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Abstract
 
Aim and Background: Mental health is one of the 
most important issues of human life, but the mental 
disorder rate increases every day. The proper man-
agement and care taking decision-makings in this 
area require a minimum dataset. This study aimed 
to create a mental health minimum dataset.

Materials and Methods: This was a systematic  
review and search. Using databases including 
OVID, Science Direct, Scopus, WOS, and PubMed 
and Google Scholar search engine, the terms which 
were related to mental health minimum data were 
searched. Applying inclusion and exclusion criteria, 
the resources were selected and examined. Final-
ly, the mental health minimum data elements were  
determined based on results of literature review.

Results: In total, 29 studies which were conducted 
in 2000-2016 were included. Most of them were  
conducted in Australia, America, Canada, Eng-
land, Malaysia, and New Zealand from 2010 on-
wards. The data elements which were extracted 
from sources were classified into two general  
categories: management data and clinical data. The 
management data including identifying information  
admission (22 data elements), demographics / his-
tory (19 data elements), and discharge informa-
tion (12 data elements) and clinical data including 
SERVICE EVENT DATA (46 data elements) and 
patient assessment (8 data elements) had the  
highest and lowest number of data elements,  
respectively. Finally, the unnecessary data   
elements which were named Supporting data  
elements (12 data elements) were added. Among  

 
 
 
the management data elements, the Unique  
Identifier Number in identifying information  
admission section and Gender and Date of Birth in 
demographic data section had the highest frequen-
cy among resources.

Conclusion: The mental health minimum data-
set which is essential to collect and record is a  
critical prerequisite to create and use electronic 
health records, registration systems, and informa-
tion systems. It also provides the same percep-
tion for concepts and data elements and covers all 
mental health information to be used for clinical and 
managerial decision-making at macro and organi-
zation levels. Due to lack of its comprehensive form, 
this study conducted a literature review to design a 
mental health minimum dataset.
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Introduction

The health of the population is the most important issue 
in all countries and should be considered from physical, 
mental, and social dimensions. The mental disorders are 
serious and common health problems which constitute 
nearly 20 percent of visitors of public health centers in 
the world. The lack of understanding of mental illnesses, 
lack of timely treatment, and inadequate knowledge of 
prevention methods have led to increased rate of mental 
illnesses (1, 2).

Today, mental health is important due to its direct 
relationship with body, individual and social performance, 
and psycho-social damage. Mental health is essential 
for living a healthy life. According to World Health 
Organization, 33% of total diseases (years lived with 
disability) are nervous-mental diseases. It is predicted 
that by 2020, mental illnesses will have quickly increased. 
The evidence shows a projected 15 percent increase in 
these diseases. However, up to 90 percent of patients in 
developing countries do not receive proper treatment (3, 
4).

The access to right and high quality information, correct 
and timely diagnosis and identifying people with mental 
illness may prevent its progress and decrease the social 
and economic effects of mental health problems and the 
high costs of diagnosis and treatment. So, it is crucial 
to have information for management and care-taking 
decision-making. The scattered information may lead to 
wrong decision-making in this field (3, 5). 

Mental health care is provided by doctors and experts at 
health centers. The doctors and other health care service 
providers may record data elements and compare, 
combine, and interpret them (4, 5).

The quality of a case study in terms of research, scientific 
information, and statistical information depends on quality 
of its content which is recorded by documentarians. 
Therefore, the consistent and uniform documentation of 
health records is an important, legal, and professional 
requirement for all experts in the healthcare system, 
because the proper documentation with consistent data 
elements and variables facilitates the exchange of patient 
information for all team members and guarantees all care 
provided to patients (4-10).

However, the information which is collected from various 
sources and channels in various forms may be conflicting 
or incomparable. As a result, this scattered information may 
impact negatively on current and future care of patients 
and thus impose more costs to the health system (11-13). 
In this regard, the uniform collection of data and existence 
of a suitable and efficient system and tool are necessary 
to provide accurate and timely information and statistics 
for decision-making and policy-making of managers 
and users (8, 14). The minimum dataset (MDS) is a 
standard tool for collecting key data, understanding it, and 
comparing it; it also meets the government requirements, 

internal needs of each institution, and the needs of the 
medical community. This dataset provides the variables 
of individuals’ health status including demographic data, 
administrative data, clinical data, and patient care plan, 
allows proper communication between care providers, and 
facilitates timely decision making for managers (5, 15). 
The latest statement of the Union Council of Europe 
emphasized on collecting and recording high quality 
data of mental health and actively sharing it among 
the members of the commission. It also noted that the 
information should be developed on problems, needs, 
and mental health services. Currently, about one-third of 
countries do not have an approved and standard tool and 
registry system for reporting mental health data and about 
half of the countries have no facilities to collect information 
on services and  epidemiological data at national level. 
Therefore, it is an inevitable necessity to create an 
integrated tool for recording disease data such as that 
regarding mental illness (4, 11). The recording of office 
and computer files of all mental health cases for a defined 
population is the primary objective of a  mental health 
minimum dataset; it records the individual characteristics 
of patients with mental health problems, features of 
provided care, and clinical characteristics. These data are 
collected continuously from different sources. Then, these 
data are interpreted and analyzed and retained in a center 
of mental health records to provide information about 
incidence of mental illness and time and geographical 
distribution of information. This information is considered 
as a primary source in epidemiological research to provide 
etiology hypotheses, treatment, control, and prevention 
evaluation, determining potential risk factors for mental 
disorders, and determining the effect of diseases. The 
record of mental health plays a main role in control and 
prevention of mental illness (5, 16-18). 

In this regard, different countries such as the United States 
(1975) established a complex mental health statistical 
reporting system at national level. Consequently, a special 
advisory group, which consisted of federal and state 
employees, took the responsibility of establishing the first 
infrastructure of dataset (19). In New Zealand, also, the 
health care data of psychiatric patients who are admitted 
to hospital are considered as a part of national minimum 
dataset (20). In England, the mental health minimum 
dataset was published in 1999 and was considered as a 
framework for national service of mental health (21). In 
Malaysia, there is a national mental health registry system 
to collect, analyze, and distribute clinical and public health 
data, including mental health data (22). Also in Australia 
and Canada, some variables are considered as a mental 
health minimum dataset at national level (23, 24). However, 
there is no systematic review in this field. In this regard, 
this study aimed to determine the mental health minimum 
dataset.
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Materials and Methods

This systematic search and review was undertaken in 
accordance with typology of reviews: an analysis of 14 
review types and associated methodologies (2009 Health 
Libraries Group. Health Information and Libraries Journal, 
26, pp.91-108) (25). It was conducted at four stages: 
identifying research questions, locating relevant studies, 
study selection, and charting the data and collating.

In the first stage, the determination of mental health 
minimum data was considered as the research objective 
and question.
In the second stage, using Google Scholar search engine, 
the sources were identified and restored using search 
terms which were related to mental health minimum data 
in databases including OVID, Science Direct, Scopus, 
WOS, and Pub Med. The inclusion criteria were: the 
articles should be related to objective of study and had 
been conducted between  2000 -2016. The exclusion 
criteria were: articles which were conducted in other years, 
language other than English, and lack of full- text.

Table 1: The Search Strategy of the Research
Search Engines and Databases: PubMed, ISI web of 
science, Scopus, Science Direct, Ovid, Google Scholar
Limits:  Language (only resources with at least an 
abstract in English)
             Time (2000 to present)
Date: up to 2016,May, 20
Strategy: #1 AND #2 AND #3AND #4
#1  (Mental OR Psycho*). [TI].  
#2  (“information system” OR “information systems”  
      OR “data system” OR “data systems” OR “health  
      system” OR “health systems” OR “Support System”  
      OR “Support Systems” OR DSS OR regist*). [TI].
#3  data OR datum
#4  set OR element*

In the third stage, a total of 263 sources were selected and 
entered into resource management software (Mendely). 
The duplicates were eliminated and 145 articles were 
obtained. The study titles were investigated by two 
researchers and 117 titles which were related to the 
objectives of the study were selected. After investigating 
abstracts, 84 articles were selected. After examining full-
text access, 69 sources were selected. Finally, examining 
content and text, 29 articles were selected for study.

Next, the selected resources were analyzed and 
interpreted. The main contents which were related to 
the research objective were classified as mental health 
minimum data elements. Then, the sections were classified 
into two general categories: management data and clinical 
data; these are used in valid sources for categorizing of 
health data (26).

Results

In total, 29 studies which were conducted between 2000-
2016 were included. Most of them were conducted in 
Australia, America, Canada, England, Malaysia, and New 
Zealand from 2010 onwards. The data elements which 
were extracted from sources were classified into two 
general categories: management data and clinical data. 
The management data had 56 data elements including 
identifying information admission (22 data elements), 
demographics / history (19 data elements), and discharge 
information (12 data elements). Among the data elements, 
the Unique Identifier Number in section of Identifying 
information Admission (11 frequency), and Gender (15 
frequency) and Date of Birth (17 frequency) in section of 
demographic data had the highest frequency. The elements 
including Residential Arrangement at Admission, Year of 
Arrival, Health district, Province or Territory of Registration, 
patient electoral ward, local patient identifier, data source, 
provider city, and the provider code in section of Identifying 
information Admission had one frequency. Also, the data 
elements including Occupation, Registration Inactive 
Status Reason, Health Service of Residency, history of 
mental illness, Family mental health history, and Current 
family relationship in section of Demographics / history 
had the lowest frequency. In the section of discharge 
information, the data elements including Referral to further 
care, Total psychiatric care days, Medications to Avoid, 
and Payment source had the lowest frequency.

The clinical data including SERVICE EVENT DATA (46 
data elements) and patient assessment (8 data elements) 
had the highest and lowest number of data elements, 
respectively. Among the management data elements, 
the Unique Identifier Number in identifying information 
admission section and Gender and Date of Birth in 
demographic data section had the highest frequency 
among resources.

Finally, the unnecessary data elements which were 
named Supporting data elements (12 data elements) were 
added.

(See Figure 2 - page 368 onwards)

Discussion

As discussed, mental health is important due to its direct 
relationship with body, individual and social performance, 
and psycho-social damage. However, the mental health 
diseases are more prevalent than any other diseases in 
the world and it is predicted that this rate will increase. The 
review of studies showed that in most countries, there is 
no standard, comprehensive, and consistent registration 
system and tool for registration and management of mental 
health data in different centers, better and more accurate 
understanding of people with mental illness, and better 
management and care decision-making and planning for 
patients at central, national, and international levels (25). 
According to this study, only the countries such as Britain, 
Australia, Canada, and parts of America have designed 
and determined a mental health minimum data set  
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Figure 1: PRISMA Flow Diagram for the scoping review process
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Table 2: Results of systematic review of scientific databases to determine minimum dataset (MDS)
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(19, 21, 23, 24). Some other countries such as Malaysia have 
designed tools for recording the data of a specific disease and 
mental problems such as schizophrenia or depression (23); 
they also have collected a mental health dataset of specific 
groups such as drug addicts,  children (47, 48),  nurses (49), 
and nursing in homes (50). Other studies have more or less 
considered the design of a mental health minimum dataset 
with an emphasis on various topics. This indicates that there 
is no consistent and comprehensive design for a mental 
health minimum dataset which has considered all aspects 
and diseases of mental health in all health centers.

According to findings, most studies have focused on admission, 
Identifying information, Demographics / history, and discharge 
information. This indicates that most countries consider only 
admission and discharge information (management data) and 
less attention is paid to patent care data and patient services 
data. Also, less attention is paid to data elements which 
are related to evaluation of mood, thoughts, actions, and 
symptoms which are important in health care, mental health 
care, and patient health records to provide services and avoid 
duplication of tests and evaluations (38, 42, 53). These have 
been seen only in some studies; this may indicate that there 
is no comprehensive minimum data set which includes both 
management data and care data.

Among the studied sources, the topics which were related to 
data elements in the UK national system dataset were more 
than the topics which were found in other studies. The data 
elements of mental health minimum dataset in England’s 
national registry system dataset were more comprehensive 
and better covered the information needs. Also, the data 
elements in the national minimum data set of Australia, 
Ontario, Canada (45), and Europe (46) were significant. 
Considering the outcome and systematic review of these 
resources, a mental health minimum data set was designed 
which tried to cover mental health data needs in clinical and 
management sections comprehensively.

Conclusion
 
The mental health minimum dataset which is essential to collect 
and record consistently the dataset is a critical prerequisite to 
create and use electronic health records, registration system, 
and information system. It also provides the same perception 
for concepts and data elements and covers all mental health 

information to be used for clinical and managerial decision-
making at macro and organization levels. Due to lack of its 
comprehensive form, this study conducted a literature review 
to design mental health minimum dataset.
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