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Community Services Data Set (CSDS) — Data Model v1.6

CYP401 Special Educational Need Identified

CYPO002 GP Practice Registration

CYP0O07 Employment Status

CYP003 Accommodation Type

FK1

Local Patient Identifier (Extended)
Special Educational Need Type

CYP402 Safeguarding Vulnerability Factor

FK1 | Local Patient Identifier (Extended)

Safeguarding Vulnerability Factors Type

CYP403 Child Protection Plan

FK1 | Local Patient Identifier (Extended)
Child Protection Plan Reason Code

Child Protection Plan Start Date

FK1

Local Patient Identifier (Extended)

CYPO008 Overseas Visitor Charging Category

FK1 | Local Patient Identifier (Extended)

FK1

: . . . . FK1 [ Local Patient Identifier (Extended)
General Medical Practice (Patient Registration) Employment Status AessrmedkEian Seis Cadle
Start Date (GMP Patient Registration) Employment Status Recorded Date FereTecEE SEiE Pesar s e
End Date (GMP Patient Registration) Weekly Hours Worked

h 4

CYPO0O01 Master Patient Index and Risk Indicators

Local Patient Identifier (Extended)

Organisation Identifier (Local Patient Identifier)

Local Patient Identifier (Extended)
Overseas Visitor Charging Category
Overseas Visitor Charging Category Applicable From Date
Overseas Visitor Charging Category Applicable End Date

CYP601 Medical History (Previous Diagnosis)

FK1 |[Local Patient Identifier (Extended)
Diagnosis Scheme in Use (Community Care)
Previous Diagnosis (Coded Clinical Entry)

Diagnosis Date

* CYP602 Disability Type

FK1 | Local Patient Identifier (Extended)
Disability Code

Disability Impact Perception

CYPO0O0O CSDS Header

Data Set Version Number
Organisation Identifier (Code of Provider)

Organisation Identifier (Code of Submitting Organisation)

Primary Data Collection System in Use
Reporting Period Start Date

Reporting Period End Date

Date and Time Data Set Created

i i isati i i i CYP603 Newborn Hearing Screening Audiology Referral
Child Protection Plan End Date (’\?L?Sar&i:ﬂggrldentlfler (Educational Establishment) g g aqy CYP901 Staff Details
NHS Number Status Indicator Code PK | Care Professional Local ldentifier
Person Birth Date : .
- . FK1 [Local Patient Identifier (Extended
CYP404 Assistive Technology To Support Disability Type Postcode of Usual Address B I Screen(ing Outcor21e Professional Registration Body Code
. Pers_on Stated Gender Code ] Service Request Date (Newborn Hearing Audiology) Professional Reglstrauon Entry Identmer.
Ethn!c Category Procedure Date (Newborn Hearing Audiology) Care Prqfessmnal Staff Group (Community Care)
FK1 | Local Patient Identifier (Extended) o = el Newborn Hearing Audiology Outcome Occupation Code
Assistive Technology Finding (SNOMED CT) —P> Persgcl)Jn Ig?elations(hip (Main)Carer) Care Professional (Job Role Code)
Pireser(aiton DEiD (\esBive TEee!6e)) Health Visitor First Antenatal Visit Date
Looked After Child Indicator CYP604 Blood Spot Result
Safeguarding Vulnerability Factors Indicator
CYP501 Coded Immunisation Consta_nt Supervision and Care Required Due to Disability Indicator
Educational Assessment Outcome FK1 [ Local Patient Identifier (Extended)
Preferred Death Location Discussed Indicator Blood Spot Card Completion Date
_ » Person at Risk of Unexpected Death Indicator * Newborn Blood Spot Test Result Received Date
FK1 | Local Patient Identifier (Extended) Death Location Type Code (Preferred) Newborn Blood Spot Test Outcome Status Code (PKU)
Immunisation Date : _ Person Death Date Newborn Blood Spot Test Outcome Status Code (SCD)
Procedure Scheme in Use (Community Care) Death Location Type Code (Actual) Newborn Blood Spot Test Outcome Status Code (CF)
Immunisation Procedure (Clinical Terminology) Death Not at Preferred Location Reason Newborn Blood Spot Test Outcome Status Code (CHT)
Organisation Identifier (Immunisation Responsible Organisation) NHS Number (Mother) Newborn Blood Spot Test Outcome Status Code (MCADD)
NHS Number Status Indicator Code (Mother) Newborn Blood Spot Test Outcome Status Code (HCU)
Newborn Blood Spot Test Outcome Status Code (MSUD)
* Newborn Blood Spot Test Outcome Status Code (GA1)
CYP502 Immunisation . Newborn Blood Spot Test Outcome Status Code (IVA)
P -~ CYPO006 Social and Personal Circumstances CYPO004 Care Plan Type
7~ *
q i P PK Care Plan Identifier - — -
el | Loeel P.atu-?nt (i lEr (Basuilze) P CYP605 Infant Physical Examination (GP Delivered)
Immunisation Date P _ - ] .
Childhood Immunisation Type (Children and Young People's Health Services) _ e FK1 Locgl Patient Identlfler_ (Extended) FK1 [Local Patient Identifier (E)_(tended)
Organisation Identifier (Immunisation Responsible Organisation) _ Social and Personal Circumstance (SNOMED CT) Care Plan Type (Community Care)
7 Social and Personal Circumstance Recorded Date Care Plan Creation Date FK1 | Local Patient Identifier (Extended)
_ ) )
e Care Plan Creation Time Infant Physical Examination Date
_ - — . . Care Plan Last Updated Date Infant Physical Examination Result (Hips)
- CYP606 Provisional Diagnosis Care Plan Last Updated Time Infant Physical Examination Result (Heart)
_ -~ Care Plan Implementation Date Infant Physical Examination Result (Eyes)
_ P Infant Physical Examination Result (Testes)
_ ~ FK1 | Service Request Identifier
Diagnosis Scheme in Use (Community Care) '
CSDS INPATIENT STAYS & URGENT CARE -~
_ ~ Provisional Diagnosis (Coded Clinical Entry) CYPOOS Care Plan Agreement
CDS ITEMS NOT FOR DATA FLOW WILLBE |~ Provisional Diagnosis Date
LINKED TO THE CSDS DATA BY NHS DIGITAL ;
FK1 | Care Plan Identifier
CYP607 Primary Diagnosis Care Plan Content Agreed By
Care Plan Content Agreed Date
Care Plan Content Agreed Time CYP610 Breastfeeding Status
FK1 | Service Request Identifier * CYP201 Care Contact
Diagnosis Scheme in Use (Community Care) —
B_rimary_ D:Dagtnosis (Coded Clinical Entry) x PK | Care Contact Identifier FK1 | Care Activity Identifier
lagnosis Date CYP101 Service or Team Referral FK1 | Service Request Identifier CYP202 Care Activity Breastfeeding Status
PK |Service Request Identifier Care Professional Team Local Identifier PK | Care Activity Identifier 1
Care Contact Date
CYP608 Secondary Diagnosis FK1 | Local Patient Identifier (Extended) Care Contact Time FK1 | Care Contact Identifier :
feati I eai CYP611 Observation
Organisation Identifier (Code of Commissioner) O(;ga_n{satm_n Identifier (Codg of Commissioner) Community Care Activity Type
* Referral Request Received Date élirr:i"crglsgitr:\t/;?gtfr%?ign%? C(:aare Contact Care Professional Local Identifier
FK1 | Service Request Identifier > Referral R_equest Recelveq Time 3 SR Clinical Contact Durgtlon of Care Act!V|ty < — —
; ; ; ; NHS Service Agreement Line Identifier — , Procedure Scheme in Use (Community Care) FK1 | Care Activity Identifier
Diagnosis Scheme in Use (Community Care) . . Care Contact Subject X o . g
g ; . Source of Referral for Community X . , Coded Procedure (Clinical Terminology) 1 Person Weight
Secondary Diagnosis (Coded Clinical Entry) . o ; L Consultation Mechanism (Community Care) o . : g
Diagnosis Date Organisation Identifier (Referring Organisation) Activity Location T Cod Finding Scheme in Use (Community Care) Person Height In Metres
Referring Care Professional Staff Group (Community Care) ctivity Location 3(/jpe ) f_o € ¢ Coded Finding (Coded Clinical Entry) Person Length In Centimetres
Priority Type Code grgan|§r?]t|on S'tle (Ij entifier (Of Treatment) Observation Scheme in Use (Community Care)
. Primary Reason for Referral (Community Care) Atrtcélslzan:eras?;tl?s G Coded Observation (Clinical Terminology)
CYP609 Coded Scored Assessment (Referral) [S)?rvrlfer Dlchfl?r?Ie Datz Date (Community Car Earliest Reasonable Offer Date Ogsel\r/lvathn Y?\‘jlue
scharge Letter Issued Date (Community Care) oo Elirealy AnmeTeae B UCUM Unit of Measurement CYP612 Coded Scored Assessment (Contact)
ﬁ Care Contact Cancellation Date
FK1 | Service Request Identifier gar(? Contac: iancglltatlont RDe?scgﬁ d
Coded Assessment Tool Type (SNOMED CT) eplacemen ppointmen ai p ere FK1 | Care Activity Identifier
Person Score Replacement Appointment Booked Date Coded Assessment Tool Type (SNOMED CT)
Assessment Tool Completion Date Person Score
CYP102 Service or Team Type Referred To
FK1 [ Service Request Identifier CYP301 Group Session CYP613 Anonymous Self-Assessment

Care Professional Team Local Identifier

Service or Team Type Referred To (Community Care)

Referral Closure Date
Referral Rejection Date
Referral Closure Reason
Referral Rejection Reason

COLOUR KEY

Patient Demographics

Referrals

Care Contact and Activities

Group Sessions

Social Circumstances

Immunisations

Diagnoses, Tests and Observations

CYP103 Other Reason For Referral

FK1

Service Request Identifier
Other Reason for Referral (Community Care)

CYP104 Referral To Treatment *

CYP105 Onward Referral

FK1

Service Request Identifier

Unigue Booking Reference Number (Converted)

Patient Pathway Identifier

Organisation Identifier (Patient Pathway Identifier Issuer)
Waiting Time Measurement Type (Community Care)
Referral To Treatment Period Start Date

FK1

Service Request Identifier

Onward Referral Date

Onward Referral Reason (Community Care)
Organisation Identifier (Receiving Organisation)

Referral To Treatment Period Start Time
Referral To Treatment Period End Date

Referral To Treatment Period End Time

Referral To Treatment Period Status

PK | Group Session ldentifier

Group Session Date

Organisation Identifier (Code of Commissioner)
Clinical Contact Duration of Group Session

Group Session Type (Community Care)

Number of Group Session Participants

Person Score

Assessment Tool Completion Date
Coded Assessment Tool Type (SNOMED CT)

Activity Location Type Code
Organisation Identifier (Code of Commissioner)

Activity Location Type Code

Organisation Site Identifier (Of Treatment)
Care Professional Local Identifier

NHS Service Agreement Line Identifier
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