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1. Purpose

The purpose of the Admitted Patient Activity Data Business Rules is to outline criteria to
correctly record, count and classify admitted patient activity data within the Western
Australian health system.

The Admitted Patient Activity Data Business Rules is a Related document mandated
under the MP 0164/21 Patient Activity Data Policy.

These Business Rules are to be read in conjunction with this Policy and other Related
Documents and Supporting Information as follows:

e Hospital Morbidity Data Collection Data Specifications

e Hospital Morbidity Data Collection Data Dictionary (L
e Patient Activity Data Policy Information Compendium. (L
2. Background (}:
Business rules ensure that the collection of admltted y is standaydised across the
WA health system to ensure that Health Serwce P o S recor and classify
activity correctly for the services they prowd I|ty i€ required to
inform the planning, monitoring, evaluatlo |ng of hg rvices.
Only admitted activity which meets the r ents tlin this document must be
recorded, independent of funding ar ts, Ioca(Nk practices or other policies and
content. Q
These Business Rules are revise ly, W|t efé¥ence to national policy and

legislation, to ensure relevange an currency |ons are made following extensive
consultation with stakehol

3. Contact de

Qs Rules can be submitted to the Department of
.wa.gov.au.

%ﬁpe of th ted Patient Activity Data Business Rules includes acute, subacute,
acute alth and newborn admitted activity.

The foll% Ivities are excluded from being classified and recorded as valid admitted
activity:

e admission to a virtual or administrative ward

stillborn babies

patients who are dead on arrival (other than admissions for organ procurement)

an episode of care provided entirely in a non-admitted setting, for example:
o Emergency Departments (ED)
o outpatient clinics
o community based clinics
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o patient’s home (excluding Hospital in the Home (HITH))

o service areas other than an inpatient ward or unit (e.g. community or
outreach services)

e residential aged care or flexible care.

5. Requirements for admitted activity

5.1 Admitted Activity

Admitted activity is defined as care which qualifies for admission and meets
admission criteria specific to the admission category and the applicable care t
The patient must undergo a formal documented admission process to rec%

qualified inpatient treatment and/or care.

Admitted activity may also be referred to as inpatient c ngl is pr

hospital inpatient ward or unit, or in the patient’s pla\ rgsidencetunger ecmc

admission criteria as part of HITH programs. 9

An episode of care must not be recorded as a activityN are is provided

entirely in a non-admitted clinical area, e. glqpe atlent E ey Department or
t

other non-admitted service. This activi
following the Non-Admitted Patient Acti

eco n-admitted care
ata Businessules.

N

5.2 Qualification for ad

The following criteria must b fi patient admission as part of
providing admitted activity sefdces:
e clinical assessmen&at a pat t r s same day/short stay or overnight
inpatient (admi re, whi
o meet ef|n| on tted activity
o s ﬁ ted i |ents medical record
o uthorlse edical, dental, nurse or midwife practitioner,
y edenti dmit the patient under their care and management
th

O e Patient mO§t nv€et at least one of the following qualifications:

o th ignt requires expert clinical management and facilities that are
@available in an inpatient ward or unit

atient requires at least daily assessment of their medication needs
the patient is aged nine days or less
o the patient requires management of labour and/or delivery
o the patient has died after admission to an inpatient ward or unit
o there are other circumstances necessitating admission

the care meets the admission criteria for the applicable admission category and care
type.
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5.2.1 Admission caveats

Due to national reporting standards, a patient must not have more than one
planned formal or statistical admitted episode of care reported on the same
day at the same hospital. Only one patient day may occur per 24-hour period
from 00:00 - 23:59.

All elective procedures performed in the WA health system must meet an
identified clinical need to improve the health of the patient. A list of excluded
procedures is provided in the Elective Surgery Access and Waiting List

Management Policy.
5.3 Other admission circumstances .
There may be exceptional circumstances under which a decision to admit j %

ensure a person’s welfare or there may be legal or social factors such gss
abuse)

e child at risk (for example, a child under state protge€®one susp
e adult at risk (for example, domestic abuse, or,j ate level o ial support

to safely leave the hospital)

e short-term unavailability of the patlen l@»carer maintenance-
respite).

For exceptional cases which do not m ISSIOI"I crl% but the medical
practitioner determines that an admi reqw he*feason or circumstances
requiring admission must be doc in the patidgt’s medical record and the care
must be provided in an |npa or un|t

5.4 Documentatio 9
All admissions must orted b&ocu entation and a record of treatment and/or

care that includes;
e administ % .g. registration on the Patient Administration
d f|n

System e ectlon forms)

o docu ation in tk@adlcal record by a medical practitioner or authorised
iCi o to evid mpliance with the definition of admitted activity,

inc
O o the K|on to admit and time made
é ason for admission
tended clinical treatment plan for admitted activity
6 factors/exceptional patient circumstances contributing to the admission
e conditions identified and treated/care provided

e the date and time of discharge from the hospital
e specific documentation requirements of the admission category and care type.

5.5 Financial election change

Patients must not be discharged and readmitted for the purposes of changing their
financial election. Refer to Section G249 of the National Health Reform Agreement
and the WA Health Fees and Charges Manual.
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6. Admission categories

6.1 Same day admissions

Same day admissions occur when a patient is admitted and discharged on the same
day. Short stay admissions which span midnight, but otherwise meet the medical
criteria below, are included as ‘same day’ for the purposes of determining applicable
admission criteria.

A same day admission must meet the definition of admitted activity and qualify for
admission. Patients receiving the entirety of care within a non-admitted clinical area
e.g. an Outpatient, Emergency or Allied Health Department are not eligible for same
day admission. This activity must be recorded as non-admitted care foIIowing%’

Non-Admitted Patient Activity Data Business Rules.

Same day admissions are split into the following subcategories: Q

6.1.1 Procedures eligible for sam\@amlsm

Patients may be admitted for a procedur rocedurgyis eliible for same-
day admission based on the list of Sam

Intravenous therapy may only be in itted procedure

in select circumstances. Refer K i S me-day ACHI

Procedure Codes
6.1.2 Procedures Qible for%me-day admission

In select circumstanc ts may Jegdmitted for a procedure that is not
eligible for same-day a{mission b he list of Same-day ACHI
Procedure Code

Patients hav'n@se proce
same-day % it, are

An adrgis i
excomi | medic

p for the pr
gement

in an operating room, inpatient ward or
atically eligible for same-day admission.

t the time of the decision to admit, there are
ent circumstances requiring an altered treatment
re, resulting in an increased level of care and clinical
ilable as admitted care. This must be evidenced in the
cord by:

p ent s mex
EO ocumentation to demonstrate the provision of increased level

e and management.

umentation by the Medical Practitioner outlining the condition or
circumstances necessitating admission. A Type C certification form for
admission for a non-admitted procedure is acceptable and is required
for privately insured patients.

Provision of generic, non-patient-specific documentation is not acceptable.

6.1.3 Changing eligibility of same day procedure codes

Application to change the eligibility of the same day ACHI procedure codes re-
can be made via e-mail to coding.query@health.wa.gov.au, stating:

e current work practices

e Dbusiness case for change

Admitted Patient Activity Data Business Rules 5
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e possible risks (for both re-allocating and not re-allocating codes),
including risks to patient care.

6.1.4 Same day medical treatment

The same day medical category excludes booked procedures. Admissions for
same day medical treatment must meet at least one of the following three
criteria, with documented evidence in the patient’s medical record, having
been provided to the patient:

e a minimum of four hours of continuous active management is provided
to the patient, in the form of one or more of the following:

o regular observations or monitoring of vital or neurological ig®s «
undertaken on a repeated and periodic basis, such as tinfigls
S

monitoring via electrocardiogram (ECG) or similar t
Routine continuous blood pressure g pulse monit is¥in

insufficient level of care for this@u

o continuous active treatmen al staff p(rebbed by a
medical practitioner

o the patient requires a I perio d nial health

observation, asse d man e
e there is a social or leg emept or o circumstances placing

the patient at risk a: '@ ssitatin&mission

e the patient regylire S sta@ntenswe care only available in an

inpatient war

6.1.5 EDs &staya |

Patients admi om the E Short Stay Unit (SSU) with the intention of
being disc dont at@ ay are categorised as same day admissions.
This in ients g admitted episode spans midnight, but who
othepagS{ would haye @ regarded as an intended short stay admission. For
exa adms&@ 0:00 hours with discharge at 01:00 hours.

M1 ED %tay Unit

An ED S also be known as Clinical Decision Unit, Emergency

Obse nit, Mental Health Observation Unit, Urgent Care Clinic.
The se of an ED SSU is to:

provide evidence-based, high-quality, intensive short-term observation
and treatment for selected ED patients

e reduce inappropriate admissions to inpatient beds and associated
healthcare costs

e improve patient flow by providing timely assessments and treatment,
thereby allowing patient discharge in the shortest, clinically
appropriate time.

As per clause C48 of the National Health Reform Agreement - National
Partnership Agreement on Improving Public Hospital Services, the Standing
Council on Health, the Commonwealth and states and territories have agreed
to implement the following definition of an emergency department short stay

Admitted Patient Activity Data Business Rules 6



unit, or equivalent, with the following characteristics:

e are designated and designed for the short-term treatment,
observation, assessment and reassessment of patients initially triaged
and assessed in the ED

e have specific admission and discharge criteria and procedures
e are designed for short term stays no longer than 24 hours
e are physically separate from the ED acute assessment area

¢ have a static number of available treatment spaces with oxygen,
suction and patient ablution facilities

e are not a temporary ED overflow area, nor used to keep pati %’
solely awaiting an inpatient bed, nor awaiting treatment in tléb

Note: The SSU must not be used to avoid breaching a measure@ ance

threshold @ ¢

For use of virtual wards in ED, please ref: section gn vi wards.
6.1.5.2 ED short stay admission crit@, \%

Patients who attend the ED anda\re\@T ed to S@ or equivalent,

must meet:

e the definition of admit \

e the patient

e the admission ria 10r one_ ONthé®same day admission categories.

Patients may alsogaet he ¢ iteridmission due to social, legal or other
sitating ission.

circumstances@
6.1.5.3 E[%tsta a:@ ons - procedures eligible for same-day

adrdlis

Pat@ ;ay be a
ligi or sa
in the SSU. For example, a patient who has intravenous

e
Mdure C
‘ of a pharmacological agent, as therapy for an established
hnosis, commenced in the ED and continued in the SSU

for an ED short-stay admission for a procedure
dmission based on the list of Same-day ACHI
the procedure commences in the ED and:

he care associated with the procedure continues in the SSU. For
% example, a patient who has general anaesthesia or sedation

administered for a procedure performed in ED, who recovers from the
general anaesthesia or sedation in the SSU.

6.1.5.4 Same day medical admissions

In addition to complying with Section 6.1.4, Health Service Providers must
develop and implement local procedures and processes for determining
patient compliance for admission to the SSU. For example, guidelines for
medical admissions of common ED presentations and how this care
constitutes continuous active management. These guidelines are to be

1 National Health Information Standard - ED SSU (METeOR 525112)
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consistent with established clinical pathways, protocols or accepted clinical
practice.

To allow for delays in availability of an SSU bed, where the patient is ready for
admission, the calculation of four hours continuous active management may
include the time continuous active management commenced in ED, with the
following qualifications:

e the calculation of the four hours commences from the time of the
decision to admit, with decision, date and time documented in the
medical record.

e admitted care must be provided to the patient in the SSU (not only in
ED), with continuous active management continuing after the pa eryis
admitted. Admitted care provided entirely in the ED must be rd
as an ED non-admitted episode of care only

e the patient must arrive in the SSU with a ngented
management plan

¢ the admission time is recorded as@ the pat| t phYsically leaves
the clinical area of the ED

e the recorded admitted care effis com c the patient has
left the ED? not the tlme cision to
e not applicable to patle are aan‘n) nsfer to another health

ust be counted and recorded as

service for their on re or ad
Activity for patients nsferr: to a SSU but not formally admitted or
the SSU admission is &dncelled/re d,
part of the ED nogfadmhted atten@. Refer to the Emergency Department
le

Patient Activit usines
6.1.5.5 E
An ad SS ust n orded for the following reasons:
here the f care occurs within the ED (these are ED non-

V dmltte%
for nOth&”reason than the patient remaining in the ED for longer than
O fo S

. @ void breaching a measured performance target threshold

ere the patient has been provided with clinical intervention/s for their
% condition and requires time to rest prior to discharge home
[ ]

where the patient’s treatment, regardless of length of stay, primarily
consists of waiting for:

o allocation of an inpatient bed
o review by a specialist medical practitioner

o diagnostic tests e.g. medical imaging or results of diagnostic
tests

o equipment or medications

2 Treatment provided entirely in ED is not reported in the clinical coding for the inpatient admission.

Admitted Patient Activity Data Business Rules 8


https://ww2.health.wa.gov.au/-/media/Corp/Policy-Frameworks/Information-Management/Patient%20Activity%20Data/Supporting/Emergency-Department-Patient-Activity-Data-Business-Rules.pdf
https://ww2.health.wa.gov.au/-/media/Corp/Policy-Frameworks/Information-Management/Patient%20Activity%20Data/Supporting/Emergency-Department-Patient-Activity-Data-Business-Rules.pdf

o transport home or transfer to another health service facility:
patients awaiting transfer to another hospital are only to be admitted if their
condition requires care that meets the same day admission criteria.

6.2 Maternal Fetal Assessment Unit (MFAU) short stay admissions

A MFAU is an Immediate Care Clinic - Non-admitted service, similar to an ED
attendance for the following purpose:

e to allow a pregnancy to be monitored outside normal clinic appointments

e to detect any abnormalities that may arise between antenatal clinic
appointments

0
¢ to identify complications of pregnancy and initiate a change in man e

An attendance at the MFAU may be planned or unplanned and usually fan

initial ‘triage’ midwife (or medical practitioner if midwife otavaila

and prioritisation of care. @

In addition to the provision of non-admitted asse nd treat ent¥Clinic), the

MFAU may also have a co-located short stay [ ward is a need for

more intensive care and/or a high risk nec |npat| e patient may be

admitted to the MFAU SSU directly or ssmen |n|c

Health Service Providers are to:

e develop protocols to infor of patleN esenting to the MFAU in
determining their nonzad dmitted care pathway

e record non-admitted %o ided in e FAU as per the Non-Admitted
Patient Activity DK iness Rul

MFAU who meet the admission criteria for same_

Ad @ pns to the SSU must:
meet t %lnltion of admitted activity

F r admission

e admission criteria for one of the same day admission

ngrles
%Qensure there is sufficient documentation (in addition to the regular
documentation requirements) to evidence:
o the provision of admitted care that meets admission criteria
o the decision to admit and date/time made
o authorisation by a medical practitioner.

In addition to the same day medical admission criteria, Health Service
Providers must develop and implement protocols and processes for
determining patient compliance in meeting the admission criteria. For example,
guidelines for admission of common obstetric presentations and how this care
constitutes continuous active management.

These guidelines must be consistent with established clinical pathways,

Admitted Patient Activity Data Business Rules 9
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protocols or accepted clinical practice. Patients with social, legal or other
circumstances may also qualify for admitted care.

A patient may be admitted to the MFAU SSU prior to transfer (not discharged)
to an inpatient ward/unit for ongoing multi-day care.

6.2.2 Planned Readmissions

Where a patient is discharged from the MFAU SSU with the intention that the
patient will return for admission within 24 hours for continuation of the current
care (e.g. once labour has progressed, for induction of labour or for elective
caesarean section), then the patient must not be discharged but placed on
leave and returned from leave in accordance with planned leave protoc%’

6.3 Overnight/Multi-day admissions

An overnight or multi-day admission occurs when it is mtended that a be

admitted for a minimum of one or more nights.
An overnight admission must: \

o meet definition of admitted activity $
e qualify for admission
e meet the admission criteria for ’u\%n able care 93
6.3.1 Exclusions Q
Overnight/multi-day a?@es not i de the following scenarios:
atm

e patients wh tment rrg e criteria for same day admission
e a patle ot be ad ively pre-admitted and sent on leave for
a pI me day ure/treatment scheduled for a future date

(e g {Wing ay
stay n whose admitted episode spans midnight, but
d

otherw have been regarded as an intended same day
dmissiq ap,: r xample admission at 21:00 hours with anticipation of

dISCh{ 02:00 hours).
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7. Care types

An episode of care refers to a phase of treatment and is designed to reflect the overall
nature of a clinical service, the changing diagnosis and/or primary clinical intent and
purpose of care. The episode care type is determined and authorised by the medical
practitioner who will be responsible for the management of the patient’s care.

Correct assignment of care type for admitted patient episodes will ensure that each
episode is classified appropriately for Activity Based Funding. This is vital as the
classification will determine how the episode is counted, reported and funded.

An overnight patient may receive more than one type of care during a period of

hospitalisation. In this case the period of hospitalisation is broken into episodes of care,

one for each type of care. %0
t

The specialist medical practitioner responsible for the management of care may n
necessarily be located in the same facility as the patient. In these circumst ,

medical practitioner at the patient’s physical location ma awe a ropen are of
the patient. The expertise of this medical practitioner do& ffect the*agsignment of

care type.

Valid care types include: $
e Qacute 0
e newborn 5
e mental health
e rehabilitation
e Geriatric Evaluation and I\k&gement@
e psychogeriatric
e palliative
e maintenanc, q @
e organp ent 6

h italgrder.

ial

[
Resid M care (ﬁ le care may be recorded for Health Service Provider
DO as inpatient care to the Hospital Morbidity Data Collection

but not re@
f the aQ or flexible care resident requires hospitalisation for admitted

e,V |th|n th hospital, it must be treated as a formal acute care type admission
nsferring medical facility.

usiftg home
Althoug% are ten different care types, not all hospitals are equipped or approved to
deliver th gram of care indicated by the care type.

7.1 Care type classification

All admitted episodes of care are clinically coded using the following classifications:

¢ the International Statistical Classification of Diseases and Related Health
Problems, Tenth Revision, Australian Modification (ICD-10-AM)

e the Australian Classification of Health Interventions (ACHI).

Admitted episodes of care are grouped to the following casemix classification
systems:
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e acute and newborn care: Australian Refined Diagnosis Related Groups
derived from ICD-10-AM and ACHI codes and other data items

e subacute and maintenance care: Australian National Subacute and Non-Acute
Patient (AN-SNAP) classification, which requires the use of specialised clinical
assessment tools to report phase of care, assessment of functional
impairments, age, and other measures

¢ mental health care: Australian Mental Health Care Classification, which
requires the phase of care and relevant clinical measures from the National
Outcomes and Casemix Collection (NOCC) to be reported.

7.2 Care type changes .
A patient’s care type is changed when the primary clinical purpose or treat w
meets the admission criteria for a different type of care.

The care type of the new episode of care is determrne suthori Qe

medical practitioner, who will be responsible for, or g the nt of the
new type of care for the patient.

To change a patient’s care type, a new episo e is co ed by recording a
statistical discharge and admission. For ex e patr jsgharged and then

readmitted to the same health service d erent c ThIS may only occur
once per day, excluding the posthumou an procuremeyt care type.

If a patient’s condition deteriorates 0O day the\re type was changed and
requires a change back to acute @ ty'we, the new episode must be cancelled, and
the previous acute care epis V IWStated

A patient’s care type cangot bt changed Q ay of formal admission or discharge
as only one admitted ca plsode n be reported. If it is determined that
the focus of cllnlcal c urres a ge of care type on the day of admission, the
new care type plled t e admission for the day.

A reductron in ity o are does not trigger a change to a subacute
care type the patient iving care that meets the admission criteria for
subacute . It is there entral that any care type change reflects a clear
chang®gin t prlmary purpose or treatment goal of care provided.

oca ed care t ot to reflect the care that is intended for the patient to
@ at some the future. If a patient is authorised for a change in care type,
are typ ot be changed until the new type of care commences. For
example; patient is transferred to another ward or hospital for planned
sub % e new care type is assigned on admission to the new ward/hospital.

Ch care type? by statistical discharge must not occur:
e on the day of formal admission or discharge
e for a change in location without a change in the primary clinical intent of care

e when the intensity of treatment or resource utilisation changes but the primary
clinical intent or treatment goal does not change. For example, a
temporary/short interruption to the current treatment plan due to a change in
patient condition that:

o s inherent to the current diagnosis/condition being treated, and/or

3 If the patient required ICU overnight care, it would be appropriate to change the care type.
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o does not require management by a different specialist care type medical
practitioner

o for a same day procedure/treatment with a planned return
e for a non-admitted care attendance (e.g. ED or outpatient setting/attendance)
o for the recovery (mobilisation) period of an acute episode prior to discharge

e for any waiting period before the intended new type of care commences, as this
itself is not a new or separate episode of care

e pending transfer to another hospital for a change in type of care

e for a consultation only by another care type specialist medical practitioan

there is no change in the primary clinical intent and purpose of care
admission. %

e to correct the incorrect assignment of a care type

e based on documentation in the medical recor@es not
requirements below Q
e for transfers to HITH where there is no c% the p@hmcal intent of

care

e from newborn to acute care type )0

7.3 Documentation Q

The care type to which the allocategd must be supported and evidenced by
documentation in the patlent record oNexample, if an episode is changed
to the rehabilitation care ere mus tdence in the medical record that

rehabilitation care was_p

To initiate a care tys

@ ng minimum documentation must be
completed in the

al recg rd@
d time Nare type change is effective from

e na the speci@nedical practitioner authorising the change of care type

o risation medical practitioner who will be providing or informing the
new type e. Initiation of the change may be delegated to a specialist

clinician, ocumentation must evidence the care type change was
auth the specialist medical practitioner.

7.4 @ re

An ePisogle of acute care is one in which the primary clinical intent is to do one or
more of the following:

|ded togi the meeting the admission criteria.

e actual

e manage labour (obstetrics)

e cure illness or provide definitive treatment of injury
e perform surgery

¢ relieve symptoms of illness or injury

e reduce severity of illness or injury

e protect against exacerbation or complication of an illness or injury which could
threaten life or normal function
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e perform diagnostic or therapeutic procedures

e provide accommodation to a patient due to other circumstances.

Acute care excludes care which meets the definition of mental health care. Patients

who remain in a public hospital bed with an acute care type after 35 days must have
their care type assessed by a medical practitioner and the need for continuing acute
hospital level of care documented in the patient’s medical record. If the assessment

reveals that acute care is no longer required, then a change of appropriate care type
must occur (e.g. maintenance care).

7.41 Endorsed privately practicing midwives

Acute admitted care to manage labour can be provided under the care
management of an endorsed privately practicing midwife.

If an admitted patient under the care of the private midwife requ
t [)
| el€Cti

management by a specialist medical practitione d@s a p , then
the patient is not to be discharged and re- ad ' he fina |on and
funding source must be changed to ‘publig’ current dm| on as

supported by the WA Health Fees and Man dards.

7.5 Newborn care
Newborn care is initiated when the pa’r\\e ornin ho%l or is nine days old or
less at the time of admission. Newb conti the care type changes or

the patient is separated, noting:

e the day of birth is cou ero da age
e newborns who turg, 10 §ays of ag o not require clinical care are to be
discharged, and jl§¢maining ig ho | with the mother, the newborn is to be

recorded as a rvia a e of care type

e newborns rn 10,d e and require clinical care continue in a

newbo@ of cb separated
o aged le 10 days and not admitted from birth (e.g. transferred

ther re admitted with a newborn care type

orns a ater than 9 days not previously admitted (e.g. transferred
from ano spital) are classified as either boarders or admitted with an

acute e and status of admitted patient
waorn episode of care, until the baby turns 10 days of age, each
er a qualified or unqualified day
o~ thg/ newborn baby's qualified days are eligible for health insurance benefits
urposes and the patient day count under the Australian Health Care

Agreements. In this context, newborn qualified days are equivalent to acute
days and may be denoted as such.

For further information with regards to the newborn care data elements, refer to the
Hospital Morbidity Data Collection Data Dictionary and the Classification of Newborn
Admitted Care Guide (Appendix A).

4 MP0093/18 Access for Endorsed Midwives into Public Maternity Units Policy
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7.6 Qualified newborn

A qualified newborn is a patient who is nine days old or less at the time of admission
and meets at least one of the following criteria:

e the newborn requires intensive or special care and is admitted to a Level 2
Special Care Nursery (SCN2) or Neonatal Intensive Care Unit (NICU) facility
approved for the purpose of provision of that care®. Approved SCN2 and NICU
facility beds (cots) are licensed through the Licensing and Accreditation
Regulatory Unit and specified in the Clinical Services Framework -
Neonatology.

e the newborn is the second or subsequent live born infant of a multiple bi?t
.
€,

e the newborn is admitted to hospital without its mother
e the newborn remains in hospital after their mother is separated. (e%
the mother becomes a boarder, is discharged h(@og transferr ther

hospital \e (}

e the newborn is admitted to the Special C ry (SCNR) orf1CU due to
the mother becoming unwell (mother is ed tog Rig\ dependency or
intensive care unit).

A newborn patient day is recorded as K'f’ d on an ere the newborn
does not meet any of the above criterj

The day on which a change in qugli n statusNJrs is counted as a day of the
new qualification status.

If there is more than one qua ' status@ingle day, the day is counted as a
day of the final qualificatign st&us for th

If the newborn is unw@ admitte@io the®SCN2 or NICU and discharged or

transferred to anothg pital on t e day this is recorded and counted as a
qualified newbornf{belnday.
ted t al without the mother, the newborn may be

If remaining iror
admitted tg atient instead of a SCN2 or NICU.
i care provided to a newborn suffering from iliness,

disabilityNngf from th g event, requiring specialist medical and nursing care.

O 7.6.1 @Iusions
Qu Qﬁewborn status does not apply to newborns receiving treatment

ing with the mother without admission to a SCN2 or NICU.

5 Obstetrics and Neonatal Service Definitions, Appendix 2, WA Health Clinical Services Framework 2014-
2024.
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7.7 Unqualified newborn

An unqualified newborn is a patient that is nine days old or less at the time of
admission but does not meet any of the qualified newborn criteria. As care provided
to an unqualified newborn is considered inherent to the care of the mother,
unqualified days are not recorded separately®.

A newborn singleton or first infant of a multiple birth who is rooming in with the
mother, is an unqualified newborn and cannot be recorded as a qualified newborn
(admitted patient) separate to the mother”.

Unqualified newborns that remain in the hospital at ten days of age:
e must have episode of care type changed to boarder, or
e if requiring ongoing acute care, must have qualification status chan
qualified newborn. In this case the newborn episode contlnues
of acute care from day 10 onwards is a qualified i
7.8 Mental health care
Mental health care is care in which the primary @purp reatment goal is
improvement in the symptoms and/or psycho enwron&a nd physical
functioning related to a patient’s mentaldl é

7.8.1 Admission crlter

The following requiremen e met fo admission to be recorded with
a Mental Health Car taI health care:
e is delivered unde mana 5 -- , or regularly informed by, a
medical pra tioner with spe ed expertlse in mental health

e is eviden@)y an indi lised formal mental health assessment and
imple, on of a nted mental health plan

. y signy
Q support

sychosocial components, including family and

V ludes provided as assessment only activities
requir ental health phase of care and relevant clinical measures
O to b ded.
nlcal measures refer to the clinician rated measures from the
NOCC

cialist medical practitioner which may result in a consultation only, or
uthorisation to change the care type to mental health. If so, the specialist
medical practitioner will either assume management of the patient, or the
clinical governance will not change, and the specialist medical practitioner will
inform the management of care by providing direct mental health care or
overseeing the provision of that care.

% | health care is usually initiated with a referral to a mental health
S

A mental health plan comprises a series of documented and agreed initiatives
or treatments (specifying program goals, actions and timeframes) which have

6 METeOR Newborn qualification status https://meteor.aihw.gov.au/content/index.phtml/item|d/327254.
7 Definition of ‘patient’ http://www.austlii.edu.au/au/legis/cth/consol _act/hia1973164/s3. html.
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been established through consultation with the specialist medical practitioner
and the client and/or carer. A copy of the mental health plan must be kept in
the patient’s medical record.

A patient transferred to another facility for same day electroconvulsive therapy
(ECT) will not require additional clinical measures and phase of care to be
recorded. The transferring medical facility is responsible for completion of the
clinical measures, not the facility providing the ECT.

7.8.2 Scope

Mental health care is provided in a specialist mental health inpatient service
(psychiatric hospitals or designated mental health units) where clinical are
equipped to provide the specialised care necessary to deliver optima al, ¢

health care, and complete the necessary mental health assessmenf§, fila

and data collection.
The MHCT: @ 14
) V.

e may include admission for psychiai \ssment nl example,
those patients detained pending ric asgegsrent under the
Mental Health Act 2014

¢ includes admitted patien @g the M ission criteria and
receiving treatment in wa er than speCilised mental health
services. %

A patient transferred to a cility for san™e day ECT, must be admitted
with a MHCT.

without assignmeNt of a MHCJ .

An acute admitted iatigt may haO%tal health principal diagnosis

7.8.3 ealt

Patientgy"™ HCT 1%
recogae tients ad @.a under an involuntary treatment order under the
Me‘fea/th Act@Pi< Tust have an ‘Involuntary’ MHLS recorded

pe or location of care.

Wctive of g

The MHLS i%l #ired to monitor trends in the use of compulsory treatment by
Western ian hospitals and community healthcare facilities. If a patient is
admit sychiatric examination and thereafter deemed as not requiring

ads’ , the Mental Health Act 2014 considers the MHLS of this patient as
‘ ta )

%il there is a means to collect a legal status of ‘Detained’ in all patient
anagement systems, the only reportable MHLS options are ‘Voluntary’ or
‘Involuntary’

A MHLS must be reported if a patient:

e is being treated in a designated mental health ward/bed during an
episode of care (psychiatric days are being reported), or

e has a care type of mental health (and meets the relevant criteria).

The MHLS of admitted patients treated within approved hospitals may change
throughout an episode of care. Patients may be:
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e admitted to hospital as ‘Involuntary’ and subsequently changed to
‘Voluntary,” or

e admitted as ‘Voluntary’ but transferred to ‘Involuntary’ during the
hospital stay.

In these instances, the ‘Involuntary’ status over-rules any other status and the
activity must be reported as involuntary.

At the time of detainment for psychiatric assessment, the MHLS is ‘Voluntary’
until, if required, a clinical decision is made to admit the patient as an
involuntary patient under the Mental Health Act 2014.

7.8.4 Mental Health HITH

HITH rules apply to approved mental health HITH programs, mclud(ﬂ

acceptable use of virtual wards and beds.

7.9 Subacute care ’

Subacute care is specialised multidisciplinary ca@ ich the p ima need for care

is the optimisation of the patient’s functioning erson’s
functioning may relate to their whole body part, th person in a social
context, and to impairment of a bodyf ﬁ struct y I|m|tat|on and/or
participation restriction. Paediatric pat ed more t days may, where

applicable, qualify for subacute car \v
Subacute care is healthcare for g ho are not s®verely ill but need:
Y

e support to regain thei carry t|vities of daily life after an episode
of illness Q
h conditions

e helpto manag or chan

e assistance s mde y as possible.
Subacute car S th% g care types:
e pallj

° hapllitation

O psych C.

ubacute generic admission criteria

cute care is always delivered under the management of, or informed by,
edical practitioner with specialised expertise in the relevant subacute care

type.

The specialist medical practitioner responsible for informing the management
of the subacute care may not necessarily be located in the same facility as the
patient. In these circumstances, a clinician at the patient's location will
continue to provide care to the patient, however the expertise of this clinician
does not affect the assignment of care type. Where the care plan is being
informed by a medical practitioner with specialised expertise, the requirement
for necessary documentation within the patient’s medical record still exists.

If a patient is authorised for a change in care type to subacute care, the care
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type must not be changed until the new type of care commences. Where the
patient is transferred to another hospital for planned subacute care, a
subacute care type is to be assigned on the day of admission to that hospital.

Each subacute care type has specific data collection requirements to enable
the activity to be classified using the AN-SNAP classification. Staff require
training, and in some cases accreditation, to be able to administer the
associated assessment tools.

For further information related to the collection of clinical and administrative
data for all subacute care types refer to the Subacute and Non-acute Data
Collection Data Specifications and Subacute and Non-acute Data Collection

Data Dictionary.
.
7.10 Palliative care (1/
The palliative care type includes specialist palliative care in which the inical

intent or treatment goal is the optimisation of the qualit if& of a h an
active and advanced life-limiting illness. The patient VW e complex sical,
is not managed or informed by a Speciaglis

psychosocial and/or spiritual needs.
ceivin life palliation that

e CareydS dical practitioner.
If the hospital does not have access to\& medical %I oner and the primary
clinical intent of patient care is or be palliatign, th re type cannot be
changed to palliative. The care is anaged Nn the existing admitted care
episode.

nent of t

Where palliative care is a co% h mMtted care but a change to the
palliative care type is no?’sligi , this ac | continue to be identified through the

The palliative care type excludes admitted pat

clinical coding proces the allocstion ppropriate ICD-10-AM palliative care
codes.

Patients who ar @.». d on @an for the dying person do not automatically
qualify for the@ care& tients must be assessed by a specialist palliative
care team et spec@ Ission criteria.

VA Pa{% care admission criteria

e subacute generic admission criteria, palliative care is always

PO delivered r the management of, or informed by, a medical practitioner with

expertise in palliative care, and is evidenced by:

ultidisciplinary assessment and management plan for the patient,
documented in the medical record that covers the physical,
psychological, emotional, social and spiritual needs of the patient and
negotiated goals

e Resource Utilisation Groups — Activities of Daily Living (RUG-ADL)
clinical assessments recorded at the commencement of each palliative
phase.

For supplementary information on the Palliative Care Care Type refer, to the
Patient Activity Data Policy Information Compendium.
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7.11 GEM care

The GEM care type includes care in which the primary clinical intent or treatment goal
is improvement in the functioning of a patient with multi-dimensional needs
associated with medical conditions related to ageing, such as tendency to fall,
incontinence, reduced mobility and cognitive impairment. The patient may also have
complex psychosocial problems.

Patients must be classified as GEM where:
e admission is for reconditioning of an older patient with significant co-morbidities

e they have geriatric syndromes which require specialist geriatric medical input
such as:

.
o poor cognitive status (ﬂ

o falls without significant injury

o frailty. @ i Q
GEM includes care provided: \

e ina GEM unit

e inadesignated GEM program

e under the principal clinical manag®gm fa GE )/ Ician.
ati

The GEM care type is generally app % e to old ents, however, younger adults
with clinical conditions generally dss§cyted with oId e may be classified under this
care type. Y\ Q
7111 Admls riteria
In addition to acute g ic adm|SS|on criteria, GEM care is always
delivered mana of, or informed by a clinician with specialised
expertis

j , aNANs nced by:
individualis ltidisciplinary management plan which is

cumente patient’s medical record, that covers the physical,
syc oI motional and social needs of the patient, and includes
negoti oals within indicative time frames
O | nal Independence Measure (FIM™) clinical assessment
Q ed at the commencement of the GEM episode.

itation care

ilitation care type includes care in which the primary clinical intent or

treat t goal is the improvement in the functioning of a patient with impairment,
activity limitation or participation restriction due to a health condition. The patient will
be capable of actively participating.

Rehabilitation is typically more goal oriented than GEM and is provided for a patient
with an impairment, disability or handicap for whom the primary treatment goal is
improvement in functional status. Rehabilitation usually occurs after a readily defined
event such as:

e stroke

e orthopaedic surgery
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e traumatic injury
e defined disability.

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

7.12.1 Admission Criteria

In addition to the subacute generic admission criteria, rehabilitation care is
always delivered under the management of, or informed by, a medical
practitioner with specialised expertise in rehabilitation, and is evidenced by:

¢ an individualised multidisciplinary management plan, which is
documented in the patient’'s medical record that includes negaficke
goals within specified time frames

e aFIM™ clinical assessment recorded at th commencen@f e
rehabilitation episode. é

7.13 Psychogeriatric care
The psychogeriatric care type includes care |n the pri x ical intent or
treatment goal is improvement in the fUQCtI na tus afid/or quality of life

L 4

for an older patient (60+ years) with si sychla rie ehavioural disturbance,
caused by mental illness, age-relate C brai |mp ent or a physical
condition.

The psychogeriatric care ty pp |cab he primary focus of care is acute

symptom control.

7131 Admi {\on crit 'a

Psychogeri e is alwa ivered under the management of or informed
by a med| ctltlo er ecialised expertise in psychogeriatric care,
and is
Q\ d|V|du ultidisciplinary management plan, which is
o]

cume he patient’s medical record that covers the physical,
V I, emotional and social needs of the patient and includes

e goals within indicative time frames

7. Wwatenance care

The maifitenance (or non-acute) care type includes care in which the primary clinical
intent or treatment goal is support for a patient with impairment, activity limitation or
participation restriction due to a health condition. Following assessment or treatment
the patient does not require any further complex assessment or stabilisation. Patients
with a care type of maintenance care may require care over an indefinite period.

Paediatric patients aged 10 days and over may qualify for maintenance care type.

The maintenance care type requires completion of a RUG-ADL clinical assessment
when the maintenance episode commences to enable the activity to be assigned to
the AN-SNAP classification.
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Maintenance care type excludes care which meets the definition of mental health
care.

7.14.1 Admission criteria

A patient may be admitted with a care type of maintenance for a few purposes.
These are listed below.

7.14.2 Convalescence

Convalescence is provided when, following assessment and/or treatment, the
patient does not require further complex assessment or stabilisation but
continues to require care over an indefinite period. Under normal
circumstances the patient would be discharged but due to factors in e‘tb’
environment, such as access issues or lack of available communitysellvic

the patient is unable to be discharged. Examples may include p@ts iting

for: ge .
e completion of home modifications es:\ r discha@

e provision of specialised equipme tial fog discgarge

e rehousing . g&
e supported accommodatix\ s hostel p home bed

e whom community ser e essefNial for'Qischarge but are not yet
available. Q
7.14.3 Respite Y Q
An episode of resgite oCcurs whe@ primary reason for admission is the

short-term un jlity of thedgatiefit's usual carer. Examples include:

o admysH ue to @ ess or fatigue
. @ spit carer unavailability
Ow rt term of a care facility

V short te ailability of community services.

07.14.4 Q maintenance
é This % patients other than those already stated. This includes patients
r

tha een assessed as requiring more intensive day-to-day care than can

ided in the home environment and who are awaiting aged care
Ices, including placement in a residential care facility, for example:

e Commonwealth-subsidised permanent Residential Aged Care

e Commonwealth-subsidised Home Care Packages.

7.14.5 Nursing home type patient

Maintenance care must be selected for all patients with a client status of
nursing home type.

A nursing home type patient is a patient who has been in one or more
hospitals (public or private) for a period of more than 35 days of continuous
care, and who is now remaining in hospital for nursing care and
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accommodation as an end in itself.

7.15 Posthumous organ procurement

Posthumous organ procurement is the procurement of human tissue for the purpose
of transplantation from a donor who has been declared brain dead.

At the time of death, the patient must be discharged as deceased; this is the official
time of death. A separate admission for posthumous organ procurement is to be
recorded.

7.16 Hospital boarder

A hospital boarder is a person who is receiving food and/or overnight accom tior;
at the hospital but for whom the hospital does not accept responsibility for
and/or care.

Boarders do not receive admitted care but may be reg| ec;on the ?L%
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8. Hospital in the Home

Hospital in the Home (HITH) is the provision of acute or mental health overnight/multiday
‘admitted care’ provided in the patient’s home or usual place of residence as a substitute
for hospital accommodation.

Models of care that are an alternative to inpatient care do not automatically qualify for
HITH. Health services establishing or planning new HITH services, must contact the
Department of Health for directions on recording of activity via
Morbidity.Data@health.wa.gov.au.

If the care being provided to the patient would not otherwise require in-hospital
admission, then provision of that care in the patient’'s home does not qualify for HITH and
cannot be recorded as admitted care activity. For example, post-acute and comm@nity o

outreach care.

HITH care may sometimes initiate from a direct referral as a substitute for ignt
hospital admission or to facilitate early discharge with conti ion of adpm re in the
patient’s residence. \

Private patients must not be discharged and then re@e as publi§ HITH patients®. A
HITH day is deemed to have occurred when the pdfli as stay spital past

midnight. If a patient is discharged from a HI’TFQ‘;@midnig% t@at day will be not
approved home birth program and in

Home births may be recorded as eligible

be counted towards the overall HITH lengt
dmissions provided under an
nce withkMP 0141/20 Public Home Birth
Program Policy.

8.1 Admission criteri Q
EiE ne)

A HITH admission is ed by th§ les that apply to in-hospital admitted
activity and must:

H care is the Yalent of admitted care services provided by hospital based
I practiti(@ r nursing staff in the patient’s usual place of residence.

8.1 xclusions
admission must not be recorded for:
e same day care (with the exception of home births)
e care not provided in the patient’s residence
e telehealth only (non-admitted) care

e the purpose of referral and assessment only, without provision of
ongoing HITH care

e care provided entirely by non-hospital based clinicians or external
providers.

8 See Section 4.3 WA Health Fees and Charges Manual.
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8.1.2 HITH days of care reporting criteria

The movement of patients between hospital and HITH must be recorded as
internal ward transfers within a single episode of care. The patient is not to be
discharged and readmitted, unless limitations in the Patient Administration
System (WebPAS) do not allow transfers between hospitals, in which case
patient must be discharged and readmitted. Any days between leaving hospital
and commencement of HITH are to be recorded as leave days.

A HITH day of care can only be recorded when the patient has been visited in
their place of residence by HITH staff who provide admitted services to the
patient.

As HITH is a substitute for inpatient care, it is expected that patients re¢ei *
direct clinical admitted care in the home daily or at least every secozﬂw
C

A HITH patient must be put on leave for each day that they are iing
admitted care in the home. HITH leave must no egd two ive days
in duration. If leave exceeds two consecutive e patiewt rhustbe
followed up and either returned from lea

inue HITH tre ent or
discharged.
If scheduled care is cancelled, or the@fis not @/h n HITH staff visit,

a leave day is to be recorded. ¢
HITH clinicians must documdays and thg Blinical care provided for a

recorded HITH day in the h medical J&gord to evidence provision of
admitted care.

Care provided in a se r than @tient’s residence is not eligible to
be recorded as a HITHWay of car xample, telephone consultation,
attendance at cogunity heglth ¢ are all non-admitted care.

Care provid @would no @

ify for admission and would be classified as

non-admit re. Fore e e allied health consultation, is not a day of

admitt dca Resrecorded as a HITH day.

If t nt retur hospital, at which they are a current HITH inpatient,

for that can provided in the patient’s residence, e.g. specialist
Wal revie n ED attendance, then HITH days may be recorded for

thiS contact. §hig=€are is included as part of the single admitted care episode.

This doe@ ply where the attendance is at another hospital.
% Desig @ psychiatric facilities recording HITH activity, must record both
H aNg’s and Psychiatric Care days.

te of discharge from HITH is to be recorded as the last day the patient
regeived treatment.
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9. Contracted care

Hospitals may purchase contracted care services from other hospitals or external entities
for all or part of the care provided during an admitted care episode. To inform the correct
counting, classification and funding for contracted care activity, the following requirements
must be met.

Health services establishing or planning new contracted care services, must contact the
Department of Health for directions on recording of activity. Please contact the Data
Custodian of HMDC via email to: Morbidity.Data@health.wa.gov.au.

For supplementary information on the recording of contracted care activity refer to the

Patient Activity Data Policy Information Compendium.

.
9.1 Contracted care definition (L
Contracted care is an episode of care for an admitted patient whose tr nd/or
care is provided under an arrangement between a hea wice p care
(contracting hospital), and a provider of an admitted (contra te spital). The
provider of the contracted healthcare service m rivate h@spitayfOor a private
day facility. &
Contracted care can be categorised mto tw

i. the patient is admitted directly t
whole episode of admitted car;

tracted %Qwhlch provides the

xam
ided by tracted service provider

rged tc@her hospital to commence

sfe between both the contracting and
viding components of the admitted episode of
d to another service). For example:

e same-day dialysis th

e an acute patient
contracted subac®e care

itted to the public hospital then transferred to the
a procedure and returns for continued care.

ntract care
not applicable to the following arrangements:

with Contracted Health Entities to provide public health

9.2 W
T@ business
agr
which are deemed to be an extension of the public health service
refore out-of-scope. For example, Health Service Provider service

S
a
%: ements with St John of God Midland, Joondalup and Peel Health

ampuses
o arrangements between a public hospital to other public hospitals

. other special services where designated institutions are funded to provide
entire services for the State

o hospital services that are provided to the patient in a separate facility during
the contracted care episode, for which the patient is directly responsible for
paying

o where patient care is provided cross-border with other states or territories,
the interstate activity must not be recorded in Western Australia
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o investigations performed at another location such as diagnostics, using
specimen collected at the contracting hospital

J the leasing of another organisation’s facilities, such as providing theatre
room and equipment.

Any arrangements that do not fall under the Contracted Care definition must be
reviewed by the Department of Health. Please contact the Custodian of HMDC via
email Morbidity.Data@health.wa.gov.au.

9.3 Contract Role
Under contracted care, it is important to establish the role each Hospital plays to

select the correct data items in the Patient Administration Systems and Hospi *
Morbidity Data Collection (HMDC).

e Hospital A is the contracting hospital (funding/purchaser) Q

e Hospital B is the contracted health service/h @)rﬁwder

9.4 Contract type

Contract Type is a term to describe the contra are reIa between Hospital
A and Hospital B and demonstrates the paifen are | e fine the
contracted care arrangements betwee tractlng tracted health
services, five different contract types eni entlfle s shown in Table 1.

Contract
Type

(A)B o b pital A tra ith Hospital B to provide a whole
[/episode of

QThe oes not attend Hospital A for any part of the
0 epls

A is not to record an admitted care episode for the
Cted care provided at Hospital B.

Definition anr. S22 criptio:

V @Dspltal B will report the admission to the Department of
O Health where it will be allocated to Hospital A’s activity.
é or example:

0 A patient attends Fresenius Dialysis Service for haemodialysis under
% contract to Fiona Stanley Hospital.

A patient receiving care at Bunbury Hospital is transferred to St John
of God Bunbury Hospital to commence subacute care. The patient is
to be discharged from Bunbury Hospital and commence a new
admission as an (A)B contract type.

AB e Hospital A contracts with Hospital B to provide an admitted
service.

e The patient first attends and is admitted to Hospital A prior to
admission to Hospital B for ongoing contracted care.

e The patient does not return to Hospital A.
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CEiEE Definition and Description

Type

e Hospital A records an admitted episode covering the care and
duration of time at both hospitals A and B.

e Hospital A places the patient on contract leave while receiving
care at Hospital B.

e Patient is discharged at the end of care from Hospital B.

e Hospital A returns patient from contract leave and discharges
the patient recording the same separation data as Hospital B.

e Discharge date/time in Hospital A is the actual date/ti
patient is separated from Hospital B.

For example, a patient is admitted to Geraldton Hospl

transferred to St John of God Geraldt ospital f

and/or ongoing care and does not Geralo%spltal

Please Note: This excludes p @ransf red Yor ongoing sub-
acute care. See (A)B. \

BA e Hospital A co [ provide an admitted

patient serv
e On compl Qcare at pital B, the patient transfers to

itional care
e HospitIMeNcords a@‘ntted episode covering the care and
of time hospitals A and B

rati@
o pital A ptgces patient on contract leave while receiving
re at Hos

Hos%tal rns patient from contract leave when patient

ran ospital A for additional care
n date/time at Hospital A is the date/time patient is

V %‘ jted at Hospital B
og ple, a patient is admitted at St John of God Geraldton for a
O dure and then is transferred to Geraldton Hospital for after
é e.
A

BA e Hospital A contracts with Hospital B to provide an admitted
service.

e The patient first attends and is admitted to Hospital A and
then placed on contract leave while receiving care at Hospital
B.

e The patient then returns to Hospital A for ongoing care

e Hospital A records an admitted episode covering the care and
duration of time at both hospitals A and B.

e The discharge date/time at Hospital A is the date/time the
patient is discharged from Hospital A after returning from
Hospital B.
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CEiEE Definition and Description

Type

For example, a patient is admitted to Bunbury Hospital for elective
lower segment Caesarean section. The patient is then transferred to
St John of God Bunbury for the Caesarean procedure and returns to
Bunbury Hospital for aftercare.

BAB e Hospital A contracts with Hospital B to provide an admitted
patient service

e On completion of care at Hospital B, the patient transfers to
Hospital A. *

e The patient then transfers to Hospital B for further gotra

duration of time at both hos and B
e Admission date/time at A is th e/ e the patient
was admitted at Hosp

e At Hospital A, tr;e s plage %\nt ct leave while

care.
e Hospital A records an admﬂted@sode CO\W% care and
t

receiving treat ospital
e Discharged atH pltal the actual date/time the
patient is # lecharg m Hospital B after transfer from
Hospital
For example¥a patient i itted to St John of God Hospital
Bunburgfor a’cardiplog cedure. After the procedure, the patient

ry Hospital for ongoing care. The following
erred to St John of God Hospital again for
ischarged from there.

Note: Bra

9.5 V elem @o be recorded for contracted care
Q en

pllowing d ts are essential to inform the contract type and associated
for HQ ion, counting, and funding of contracted care activity.

nt was not admitted to the hospital.

dmitted from

ssentlal to only record the contracting/contracted hospital as the
mitted from’ establishment if the patient was a current inpatient there prior
to being admitted.
9.5.2 Admission status

Admissions directly from ED must have an admission status of ‘Emergency-
Emergency Department Admission’.

9.5.3 Client Status/Patient Type

The Client Status defines the type of hospital service being provided for the
patient. This defines the role of the hospital as the contracting or contracted
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hospital. These are:

e Funding hospital (contracting service)
e Contracted service

e Funding qualified newborn (new code)

e Funding unqualified newborn (new code).

9.5.4 Contracted/Funding Establishment

The contracted/funding establishment code is recorded to link the activity of
Hospital A and Hospital B.

e Hospital A record the establishment code for Hospital B. (ﬂ’

e Hospital B record the establishment code for Hospital A. :

9.5.5 Discharged to
It is essential to only record the contracti \cted h ital §fthe

‘Discharge to’ establishment if the patie g tr d there for
admission

9.5.6 Source of referra ssmn b

If the patient is admitted dire an E nce (not admitted at the

att
preceding hospital) recorQ ency Dehquent Clinician’.
9.5.7 Leave YN 9
Leave is recorde& eré both Ho@ and B are providing components of

the admitted of care

9.5.71 C Leave

Contr vasfefers @e of leave recorded by a contracting hospital
(Ho whe tted patient is sent for/receiving care at a
con ed ho E; spital B) as part of contracted care.

ract Ie applies where both the contracted and contracting hospital

are prow mponents of the admitted episode of care. A patient cannot be

O record mltted to both hospitals at the same time, unless the patient is
on C t leave at Hospital A.

eceiving a contracted care service at another establishment can be
on contract leave for more than 7 days, however the patient’s status is
e reviewed after 35 days on leave

Contract leave is recorded through the ‘Leave Type’ data element. Itis only
recorded by Hospital A for the duration of the contracted care at Hospital B as
shown in Table 2.
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Table 2: Recording contract leave

Contract type Contract Leave

AB Contract leave is recorded for the duration of time
between the transfer to Hospital B and discharge.

Contract leave is recorded for the duration of time
BA between the admission to Hospital B and transfer to
Hospital A.

Contract leave is recorded for the duration of time
ABA between transfer to Hospital B and return transfer to (L
*

Hospital A.

Contract leave is recorded for the duration of § ' }
BAB between admission to Hospit ad tran

Hospital A, and also betw\ ransfer bagk 1o
Hospital B and discha

leave (hospital leave) if a ttends ital A (or other health service)

for planned or unpla d it is_.expected to return to Hospital B to
le: A m@ay contracted palliative care patient

9.5.8 Hospital Leave 0 :
Hospital B must not dlschargQ ust plgge conWécted care patients on

continue their care. F
in Hospital B wouI laced on I@ | leave during a same-day admission

to HospltaIAfor motheraRy.
9.6 Length 8

Fora multi-d Ieng is calculated by subtracting the admission date
from the di e date min ve days. Contract leave days are treated as patient
days and ed from ys for the length of stay calculation.

9.7 sMical C

é(@)-AM cod ﬁl codes, Condition Onset Flags (COFs) and contracted care

smustb ed to admitted episodes of care according to:

o S@ Clinical Coding
%- 0-AM and ACHlI classification conventions
e “Australian Coding Standards

¢ Independent Hospital Pricing Authority (IHPA) Coding Rules

e Western Australian Coding Rules.
Refer to Clinical Coding Guidelines: Contracted Care for further information.

A Contracted Care Flag is a ‘new’ data element introduced in WebPAS to identify
procedures and diagnoses that are associated with the contracted care provided by
Hospital B.

Admitted Patient Activity Data Business Rules 31


https://ww2.health.wa.gov.au/Articles/A_E/Clinical-Coding-Authority

There are two types of Contracted Care Flags:
e Contracted Care Flag B
e Contracted Care Flag AB

The following apply to the assignment of the contracted care flag by the contracting
hospital:

e where a procedure is performed at the contracting hospital (Hospital A) only,
the procedure should not be assigned a contracted care flag

e where a procedure is performed at the contracted hospital (Hospital B), the
procedure must be recorded by Hospital A with a contracted care flag B.

hospital (Hospital A) and also at the contracted hospital (Hospital B

e where a procedure that is only coded once is performed at both the coritra t|
procedure must be recorded by Hospital A with a contracted car; %

berfor e th the
ospltal ital B), the
contract flag ‘AB’

e where a procedure that is only coded once |

contracting hospital (Hospital A) and the ¢
procedure must be recorded by Hospltal
e where a diagnosis is treated at only Ho , the code must be
flagged with a contracted care flag Q
e where a diagnosis is treated at b ospltal Aa ype AB BA ABA BAB),
the diagnosis code must be f |th a pgntra d care flag ‘AB’.
| Coding G

Refer to Table 3, Contracted Ca
clinical coding requirements contracytype.

Contract Hospital A «ssigns Hospital B assigns
type

e below for summary of the

COFs ap liqablp to the care provided
‘. for the e@admltted care episode in
bot Is Aand B
d& ed care flag for all procedure Only diagnoses,
c#ded that were provided by Hospital B | procedure codes and
Bntracted care flag for Diagnoses that | COFs related to the care
are treated during care at Hospital B provided at Hospital B.
% (See also, section 9.8 Responsibilities)

(A)B Nil - Activity is not recorded by Hospital A

Note: There are some procedures for which ACHI codes are not generally assigned,
e.g. Imaging services (i.e. X-rays, CT scans etc.). These procedures should not be
coded solely because they were performed at another hospital under contract
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9.8 Responsibilities

Where the patient is admitted at both the contracted and contracting hospitals, the
contracting hospital (Hospital A) is responsible for ensuring that the contracted
hospital (Hospital B) provides them with required clinical documentation and
information necessary to enable ongoing patient care at Hospital A (where
applicable).

To the extent that the requirements contained within these Business Rules are
applicable to the services purchased from Contracted Health Entities, WA health
system entities are responsible for ensuring these requirements are accurately
reflected in the relevant contract and managed accordingly. It is recommended that
the contractual agreements include the following:

.
e compliance with the mandatory policy requirements of the WA heal (L
department’s Policy Framework with specific reference to the W
Information Management Policy Framework - PaﬁntAct/wty D

e provision of administrative information/clinica entatior*to

o inform of changes to qualified newbo s chang e of the
change (to inform the correct calc fquall born bed days)
o inform accurate clinical codlag ose

o inform recording of mandat a element

e expected time frame on’of inf atlon/data between hospitals and to

e ensure clinical assessment for sub- te care are recorded accurately
the Department of He E

e manage data qu issties and f Jte audlts carried out by the Department
of Health - Inf n and P orm ce Governance Unit by providing

information ources to ealth Information Audit team
e ensure %metha rmation exchange between the contracted and

contra itals

\/ \6
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10. Virtual beds/wards

A virtual bed is a term used to denote a nominal location which the patient is held against
in the hospital’'s PAS. Admission to a virtual bed, with very few exceptions, does not form
part of a valid admitted care episode.

Virtual beds are used for administration purposes only, for example, to facilitate patient
movements such as internal transfers. It is only acceptable to admit a patient to, or
discharge a patient from a virtual ward in the following scenarios:

e to admit patients who are transferred directly to theatre from ED when a ward has
not yet been allocated

e admissions to HITH - ward code/name to include the acronym ‘HITH’

e discharge from a discharge/transit lounge. (ﬂ

e discharge from a theatre virtual ward. Q
At the discretion of the Health Service Provider V|rtual beds amb ed for
the purpose of recording a patient on contract care a
All other admitted care must occur within a phy3|c nt wa |t as per the
definition of admitted activity.

Patients still being cared for in the ED and x be allo nsferred to an
inpatient bed must not be admitted to a vi rd.

Patients receiving the entirety of care non-ad d clinical area e.g. an
outpatient clinic or allied health depa@ re not to mitted to a virtual ward.

Admitted patients who deteriorat uire tr for care within the location of an
ED, can be transferred to an D vNtual ward ovement tracking purposes.

6
(\Q) 6@
\/ \6

%o
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11. Cancelled or abandoned elective procedures

When a patient is admitted for a booked procedure and the procedure is subsequently
cancelled, the admission must not be recorded unless:

e the procedure is for dialysis, infusion, transfusion or apheresis and the procedure
has already commenced

o the patient is already in the operating theatre or procedural unit. A procedural unit
includes endoscopy procedure room, cardiac catheter laboratory, radiology

e the patient has received pre-medication such as Emla gel/cream, eye drops, iodine
lotion, IV saline, anxiolytics and anti-emetics

e anaesthesia has already been administered (L’
r

e despite the procedure being cancelled, the admission is continued for s ofMe
treatment or circumstance, under the medical practitioner’s orders a g

admission criteria. % .

If, for non-clinical reasons, a patient is admitted on tQe r to their scgluled
procedure and the procedure is subsequently cancel n the_ adm¥gsion must be
recorded. Q \
Establishment of intravenous access only ps r@z men nﬁ a procedure, without
administration of anaesthesia, is to be Con% ancelle% andoned.

re acti as a non-admitted service event
ta BusinessRules.

rt (Ap;@ B) for further information.

For recording of cancelled/abandoned
refer to the Non-Admitted Patient Acli

Refer to the cancelled procedur
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12. Readmission

A patient who is admitted within 28 days of discharge is only considered a readmission if
it is for:

o further treatment related to the same condition for which the patient was previously
hospitalised

e treatment of a condition related to the one for which the patient was previously
hospitalised

e a complication of the condition for which the patient was previously hospitalised
(this may include mechanical complications).

Readmissions are classified as either planned or unplanned based on the clinical 14
intention to readmit. The intention to readmit must be clearly documented by t a
medical officer at the time of discharge.

12.1 Planned readmission \Q ¢ (LQ
A planned readmission is when the patient is re at a timgyfollo¥ing
discharge, on the advice of the treating medic ioner. g Nay include staged
procedures or ongoing treatment such as re casesofé herapy and

dialysis. 13
Patients discharged with a plan for regg Xion within sev@n days, (e.g. returning for
a scheduled procedure or other ad @ care) mist not be discharged and instead

be placed on leave. Q

12.2 Unplanned readn%ﬁ Q
Unplanned readmission &n nexp, cte(@nission of a patient within 28 days of
discharge to the sam lishme his Is where there was no intention by the

treating medical p ertore r treatment of the same or related condition
jon. I readmissions must follow the applicable

admission cri r als ion on Discharge against medical advice or left at
own risk.
12.3Vdmissi hin the same day

ient may b duled to attend the same hospital on one day for more than
anned n (for example, a day procedure on the same day as scheduled
ysis) ho only one admitted episode must be recorded.

atie s@ readmitted on the same day of discharge where the second
adnfissj an unplanned and unrelated emergency admission may have their

secon mission recorded.

Patients that are readmitted on the same day of discharge where the second
admission is planned and related must not have a second admission recorded. Refer
to planned leave.

A second admission must not be recorded when the patient is recalled by the medical
practitioner to continue the same inpatient treatment on the same day as discharge.

A patient may not be readmitted on the same day for the purpose of changing the
financial election or transfer to HITH.

Admitted Patient Activity Data Business Rules 36



12.4 Readmission following DAMA

See section on Discharge against medical advice or left at own risk.

13. Discharge
Discharge (also referred to as ‘separation’) is the process by which an admitted patient
completes an episode of care.

13.1 Formal discharge

Formal discharge is the administrative process, by which a hospital records the
cessation of treatment and/or care and/or accommodation of a patient, where %

patient
e s discharged to private accommodation or other residence (L
¢ s transferred to another hospital, health se @her ext% thcare
accommodation r\\
e |eaves against medical advice Q *
o fails to return from leave

e is deceased. ;
Refer to Section 3.4 In-patient Disch@rge anmn 95/18 Clinical Handover

13.2 Statistical dlscha

Statistical dlscharge is |str tive ’ss that completes an admitted patient
episode of care whe is a docyigented change in the clinical intent of treatment
(for example, cha re type f ute care to palliative care). For each
statistical dlschar rem st orresponding statistical admission.

13.3 Di e agal dlcal advice or left at own risk

Disc ge inst M vice (DAMA) occurs when a patient chooses to leave
the hos before pletlon of treatment and against the advice of the treating
aI practiti his includes patients who leave at their own risk without

Iadwce é’

linical hether to place the patient on leave or to discharge the patient.
Medglic itioners may allow patients to remain on leave up to a maximum of
seven dg¥s and if the patient returns during this time, the admission can resume, as
long as leave requirements are met when sending and returning patients on leave.

en patlj ve hospital and it is unclear whether they intend to return, it is a

The medical practitioner may decide to discharge the patient during the patient’s
unauthorised absence from hospital. The mode of separation must be recorded as
‘Discharged Against Medical Advice.’

The decision to place the patient on leave or DAMA is to be documented in the
patient’s medical record by the medical practitioner. If the patient represents after
being discharged as against medical advice and they require admission, they may be
readmitted (new admission).
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14. Leave

It is essential to record leave to ensure the reporting of an accurate length of stay. Leave
is defined as temporary absence from hospital with the expectation that the patient will
return to resume care.

A patient may be placed on leave for up to seven days in accordance with applicable
conditions outlined in this section. If a patient fails to return from leave within seven leave
days without explanation, the patient must be discharged and recorded as ‘discharged
against medical advice.’ If the reason for not returning is known to be the death of the
patient, the discharge destination would be recorded as ‘deceased.’

If the patient is an involuntary patient in an authorised, specialised mental health s

then in accordance with the Mental Health Act 2014 they may be placed on leave r p 0
to 21 days. At 21 days the appropriateness of the patient’s leave arrangement

considered and reviewed by the treating psychiatrist, in accordance with s.

Mental Health Act 2014.

A HITH patient may be placed on leave for no more tha nsecutl , that they
are not receiving admitted care in the home. Refert tlon on HITH further
information on HITH leave days.

The reason for leave, the date and time Ieave @Eed an , the expected

return date, are to be documented in the x edlcal
A patient may be placed on leave fora v reas xample.

e during treatment at another h

e during a gap in treatment

e pending a scheduled k

e day, overnight or d Ieaveé

e trial leave at h ther pl sidence

o left againsi@ dvicb@
14.1_HoQal leave ()

Patient be pla leave when transferred to another hospital, for planned or
e ency care it IS expected they may return to continue their care. However,
ms who ar sferred to another hospital with no expectation of returning must

ischarg
f a patiegt leave to receive care at another hospital, and it is determined that
the gaagtwll not be returning, then the discharge must be recorded as a ‘transfer to

anotfier gospital’ on the date the patient was transferred to the other hospital.
Hospital leave excludes leave recorded during contracted care.

14.2 Contract Leave

Refer to contracted care.

14.3 Planned leave

Planned leave applies where there is an expectation that the patient will return to
resume the current care. For example, returning for a scheduled procedure or
continuation of current care.
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Patients discharged with a plan for readmission within seven days for continuation of
current care (e.g. returning for surgery), must not be discharged and must be placed
on leave. Overnight leave is not applicable to planned (elective/booked) same day
admissions.

A patient cannot be admitted (administrative only) and sent on leave for a planned
same day admission scheduled for the following day or future date as this will
inappropriately classify this as an overnight admission.

Patients receiving a series of same day treatments (>2 admissions) which meet the
definition of same day care, are not to be recorded as one multiday admission with
periods of leave in between.

If during planned leave it is determined that the patient will not be returning to .
continue their care, and a decision is made to discharge the patient, this m e
ge
ust

recorded as ‘discharged from leave’ on the date the decision is made. The
date is not backdated to when the patient left the hospital.

*
If the patient is admitted to another hospital while o e@commu icati
occur between the two hospitals to ensure that i dates and ti do not
overlap.

14.4 Unplanned leave . ge@' 9\
Patients who leave the hospital agains\& ice of the Ing medical practitioner

and it remains unclear whether the intendgto ret may be placed on leave.
See DAMA for further guidance.

admitted must not be rged an&thenY€admitted. The patient must have an ED
type of visit record identifies Q atient as a ‘current admitted patient
presentation’ in t Informati em.

14.5 Patients on Ieave?s esen n ED
A patient on leave who pesen®s to the E e hospital to which they are currently
:§ Nt

Patients on Ie@ rese e ED of another hospital and are admitted to that
hospital m@ ain on | return to the first hospital to continue their care.
spital m rm the first hospital that they have admitted the patient.

The s@
1@8 nding p{tierits on or returning patients from leave

olunta | health inpatients, the maximum consecutive leave days are
Involunt ental health patients not returning after 21 days must be discharged
nd readm they return from leave.

For ients, the days that the patient was not receiving admitted care must be
repo s leave days. If scheduled care is cancelled or the patient is not at home
when HITH staff visit, a leave day must be reported for the patient.

If two inpatient events occur on the same day only one admission must be recorded,
with the patient recorded as being on leave in between admissions. For example,
patients discharged with a plan for readmission later in the day for a scheduled
procedure or other intended care, must not be discharged and instead be placed on
leave.

The following rules apply in the calculation of leave days:
e the day the patient goes on leave is counted as a leave day unless they are
admitted and go on leave on the same day, this day is counted as a patient
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day, not a leave day

the day the patient is on leave is counted as a leave day unless they are
admitted and go on leave on the same day, this day is counted as a patient
day, not a leave day

the day the patient returns from leave is counted as a patient day unless the
patient returns from leave and then goes on leave again on the same day, this
is counted as a leave day

if the patient returns from leave and is separated on the same day, the day is
not to be counted as either a patient day or a leave day.

14.7 Patients not returning from leave (L
The following rules apply to patients who do not return from leave: (L
e the day the patient goes on leave is counted as a leave day (if
admitted overnight or returns from leave) unlgs %p tient i d and is
sent on leave on the same day. In this scen \ is counted patient

day, not a leave day.

if a patient does not return from leave e elght %aﬁer the seventh
day if the patient went on leave oa tife e da dmitted), then the
patient must be discharged

the patient may be dischargeq Eto. st me ce or discharged on leave

if a patient returns to hospial 3 f & being d scharged, the patlent must be
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15. High-cost therapy

Access to high-cost, cutting edge and potentially curative therapy treatments are an
emerging option for patients in WA. A small number of patients are expected to benefit
from access to high-cost therapies each year. This includes, but is not limited to, the
provision of CAR-T therapy.

IHPA has developed guidelines for the costing, counting and reconciliation of its funding
and in order to comply, all HSP’s must discuss activity recording of high-cost therapies
with the DoH, through the PDMO (Morbidity.Data@health.wa.gov.au), to ensure it is
appropriately captured. Additionally, this will ensure that high-cost therapy can be
identified and reported for a range of purposes, including patient safety, research and

funding. (L’
16. Clinical coding Q(l/

16.1 Coding admitted episodes of care
Admitted episodes of care must be coded in acig e with the urrent editions of:

e the International Statistical Classmc |seases R ated Health
Problems, Tenth Revision, Aus |f|cat| —AM)

e the Australian Classification of Interventlo
ACS).

e the Australian Coding Sta
Admitted episodes of care V e cod

accordance with the current:

loc®ted on the, lian Classification Exchange

i oding R¥es armd Clinical Coding Guidelines located on
the Wester lian CI|n| ding Authority website.

16.2 Tech

querles Ge to be resolved within a health system entity’s

Technical @n
coding tea re to be; d to the Western Australian Clinical Coding Authority at

coding:. @heal ov.au, following the Coding Query Process.

O &
%Ofg

Admitted Patient Activity Data Business Rules 41


mailto:Morbidity.Data@health.wa.gov.au
https://ace.ihpa.gov.au/
https://ww2.health.wa.gov.au/Articles/A_E/Clinical-Coding-Authority
mailto:coding.query@health.wa.gov.au
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17. Compliance and Audits

17.1 Audit of Business Rules

The System Manager, through the Purchasing and System Performance Division, will
carry out audits to ascertain the level of compliance with the business rules contained
in this document. The purpose of the audit program is to add value, improve
performance and support the business objectives of the Department of Health. Audit
findings will be communicated to the WA health system entity, to Information
Stewards, Chief Executives of WA health system entities, the Director General and
other relevant persons regarding the findings of compliance monitoring activities

WA health system entities are required to facilitate these audits by providing t .
required information and resources to the audit team.

Further information regarding audits conducted by the Health Informati udit peam
is contained in the Health Information Audit Practice St%eﬁt.

17.2 Data quality and validation corregtj cess (L

Data quality and validation processes are essepii
and appropriateness of data submitted to th

individual data elements and reflect nati®
compliance with policy requirements, a

. ValldaGXa applied to
rting oli®atims, best practice and
s the five d&ta quality principles of
relevance, accuracy, timeliness, co
Validations are used to support: Q

and w&re ility.
e Key Performance Indi

e Activity Based Fugging Q
e Clinical Indlcaé/elopedb ffice of Patient Safety and Clinical
Quality
nitor luation and planning
the Fe@ﬁvernment

¢ health
%entary requests/questions.

Fgr informa n data quality and validation processes and timeframes, refer to

Is us sure the accuracy

Patient ; ata Policy Information Compendium.

%\‘r
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18. Glossary

The following definition(s) are relevant to this document:

Term
Contracted Health Entity

Definition

As per section 6 of the Health Services
Act 2016, a non-government entity that
provides health services under a contract
or other agreement entered into with the
Department Chief Executive Officer on

Custodian

behalf of the State, a Health Service
A Custodian manages the day-t
operations of the information

Provider or the Minister.
y
t@®) td
implements policy on behalf

Data Collection

Refer

Steward gn%or. @
et.

ation As§

Health Service Provider

Information asset

Q
Al

As on6 o alth Services
ta
C

@ a Healt ide Provider

lished b ongfer made under
ion 32(1)(b)?

A collem)f information that is
recognised€as having value for the
pugdge of enabling the WA health
em'to perform its clinical and
@ iness functions, which include

Opporting processes, information flows,
reporting and analytics.

S
i Ma”(@D 'b
NS
o &

The Information Management Policy
Framework specifies the information
management requirements that all Health
Service Providers must comply with in
order to ensure effective and consistent
management of health, personal and
business information across the WA
health system.

ient Actiyit Business Rules

Patient Activity Data Business Rules
mandate the rules, scope and criteria to
be used when recording health service
patient activity data and reporting to the
Department of Health.

Sponsor

A Sponsor's role is to execute leadership
over allocated information asset(s)
functions on behalf of the Steward.

Steward

A Steward's role is to implement the
strategic direction of information
management governance as
recommended by the Information
Management Governance Advisory
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Group, and manage the information
asset(s) under their control to ensure
compliance in line with legislation, policies
and standards.

WA health system

Pursuant to section 19(1) of the Health
Services Act 2016, means the
Department of Health, Health Service
Providers, and to the extent that
Contracted Health Entities provide health
services to the State, the Contracted
Health Entities.

WA health system entities

A

O(\Q QGQ
NI

%%\\,Q
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e All Health Service Provide

S ' ¢
established by an order n%

under section 32(1)(b
Healt rvces A
e The ment ol H as an
ﬂ trative diyisior¥of the State
stern ia pursuant to
ction 35 blic Sector
Mana ct 1994.
te: Contracte® Health Entities are not

onside&w ealth system entities.

)
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Appendix A — Classification of Newborn Admitted Care Guide

A
o N
BIRTH EPISODE
1 2 3 4 5 6 7 8 9 10 days onwards until discharge
Day >
CARE/ CARE/
SCENARIO e PATIENT SCENARIO e PATIENT
TYPE TYPE
Baby born and not Baby remains in Change from | Change from
- - hospital rooming o
requiring any acute | Unqualified | Newborn . Unqualified to | Newborn to
with the mother
care . . Boarder Boarder
who is patient
i i <
Baby born requiring s:&:lﬁzgggrég%e Remains
SCN2 NICU acute Qualified Newborn L .
) until discharge >10 | Qualified
medical care
days
Baby born goes to S’tatistic
SCN2 on day 2 Qualified Newborn Baby remainsy . )
. . : discharged discharged
until day 8, when is hospital from
well enough to go Day 8 Day 8 accompa @ )
- ed. Newborn
back to ward. changed to remains moth S : :
; e ; ta Admit as
Mother still a Unqualified | Newborn pa days
: e Boarder
patient. > ) )
A Twin 2 (or
secqnd or)wards of in 2 rerdains in Remz_:u_ns Remains
multiple birth) born - . Qualified Newborn
: . Qualified Newborn ospital with . :
in hospital mother until until
Past first-born discharge discharge
multiple paras
Newborn requiring
SCN2 NICU and on O
the same day is Qualified orn
transferred to
another hospital
Newborn, not @
requiring acute Daygg1 =
care. Mother jfied Remained in
unwell and - hospital with Statistically Statistically
transferred to chdnge to o mother who is discharged. discharged.
another hospital or ualified patient until >10 Readmit as Readmit as
requires intepene Day 6 — |:> days. Boarder Boarder
acute c 3
until
return
Baby readmitte Continues to Remains Remains
) H t g
requiring acutgfca o alified Newborn requ.|re acute ' ngllfled Neyvborn
and medical care until until until
<10 days old. discharge discharge discharge
Baby admitted day
Birth episode different hospital 10 frgm another Acute Adrpltted
hospital patient
SCN2/NICU
Baby admitted with
Birth episode different hospital mother who is Boarder Boarder
patient Day 11
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Appendix B — Cancelled procedure flowchart

Admission is booked
for a procedure

‘Admissien is reporte

which is cancelled? NO as per relevant section
of this manual
YES
Despite the procedure being
cancelled the admission
continued for some other Admission is
treatment or Circumstance, YES reported
under clinician's orders and \—
meeting admission criteria?
[
N
Procedure is dialysis/
infusion/transfusion =l
or apheresis?

NO

Fatient s already In theatre or
procedure room &g endoscopy
procedure room, cardiac cath lab,
radiclogy i.e. where procedure is
performed under CT guidance?

Patient has @ s icati
Ifcre aRggft drops, iodine!

Admiz sion is
reported

Admission is

YES

Admission is
not reported

MO
reported

May record as a non-admitted
patient service event (Refer to
Non-Admitted Patient Activity
Data Business Rules)
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Appendix C — Summary of revisions

Version Date Released Author Approval Amendment
1.0 1 July 2021 Arek Szejna & | Rob Anderson, Document created, adapted from the
Catherine Assistant Director | Admission Policy Reference Manual
Ayling General, 2020-2021.
Purchasing and Changes to contracted care
System references.
Performance
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Mandatory Policy: MP 0164/21
This document can be made available in alternative formats on request for a person
with disability

© Department of Health, State of Western Australia (2021).

Copyright to this material is vested in the State of Western Australia unless otherwise indicated.
Apart from any fair dealing for the purposes of private study, research, criticism or review, as
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	Abbreviations
	1. Purpose
	2. Background
	3. Contact details
	4. Scope
	5. Requirements for admitted activity
	5.1 Admitted Activity
	5.2 Qualification for admission
	5.2.1 Admission caveats

	5.3 Other admission circumstances
	5.4 Documentation
	5.5 Financial election change

	6. Admission categories
	6.1 Same day admissions
	6.1.1 Procedures eligible for same-day admission
	6.1.2 Procedures not eligible for same-day admission
	6.1.3 Changing eligibility of same day procedure codes
	6.1.4 Same day medical treatment
	6.1.5 ED short stay admissions
	6.1.5.1 ED Short Stay Unit
	6.1.5.2 ED short stay admission criteria
	6.1.5.3 ED short-stay admissions - procedures eligible for same-day admission
	6.1.5.4 Same day medical admissions
	6.1.5.5 Exclusions


	6.2 Maternal Fetal Assessment Unit (MFAU) short stay admissions
	6.2.1 Admission criteria
	6.2.2 Planned Readmissions

	6.3 Overnight/Multi-day admissions
	6.3.1 Exclusions


	7. Care types
	7.1 Care type classification
	7.2 Care type changes
	7.3 Documentation
	7.4 Acute care
	7.4.1 Endorsed privately practicing midwives

	7.5 Newborn care
	7.6 Qualified newborn
	7.6.1 Exclusions

	7.7 Unqualified newborn
	7.8 Mental health care
	7.8.1 Admission criteria
	7.8.2 Scope
	7.8.3 Mental health legal status
	7.8.4 Mental Health HITH

	7.9 Subacute care
	7.9.1 Subacute generic admission criteria

	7.10 Palliative care
	7.10.1 Palliative care admission criteria

	7.11 GEM care
	7.11.1 Admission Criteria

	7.12 Rehabilitation care
	7.12.1 Admission Criteria

	7.13 Psychogeriatric care
	7.13.1 Admission criteria

	7.14 Maintenance care
	7.14.1 Admission criteria
	7.14.2 Convalescence
	7.14.3 Respite
	7.14.4 Other maintenance
	7.14.5 Nursing home type patient

	7.15 Posthumous organ procurement
	7.16 Hospital boarder

	8. Hospital in the Home
	8.1 Admission criteria
	8.1.1 Exclusions
	8.1.2 HITH days of care reporting criteria


	9. Contracted care
	9.1 Contracted care definition
	9.2 Out of scope of contract care
	9.3 Contract Role
	9.4 Contract type
	9.5 Data elements to be recorded for contracted care
	9.5.1 Admitted from
	9.5.2 Admission status
	9.5.3 Client Status/Patient Type
	9.5.4 Contracted/Funding Establishment
	9.5.5 Discharged to
	9.5.6 Source of referral - Professional
	9.5.7 Leave
	9.5.7.1 Contract Leave

	9.5.8 Hospital Leave

	9.6 Length of Stay
	9.7 Clinical Coding
	9.8 Responsibilities

	10. Virtual beds/wards
	11. Cancelled or abandoned elective procedures
	12. Readmission
	12.1 Planned readmission
	12.2 Unplanned readmission
	12.3 Readmissions within the same day
	12.4 Readmission following DAMA

	13. Discharge
	13.1 Formal discharge
	13.2 Statistical discharge
	13.3 Discharge against medical advice or left at own risk

	14. Leave
	14.1 Hospital leave
	14.2 Contract Leave
	14.3 Planned leave
	14.4 Unplanned leave
	14.5 Patients on leave who present to an ED
	14.6 Sending patients on or returning patients from leave
	14.7 Patients not returning from leave

	15. High-cost therapy
	16. Clinical coding
	16.1 Coding admitted episodes of care
	16.2 Technical coding queries

	17. Compliance and Audits
	17.1 Audit of Business Rules
	17.2 Data quality and validation correction process

	18. Glossary
	Appendix A – Classification of Newborn Admitted Care Guide
	Appendix B – Cancelled procedure flowchart
	Appendix C – Summary of revisions



