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1 Introduction 

CSIRO was commissioned in 2018, by the Australian Government Department of Health to 

undertake a series of projects though collaboration with the clinical profession, software 

industry, Australian Digital Health Agency, Australian Institute of Health and Welfare 

(AIHW). 

The objectives of the projects were to define the data standards in primary care to support 

better clinical outcomes, enhance the usefulness of information in the practice record and 

improve interoperability of health information shared with other health care providers and 

organisations. 

The success of the programme was dependent upon reaching consensus with the profession 

and industry of the core clinical information which needs to be consistently recorded by the 

Clinician (in a structured and coded format) in the practice record and exchanged by the 

practice system in a standard format.   

These projects deliver foundations to support improvements to data quality in primary care.  

The projects are complimentary and designed to address the data quality challenges ranging 

from data standards to education and training and targeting support for the primary care 

practices, practice software systems and data extract providers. 

One of the key principles was to ensure the project leveraged and supported existing 

professional standards, industry standards and existing national programs.   

 

The four projects are complementary and are summarised below. 

Project 1 - Primary Care Data Dictionary and SNOMED CT Value Sets (this document) 

• Increase standardisation of data definitions in primary care systems through the 

development of an agreed core clinical Primary Care Data Dictionary- this document. 

• Adoption of a common clinical language in primary care systems through the 

development of the Primary Care SNOMED CT value sets.  

Project 2 - Primary Care Data Exchange and Query 

• Standardise exchange of the agreed core clinical information through an agreed FHIR 

Specification – FHIR Implementation Guide Primary Care au Practice to Practice 

Record Transfer   

• Increase the utility of data exchanged for reporting and analytics through the development 
of guidance on how to use SNOMED CT for analytics and reporting.  

Document: Primary Care Data Quality Foundations - Using SNOMED CT for analytics 
– query and aggregation June 2019 

https://confluence.csiro.au/download/attachments/972096413/PCDQF%20Using%20SNOMED%20CT%20for%20analytics%20%E2%80%93%20query%20and%20aggregation%20June%202019%20Final%20Draft.pdf?version=1&modificationDate=1562555603257&api=v2
https://confluence.csiro.au/download/attachments/972096413/PCDQF%20Using%20SNOMED%20CT%20for%20analytics%20%E2%80%93%20query%20and%20aggregation%20June%202019%20Final%20Draft.pdf?version=1&modificationDate=1562555603257&api=v2


 

 

Project 3- Software Industry Implementation Support 

• Support the adoption of the primary care Data Dictionary, value sets and FHIR 

Implementation Guide, through workshops, Connectathons and guidance.  

Project 4 - Primary Care Education and Training 

• Increase awareness and understanding of the value of structured and coded 

information through the development of train the trainer education material, quick 

reference guides etc 

• Increase understanding of the most important areas in the record that should be 

structured and coded- core clinical data- through focussed training material. 

Confluence page: Educational Materials 

http://confluence.csiro.au/display/primarycaredata/Educational+Materials
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2 Document purpose 

This document provides the background, approach and detailed definitions of the data 

elements agreed to be included in the Primary Care Data Dictionary Release 1. 

 

 

  



 

 

3 Data Dictionary 

 Role and purpose of the Primary Care Data Dictionary  

At the current time in Australia, the majority of primary care computer systems that exist 

are isolated from each other, within a single clinic or organisation, a health IT landscape 

characterised by multitude of fragmented silos. The structure of the health data contained 

within each system is consistent only between clinics that use the same clinical system 

provided by the same vendor because of a shared proprietary and closed local data 

structure. However, between clinical systems there is currently little, if any, alignment. 

Unfortunately, any commonality in data structure is effectively due to luck rather than 

strategic or purposeful design. 

This creates significant issues when clinicians need to share or exchange information 

between different clinical systems. 

Exchange of health information has been difficult to date because each data set or clinical 

system has been developed locally, with fragmented, opaque and, often, proprietary 

‘secret’ data structures. As a result health data has needed to be mapped or transformed 

between clinical systems which results in the introduction of possible errors or potential loss 

of clinical data.  

This Primary Care Data Dictionary is intended to provide the initial foundation layer for an 

evolving ecosystem of agreed and publicly available health data that has been purpose built 

to reflect clinical requirements for provision of care, data exchange, and aggregation for 

analysis, and to support clinical decision support.  The Data Dictionary is vendor neutral, 

however it is based on an understanding of the functionality that exists in current multiple 

vendor systems.  

The Data Dictionary describes and defines a common ‘lingua franca’ that identifies and 

leverages existing commonality between systems or suggests modifications or 

enhancements to systems, that will directly support low friction system-to-system exchange 

without the requirement for technical gymnastics such as transformation or mapping which 

can result in errors or loss of data. 

Release 1 of the Data Dictionary was focussed on agreement of the core common data 

elements to enable quality use of information within the record at the practice as well as 

enable the safe and meaningful exchange of information to other care providers.   

In the first instance, the Data Dictionary has informed the clinical data requirements for the 

development of a specification for the exchange of the individual’s summary record when 

transferring from one practice to another- this is known as the FHIR Implementation Guide 

for Practice to Practice Record Exchange. 
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The Data Dictionary will potentially act as an agent for change by bridging between 

fragmented silos of data and providing a foundation of building blocks of standardised data 

that can be reused in multiple use cases and a variety of clinical specialties, geographical 

locations and professional contexts. 

The Data Dictionary is a living document and will be expanded in future projects to support 

additional use cases – adding breadth through inclusion of new clinical data items, and 

depth by enhancement with further granular detail. 

 What is the Data Dictionary? 

The primary intent of the data dictionary is to design and govern a collection of coherent, 

reusable building blocks known as ‘clinical information models’. 

3.2.1 Clinical information models 

An information model is a technical term, commonly used in software engineering to 

describe data semantics.  

In this Primary Care Data Quality Foundations Project, each clinical information model 

describes the clinically agreed data structure, pattern and content for a single, discrete 

clinical concept. This includes: 

• the metadata descriptions about the clinical concept and its intended purpose, 

purpose and use;  

• one or more component data elements, each associated with attributes such as data 

types, allowed values and constraints; and  

• relationships between data elements.  

Examples of clinical information models include, but are not limited to: 

• Adverse reaction risk; 

• Procedure list; and 

• Vaccination 

Some information models will be simple; others will represent a more complex grouping of 

related data. There will also be a variety of types of models, intended for different data 

representation purposes – for example, some will contain multiple data elements that 

describe various attributes about a specific clinical concept such as a single ‘Procedure’ 

item; others will be used as a container to hold a collection of clinical items, such as a 

‘Procedure list’ containing multiple ‘Procedure’ items. 

Each clinical information model is deliberately designed and created with the intent of re-

use across many data sets, projects, clinical scenarios and geographical locations. Each one 

will vary in the level of detail, which will likely grow in granularity over time as requirements 

for re-use in different contexts is further understood.  



 

 

This approach to clinical data design is intentionally unlike the traditional methods used to 

develop clinical data sets. The Data Dictionary is intended to provide a master set of 

information models that are inclusive of all relevant data elements and their attributes. A 

data set that might support a specific clinical scenario can be represented by a subset of the 

Data Dictionary, knowing that there would be consistency with other data sets that are also 

built using the same clinical information models. As projects and clinical systems 

increasingly use the same clinical information models, interoperability of data becomes 

easier because of shared data structures.  

3.2.2 SNOMED CT-AU and value sets  

Within the information model, any data that is intended to be recorded as text can either be 

recorded as a free text narrative or it can be structured by selecting a word or phrase from a 

value set. Selection from a known and shared value set from a clinical terminology strongly 

supports consistency of data recording, including correct spelling and limiting data entry 

selection to clinically appropriate values. Re-use of agreed and validated terminology value 

sets within the clinical information models further enhance data exchange, clinical decision 

support, querying and analysis on health data. 

In Australia, SNOMED CT-AU has been adopted as a standard for recording structured value 

sets in health records. In this Primary Care Data Quality Foundation project, SNOMED CT-AU 

is the primary terminology from which value sets will be derived to support standardised 

coded text entry in the Data Dictionary’s clinical information models. 

Many SNOMED CT-AU value sets have already been developed through work in the 

Australian Digital Health Agency (ADHA) and it is intended to re-use these nationally agreed 

and published value sets where clinically agreed as appropriate. 

The breadth of scope for this Data Dictionary means that there are many value sets that 

have not been previously developed and so new SNOMED CT-AU value sets are being 

developed to match the requirements of the information models.  

 Design and use of the Data Dictionary 

A collaborative community co-design process was established to reach consensus with the 

clinical profession and software industry on the core common data items required in the 

Data Dictionary. 

The initial design of the data dictionary commenced with an analysis of existing data in 

primary care clinical systems, national and international standards, existing FHIR resources 

and openEHR archetypes. The content of SNOMED CT-AU informed the clinical information 

models as well as providing the value sets. 

The approach has incorporated the following pragmatic principles in design of the Data 

Dictionary: 
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• Alignment with and leverage of existing data in systems as much as possible; plus, 

where feasible; 

• Convergence of data elements and value sets where variation currently exists in 

clinical systems, as guided by clinicians and health informaticians;  

• Suggestion of additional data items or new value sets only where it will add value, 

clarity, improve data quality or contribute to improved clinical safety, in a way that 

will minimise the need for clinical systems to make substantive changes to their 

current software; and 

• Keeping the data set to the core minimum required while also developing a roadmap 

for future enhancement – addition of further detail to current building blocks, and 

addition of building blocks for new concepts to extend the scope of the Data 

Dictionary. 

If there was not consensus regarding a concept or data element, or the specification was not 

mature, it was pushed toward a future release, pending further discussion and agreement. 

The Data Dictionary is intended to gradually build a collection of re-usable clinical 

information models and associated SNOMED CT-AU value sets that will provide a foundation 

for a standardised health data ecosystem.  This first release comprises more than 20 

discrete component building blocks, one per clinical concept.   

Each of the building blocks in the Data Dictionary represents a single concept. Some blocks 

are simple; others are more complex grouping of related data. Each block has a consistent 

design depending on its purpose, described by metadata.  The Data Dictionary contains a 

variety of building blocks, intended for different purposes – for example, some contain 

multiple data elements that describe various attributes about a specific clinical item such as 

a ‘Medication’ or details about ‘Tobacco smoking’; others will be used as a container to hold 

a collection of clinical items, such as a ‘Medication list’. 

The Data Dictionary for this initial release has been designed to incorporate and leverage 

data items that already exist in clinical systems as much as possible plus, where feasible, 

propose convergence of data elements and values where there is variation in clinical 

systems or suggest additional functionality in primary care systems which will enhance data 

quality and clinical safety.  

This coordinated data design approach can be applied to clinical data used within health 

records, to data that is exchanged between systems, data that is aggregated for analysis, 

used to underpin knowledge-based activities such as decision support or standardised 

querying across a variety of data sources. 

One of the major goals of this Primary Care Data Quality Foundations Project is to agree a 

library of information models that can be agreed by clinicians, shared and reused across a 

broad range of primary care data sets, clinical contexts and geographical regions. The value 

of the resulting standardised data captured in primary care settings is increased because it is 

easier to: 



 

 

• support decision support within clinical systems; 

• exchange between clinical systems; 

• interrogate data sets using standardised queries, resulting in consistent data 

results; 

• safely and accurately extract, aggregate and analyse primary care data (assuming 

appropriate privacy, consent and authorisation); 

• trigger standardised knowledge related activities such as common decision support 

tools across systems, rather than a unique one per project or implementation; 

• provide a ready-made library of information models that can fast-track the 

development of new clinical systems, applications or projects. 
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4 FHIR AU 

FHIR is the next-generation HL7 standard for exchanging healthcare data electronically. It is 

based on the lessons learnt from the many years of developing previous HL7 standards for 

healthcare data exchange. 

The basic building blocks of FHIR, Resources, can be tailored to suit specific use cases by 

“profiling”. Whilst FHIR is an international standard, national and regional projects can 

provide localisation of resources. HL7 Australia’s “AU Base” Implementation Guide provides 

localisation of resources for the Australian context. 

The AU Base Implementation Guide provides a starting point from which to refine for the 

primary care context. The Technical Working Group is producing an AU Primary Care 

Implementation Guide to provide those further refinements. They have focused on the 

(general) practice to practice transfer use case, but it is envisioned that further work (out of 

the scope of the work done for this project) would reuse the profiles developed to continue 

to build the AU Primary Care Implementation Guide to cater for more primary care use 

cases. 

Much of the data modelling work has utilised FHIR resources and profiles, and has been 

informed by a wealth of prior art, including modelling in openEHR for Detailed Clinical 

Models. The data model references both FHIR artefacts and SNOMED CT value sets, and can 

be accessed through ClinFHIR. ClinFHIR is a data development tool suite, which allow 

specification of FHIR resources, definitions of data types and bindings, as well as hooking to 

a FHIR terminology server (NCTS-Ontoserver). 

ClinFHIR and the data model can be accessed here http://clinfhir.com/csiroProject.html and 

by then selecting “Common model” under the “Models” section. 

It should be noted that the AU Primary Care Implementation Guide is in draft stage and the 

AU Primary Care Implementation Guide is a living document and the reader should expect 

change as further work is carried out, and the base FHIR resources progress through the 

FHIR maturity levels.  The current state of the FHIR AU Primary Care Implementation Guide 

can be accessed here: http://build.fhir.org/ig/aehrc/primary-care-data-technical/. 

 

 

 

 

 

 

 

 

http://clinfhir.com/csiroProject.html
http://build.fhir.org/ig/aehrc/primary-care-data-technical/


 

 

The diagram below summarises the process for development and the linkage between the 

harmonisation process, the Data Dictionary and the FHIR Implementation Guide. 

 

 

 

  

Existing Specifications Harmonised Content
Primary Care Data 

Dictionary 
FHIR Implementation Guide

Primary Care, Standards Data 
Specifications, Data Sets, KPIs, 
Assessments, FHIR, OpenEHR

Identification of all the existing 
specifications in Primary Care that 
would inform the development of the 
core data requirements.

Initial meeting of stakeholders to 
identify all potential data inputs, use 
cases and priorities for the projects.

Community established with clinical 
and technical working groups.
Use case agreed- reusable core data 
set, associated SNOMED CT Value Sets 
and a FHIR IG to exchange.

Harmonised clinical data items and 
identification of core common items

Candidate core data elements which 
are common to multiple existing 
specifications, that enable structured 
data recording and data reuse.

Clinical Content and Technical Working 
Groups consensus on the core data 
items to be defined and included in a 
data dictionary and identification of the 
first use cases to exchange these core 
data items.

Outputs progressively developed and 
iterated through a series of face to face 
workshops  (4) and webconferences (5)

Primary Care clinical information model

Release 1 of the Data Dictionary 
defines the core common data 
elements to enable quality use of 
information as well as enable the safe 
and meaningful exchange of 
information to other care providers.  
The Dictionary includes: meta data, 
definitions and recommended 
terminology bindings

Enter once, multiple use and interoperable 
exchange and reuse

Community, consensus based 
development process with 
multidisciplinary clinical content and 
technical working  group.

Endorsement proposed to be 
progressed through clinical colleges 
and professional groups.

FHIR IG- Primary Care Au Practice to 
Practice Record Exchange

An industry agreed specification, 
informed by the Primary Care Data 
Dictionary Core Common Model for the 
exchange of an individuals record when 
they request a transfer of their records 
from their current practice to a new 

practice. 

FHIR IG profiles based on the HL7au 
Base resources, progressively 
developed and tested through a 
Community process.

Endorsement proposed to be 
progressed through HL7au
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5 How to read this document 

 Data Dictionary contents summary 

This section provides a snapshot summary of the data lists and elements provided in the 
Data Dictionary and whether it will be included for Release 1 (R1) or Release 2+ (R2+).  
 

Section heading Definition Container Contains 

DEMOGRAPHICS – the type of data 

Release 1 – refers to the release that the sections will belong to 

The section name 
A definition of the section 

 

The data lists 
that belong in 
this section 

• The data elements that 
belong in this section 

 

 Data Dictionary  

This section of the document describes the data lists and elements that make up the Data 
Dictionary. Information is presented in format as below 
 
Data container Example: Active medicines list 
 

Description A description of the data container, if present. The data container will 

hold one or more data items. 

Example: A list of medicines being used by the individual. 

System 

presence 

5/5 

Purpose The purpose of the container.  

Example: To exchange information about current use of medicines by 

the individual, including one of: an absence of information; an 

exclusion of use; or a list of medicine items currently in use. 

Container 

occurrence 

An indication of whether this container is optional or mandatory and 

how many times it can be repeated in the data set. 

Example: Mandatory, single occurrence 

Alias How a field may be labelled in existing systems.  

Example: Medicines list, Medication list 

Considerations Any particular issues that need to be highlighted about this container. 

Example: Absence: A positive statement about the absence of any 

information about medicines will be represented by the phrase ‘Not 

available’. 

Exclusion: A positive statement excluding use of any current medicines 

will be represented by the phrase ‘Nil known’. 

Contains The items that are contained in this list 



 

 

Example: Medicine item(s) 

Rationale Where required, justifications for decisions are included here 

 
Data items Example: Medicine item 

Description A description of a data item. 

A data item is a collection of one or more data elements describing a 

single clinical concept. 

Example: A medicine, nutritional product or other therapeutic item 

that is currently being taken by the individual, including items that are 

prescribed or obtained over the counter. 

System 

presence 

3/5 

Item occurrence An indication of whether this item is optional or mandatory and how 

many times it can be repeated. 

Example: Optional, multiple occurrences 

Alias How a field may be labelled in existing systems.  

Example: Medicine, Medication, Drug 

Data elements 

Element name 

Example: 

Medicine name 

Description A description of the data element. 

A data element describes one attribute about 

the data item including data type, constraints 

and value sets where relevant. 

Example: Name of the medication or 

therapeutic item. 

System 

presence 

1/5 

Element 

occurrence 

An indication of whether this element is 

optional or mandatory and how many times it 

can be repeated. 

Example: Mandatory, single occurrence 

Data type The format of the data 

Example: Codeable concept 

Value set 

description 

A description or definition of the value set of 

acceptable values to be used with this element. 

Alias How a field may be labelled in existing systems.  

Example: Drug name 

Examples Examples of acceptable values for this element 

4126011000036109 | Plaquenil | 

3322011000036101 | Coumadin | 

 
System presence was determined by an audit of clinical systems available on the ADHA 
platform. It is represented by a number out of 5, which was the number of systems 
reviewed. 
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6 Decision-making criterion: 

R1 • Clinical consensus 
o The information adds clinical value within the record and is identified 

as part of the RACGP Standards 
o The information when structured enables decision support within the 

record and reuse as part of information exchange 
o The information needs to be exchanged for reasons of clinical safety 
o The information could be exchanged to support provision of care 
o The information could be exchanged to trigger conversations with the 

receiving clinician 

• Technical maturity 
o The data elements exist in the majority of the clinical systems 
o The clinical systems can be enhanced with minimal impact 
o It is achievable to represent the content in FHIR representation  

• Terminology 
o Value sets can be identified to support the data elements 

 
R2 • Clinical requirements 

o The clinical content is captured inconsistently in systems and there 
needs to be further work to achieve consensus 

• Technical maturity 
o Further work is required to be able to represent the clinical content in 

FHIR 

• Terminology 
o Value sets have not been able to be identified or needs further work 

to achieve a viable value set 
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7 Data Dictionary contents summary  

Section 
heading 

Definition Container Contains 

DEMOGRAPHICS 

Release 1 

Demographic details Identification and non-clinical 
context about the individual  

 

 • Person name 

• Date of birth 

• Address 

• Aboriginal or Torres Strait 
Islander status 

• Contacts 

Release 2+ 

Demographic 
details 

Identification and non-clinical 
context about the individual  

 

 • Gender identity 

• Birth sex 

• Country of birth 

• Language 

• Ethnicity 

CLINICAL 

Release 1 

Handover summary Narrative summary or overview 
about the individual, specifically 
from the perspective of a 
healthcare provider. 

 Clinical synopsis 

Current Medicines A list of medicines and related 
items for the individual. 

Medicines list • Medicine items 

• Absence; OR 

• Exclusion 

Adverse reactions A list of substances which, on 
administration or during 
exposure, may put the individual 
at risk of an adverse reaction. 

Adverse reaction 
list 

• Adverse reaction items 

• Absence; OR 

• Exclusion 

•  

Medical history A combined list of significant 
diagnoses, problems and 
procedures for the individual. 

Medical history list 

• Problems & 
diagnoses 

• Procedures 

• Problem/diagnosis or 
Procedure items 

• Absence; OR 

• Exclusion 

Vaccinations A list of vaccinations that have 
been administered to the 
individual. 

Vaccination list • Vaccination items 

• Absence; OR 

• Exclusion 

Family history A summary of significant health 
and related issues in family 
members. 

Family history 
summary 

• Family history item 

• Absence; OR 

• Exclusion 

Social summary A summary about the social 
circumstances and life 
experiences of the individual.  

Social summary • Social summary 

• Absence; OR 

• Exclusion 



 

 

Lifestyle factors An overview of lifestyle activities 
including, but not limited to 
tobacco smoking and alcohol 
consumption that may impact 
clinical decision-making about 
the individual. 

Lifestyle summary • Tobacco smoking item 

• Alcohol consumption item 

• Absence; OR 

• Exclusion 

Breastfeeding To indicate that the individual is 
currently breastfeeding. 

 • Breastfeeding item 

Pregnancy Details about the current 
pregnancy for the individual. 

Pregnancy 
summary 

• Pregnancy item 

Follow-up activities A list of clinical reminders or 
recalls for the individual. 

Follow-up list • Follow-up activity item(s) 

• Absence; OR 

• Exclusion 

Clinical notes Detailed information about each 
clinical visit or consultation. 

Encounter Reason for encounter 

  Encounter Type of encounter 

Release 2+ 

Clinical Notes Detailed information about each 
single encounter.  

Date of Encounter 
Period 
Encounter 
Diagnosis 

Body Site 
Laterality 
Severity  

Encounter 
Procedure 

Body Site 
Laterality 

Prescriptions 
Medicine Name 
Dose 
Clinical Indication 
Repeats 

 

 

Care plans A list of active care plans for the 
individual. 

Care plan list Care plan items 

• Absence; OR 

• Exclusion 

Advanced care 
directives 

A flag to indicate that an 
advanced care directive is in 
place for the individual. 

Advanced care 
directive list 

Advanced care directive item(s) 

• Absence; OR 

• Exclusion 

Diagnostic results A list of selected diagnostic test 
results for the individual. 

List of key 
diagnostic results 

 

Entitlement   Eligibility and billing 

Legal   Child consent 

Power of Attorney 
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8 Demographics  

 Person Name 

Person 

name 

Description The name of the individual 

5/5 

Element 

occurrence 

Mandatory, multiple occurrence 

Individuals may have a preferred or nickname; multiple 

names can be recorded 

Data type Human name 

Alias Name 

Subject of care name 

Examples Ms Mary Fictitious 

John Reginald Hope, Sr 

 Date of birth 

Date of 

birth 

Description The date of birth of the individual 

5/5 

Element 

occurrence 

Mandatory, single occurrence 

Data type Date/Time 

Alias DOB, Date of birth, Birth date 

 

 Gender Identity 

Gender 

identity 

Description The individual’s internal perception of their own gender.  

Please note: Gender identity is often incorrectly conflated 

with sex assigned at birth  

3/5 Element 

occurrence 

Optional, single occurrence 

Data type Codeable Concept 

Value set  To be developed 



 

 

Alias Gender, Sex Administrative gender, administrative sex, 

gender identification 

Considerations Not included in release 1. 

Due to identified issues in how Sex and Gender are 

defined and recorded; and an incomplete understanding 

about their requirements for use in a clinical context, 

formal definitions and proposed value sets for Gender 

identity are being addressed by the AIHW, Department 

of Health and the Australian Digital Health Agency. The 

examples provided above are regarded as possible or 

indicative values at this stage.  

 

 Birth Sex 

Birth 

sex 

Description The sex of the individual determined by anatomical 

characteristics observed and registered at birth 

?/5 

Element 

occurrence 

Mandatory, single occurrence 

Data type Codeable Concept 

Value set  To be developed 

Alias Birth sex, biological sex 

Considerations Not included in Release 1. 

Due to identified issues in how Sex and Gender are 

defined and recorded; and an incomplete understanding 

about their requirements for use in a clinical context, 

formal definitions and proposed value sets for ‘Gender 

identity’ are being addressed by the AIHW, Department of 

Health and the Australian Digital Health Agency.  The 

examples provided above are regarded as possible or 

indicative values at this stage.  
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 Address 

Address Description A collection of information used for describing the 

location of an entity (such as their home), and/or details 

describing how the individual can be contacted 

5/5 Element 

occurrence 

Mandatory, multiple occurrence 

Individuals may have a secondary address; multiples are 

allowed 

Data type Address 

 

 Aboriginal or Torres Strait Islander status 

Aboriginal 
and 
Torres 
Strait 
Islander 
status 

Description Indicates the individual’s identification as an Aboriginal 
and/or Torres Strait islander 

5/5 

Element 
occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set The ADHA value set contains values to support the 
representation of an individual’s Indigenous status. That 
is, whether an individual identifies as being of Aboriginal 
or Torres Strait Islander origin. The values are those 
concepts defined in the Australian Indigenous Status 
code system. 

Examples Aboriginal,  
Torres Strait Islander,  
Neither Aboriginal nor Torres Strait Islander origin 

Alias Aboriginal and/or Torres Strait Islander status 
Indigenous status 
ATSI status 

 

    Language 

Language Description The language (including sign language) most preferred 

by the individual for communication 

?/5 

Element 

occurrence 

Optional, multiple occurrence 
 

Data type Codeable concept 

Value set This ADHA value set contains values to support the 

representation of languages that are commonly 



 

 

encountered in Australia, including a comprehensive set 

of Australian Indigenous languages. 

Alias Language spoken at home 

First language 

Mother tongue 

Considerations: Not included in Release 1. 

The concept of language needs further investigation, 

specification and development to understand how this 

can best be implemented in clinical systems, especially 

with respect to notions of ‘primary’ or ‘preferred’ 

language plus the ability for an individual to speak 

‘other’ languages. Also, further investigation and 

consideration is required to identify how best to record 

an individual’s need for an interpreter  

   Country of birth 

Country 

of birth 

Description The country in which the individual was born  

5/5 

Element 

occurrence 

Optional, single occurrence 

Data type String 

Alias Birth country 

Considerations: Not included in Release 1. 

Coding of this data element with a terminology value set 

is preferred. The ABS Country list is the preferred value 

set for this data element, but needs investigation and 

confirmation.  

 

  Contacts 

8.9.1   Contact Details 

Usual 

contact 

Description A contact detail by which the individual may be 
contacted.  

?/5 
Element 

occurrence 

Optional, multiple occurrence 

Data type Contact point 
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Alias Phone number 

Mobile phone number 

Email address 

8.9.2   Emergency Contact  

Emergency 

contact 
 

Description The contact details of the person nominated by the 

individual to be contacted during emergencies. 

?/5 
Element 

occurrence 

Optional, multiple occurrence 

Data type Patient contact 

Alias In case of emergency, next of kin contact 

 

 

9  Clinical Topics 

 Summary 

Description Narrative summary or overview about the individual, specifically from the 

perspective of a healthcare provider. 

Purpose To provide the opportunity for a clinician to add a clinical synopsis entry 

that will be made available as part of the process of generating a P2P data 

set from the sending clinical system and added to the beginning of the 

data set, effectively acting as an introduction or overview to the 

structured data following, and potentially highlighting critical clinical 

issues that need to be considered as a priority by the receiving clinician. 

Item occurrence Optional, single occurrence 

Considerations This clinical concept does not currently exist in any clinical systems. It is 

intended that this data element will NOT be separated from the exchange 

data set and stored as a standalone data item in the receiving health 

record. 

Contains Clinical synopsis 

 

 

 



 

 

9.1.1  Clinical synopsis 

Synopsis Description Narrative text that provides additional information or 

context about the individual that is NOT otherwise 

captured in the structured clinical content of the exchange 

but is considered relevant by the sending clinician as part 

of a comprehensive clinical handover of information. 

0/5 

Element 

occurrence 

Optional, single occurrence 

Data type Free text 

Alias Clinical summary 

Example “Mary Fictitious has arranged a transfer from her employer and will move to their 

regional office in Suburb, in order to be closer to her son and daughter-in-law. Mary is still 

grieving the early and unexpected death of her husband last year. She will become a 

grandmother in 5 months. She is currently most concerned about resolving her ABC 

issues.” 

 

 Active Medicines list 

Description A list of medicines being actively used by the individual. 

5/5 

Purpose To exchange information about current use of medicines by 

the individual, including one of: an absence of information; an 

exclusion of use; or a list of medicine items currently in use.  

Container occurrence Mandatory, single occurrence 

Alias Medicines list 

Considerations Absence: A positive statement about the absence of any 

information about medicines will be represented by the 

phrase ‘Not available’. 

Exclusion: A positive statement excluding use of any current 

medicines will be represented by the phrase ‘Nil known’. 

Contains Medicine item(s) 

Guidance Refer to ASQHC On-screen Display of Medicines Information 

https://www.safetyandquality.gov.au/our-work/medication-

safety/electronic-medication-management/national-

guidelines-for-on-screen-display-of-medicines-information/ 
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9.2.1   Medicine item 

Description A medicine, nutritional product or other therapeutic item that is 

currently being taken by the individual, including items that are 

prescribed or obtained over the counter. 

5/5 
Item 

occurrence 

Optional, multiple occurrences 

Alias Medicine, Medication, Drug 

Data elements 

Medicine 

name 

Description Name of the medication or therapeutic item. 

This data field can be used to record tightly bound orders 

of multiple medications when they are prescribed as a 

single pack. The extent of coding may vary from the 

simple name of the medication item through to details 

about the actual medication pack to be used. It is 

strongly recommended that the 'Medicine name’ be 

coded with a terminology capable of triggering decision 

support, where possible. Free text entry should only be 

used if there is no appropriate terminology available or 

for extemporaneous products. 

5/5 

Element 

occurrence 

Mandatory, single occurrence 

Data type Codeable concept 

Value set This ADHA value set contains Australian Medicine 

Terminology content including: 
• Medicinal product 

• Medicinal product pack 

• Medicinal product unit of use 

• Trade product 

• Trade product pack 

• Trade product unit of use 

• Containered trade product pack 

Alias Drug name 

Examples 
4126011000036109 | Plaquenil | 

3322011000036101 |Coumadin | 

Strength Description The amount of the active ingredient in the Medicine, 

expressed as a ratio or concentration 
2/5 

Element 

occurrence 

Optional, single occurrence 



 

 

Data type Ratio 

Alias Concentration 

Examples 
2mg/5ml 

100mg/tablet 

Form Description The physical presentation or formulation of the 

medicine. 

1/5 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set  This ADHA value set includes SNOMED CT-AU concepts 

that represent the physical dose form of a medication.   

Examples 
63011000036109 |Tablet | 

111011000036103 |Cream | 

201011000036102 |Inhalation powder | 

Alias Nil 

Dose: Route 

of 

administration 

Description The route by which the medication is administered into 

the body. 

2/5 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set This ADHA value set includes SNOMED CT-AU concepts 

that describe the route by which a medicine may be 

administered.  

 Examples 
47625008 | Intravenous route | 

26643006 | Oral route | 

6064005 | Topical | 

Dose: 

Frequency 

Description The intended timing of a medication administration 

5/5 

Element 

occurrence 

Optional, single occurrence 

Data type Timing 

Examples 
three times a day 
PRN, as required for pain 
before bedtime 

Alias Timing 

Description Period over which the medication is being taken, defined 

by a start date/time and optionally, an end date/time. 
2/5 
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Dose: 

Duration 

The end date/time will be set for deliberate short 

courses of medications, such as antibiotics. 

Element 

occurrence 

Optional, single occurrence 

Data type Period 

Alias Period 

Instructions Description Additional information on how to use or store the 

ordered item. May be used to communicate complex 

dose instructions such as a tapering dose over time.  For 

complex dosage regimes such as tapers, select the 

“Medication to be tapered” value and enter precise 

details in the Comment data element. 

5/5 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept. 

Value set  This HL7 value set from SNOMED CT-AU includes all 

children concepts of | 419492006 Additional dosage 

instructions | 

Examples 
• Take with food 
• Avoid grapefruit 

• Dissolve in water 

• Store in a cool, dry place 

• Medication to be tapered 

Clinical 

indication 

Description Clinical reason for use of the medication or therapeutic 

item. 

It is not intended to carry an indication for administrative 

authorisation purposes. 

4/5 

Element 

occurrence 

Optional, multiple occurrences 

Data type Codeable concept 

Value set  This AEHRC value set contains a broad set of 

SNOMED CT-AU clinical reasons to record why a 

medication has been prescribed.  It includes all content 

able to be recorded in Problem/Diagnosis but has been 

expanded to include Procedural content such as 

screening procedures and prophylaxis 



 

 

Examples 
194828000 | Angina | 

37796009 |Migraine | 

Alias Reason for medication, Reason for prescription 

Comment Description Additional narrative about the medication item not 

captured in other fields. 

3/5 

Element 

occurrence 

Optional, single occurrence 

Data type Free text 

Examples Taper: “Take three tablets per day for 7 days, then two tablets per day for 7 days, 

then 1 tablet per day for 7days (total 42 tablets over three weeks, tapered dose)” 

“Gets confused if prescribed a generic brand” 

Alias Note 

Date  
Description The data when the medication was last prescribed. 

Partial dates are allowed. 

?/5  
Element 

occurrence 

Optional, single occurrence 

 
Data type Date 

 

 Adverse reaction risk list 

Recording of adverse reactions accurately is a critical safety issue in any clinical system, however 

the reality is that it is recorded slightly differently in every clinical system.. 

This fragmented representation of adverse reaction data in clinical systems puts patients at risk of 

an unintended adverse reaction every day. Standardisation about how clinicians record adverse 

reactions, which includes allergies, intolerances and hypersensitivities, will potentially save lives. 

The information model proposed for the first release of the practice-to-practice exchange of data 

is intentionally minimalist, but at the same time potentially powerful. The intent is to standardise 

the smallest amount of data that will trigger appropriate decision support alerts when prescribing 

medicines to avoid an adverse reaction and provide clinically useful information to receiving 

clinicians.  

For this reason, the information model for an Adverse reaction risk item contains carefully chosen, 

data elements. Standardisation and implementation of ‘Substance name’ and ‘Manifestation’ and 

their value sets across clinical systems will support safer prescribing and potentially save lives. 

Other data elements have been included in the R1 exchange scope that add value to the adverse 
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reaction data being exchanged, including the inclusion of ‘Criticality’ as a way for clinicians to 

express their estimation of the seriousness of a future reaction to the identified substance. 

The R1 information model deliberately avoids data elements that are contentious, such as 

‘Category of reaction’ which is not reasonable for primary care clinicians to be able to record 

accurately. 

In the future, the adverse reaction risk information model can be extended to include more detail 

for future use cases and clinical scenarios, including the fine, granular detail that may be required 

by immunologists for patient care or pharmaceutical research purposes.  

 

Description A list of substances which, on administration or during exposure, 

may put the individual at risk of an adverse reaction. 

5/5 

 

Purpose To exchange information about the risk of adverse reactions for the 

individual, including one of: an absence of information; an exclusion 

of use; or a list of adverse reaction risk items.  

Container 

occurrence 

Mandatory, single occurrence 

Alias Allergy list, Allergy/intolerance 

Considerations Absence: A positive statement about the absence of any adverse 

reaction information will be represented by the phrase ‘Not 

available’. 

Exclusion: A positive statement excluding any known adverse 

reactions will be represented by the phrase ‘Nil known’. 

Contains Adverse reaction risk items 

 

9.3.1  Adverse reaction risk item 

Description Risk of harmful or undesirable physiological response which is 

unique to the individual and associated with exposure to a known 

substance. 

5/5 
Item 

occurrence 

Optional, multiple occurrences 

Alias Adverse reaction, allergy, intolerance, hypersensitivity 

Data elements 



 

 

Substance Description Identification of a substance, or substance 

class, which is considered to put the individual 

at risk of an adverse reaction event. 

Both an individual substance and a substance 

class are valid entries in 'Substance'. A 

substance may be a compound of simpler 

substances, for example a medicinal product. 

5/5 

Element 

occurrence 

Mandatory, single occurrence 

Data type Codeable concept 

Value set This ADHA value set contains a broad set to 

support the recording of agents that may be 

responsible for causing adverse reactions.   

This set includes all AMT product concepts as 

well as SNOMED CT-AU substances such as 

chemical, material and dietary substances 

Examples 
111088007 | Latex | 

256259004 | Pollen | 

102263004 | Eggs (edible) | 

256349002 | Peanut | 

373270004 | Penicillin | 

3738011000036101 | Amoxil | 

Alias Agent, Class, Product 

Criticality Description Estimate of the potential clinical harm, or 

seriousness, of the reaction to the identified 

substance.  

0/5 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set A nationally standard value set, published by 

ADHA and designated as AU Base describing 

the potential for harm on subsequent 

exposure to a substance. 

The default criticality value for any propensity 

to an adverse reaction should be 'Low Risk', 

indicating at the very least a relative 

contraindication to deliberate or voluntary 

exposure to the substance. 'High Risk' is 

flagged if the clinician has identified a 
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propensity for a more serious or potentially 

life-threatening reaction, such as anaphylaxis, 

and implies an absolute contraindication to 

deliberate or voluntary exposure to the 

substance. 

Examples 
• Low 

• High 

• Unable to assess 

Alias Seriousness 

Rationale This data elements estimates the importance 

of the risk of subsequent or future exposures 

to substances, and not the severity of the 

manifestation.  

Verification 

status 

Description Assertion about certainty associated about 

the potential risk of a reaction to the 

identified substance. 

0/5 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set  A nationally standard value set, published by 

ADHA and designated as AU Base providing 

concepts that indicate whether the adverse 

reaction assertion is verified. 

Examples 
• unconfirmed 

• confirmed 

• refuted 

• entered in error 

Alias Certainty 

Manifestation Description Clinical symptom and/or sign that were 

observed or associated with the adverse 

reaction. 

5/5 

Element 

occurrence 

Optional, multiple occurrences 

Data type Codeable concept 

Value set  This AEHRC value set contains the ADHA 

developed Clinical manifestation reference 

set, which contains SNOMED CT-AU concepts 

that can be used to describe manifestations 



 

 

Examples 
39579001 | Anaphylaxis | 

126485001 | Urticaria | 

267038008 | Oedema | 

62315008 | Diarrhoea | 

422587007 | Nausea | 

Alias Reaction, Nature of reaction, Clinical 

manifestation 

Comment Description Additional narrative about the adverse 

reaction risk not captured in other fields. 

2/5 
Element 

occurrence 

Optional, single occurrence 

Data type Free text 

Alias Note 

 

 Medical history  

 

Description  A combined representation of significant problems, diagnoses and 

procedures for the individual. 

5/5 

 

Purpose To exchange information about significant diagnoses, problems and 

procedures for the individual. The ‘Medical history’ will support the 

receiving clinician to quickly identify significant relevant conditions and 

procedures and determine which require further clinical attention.  

Clinicians have requested that the problems, diagnoses and procedures 

comprising a ‘Medical history’ be concatenated for display in systems 

and sorted in reverse chronological order. These two lists have been 

modelled separately as ‘Problem/Diagnosis list’ (see 9.5) and ‘Procedure 

list’ (see 9.6) to support potential future re-use in use cases that require 

one or the other but not both. 

 

 Problem/Diagnosis List 

Description A list of health conditions, injuries, disabilities, disorders, symptoms 

or any other issue which impacts on the physical, mental and/or 

social well-being of the individual. 

5/5 
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Purpose To exchange information about the individual’s experience of 

problems and disorders, including one of: an absence of information; 

an exclusion of any significant problems or diagnoses; or a list of 

problem or diagnosis items. 

Container 

occurrence 

Mandatory, single occurrence 

Alias Problem List 

Considerations Absence: A positive statement about the absence of any Problem or 

Diagnosis information will be represented by the phrase ‘Not 

available’. 

Exclusion: A positive statement excluding any significant known 

Problems or Diagnoses will be represented by the phrase ‘Nil 

known’. 

Contains Problem/Diagnosis items 

 

9.5.1  Problem/Diagnosis item 

Description Details about a single identified health condition, injury, disability 

or any other issue which impacts on the physical, mental and/or 

social well-being of the individual. 
5/5 

Item occurrence Optional, multiple occurrences 

Alias Condition, History 

Data elements 

Problem/diagnosis 

name 

Description Identification of the problem or diagnosis, by 

name. 

5/5 

Element 

occurrence 

Mandatory, single occurrence 

Data type Codeable concept 

Value set binding This ADHA value set includes SNOMED CT-AU 

values that cover a broad range of clinical 

concepts to support the representation of 

conditions, including problems, diagnoses and 

disorders.  It uses content from the Problem 

diagnosis reference set. 



 

 

Examples 
195967001 |Asthma | 

13645005 |COPD | 

46635009 | Diabetes Mellitus Type 1 | 

371600003 | Severe bipolar disorder | 

Alias Condition name 

Severity Description An assessment of the overall severity of the 

problem or diagnosis. 

1/5 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set  A nationally standard value set, published by 

ADHA and designated as AU Base providing 

concepts that indicate a grading of severity of 

the condition. 

Examples 
• Mild  

• Moderate 

• Severe 

Body site 

 

Description Anatomical descriptor/concept 

0/5 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set This ADHA value set contains SNOMED CT-AU 

content from the Anatomical site reference 

set. 

Examples 
362208000 | Entire right kidney | 

8966001 | Left eye structure | 

305001002 | Wrist joint cavity | 

Laterality Description The side of the body where the problem or 

diagnosis is present, 

2/5 

Element 

occurrence 

Optional, single occurrence 

Data Type Codeable concept 

Value set  This ADHA developed Laterality Value set, 

which contains SNOMED CT-AU concepts that 

can be used to describe the anatomical 

laterality of the condition 

Examples 
7771000 | Left | 

24028007 | Right | 

51440002 | Right And Left | 
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Alias Side 

Date clinically 

recognised 

 

Description Estimated or actual date/time the diagnosis or 

problem was recognised by a healthcare 

professional. 

Partial dates are allowed. This data element is 

deliberately names as ‘clinically recognised’ to 

reflect the inclusion of problems as well as 

formal diagnoses. ? 

Element 

occurrence 

Optional, single occurrence 

Data type Date 

Alias Date, Date of diagnosis 

Status Description A data element that records whether the 

condition is active or inactive. 

2/5 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set The HL7 AU base value set needs to be 

constrained to two values only; active and 

inactive.   

Examples 
• Active 

• Inactive 

Course  Description Narrative description about the course of the 

problem or diagnosis since onset 

0/5 Element 

occurrence 

Optional, single occurrence 

Data type Free text 

Comment Description Additional narrative about the problem or 

diagnosis not captured in other fields. 

3/5 Element 

occurrence 

Optional, single occurrence 

Data type Free text 



 

 

Alias Note, Further details 

 Procedure List 

Description A list of clinical activities carried out for screening, investigative, 

diagnostic, curative, therapeutic, evaluative or palliative purposes 

performed on or for the individual. 

5/5 

 

Purpose To exchange information about the surgical and therapeutic 

procedures that have been performed on the individual, including 

one of: an absence of information; an exclusion of any significant 

procedures; or a list of procedure items. 

Container 

occurrence 

Mandatory, single occurrence 

Alias Surgical history, procedure history 

Considerations Absence: A positive statement about the absence of any Procedure 

information will be represented by the phrase ‘Not available’. 

Exclusion: A positive statement excluding any significant known 

Procedures will be represented by the phrase ‘Nil known’. 

In some clinical systems, some administrative items are regarded as 

procedures, for example: 'Case review’ or ‘Care plan development’. 

These are not intended to be recorded in this clinically focused 

‘Procedure list. 

Contains Procedure items 

Considerations There are requirements to distinguish between surgical or 

therapeutic procedures performed on or for the individual (such as 

biopsy, suture removal) and those procedures that may have a 

patient focus but that have a more administrative nature. For R1 and 

P2P, the strategy is to specify and deploy a single data element with 

a single value set and to provide filters and support guidance to 

enable users to make the distinction. 

9.6.1 Procedure item 

Description A clinical activity carried out for screening, investigative, 

diagnostic, curative, therapeutic, evaluative or palliative purposes. 4/5 

Item occurrence Optional, multiple occurrences 
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Alias Operation, intervention, treatment 

Data elements 

Procedure name Description Identification of the clinical procedure, by 

name. 

4/5 

Element 

occurrence 

Mandatory, single occurrence 

Data type Codeable concept 

Value set This ADHA value set contains SNOMED CT-AU 

content from the Procedure foundation 

reference set  

Examples 
302399005 | Punch biopsy of skin lesion | 

30549001 | Suture removal | 

46136006 | Exercise stress test | 

Alias Operation name 

Body site Description Anatomical descriptor/concept 

0/5 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set This ADHA value set contains SNOMED CT-AU 

content from the Anatomical site reference set. 

Examples 
362208000 | Entire right kidney  
8966001 | Left eye structure | 
305001002 | Wrist joint cavity | 

Laterality Description The side of the body where the procedure was 

performed. 

 

Element 

occurrence 

Optional, single occurrence 

Data Type Codeable concept 

Value set  This ADHA developed Laterality Value set, which 

contains SNOMED CT-AU concepts that can be 

used to describe the anatomical laterality of the 

condition 

Example 
7771000 | Left | 

24028007 | Right | 

51440002 | Right And Left | 



 

 

Alias Side 

Date performed Description The data when the procedure was performed. 

Partial dates are allowed. 

?/5 Element 

occurrence 

Optional, single occurrence 

Data type Date 

Comment Description Additional narrative about the procedure not 

captured in other fields. 

3/5 
Element 

occurrence 

Optional, single occurrence 

Data type Free text 

Alias Note 

 Vaccination list 

Description A list of vaccines that have been administered to the individual. 

5/5 

 

Purpose To exchange information about vaccines that have been 

administered to the individual. 

Container 

occurrence 

Mandatory, single occurrence 

Alias Immunisation list 

Considerations Absence: A positive statement about the absence of any information 

about vaccinations will be represented by the phrase ‘Not available’. 

Exclusion: A positive statement excluding known administration of 

any vaccinations will be represented by the phrase ‘Nil known’. 

Please note:  this data is also required by the Australian 

Immunisation Register. Further alignment with AIR specifications is 

anticipated in subsequent development phases. 

Contains Vaccination items 
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9.7.1  Vaccination item 

Description A vaccine that has been administered to the individual. 

5/5 Item 

occurrence 

Optional, multiple occurrences 

Alias Immunisation item 

Data elements 

Vaccine name Description The name of the vaccine 

5/5 

Element 

occurrence 

Mandatory, single occurrence 

Data type Codeable concept 

Value set 

binding 

This ADHA value set includes all AMT vaccine product 

concepts and Australian Immunisation Register vaccine 

codes that are available for recording a vaccine 

product. 

Examples 
709541000168107 | Fluvax 2015 

38598009 | MMR vaccination 

Sequence  Description The sequence of administration, within a series of 

vaccinations. 

5/5 

Element 

occurrence 

Optional, single occurrence 

 

Data type Codeable concept  

Value set Contains first, second and third administration is a 

series, as well as given at birth, Booster and travel 

vaccination.  Further refinement of the Value set will 

be undertaken in alignment with Child Health Record 

Alias Sequence, Dose number, Dose 

Example First, Second, Third, Booster vaccination, Travel 

vaccination  

Administration 

date 

Description The date on which the vaccine was administered to the 

individual. 
5/5 

Element 

occurrence 

Optional, single occurrence 



 

 

Data type Date 

Alias Date of immunisation, Performed date, Date given 

Comment Description Additional narrative about the vaccination item not 

captured in other fields. 

4/5 
Element 

occurrence 

Optional, single occurrence 

Data type Free text 

Alias Note 

 

 Family history summary 

 

Description A summary of significant health and related issues in family 

members. 

5/5 

Purpose To exchange information about family history that may impact 

clinical decision-making about the individual. 

Container 

occurrence 

Mandatory, single occurrence 

Alias  

Considerations Absence: A positive statement about the absence of any family 

history information will be represented by the phrase ‘Not available’. 

Exclusion: A positive statement excluding use of any family history 

will be represented by the phrase ‘Nil known’. 

Family history data is important clinical information that may 

indicate familial or genetic risks to the individual’s health.  It may 

also be used to trigger decision support algorithms which could 

suggest management protocols for high risk individuals.   

Most systems currently allow family history to be captured as 

unstructured narrative text. Further investigation is required prior to 

proposing structured representation of family history data, which 

could also be implemented as an enhancement to source primary 

care clinical systems. 

Contains Family history item 
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9.8.1  Family history item 

Description Any relevant clinical history of members of the Individual's family that 

can be coded for particular diseases or procedures 
5/5 

Item 

occurrence 

Optional, single occurrence 

Data elements 

Overview Description Narrative description about the significant clinical 

history of family members of the individual. 

5/5 

Element 

occurrence 

Optional, single occurrence. 

Data type Free text 

Alias Summary 

Example Mother had breast cancer; Father died of heart 

disease age 50. 

 

 Social summary 

Most systems allow various aspects of social history to be captured but the data is extremely 

variable, inconsistent and almost universally an unstructured narrative. 

Further investigation is required prior to proposing structured representation of family history 

data, which could also be implemented as an enhancement to source primary care clinical systems  

 

Description A summary about the social circumstances and life experiences of 

the individual. 

5/5 

 

Purpose To exchange relevant details about the social circumstances and 

life experiences that may impact on the health of the individual. 

Container 

occurrence 

Optional, single occurrence 

Alias Social history 



 

 

Considerations Most systems allow various aspects of social summary to be 

captured but the data is extremely variable, inconsistent and 

almost universally unstructured narrative.  

Further investigation is required prior to proposing structured 

representation of social summary history data, which could also be 

implemented as an enhancement to source primary care clinical 

systems.  

Contains Social summary item 

9.9.1  Social summary item 

Description Details about social circumstances or experiences that may have 

impact on the health of the individual or clinical decision-making 

about their care. 5/5 

Item 

occurrence 

Optional, single occurrence 

Data elements 

Overview Description Narrative description about social circumstances or 

experiences that may have a potential impact on an 

individual's health. 

5/5 

Element 

occurrence 

Optional, single occurrence 

Data type Free text 

Alias Social history 

Example Is under-employed; Lives alone; Exposed to toxic 

chemicals in the workplace 

  Lifestyle factors 

Lifestyle factors represent important information about Individual behavioural factors that are 

likely to influence their health and well-being.   

Stakeholder consultations revealed an eagerness to include structured and codded data about 

these factors. At present, because existing systems provide different functionality, it is difficult to 

harmonise and align all the data that might be considered relevant here, to standardise and make 

the summary unambiguous, without substantive changes to existing systems.  
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For R1 and P2P, stakeholders have agreed to limit Lifestyle factors to priority data elements of 

Tobacco smoking and Alcohol use, where most systems allow capture of at least current status of 

individual use.   

This will entail the development and implementation of two new value sets that will allow data 

capture and transfer of minimally useful data.  The intent is also to allow this data to be re-used 

for any future PIP (or similar) data metrics. 

 Further developments to model and specify Nutrition, Physical activity, sexual health and 

substance abuse (or other factors) will likely be pursued in subsequent phases. 

 

Description A summary about lifestyle factors and choices made by the 

individual. 

5/5 

 

Purpose To exchange information about lifestyle factors and choices that 

may impact on the health of the individual. 

Container 

occurrence 

Optional, single occurrence. 

Considerations Most systems allow variable details about tobacco smoking to be 

captured but the data is extremely variable and inconsistent. 

Alcohol consumption is universally poorly recorded, except for 

AUDIT-C assessments which reflect harmful, rather than typical, 

drinking behaviour. 

In R1 it is proposed that a simple status be recorded for Tobacco 

smoking and Alcohol consumption, plus a narrative description 

about smoking or drinking behaviour. This simple information 

model can be extended to include additional structured detail in 

future releases. 

Data about nutrition, physical activity, sexual health and other 

substance use is universally not captured in current clinical 

systems. 

Further investigation is required prior to proposing structured 

representation of lifestyle data, which could also be implemented 

as an enhancement to source primary care clinical systems.  

Contains Tobacco smoking item and Alcohol consumption item 

 

 

 



 

 

9.10.1 Tobacco smoking item 

Description Summary details about the tobacco smoking habits of the individual. 

4/5 
Item 

occurrence 

Optional, single occurrence 

Data elements 

Overall 

status 

Description Statement about current smoking habits for all types 

of tobacco. 

4/5 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set  This AEHRC value set provides the three minimal 

status terms. 

Alias Tobacco smoking status 

Examples 
• Lifetime non-smoker 

• Current smoker 

• Former smoker 

Description Description Narrative description about all forms of tobacco 

smoking. 

3/5 

Element 

occurrence 

Optional, single occurrence 

Data type Free text 

Alias Comment 

Examples 
• Quit smoking 6 months ago;  

• Smokes 25 cigarettes per day 

Date last 

updated 

Description The date on which all tobacco smoking details was 

last updated. 

1/5 
Element 

occurrence 

Optional, single occurrence 

Data type Date 

Alias Assessment date 
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9.10.2 Alcohol consumption item 

Description Summary details about the typical alcohol consumption behaviour 

of the individual. 

?5/5 

Item 

occurrence 

Optional, single occurrence 

Alias Alcohol 

Considerations  Many current systems currently record details about AUDIT-C as an 

assessment of harmful alcohol consumption rather than details 

about their typical consumption. 

Data elements 

Overall status Description Statement about current consumption behaviour 

for all types of alcohol. 

1/5 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set  This AEHRC value set provides the three minimal 

alcohol status terms. 

Alias Alcohol consumption status 

Examples 
• Lifetime non-drinker 

• Current drinker 
• Former drinker 

Description Description Narrative description about all forms of alcohol 

consumption. 

1/5 

Element 

occurrence 

Optional, single occurrence 

Data type Free text 

Alias Comment 

Examples 
• Drinks 4 standard drinks per day  

• binge drinks on weekends  

• occasional social drinking 

Date last 

updated 

Description The date on which all alcohol consumption details 

was last updated. 
0/5 

Element 

occurrence 

Optional, single occurrence 



 

 

Data type Date 

Alias Assessment date 

 

  Pregnancy summary 

Description Summary information about the current pregnancy for the individual. 

3/5 

 

Purpose To exchange summary information about a current pregnancy. 

Container 

occurrence 

Optional, single occurrence, conditional for biological females only 

Contains Pregnancy detail item 

Rationale Further investigation, including alignment with other current national 

initiatives) is required prior to proposing additional structured 

representation of pregnancy data, which could also be implemented 

as an enhancement to source primary care clinical systems. 

 

9.11.1 Pregnancy detail item 

Description Summary information about a current pregnancy. 

3/5 
Item 

occurrence 

Optional, single occurrence 

Data elements 

Last 

normal 

menstrual 

period 

Description First day of bleeding in the latest typical cycle with 

normal menstrual bleeding, for this individual. 

3/5 
Element 

occurrence 

Optional, single occurrence 

Data type Date 

Alias LNMP, Date of LMP, LMP 

EDD (cycle) Description Expected date of delivery, estimated from LNMP and 

cycle length 
3/5 

Element 

occurrence 

Optional, single occurrence 
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Data type Date 

Alias EDB, EDB by dates, Expected date of birth, EDC, 

Expected date of confinement 

Scan date Description The date of ultrasound scan. 

3/5 

Element 

occurrence 

Optional, single occurrence 

Data type Date 

Alias LNMP 

Gestation 

on scan 

Description The estimated gestation of the pregnancy, based on 

findings from the ultrasound scan.  

3/5 

Element 

occurrence 

Optional, single occurrence 

Data type Duration 

Alias Gestation, Weeks/days 

Example 9 weeks, 3 days 

EDD (scan) Description Expected date of delivery, estimated from ultrasound 

scan. 

3/5 
Element 

occurrence 

Optional, single occurrence 

Data type Date 

Alias EDB by scan, EDC by scan 

Gravidity Description The number of times a woman has been pregnant, 

including the current pregnancy. 

1/5 

Element 

occurrence 

Optional, single occurrence 

Data type Count 

Alias Gravida 

Constraints Min 0 

Max <100 



 

 

Parity Description The number of times a woman has given birth. 

Note: Parity is not regarded as the same as the 

number of infants born - for example, twins would be 

recorded as one birth event. 

1/5 

Element 

occurrence 

Optional, single occurrence 

Data type Count 

Alias Para 

Constraints Min 0 

Max <100 

Comment Description Additional narrative about the pregnancy not 

captured in other fields. 

1/5 

Element 

occurrence 

Optional, single occurrence 

Data type Free text 

Alias Note, Notes/Plan 

Example “Twin pregnancy noted.” 

  Breastfeeding Status 

Description Information about whether the individual is currently breastfeeding  

?/5 

Item 

occurrence 

Optional, single occurrence 

Data elements 

Status Description A positive statement that the individual is currently 

breastfeeding. 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

 Rationale Current breastfeeding status needs to be considered as 

part of safe prescribing practice. 
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Date Description The date at which the breastfeeding status was current 

Element 

occurrence 

Optional, single occurrence 

Data type Date 

Comment Description Additional information about breastfeeding in narrative 

Element 

occurrence 

Optional, single occurrence 

Data type String 

  Follow-up list 

Description A list of clinical reminders or recalls for the individual 

5/5 

 

Purpose To exchange a list of clinical reminders or recalls and their due 

dates so that the receiving clinic can incorporate them into a list of 

future activities required for the individual. 

Container 

occurrence 

Mandatory, single occurrence 

Alias Planned follow-up 

Action 

Considerations Exclusion: A positive statement excluding known follow-up items 

Contains Follow-up activity item(s) 

Rationale RACGP standards currently differentiate between Reminders and 

Recalls but existing systems have not yet implemented these 

standards and universally record a ‘reminder’, a ‘recall’ or an item 

for ‘action’.  

Further investigation, including consultation with the RACGP, is 

required prior to proposing structured representation of follow-up 

activity data, which could also be implemented as an enhancement 

to source primary care clinical systems.  Specifically, it may be 

possible to extend this R1 information model to represent the 

differentiation between the previous ‘reminder’ and ‘recall’ via a 

Criticality or Priority flag in a single information model 

representing all Follow up activities. 



 

 

 

9.13.1 Follow-up activity item 

Description Health-related service or activity to be delivered by a clinician, 

organisation or agency at a future time. 

5/5 Item 

occurrence 

Optional, multiple occurrences 

Alias Reminder, recall 

Data elements 

Follow-up 

name 

Description The name of the follow-up activity. 

5/5 

Element 

occurrence 

Mandatory, single occurrence 

Data type String 

Value set  To be developed 

Alias Reminder name, recall name 

Date due Description The date on which the follow-up activity is due. 

 

5/5 
Element 

occurrence 

Optional, single occurrence 

Data type Date 

Alias Reminder due 

Comment Description Additional narrative about the follow-up activity not 

captured in other fields. 

?/5 
Element 

occurrence 

Optional, single occurrence 

Data type Free text 

Alias Note 
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  Clinical notes 

 

Description Detailed information about each clinical visit or consultation. 

5/5 

 

Container 

occurrence 

Optional, multiple occurrences 

Alias Consultation note, consultation record 

Contains Encounter item(s) 

 

9.14.1 Encounter item 

Description Detailed information about a single clinical visit or consultation. 

5/5 

Item 

occurrence 

Optional, single occurrence 

Alias Presenting Problem 

Reason for Visit 

Chief Complaint 

Data elements 

Reason for 

encounter 

Description The reason for initiation of any healthcare encounter 

or contact by the individual who is the individual. 

Use to record the reason, or reasons, for initiation of 

any type of healthcare encounter or contact between 

a healthcare provider and the individual from the 

point of view of the individual. This data element 

should not be used as a de facto diagnosis by the 

clinician.  

The reason may be for clinical, social or administrative 

purposes. Reason for Encounter is a common phrase 

used in clinical medicine, however the term is often 

used in two common ways - one that refers to an 

administrative category for provision of healthcare 

and the other that reflects clinical or social problems 

that motivate individuals to seek healthcare.  

This data item often raises significant debate, and 

there does not yet seem to be an unambiguous and 

shared understanding. However, there does seem to 

5/5 



 

 

be clear agreement is that this data item should NOT 

be used as a de facto entry into the Medical History. 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set  This AEHRC value set contains a broad set of 

SNOMED CT-AU to support the recording of reasons 

for individual encounters.   This set includes all 

Problem diagnosis reference set content as well as: 

Other Clinical finding concepts such as Medical 

certificate required 

Procedural concepts such as Recall procedure, care 

planning, removal of sutures, catheters and drains, 

wound and dressing care, and medical examinations  

Event concepts such as Motor vehicle accident   

Alias Presenting Problem 

Reason for Visit 

Chief Complaint 

Examples Shortness of breath, Removal of sutures, Driving 

license medical examination 

Type of 

encounter 

Description The modality through which the encounter occurred 

or was conducted 

2/5 

Element 

occurrence 

Optional, single occurrence 

Data type Codeable concept 

Value set  To be developed 

Alias Type of visit 

Examples Clinic visit; Home visit; Telephone consultation; Video 

conference 
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10 Value sets 

To further support national interoperability efforts, we have specified existing Value Sets 

wherever these provide terminology content appropriate to the Common Model.  In some 

instances new Value Sets have been developed and these will be made available via the ADHA and 

NCTS. 

 

 

 

New ValueSets created

•Alcohol Consumption Status

•Tobacco Smoking Status

•Clinical Indication For Medication 

•Reaction Manifestation

Existing ValueSets used

•Australian Indigenous Status (ADHA)

•Condition Clinical Status Codes (HL7)

•Medication Form (ADHA)

•AllergyIntolerance Verification Status Codes (HL7)

•Australian Medication (ADHA)

•SNOMED CT Additional Dosage Instructions (HL7)

•Common Languages in Australia (ADHA)

•Procedure (ADHA)

•Route of Administration (ADHA)

•Clinical Condition (ADHA)

•Adverse Reaction Agent (ADHA)

•Body Site (ADHA)

•Australian Vaccine (ADHA)

•Condition /Diagnosis Severity (HL7)

•AllergyIntoleranceCriticality (HL7)

•Reason for Encounter (ADHA)



 

 

11 Release 2 

The community has prioritised refining developments for some data elements, building upon 

Release 1 specifications. These were agreed to be common to a number of identified use cases 

such transfer of care, care planning and pre-population of assessment forms and include: 

1. Lifestyle factors and Social History, including those data elements that will provide coded 

and structured data relevant to social determinants of health.   Priority items include 

Tobacco and Alcohol use and consumption behaviours; these elements are prominent in 

preventive health. Other data elements deserving of consideration address issues such as 

nutrition, activity and exercise, information about employment and housing, access to and 

affordability of health services, socio-economic status etc. 

2. Family history data, in a coded structured format, would also allow the development of 

more sophisticated alerts and ‘triggers’ for preventive health; individuals with a family 

history of known heritable diseases could be identified and offered health services or 

screening tailored to suit their potential risk factors. 

3. The Adverse Reaction Risk data model could be extended and expanded to provide further 

clinically useful information, which would support safe delivery of care and additional 

clinical decision support functionality. Community members have already identified 

opportunities to converge with national work being undertaken as part of the National 

Allergy Strategy. 

 Consultation with both the Technical and Clinical Working Groups in August or September 2019 

will clarify Release 2 use cases and prioritise ongoing development of the data model and value 

sets.      
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12 Review and Comment 

Release 1 achievements are made available for review and comment, and to encourage 

discussion, debate and community contributions to their ongoing development. 

The work program is an open, community driven enterprise that has already benefitted from a 

broad range of advice and guidance.  Contributors have brought forward real-world requirements, 

technical expertise, clinical scenarios and experiences that have informed and shaped 

developments to date.  

If you wish to provide input, comment and participate in the community please email us at 

primarycaredataquality@csiro.au 

To access the confluence site for the Programme please go to 

https://confluence.csiro.au/display/primarycaredata 

The specifications and materials provided here should be regarded as “living documents” subject 

to change as we move forward with further refinements as these artefacts are tested and 

validated with implementation and use. 

 

 

 

mailto:primarycaredataquality@csiro.au
https://confluence.csiro.au/display/primarycaredata
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CONTACT US 

t  1300 363 400 
 +61 3 9545 2176 
e  csiroenquiries@csiro.au 
w  www.csiro.au 

AT CSIRO, WE DO THE  
EXTRAORDINARY EVERY DAY 

We innovate for tomorrow and help 
improve today – for our customers, all 
Australians and the world.  

Our innovations contribute billions of 
dollars to the Australian economy  
every year. As the largest patent holder  
in the nation, our vast wealth of 
intellectual property has led to more  
than 150 spin-off companies.  

With more than 5,000 experts and a 
burning desire to get things done, we are 
Australia’s catalyst for innovation.  

CSIRO. WE IMAGINE. WE COLLABORATE.  
WE INNOVATE. 

 FOR FURTHER INFORMATION 

Australian e Health Research Centre  
Dr David Hansen 
e  David.Hansen@csiro.au 
 
Ms Kate Ebrill 
e  Kate.Ebrill@csiro.au 
 
Dr Michael Lawley 
e  Michael.Lawley@csiro.au 
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