURSES STATION

885 | OTHER 999 | DORRINGTON - SECLUSION ROOM

889 | OTHER 1000 | PINCH - SECLUSION ROOM

890 | OTHER 1001 | SMITH - SECLUSION ROOM

891 | OTHER 1002 | MONTGOMERY - SECLUSION ROOM

893 | OTHER 1003 | ELLIS - SECLUSION ROOM

894 | OTHER 1004 | MURCHISON - SECLUSION ROOM

895 | OTHER 1005 | SECURE WARD

896 | OTHER 1006 | OTHER

897 | OTHER 1007 | HOME

911 | COMMUNITY 1008 | CLIENT'S HOME
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Incident Location

Code |

Incident Location

1009 | HOSPITAL 2167 | CLIENT'S HOME
1011 | INPATIENT WARD 2169 | OUTPATIENT CLINIC
1012 | EMERGENCY DEPARTMENT 2173 | GOVT VEHICLE

1013 | PUBLIC SPACE 2174 | PUBLIC OPEN SPACE
1015 | PUBLIC OPEN SPACE 2175 | CARPARK

1023 | INPATIENT WARD 2182 | INPATIENT WARD
1030 | OTHER 2189 | OTHER

1033 | HOSPITAL 2193 | OUTPATIENT CLINIC
1035 | INPATIENT WARD 2204 | HOSPITAL

1036 | EMERGENCY DEPARTMENT 2214 | HOME

1037 | PUBLIC SPACE 2237 | WARD MBU

1039 | PUBLIC OPEN SPACE 2238 | WARD MHA

1040 | CARPARK 2239 | WARD MHB

1090 | OTHER 2240 | WARD MHEC

1091 | HOME 2241 | WARD MHEO

1092 | CLIENT'S HOME 2242 | WARD MHAC

1093 | HOSPITAL 2243 | WARD MHAO

1095 | INPATIENT WARD 2256 | MURCHISON - COURTYARD
1096 | EMERGENCY DEPARTMENT 2259 | CLIENT'S HOME
1097 | PUBLIC SPACE 2281 WARi% R Sb .
1099 | PUBLIC OPEN SPACE 2282 | AM CE

1100 | CARPARK 2283 %M%V
1104 | CLINIC 2284 ARKCY

1105 | COMMUNITY CENTRE 2289 | $THER

1108 | GENERAL HOSPITAL (WARD) 208, 0T

1112 | HOME (OF CLIENT/PATIENT) HOQ%L

1113 | HOME (OTHER) 1 IENT WARD
1114 | HOSPITAL 304 ERGENCY DEPARTMENT
1116 | INPATIENT WARD 24& HOSPITAL

1120 | OTHER ,,\ 551 | HOME

1121 | OUTPATIENT CLINIC A\ 2927 | INPATIENT WARD
1125 | PUBLIC OPEN SPACE . \N 92673 | HOSPITAL

1128 | SCHOOL/SCHOOL RO

1136 | CLINIC

1144 | HOME (OF CLIEN

1152 | OTHER

1561 | HOME (OTH SN

1562 | HOSPITAL o

1566 | NON-GOVERNM CY

1568 | OTHER

1573 | PUBLIC OPEN SP

1584 | CLINIC

1624 | HOME (OF CLIENT/PATIENT)

1632 | OTHER

1784 | HOME (OF CLIENT/PATIENT)

2020 | PRISON

2078 | OUTPATIENT CLINIC

2098 | MBU BEDROOM

2099 | MBU CORRIDOR

2105 | OTHER

2106 | HOME

2108 | HOSPITAL

2110 | INPATIENT WARD

2111 | EMERGENCY DEPARTMENT

2165 | OTHER

2166 | HOME
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Appendix F — Mental Health Organisation Codes

100 ROYAL PERTH BENTLEY GROUP

101 ARMADALE HEALTH SERVICE

102 BENTLEY HEALTH SERVICE

103 FREMANTLE MENTAL HEALTH SERVICE

104 GRAYLANDS SPECIAL HEALTH CARE SERVICES
105 NORTH METRO - SUBIACO

106 CITY MHS

107 PRINCESS MARGARET HOSPITAL - KING EDWARD MEMORIAL HOSPITAL
108 SIR CHARLES GAIRDNER HOSPITAL

109 CITY LOWER WEST OLDER ADULT

110 MIDLAND COMMUNITY MENTAL HEALTH CENTRE
111 ROCKINGHAM KWINANA MENTAL HEALTH SERVICE
112 NORTH METRO STIRLING

113 NORTH METRO JOONDALUP

115 | PSYCHIATRIC EMERGENCY TEAM ~ . (;\ .
116 | STATE FORENSIC MHS A\,

117 | YOUTHLINK - INNER CITY MENTAL HEA;WWC[@\ V
118 | GHS JOINT SERVICES DEVELOPMENT Jsp)) ™

119 | GHS CENTRE FOR CLINICAL |NTE@$}UI>N (CQl)

120 | GHS CREATIVE EXPRESSION CE FOR ARTS\THERAPY
121 | GHS NEUROSCIENCES O \\)‘ °

122 | PEEL

123 | NORTH METROPOLITAN
124 | MULTI SYSTEMIC THEQI@MST)é
125 | YOUTH REACH SOUT
126 |soutHcAaTT N\

127 | NORTH COMMUl@(‘EME CY RESPONSE TEAM (CERT)
129 | HAWTHORN HQUSE

130 | NORTH O HOS IAISON SERVICE

131 NMAH% PIT E HOME

132 | NORTH METRO ABOOKA ADULT

135 | SMAHS - MHL~

136 WOMEN AND WEWBORN HEALTH SERVICE
137 NORTH METROPOLITAN THERAPY SERVICES
139 CAHS-CAMHS
140 YOUTH MH SERVICES
142 FIONA STANLEY
143 JOONDALUP HEALTH CAMPUS
204 GERALDTON
205 WHEATBELT MHS WEST
206 ESPERANCE
207 KALGOORLIE BOULDER
212 VASSE LEEUWIN
214 BROOME
215 DERBY
216 KUNUNURRA
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217 PORT HEDLAND

218 KARRATHA

219 NEWMAN - TOM PRICE

222 MEEKATHARRA

223 BUNBURY MENTAL HEALTH

224 WARREN BLACKWOOD

226 ALBANY MENTAL HEALTH SERVICES

227 NARROGIN

228 KATANNING MENTAL HEALTH SERVICE

229 CARNARVON / EXMOUTH

230 WHEATBELT MHS EAST

231 SOUTHWEST MHS

232 FITZROY CROSSING

233 STATEWIDE DEPARTMENT NEUROPHYSIOLOGY
234 HALLS CREEK

235 ST JOHN OF GOD MIDLAND PUBLIC AND PRIVATE HOSPITALS

236 STATEWIDE SPECIALISED MENTAL HEALTH §l ICE ¢
241 DEPARTMENT OF HEALTH

242 WACHS MH TELEHEALTH % @

243 NMHS ACTIVE RECOVERY TEAM .

W

VQQ S

5

0‘5 X
o &

%O
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Appendix G — Mental Health Program Codes

Code Program Name

‘ Code ‘ Program Name

3 ACCOMMODATION SUPPORT AVRO 44 | CARNARVON ADULT COMMUNITY MH
4 ALBANY ADULT CTT 45 | CARNARVON CAMHS
5 ALBANY CAMHS 46 | CARNARVON OLDER ADULT
6 ALBANY ELDERLY SERVICES 47 | GERALDTON ADULT COMMUNITY MH
7 ALBANY HOME WITHDRAWAL 48 | GERALDTON CAMHS
8 ALBANY ACUTE PSYCHIATRIC UNIT 49 | GERALDTON OLDER ADULT
9 ALBANY SESSIONAL CLINIC 50 | CENTRAL WHEATBELT COMMUNITY MH
10 | ALMA SENIORS DAY THERAPY 51 | OLD FAMILIES AT WORK INPATIENT
11 | FREMANTLE OLDER ADULT OUTPATIENT 52 | WANNEROO CTT - BUTLER
12 | FREMANTLE ATT TRIAGE 53 | OLD CLARKSON CAMHS
13 | FREMANTLE ADULT OUTPATIENT 54 | COASTAL & WHEATBELT FAMILY
INTERVENTION
14 | FREMANTLE ADULT INPATIENT UNIT 55 | COASTAL & WHEATBELT MH CAMHS
15 | ANDREW RELPH PROGRAM 56 | COASTAL & WHEATBELT MH SENIORS
16 | ARMADALE ADULT ACUTE MH UNIT 57 | COMMUNITY FORENSIC MH ADULT
17 | HORIZONS 58 | CECAT SOMMUNIT LT
18 | ARMADALE MHS FOR OLDER PEOPLE 59 OLDWIES OUTPATIENT
AUTHORISED
19 | ARMADALE MHS FOR OLDER PEOPLE 60
COMMUNITY o ﬂ L,
20 | ARMADALE MHS FOR OLDER PEOPLE '\\JENHA COWIMUNITY MH
DAY THERAPY
21 | ALMA STREET GROUP PROGRAM HS
22 | AVON COMMUNITY MENTAL HEALTH { 6 COMMUNITY ADULT MH
23 | AVRO CLINIC B 6 T WHEATBELT ADULT
24 | BENTLEY OLDER ADULT INPATIE}L\ 68 Y ESPERANCE CAMHS
25 | OLD BENTLEY FAMILY CLINIC ESPERANCE COMMUNITY MH
26 | BENTLEY OLDER ADULT D AP&_’)'H ESPERANCE SENIORS
SERVICE
27 | BENTLEY OLDER ADUL MUNI 72 ESPERANCE YOUTH
SERVICE
29 | OLD BENTLEY TRAN ONAL 73 | EXMOUTH CAMHS
OUTPATIENTS
30 | OLD BENT bATIENTS 74 | EXMOUTH ADULT COMMUNITY MH
UNIT
31 | BENTLEY ADOLE PATIENTS’ 75 | EXMOUTH OLDER ADULT
UNIT
32 | BHIP - BRIEF HOM ERVENTION 76 | FAMILY EARLY INTERVENTION PROGRAM
PROGRAM BENTLEY (FEIP)
33 | BORONIA INPATIENT UNIT 77 | OLD FAMILY PATHWAYS PROGRAM
34 | BORONIA EXIT FOLLOW UP 78 | FORENSIC COURT LIAISON
35 | BORONIA NURSING HOME/HOSTEL 79 PRISON CONSULTATION LIAISON
SERVICE
36 | MIDLAND OLDER ADULT COMMUNITY 80 | FREMANTLE COMMUNITY LIAISON
MENTAL HEALTH SERVICE
37 | BROOME CAMHS 81 FREMANTLE ASSERTIVE COMMUNITY
TREATMENT TEAM
38 | BROOME COMMUNITY MH 82 FREMANTLE LIVING SKILLS
40 | BUNBURY ACUTE PSYCHIATRIC 86 | GRAYLANDS HOSPITAL
RESIDENTIAL UNIT
41 | BUNBURY REHABILITATION PROGRAM 87 HAMPTON ROAD SERVICE (MILPARA)
42 | BUNBURY COMMUNITY MENTAL HEALTH 88 | OLD SUBIACO RECOVERY NETWORK CENTRE
43 | BUNBURY APU ACUTE THERAPY 89 HARVEY YARLOOP COMMUNITY MH

PROGRAM

Mental Health Data Collection Data Dictionary 2025

308




Code Program Name

‘Code‘

Program Name

90 | OLD HILLARYS CAMHS 137 | MIRRABOOKA CLINIC(EXPIRED)

91 | MIDLAND CTT FOREST 138 | MORLEY ADULT MENTAL HEALTH

92 | HOSTEL LIAISON TEAM 139 | NARROGIN ADULTS’ COMMUNITY MH

93 | INNER CITY AFFECTIVE DISORDERS 140 | NARROGIN CAMHS
CLINIC

94 | SUBIACO CTT - GREEN 141 | NARROGIN ELDERLY SERVICES

95 | RPH CONSULTATION AND LIAISON 142 | NEUROSCIENCES ADULT

96 | RPH ADULT 7 DAY FOLLOW-UP 143 | NEWMAN ADULT COMMUNITY MH

97 | INNER CITY DRUG AND ALCOHOL 144 | NORTH METRO (HSTLS)
ADVISORY SERVICE

98 | INNER CITY ED LIAISON 145 | SUBIACO RECOVERY NETWORK CENTRE

99 | INNER CITY ENHANCE 146 | ONSLOW COMMUNITY MH

100 | INNER CITY LIFE SKILLS 147 | OSBORNE LODGE CARERS SUPPORT

PROGRAM

101 | INNER CITY MH SERVICE FOR OLDER 149 | STIRLING CTT - OSBORNE DUKE
ADULTS

102 | JARRAH ROAD CENTRE 150 | OSBORNE OLDER ADULT MH INPATIENT UNIT

103 | JOINT SERVICES DEVELOPMENT UNIT 151 | OSBORNE PARK LODGE DAY HOSPITAL
ADULT

104 | WANNEROO CTT - EAST 152 | OSBRHWEICOM OLDER ADULT MH

105 | KALGOORLIE HOSPITAL PSYCH UNIT 153 INGHA vANA CARER SUPPORT

A

106 | KALGOORLIE DETOX AND METHADONE 154 o HORK INTEN SUPPORT PROGRAM
CLINIC ‘o N

108 | KALGOORLIE YOUTH N %AM KWINANA SENIORS MHS

109 | KALGOORLIE/ BOULDER ELDERLY RO AM KWINANA CONNECT &
SERVICES '\ @ERY MODULES (CARM)

110 | KALGOORLIE/BOULDER CAMHS ’N157 | PAYRICIA STREET CENTRE

111 | KALGOORLIE BOULDER COMMUNITY M 15!\' PEEL COMMUNITY MENTAL HEALTH (ADULT)
ADULT ~

112 | KALGOORLIE/BOULDER OUT Q@e OLD PEEL CAMHS

113 | OLD KALAMUNDA CAMHS #9161 | PMH 4H TRANSITION

114 | KARRATHA CAMHS PR 162 | OLD PMH CONSULTATION LIAISON

115 | KARRATHA ADULT %MNITY W 163 | PMH DAY HOSPITAL

116 | KATANNING ADULT rar?, 164 | OLD PMH EATING DISORDER CLINIC

117 | KATANNING GaNH) AS 165 | PMH PSYCHIATRIC OUTPATIENT CLINIC

118 | KATANNIN RLY S S 166 | OLD PMH WARD 4H DAY PROGRAM

119 | OLD ARMADAPE CANNS 167 | OLD PMH WARD 4H INPATIENTS

120 | KEMH CONSULTA LTAISON 168 | HEDLAND CAMHS

121 | KEMH PSYCHOLOGICAL MEDICINE 169 | HEDLAND ADULT COMMUNITY MH

124 | WANNEROO OLDER ADULT MENTAL 170 | PRIMARY REHAB. UNIT
HEALTH SERVICE

125 | KUNUNURRA ADULT COMMUNITY MH 172 | OLD ROCKINGHAM KWINANA CAMHS

126 | KUNUNURRA CAMHS 173 | ROCKINGHAM KWINANA CMNTY PSY SERVICE

(ADULT)

127 | ROCKINGHAM SRT 174 | SCARBOROUGH/OSBORNE REHAB

128 | ARMADALE ATT 175 | SELBY OLDER ADULT MH INPATIENT UNIT

129 | MEEKATHARRA ADULT COMMUNITY MH 176 | SHENTON CHILD & ADOLESCENT CENTRE

130 | MEEKATHARRA CAMHS 177 | SELBY COMMUNITY OLDER ADULT MH

131 | MEEKATHARRA OLDER ADULT 178 | CLW THERAPY SERVICES

132 | MIDLAND CTT RIVER 179 | SHEOAK REHABILITATION UNIT

133 | BENTLEY ACUTE ADULT INPATIENT 180 | OLD FREMANTLE CAMHS

135 | EARLY INTERVENTION IN PSYCHOSIS 181 | BUNBURY CAMHS

136 | BENTLEY CTT 182 | SOUTH GUILDFORD CENTRE
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185 | SWAN ADULT MENTAL HEALTH CENTRE 346 | EAST WHEATBELT CAMHS
186 | OLD SWAN CAMHS 347 | EAST WHEATBELT SENIORS
187 | SWAN VALLEY OUTPATIENTS 348 | ESPERANCE OUTREACH CAMHS
188 | SWAN VALLEY CENTRE 349 | ESPERANCE OUTREACH ADULT
189 | SWAN EARLY DISCHARGE SERVICE 350 | ESPERANCE OUTREACH SENIORS
190 | SWAN YOUTH THERAPY SERVICE 351 | MIDWEST COMMUNITY MH
191 | TOM PRICE ADULT COMMUNITY MH 352 | SELBY/SCGH LIAISON PROGRAM
192 | BUSSELTON ADULT COMMUNITY MH 353 | BENTLEY ATT
193 | VIVEASH REHABILITATION CENTRE 354 | BROOME ELDERLY
195 | CENTRE FOR CLINICAL INTERVENTIONS 355 | DERBY ELDERLY
196 | WARD 2K 356 | KUNUNURRA ELDERLY
197 | WARD D20 358 | YOUTH AND ADULT COMPLEX ATTENTIONAL
DISORDERS SERVICE
198 | WARREN BLACKWOOD ADULT 360 | NEWMAN CAMHS
COMMUNITY MH
199 | OLD WARWICK CAMHS 362 | TOM PRICE CAMHS
200 | WELLINGTON COMMUNITY MH 364 | NEUROSCIENCES YOUTH
201 | WHEATBELT ADULT 370 | BUSSELION CA% R
203 | OLD YOUTHLINK ADULT 371 | BUSSEMIIN EL
204 | STUBBS TCE HOSP 372 ! BL D CAMHS
205 | STUBBS TCE 373 EN ﬂM/OOD ELDERLY
206 | STUBBS TCE SCHOOL BASED QzA\\JRAquJLT%AL UNIT
207 | STUBBS TERRACE DAY FRE E OLDER ADULT INPATIENT UNIT
208 | FAMILY ADMISSION DAY -ﬁ\* A*CONSULTATION LIAISON RPH
209 | PMH TRIAGE 377 | FORENSIC ACUTE INPATIENTS
210 | STUBBS FAMILY % 37 BANKSIA FORENSIC IP UNIT
211 | FAMILY PATHWAYS DAY PROGR 379 [ SCGH OUTPATIENTS
212 | SCGH MITH ,4(9& SCGH CONSULTATION LIAISON
213 | FAMILY PATHWAYS DAY P @M \{) 382 | FORENSIC SUB-ACUTE INPATIENTS
OUTPATIENT
215 | SWAN HOSTELS OUTR®-| SUPP: 383 | HUTCHISON FORENSIC IP UNIT
216 | SWAN EARLY INTER ION (b 384 | CULLITY MOTHER BABY IP UNIT
217 | MIDLAND ATT, K 385 | MURCHISON SLOW STREAM REHAB IP UNIT
218 | JARRAHR NITY 388 | FREMANTLE CONSULTATION LIAISON ADULT
225 | BENTLEY AT RIAG Q 389 | FREMANTLE CONSULTATION LIAISON
ELDERLY
237 NEUROPHY&OLO ERVICE 391 | LEMNOS HOSPITAL
239 | ADOLESCENT CLINIC 401 | SIR CHARLES GAIRDNER TRANSITION
SUPPORT PROGRAM
252 | YOUTH HOSPITAL IN THE HOME 402 | SIR CHARLES GAIRDNER ELDERLY CLINICAL
AMBULATORY LIAISON
253 | BENTLEY OLDER ADULT 7 DAY FOLLOW 403 | OLD YOUTHLINK CAMHS
UP
259 | MIDLAND ADULT ICLS 407 | NEUROSCIENCES ELDERLY
264 | WANNEROO CTT - WEST 410 | ICMHSOA CONSULTATION LIAISON
KIMBERLEY
314 | ONSLOW YOUTH COMMUNITY MH 417 | INNER CITY DISCHARGE FOLLOW UP
322 | NEWMAN YOUTH COMMUNITY MH 418 | BUNBURY CLINIC OUTREACH HOSPITAL
326 | JHC MHOA ADULT 422 | BUSSELTON BRIEF INTERVENTION TEAM
343 | ALBANY SESSIONAL CLINIC 424 | PEEL SENIORS MHS
344 | WHEATBELT CAMHS 425 | PEEL CARER SUPPORT PROGRAM
345 | WHEATBELT SENIORS 426 | PEEL CONNECT & RECOVERY MODULES

(CARM)
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427 | SUBIACO ICOT 546 | MOTHER BABY IP UNIT KEMH

428 | KALGOORLIE PSYCHIATRIC DISABILITY 547 | MOTHER BABY UNIT COMMUNITY KEMH
SUPPORT PROGRAM

438 | NMHS-MH DBT PROGRAM 550 | HAWTHORN AMBULATORY

440 | PARK INTENSIVE DAY THERAPY UNIT 551 | PEEL SRT

441 | OLD CLARKSON CAMHS NM 554 | GERALDTON HOSPITAL MH ADULT

443 | OLD HILLARYS CAMHS NM 555 | GERALDTON HOSPITAL MH OLDER ADULT

445 | OLD CAMHS & PRIMARY SCHOOLS 558 | CECAT INREACH
PROGRAM

446 | OLD WARWICK CAMHS NM 559 | CLINICAL ACCOMMODATION SUPPORT

SERVICE

448 | OLD CAMHS CENTRALISED TRIAGE & 561 | FREMANTLE ITS GROUP
ASSESSMENT TEAM

450 | OLD SHENTON CAMHS NM 562 | SCGH, AMBULATORY HITH

452 | OLD KALAMUNDA CAMHS NM 563 | SCGH, HITH

453 | OLD SWAN KALAMUNDA CAMHS NM 565 | OLD PMH ACUTE COMMUNITY INTERVENTION

TEAM

455 | SWAN YOUTH THERAPY SERVICE NM 567 | JOHN MILNE CENTRE PRE ADMISSION

456 | OLD FAMILY THERAPY TEAM NM 568 | JOHN MILNE CENTR& POST DISCHARGE

458 | PARK MST 569 SODE PSYCHOSIS

459 | OLD MST NORTH 570 L'N*DAY FOLLOW UP

462 | SUBIACO ATT 571 el OUNSELLOR ADULT

463 | CECAT COMMUNITY YOUTH- E@JERBY OUYH COUNSELLOR CAMHS
ADOLESCENT

465 | OLD YOUTH REACH SOUTH CAMHS 9) ¥OUTH COUNSELLOR ADULT

467 | OLD YOUTH REACH SOUTH ADULT 7 B ME YOUTH COUNSELLOR CAMHS

468 | MIRRABOOKA ASSESSMENT SUPPOR '581\ PEEL CAMHS EATING DISORDERS PROGRAM
TEAM(EXPIRED) N e

469 | MH HOSPITAL AT HOME A2 Qjél PEEL CAMHS FAMILY THERAPY PROGRAM

470 | REFLECTIONS ART STUDIO »;586 | MIRRABOOKA ASSESSMENT SUPPORT TEAM

472 | WHEATBELT SECOND OPK{I RVI ® 587 | MIRRABOOKA CLINIC
ADULT Q P )

473 | OLD YOUTHLINK GROU EATNMEND) 589 | KALGOORLIE YOUTH COUNSELLOR CAMHS
PROGRAM ,&E

474 | CCIEATING S®ERS SE® 591 | KALGOORLIE YOUTH COUNSELLOR ADULT
ADULTS

475 | CCIEATING RDER Q{VICE CHILD 593 | ESPERANCE YOUTH COUNSELLOR CAMHS
& ADOLESCE P

478 | JOONDALUP REC NETWORK 595 | ESPERANCE YOUTH COUNSELLOR ADULT
CENTRE

483 | MH LIAISON ADULT GERALDTON 596 | OLD PMH EATING DISORDERS DAY PROGRAM
REGIONAL HOSPITAL

484 | MH LIAISON OLDER ADULT GERALDTON 597 | RPH ADULT 7 DAY FOLLOW-UP
REGIONAL HOSPITAL

500 | FREMANTLE ADULT ASSESSMENT AND 599 | RPH DP MULTICULTURAL UNIT
TREATMENT TEAM

526 | SWAN ADULT CERT 600 | RPH CONSULTATION AND LIAISON

537 | BENTLEY COMMUNITY LINKS DAY 601 | RPH DP ED CL LIAISON
THERAPY

538 | SCGH EARLY DISCHARGE SERVICE 602 | RPH DP CL OPAL

540 | BENTLEY FAMILIES AT WORK PRE- 603 | RPH WARD 2K INPATIENT
ADMISSION CLINIC

542 | HAWTHORN HOUSE 604 | JOHN MILNE INPATIENT

543 | COMMUNITY OPTIONS REHAB PROGRAM | 606 | PEEL ADULT YOUTH COUNSELLOR

544 | ARMADALE COMMUNITY TREATMENT 608 | OLD PEEL CAMHS YOUTH COUNSELLOR

TEAM
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615 | ARMADALE CONSULTATION LIAISON 714 | UPPER SOUTHWEST ADULT STEP UP STEP
OAMHS DOWN
617 | HOST COMMUNITY OPTIONS 715 | UPPER SOUTHWEST YOUTH STEP UP STEP
DOWN
619 | NEW BEGINNINGS PND 716 | ARMADALE ADULT ICLS
620 | ROCKINGHAM CONSULTATION LIAISON 717 | FH MH HTT OUTPATIENT
CAMHS
621 | OLD COMPLEX ATTENTION AND 718 | KALGOORLIE YOUTH SEVERE
HYPERACTIVITY DISORDERS SERVICE
622 | ROCKINGHAM CONSULTATION LIAISON 719 | OSBORNE HOSPITAL IN THE HOME
ADULT
623 | ROCKINGHAM CONSULTATION LIAISON 721 | SUBIACO CTT - PURPLE
OLDER ADULT
624 | CITY MEDICAL & PSYCHOLOGY 722 | CAMHS CRISIS CONNECT
625 | OSBORNE PERINATAL OBSTETRIC 775 | KALGOORLIE YOUTH SEVERE ADULT
PSYCHIATRY SERVICE
628 | ARMADALE TRANSITIONAL 777 | BENTLEY JMC
REHABILITATION PROGRAM
629 | GENDER PATHWAYS SERVICE 778 | PARK MH HITH
631 | CITY OLDER ADULT THERAPIES SERVICE | 781 | ALBANY ADULT ATT
632 | MIDLAND OLDER ADULT THERAPIES 795 | MID I@GTIV VERY TEAM (ART)
SERVICE
633 | ROEBOURNE SPECIAL PROJECTS 796 | St CO cb’z COMMUNITY
635 | PCH WARD 5A INPATIENTS 799 OOR{IY ABULT STEP UP STEP DOWN
637 | BUSSELTON YOUTH COMMUNITY MH \JENTLE( AGWIVE RECOVERY TEAM (ART)
639 | BENTLEY YOUTH INPATIENT UNIT Y CIT ACTIVE RECOVERY TEAM (ART)
640 | BENTLEY YOUTH 7 DAY FOLLOW UP N ay! ECOVERY TEAM
642 | ARMADALE EARLY EPISODE PSYCHO NJ805 | C UNITY CARE UNIT
TEAM N
643 | WHEATBELT YOUTH AX M 806 N EATING DISORDERS TRANSITION PROGRAM
646 | ALBANY YOUTH STEP UP STEP BENTLEY YOUTH HOMELESSNESS SERVICE
647 | ALBANY ADULT STEP UP ST WN ,?lo FSH YOUTH ED-IOP
648 | ALBANY ADULT PSYCHI 811 | ARMADALE TRANSITION TEAM
649 | ALBANY OLDER ADULTUCHIAT 816 | FSH MH YOUTH HITH WARD
655 | KARRATHA AND ON YOU 817 | YCATT
657 | ALBANY YOUTH CHIA 819 | YOUTHREACH SOUTH ADULT
662 | WHEATBE - PE L INFANT | 821 | YOUTHREACH SOUTH CAMHS
MENTAL HEA\TH
664 | WHEATBELT YOU \EN ATAL- 823 | HAMPTON HOUSE CLINIC
INFANT MENTAL
668 | STIRLING CTT - OS NE ROYAL 824 | RPH ADULT MENTAL HEALTH UNIT INPATIENT
(MHU)
673 | HOSPITAL IN THE HOME 825 | BENTLEY ADULT COVID WARD
676 | SPECIALIST DEMENTIA CARE PROGRAM 826 | KEMH PERINATAL LOSS CLINIC
677 | MHEC INPATIENT 827 | KEMH SPECIAL CARE NURSERY (NICU)
678 | EARLY ONSET DEMENTIA/NACC 828 | KEMH GYNAECOLOGY CLINIC
ELDERLY
702 | MARGARET RIVER YOUTH COMMUNITY 830 | TCU PREVENTION
MH
707 | FSH ADULT MH PERINATAL LIAISON 831 | TCU REHABILITATION
OUTPATIENT
709 | THERAPEUTIC CRISIS INTERVENTION 833 | EMHS EATING DISORDER SPECIALIST
FAMILIES SERVICES (EMHS EDSS)
711 | FH ADULT MH EXERCISE PHYSIOLOGY 840 | FLEXIBLE DAY PROGRAM
712 | FH MH HITH INPATIENT 844 | EMHS CRISIS RESOLUTION IN THE HOME
(CRHITH) ARMADALE
713 | ALBANY ELDERLY DEMENTIA NAVIGATOR
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845 | EMHS CRISIS RESOLUTION IN THE HOME | 937 | FH TRANSITIONAL CARE TEAM
(CRHITH) CITY
849 | EATING DISORDERS ADULT 938 | GRAYLANDS EXTENDED CARE SERVICE
850 | URSULA FRAYNE UNIT OLDER ADULT 939 | SUBIACO - HOSTEL IN-REACH
MENTAL HEALTH UNIT
852 | EATING DISORDERS CAMHS 946 | WACHS VIRTUAL ICAMHS COMMUNITY
857 | CAMHS CRISIS CONNECT INTERVENTION | 948 | CITY EASTICLS
860 | ENHANCED GP LIAISON 2000 | OLD HOMELESS YOUTH SOUTH
862 | SCGH NEUROMODULATION 2020 | KEMH WANDAS CLINIC
864 | INTENSIVE CLINICAL MONITORING 2021 | KEMH CAMI CLINIC
865 | MULTIDISCIPLINARY OUTPATIENT CLINIC | 2080 | FREMANTLE POST TRAUMATIC STRESS
CLINIC
869 | GERALDTON ADULT STEP UP STEP 2101 | FREMANTLE POST TRAUMATIC STRESS
DOWN CLINIC ELDERLY
870 | CECAT MUSIC PROGRAM 2142 | OLD KOONDOOLA INTEGRATED SERVICE
CENTRE
871 | FREMANTLE NEUROSTIMULATION 2143 | OLD PARKWOOD INTEGRATED SERVICE
CENTRE
873 | EATING DISORDERS OLDER ADULT 2180 | WUNGEN KARTUP CAMHS INREACH
874 | BENTLEY OLDER ADULT HDU 2181 el ¥ INREACH
875 | JHC MHS YOUTH 2182 ARTUOPJENTERLY INREACH
876 | JHC PICU ADULT 2183 TPV AMHS PROGRAM
877 | JHC DAY ECT ADULT 2184 AW [UNGEN kA 37 ADULT PROGRAM
878 | JHC DAY ECT OLDER ADULT 2 \-WUNGE\ KARTUP ELDERLY PROGRAM
879 | JHC MHOA CAMHS SO N‘WTRO CAHD
880 | JHC MHS CAMHS 1 'METRO STREET TO HOME (MCOT)
881 | JHC MHS OLDER ADULT b \2198 THWEST OLDER ADULT
882 | JHC MHOA OLDER ADULT $ A2195\ UPPER SOUTHWEST CAMHS
883 | DETENTION EMBEDDED SERVIC@FS &o gng SOUTHWEST BRIEF INTERVENTION
885 | COMMUNITY MH CAFS 201 | UPPER SOUTHWEST ADULT COMMUNITY MH
887 | BENTLEY ADULT ELECT, ONVUL 2222 | OLD PROGRAM FOR EVIDENCE BASED
THERAPY (ECT) é, PSYCHOTHERAPIES
888 | BENTLEY OLDER ANL} 2240 | KEMH ADOLESCENT CLINIC
ELECTROCONVUkSIV THERAﬁY(QCT)
891 | ROCKINGHA T M 2260 | OLD EASTERN CORRIDOR CHILD
Q PROTECTION PROGRAM
893 | EMHS EATINOMWDISOR ECIALIST 2262 | OLD NORTH COASTAL CHILD PROTECTION
SERVICES OLDE PROGRAM
895 | EMHS EATING DI R SPECIALIST 2300 | FITZROY CAMHS
SERVICES YOUTH
897 | FREMANTLE OLDER ADULT MH HITH 2304 | FITZROY ADULT MH
INPATIENTS
902 | WARD 9 2K 2320 | CITY HOMELESSNESS TEAM
904 | BENTLEY OLDER ADULT GP LIAISON 2380 | PARK ADULT INPATIENT UNIT
906 | EAST ACUTE CARE AND RESPONSE TEAM 2381 | PARK SENIORS INPATIENT UNIT
913 | KEMH NEW BEGINNINGS 2400 | JOONDALUP EARLY INTERVENTION IN
PSYCHOSIS
915 | KEMH PREGNANCY CHOICE 2401 | BENTLEY SUPPORTED ACCOMMODATION
916 | WA TROPHOBLASTIC CLINIC 2440 | ARMADALE GP LIAISON ADULT
917 | KEMH GOLD CLINIC 2520 | PEEL GP LIAISON ADULT
929 | FSH COCKBURN ADULT MENTAL HEALTH | 2522 | FREMANTLE GP LIAISON ADULT
INPATIENT
931 | KATANNING ADULT ATT 2540 | ROCKINGHAM GP LIAISON ADULT
933 | KEMH GYNAECOLOGICAL 2580 | BENTLEY ATT

SURVIVORSHIP CLINIC
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2600 | ARMADALE ADULT CONSULTATION 3226 | FAMILIES AT WORK INPATIENT
LIAISON
2620 | REPETITIVE TRANSCRANIAL MAGNETIC 3227 | FAMILIES AT WORK OUTPATIENT
STIMULATION
2661 | ROCKINGHAM CL OUTPATIENT ADULT 3229 | FREMANTLE CAMHS
2662 | ROCKINGHAM CL OUTPATIENT OLDER 3231 | MST NORTH
ADULT
2720 | FREMANTLE SUPPORTED DISCHARGE 3232 | MST SOUTH
2740 | HUNTINGTON'S DISEASE ELDERLY 3233 | CAMHS & PRIMARY SCHOOLS PROGRAM
2741 | PREDICTIVE TESTING - HD ELDERLY 3235 | CLARKSON CAMHS
2742 | PREDICTIVE TESTING - NON-HD 3237 | HILLARYS CAMHS
ELDERLY
2743 | DMC ELDERLY 3239 | KOONDOOLA INTEGRATED SERVICE CENTRE
2760 | NEURO - KIDS 3241 | PARKWOOD INTEGRATED SERVICE CENTRE
2780 | HUNTINGTON'S DISEASE ADULT 3243 | PROGRAM FOR EVIDENCE BASED
PSYCHOTHERAPIES
2781 | PREDICTIVE TESTING - HD ADULT 3245 | SHENTON CAMHS
2782 | PREDICTIVE TESTING - NON-HD ADULT 3247 | SWAN CAMHS
2783 | EARLY ONSET DEMENTIA/NACC ADULT 3249 | WARWICK CAMHS
2784 | DMC ADULT 3252 CHlLQWq@ﬁm
2820 | SOUTH METRO TRANSITIONAL CARE 3253 & HYPERACTIVITY
PROGRAM
2840 | STIRLING ATT 3255 R
2841 | STIRLING CTT - MIRRABOOKA EAST 3NN EEL CAVHSYOUTH COUNSELLOR
2842 | STIRLING CTT - MIRRABOOKA WEST AC PONSE TEAM
2860 | PERINATAL MENTAL HEALTH GASCOYNE WY PATHWAYS PROGRAM
ADULT
2880 | PERINATAL MENTAL HEALTH GASCOY '326}\ ACUTE COMMUNITY INTERVENTION TEAM
CAMHS .
2900 | WANNEROO ATT A3 @4 PCH CONSULTATION LIAISON
2920 | BROOME MENTAL HEALTH I/ D766 | EATING DISORDERS CLINIC
2960 | BENTLEY COMMUNITY OP{] *3268 | EATING DISORDERS DAY PROGRAM
2980 | SELF MANAGEMENT SH{LL GROUR, 3269 | PMH WARD 4H DAY PROGRAM
3001 | FREMANTLE ADULWIOTH%@E?; 3270 | PMH WARD 4H INPATIENTS
3002 | FREMANTLE ELQ®RLY PHYSIQNJERAPY | 3271 | ROCKINGHAM KWINANA CAMHS
3020 | GHS NEUR ESC 3273 | YOUTH REACH SOUTH CAMHS
(COMPLEX ATENTION @
HYPERACTIVITY [@ SERVICE)
3040 | ALBANY RECOVE TRE ADULT 3275 | YOUTH REACH SOUTH ADULT
3082 | MCOT ~ 3277 | HOMELESS YOUTH SOUTH
3110 | HALLS CREEK CAMHS MH 3279 | YOUTHLINK CAMHS
3114 | HALLS CREEK ADULT MH 3281 | YOUTHLINK ADULT
3118 | HALLS CREEK ELDERLY MH 3300 | YOUTH AXIS
3160 | SAMHS GROUP 3380 | MH COURT ADULT
3200 | MIDLAND ICOT 3400 | MH CHILDREN'S COURT LIAISION
3201 | WANNEROO ICOT 3440 | CITY COMMUNITY OPTIONS
3202 | STIRLING ICOT 3460 | EATING DISORDERS INREACH PROGRAM
3220 | ARMADALE CAMHS 3540 | ACIT NORTHEAST
3222 | BENTLEY ADOLESCENT INPATIENTS 3560 | KALGOORLIE BOULDER OUTREACH CAMHS
UNIT
3223 | BENTLEY FAMILY CLINIC 3561 | KALGOORLIE BOULDER OUTREACH SENIORS
3225 | BENTLEY TRANSITIONAL UNIT 3595 | BRIEF INTERVENTION FITZROY CROSSING

OUTPATIENTS

ADULT

Mental Health Data Collection Data Dictionary 2025

314



Code Program Name

‘ Code ‘ Program Name

3596 | BRIEF INTERVENTION FITZROY 3984 | WARREN BLACKWOOD ABORIGINAL
CROSSING CAMHS COMMUNITY MH PROGRAM
3598 | BRIEF INTERVENTION BROOME CAMHS 3985 | MARGARET RIVER ABORIGINAL COMMUNITY
MH PROGRAM
3599 | BRIEF INTERVENTION BROOME ADULT 4000 | FREMANTLE ATT
3600 | BRIEF INTERVENTION BROOME OLDER 4042 | PATHWAYS GROUP PROGRAM
ADULT
3601 | BRIEF INTERVENTION DERBY CAMHS 4043 | PATHWAYS DAY PROGRAM
3602 | BRIEF INTERVENTION DERBY ADULT 4061 | PATHWAYS ASSESSMENT AND RECOVERY
PROGRAM
3605 | BRIEF INTERVENTION KUNUNURRA 4103 | ROCKINGHAM - ACT
ADULT
3606 | BRIEF INTERVENTION KUNUNURRA 4104 | ROCKINGHAM - EEP
OLDER ADULT
3607 | BRIEF INTERVENTION HALLS CREEK 4105 | PEEL - EEP
CAMHS
3608 | BRIEF INTERVENTION HALLS CREEK 4152 | KATANNING YOUTH
ADULT
3621 | SCGH MH OBS WARD 4153 | ALBANY YOUTH
3644 | SCGH OUTPATIENTS 4161 | ARMADALE COMMUNITY REHAB
3646 | OSBORNE ELDERLY CONSULTATION 4181 | TRANS 'I‘URAé\m .
LIAISON
3661 | MITH 4201 | T TO pAs
3681 | GENDER DIVERSITY SERVICE 4261 H MH y
3702 | MIDLAND EIT 430 \JOCKlN@HA KWINANA ATT
3703 | SELBY HOSPITAL IN THE HOME N PEENF\
3752 | FSH MBU OUTPATIENT IRLAND ADULT MHU
3753 | FSH ADULT DRUG AND ALCOHOL ?.' 326 | MI§LAND OLDER ADULT MHU
3755 | FSH MH YOUTH OUTPATIENT 43 MIDLAND OLDER ADULT POST DISCHARGE
3756 | FSH ADULT MH LIAISON K 31 [ CLINICAL ACCOMMODATION SUPPORT
@ & SERVICES
3758 | FSH MH YOUTH INPATIENT _ ,2104 WAEDOCS CONSULTATION LIAISON - ADULT
3760 | FSH MBU INPATIENT A\\ L 4408 | ONSLOW CAMHS
3761 | FSHMHINPATIENT ) (/) | 4409 | ONSLOW ADULT COMMUNITY MH
3771 | FSH OLDER ADULT HOL | 4423 | FSH MH YOUTH COMMUNITY
3781 | BENTLEY ADUL IVIDUA 4449 | ARMADALE ADULT 7 DAY FOLLOW UP
COMMUNIT, STR (ICLS)
3807 | MARGARET CA 4452 | CITY EAST ATT
3809 | MARGARET RIVE 4453 | CITY EAST CTT
3812 | MARGARET RIVE%ERLY 4454 | CITY EAST ICOT
3862 | ALMA STREET MH WELLNESS CLINIC 4456 | CITY EAST COMMUNITY SERVICE OLDER
ADULT
3892 | EARLY INTERVENTION PROGRAM 4480 | KEMH PELVIC PAIN CLINIC
BROOME CAMHS
3898 | EARLY INTERVENTION PROGRAM 4543 | HAMPTON HOUSE MH SERVICE
BROOME ADULT
3903 | JHC MHS ADULT 4563 | PRISON TRANSITION PROGRAM
3905 | JHC MH CONSULTATION LIAISON 4581 | ALBANY RECOVERY CENTRE YOUTH
3923 | GERALDTON HOSPITAL PHIT CAMHS 4603 | KWELENA STEP UP STEP DOWN
3924 | GERALDTON HOSPITAL PHIT ADULT 4640 | KARRATHA YOUTH COMMUNITY MH
3925 | GERALDTON HOSPITAL PHIT OLDER 4641 | HEDLAND YOUTH COMMUNITY MH
ADULT
3941 | YOUTH HOSPITAL IN THE HOME 4642 | UPPER SOUTHWEST YOUTH COMMUNITY MH
3983 | BUSSELTON ABORIGINAL COMMUNITY 4661 | MESH CLINIC

MH PROGRAM
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4683 | WUNGEN KARTUP ADULT CULTURAL
LIAISON PROGRAM

4685 | BENTLEY YOUTH COMMUNITY
ASSESSMENT AND TREATMENT TEAM

10012 | Program Not Allocated - 83 MIDLAND
ADULT COMMUNITY
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Appendix H—- Summary of revisions

Date Released Author

Approval

Amendment

1 July 2021 David Oats Rob Anderson, Document created.
Assistant Director
General, Purchasing
and System
Performance
1 July 2022 David Oats Rob Anderson, Dates updated.
Assistant Director
General, Purchasing Removed ‘Rules’ and ‘QA / Validations’ sections
and System from each data element
Performance '
Added new Triage, RAMP and CRAMP sections
and data elements.
Updated ‘Guide for Use’ text under ‘Sex’ data
element.
Previously omijited data el ntg included:
Length of
Alert D
InC|d atlo
iger Dur&q%
Q ztorrec rors in data elements:
RS
K Lea%e Days
@ E}ncident Recurrence Risk
Q 9 | Incident Severity
1 July 2023 David Oats }derson Dates updated.
istant Du@
va;r:e;esral sing New SSCD data elements added:
E O perf@ Mental Health Assessment (Section 15)
N >Q Moved Episode Start Date and Time and Episode
End Date and Time data elements from Community
Mental Health and Service Contacts section to
Inpatient Services section.
Previously omitted data elements included:
Phase Start Date
Phase End Date
Changed IHPA references to IHACPA and updated
website links.
1 July 2024 Jenine Piper Rob Anderson, Dates updated.
Jodie Assistant Director
McNamara General, Purchasing Added new Care Type: Mental health rehabilitation.
and System
Performance
Clarified the definitions for referral outcomes.
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K?“

N @

Removed redundant permitted values 12, 13 & 15
from Collection Status data element.

Updated permitted values in data elements in
Section 10 NOCC AMHCC Clinical Measures.

Updated definitions for SDQ data element

Removed Mental Health Assessment section
(previously section 15) as data not yet available in
Collection.

Updated list of PSOLIS streams with new programs
and name changes.

Updated ‘Guide for Use’ text under the following
data elements:

Service Contact Session Type
Staff Full Name
Staff HE Number

AR Tvp
Qransport
reati
tion
&umer Agreeable
e>Consumer Aware
Contact With

<&
OQQ Q)bQ)

titioner Qualification Type

Designation
Triage End Date
Triage Start Date

N aY ~ Triaged by HE Number
30 June 2025 Jody \ad R erson, Dates updated.
McNaxara & é ant Director
i i N\GPn¥ral, Purchasin .
Jenine Pi , g
p% %nd System Abbreviations table updated.
Performance

Updated formatting of all data variables.

Added definitions for all permitted values listed and
start and end dates where known.

Addition of derivation logic for derived variables.
Added example to Associate Present indicator.
Added variable Triage Outcome

Added variable Triage Presenting Complaint and
Triage Presenting Complaint Code
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Added Triage Severity
Correct Data Variable field name in CGAS
Removed Order Name

Removed Triage (previously section 12) as SSCD
data not yet available in Collection.

Removed Risk Assessment and Management Plan
(previously section 13) as SSCD data not yet
available in Collection.

Removed Child and Adolescent Risk Assessment
and Management Plan (previously section 14) as
SSCD data not yet available in Collection.

Renamed Appendix C from ‘Triage problem codes’
to ‘Triage Presentlng Co %{ and Referral

Presentln
e document has been
emporary practice, mental
pr erence and recent updates by

Term| ro

I|ne

onsu
PA\
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