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HOSPITAL MORBIDITY DATA SYSTEM

OVERVIEW

The Hospital Morbidity Data System (HMDS) is one of the largest data collections managed by the
WA Health System and the collection increases every year in line with population growth.

In accordance with the National Health Information Agreement, the WA health sy#tem, as are all

State and Territories, is mandated to provide an annual submission to the rallan Institute of
Health and Welfare (AIHW) of all admitted activity information for the turn under the
Health Services Act 2016, the WA health system mandates g} health e prowders (HSPs) to
submit complete, accurate and timely admitted activitygata to S in accordance with
agreed data management protocols. @

PURPOSE OF THE COLLECTION c\‘? Q

The HMDS provides WA health system wit information for planning, allocating and
evaluating health services within West stralia. e of the other key purposes of the
collection include provision of informati

¢ Mandatory reporting to the Com nweal

Monitoring and assessrng healt % lisation (public and private)

Strategic planning, re alocatl d performance measurement of all levels of health
care

Safety and Quallty

Health service fu dr

Epidemiologidgl a med| ear

Data Ilnka

INPATI@ATA CQ% NIT AND DATA QUALITY TEAM
RESPONSIB %
oreidity Data

t§ ection (HMDC) is managed by the Inpatient Data Collections (IDC)
Data Quality Team (DQT) within the Purchasing and System

The Hospital M
Unit and validated
Performance Division

To ensure that the HMDC remains reliable and relevant, IDC and DQT are responsible for:

¢ Providing support to ensure compliance with data specifications, data submission and data edit
protocol schedules and monitoring the arrival of data files.

e Maintaining the security and confidentiality of the HMDS.

¢ Ensuring edit validations are designed, documented, tested and implemented onto the HMDS
database.

e Enforcing data quality and providing data quality expertise.

e Promoting liaison between IDC, DQT and all hospitals.

¢ Managing code tables for establishments, specialties, suburbs and postcodes, country of birth
and languages.

e Contribute to and provide audit checks for hospitals, including communication of strategies and
recommendations for improvement.

o Conduct quality assurance reviews of coded data on a regular basis to monitor compliance
against relevant policy.

¢ Respond to regular and ad hoc data requests and queries.
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¢ Provide effective explanation of morbidity data items and their use and provide expert statistical
advice to hospitals.
Supporting data users internal and external to the Department of Health.

e Developing analytical tools.
Maintaining metadata.

UNIT OF MEASUREMENT

formal or statistical admission to hospital and ends with a formal istical discharge or

The unit of measurement with the HMDS is an episode of care. An epi (% care starts with a
t
separation from hospital.

HMDS INCLUSIONS

The HMDS includes all episodes of care that o%;:m thwmg Western Australian health
services:

Public acute hospitals Q\ @2

e Public psychiatric hospitals

e Private acute hospitals (license WA Ith System)

e Private psychiatric hospitals (icefsed b Health System)
e Private day surgeries (Iice by thea alth System)
HMDS EXCLUSIONS

The HMDS does not®1de epl ;

% quwalent unit of measurement) pertaining to:

Still births
Mothers electing del|ver at home and newborns delivered at home (excluding newborns
requiring formal admiSsion to hospital post delivery)

o Patients admitted for services that do not meet admission criteria as per the Admissions
Readmissions, Discharge and Transfer Policy MP 0058/17

e Patients a d| (s eme t'or community health services

o Patient idential caret}u

e Patie ssifie %exmle residential aged care residing in publicly funded hospitals
e Patients’in c resi care facilities

e Patients tre in Def c or other non-Western Australian health services

[ ]

[ ]

All reporting health service providers should ensure that any data reported to the HMDS complies
with the above inclusions and exclusions.

DEVELOPMENT OF HMDS

The HMDS is subject to continual review to ensure that all data are relevant, measurable, of
reasonable quality and is able to meet state and national reporting requirements.

Changes may be applied to the collection at the beginning of the financial year in response to
version changes and/or state or national mandates.

Delivering a Healthy WA



HMDS REFERENCE MANUAL 2018 - 19

A summary of the changes since the last published HMDS Reference Manual are:
Updated METeOR identifiers to latest editions.
o Revised data element definitions and examples to support current admission policy updates,

including wording changes to data items e.g. Sex, ICU Hours.
e Updates to all policy links and references

the definitions of required data items.

The manual has Part A: Data Element Definitions and ﬂ@ HMD@ence Documents.

DATA RELEASE

As stated in the Data Stewardship and Cu G%Jhlp the Director General (DG) of the WA
health system is the delegated owner ata al ormatlon collected, stored, used and

The manual provides direction and guidelines for hospitals regarding the(s't\smn of data and

disclosed within the various entltles s a number of these responsibilities to
senior officers to administer and/or

The Manager, Inpatient Data Iec ons |’ egated Data Custodian for Hospital Morbidity
Data and ensures accurate coun e release of data. Please see the Data Stewardship
and Custodian Policy MPO Wlthl formation Management Policy Framework.

Delivering a Healthy WA
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ABBREVIATIONS

Abbreviation

ABF
ABS
ACAT
ACCD
ACHI
ACHS
ACS
AHPRA
AIHW
AR-DRG

ARDT

BIPAP

CCu
COF

DG

DoH

DRG

DVA

FSH

FTP

HA22 Form

HCARe

HDU

HITH

HMDC

HMDS

Definition

Activity Based Funding

Australian Bureau of Statistics

Aged Care Assessment Team

Australian Consortium for Classification Development

Australian Classification of Health Interventi%s \(L

Australian Council of Health Care St&@i
Australian Coding Standards

Australian Health Practiti r@a
Australian Institute of H

Australian Refine{sa)i 05|s %;e Groups

Admission iSs rge and Transfer Policy for WA Health
Serwces §
|ve ressure

Bi-Lev élr
are U

dition %t FIagQ(L

CPAP %O Contj Posﬂw‘e%ﬂvays Pressure
NE Ge ’\

epartm%&ealth (either Western Australia or Australian Government)
Dia&bsis Related Group

Department of Veterans Affairs

Fiona Stanley Hospital

File Transfer Protocol

Hospital Admission 22 Form

Health Care and Related Information System

High Dependency Unit

Hospital In The Home

Hospital Morbidity Data Collection

Hospital Morbidity Data System
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HSA

ICD-10-AM

ICD-9-CM
ICECI
ICU

IDC
IHPA
IPPB

KPI
MBRN
MDC
METeOR
MHCT
MPS

nfd

NHTP
NMDS
oD
OSQH
PSP
RITH
™S
TOPAS
UMRN

webPAS

Hospital Services Arrangement

International Statistical Classification of Diseases and Related Health Problems,
10th Revision, Australian Modification

International Classification of Diseases, 9th Revision, Clinical Modification
International Classification of External Causes of Injury
Intensive Care Unit 4
Inpatient Data Collections (L\
Independent Hospital Pricing Authority &
Q)

Intermittent Positive Pressure Br \

Key Performance Indicator Q

*

Medical Board Registrati mber§Q

Major Diagnostic Ca

Metadata Online %sno alian Institute of Health and Welfare

Mental Hea@re Ty;b

Multi-

No@ther def@ \

NHDD onal
NHFB% Nati ealth x gBody

ng Ho Patient

atlonal |mum Data Set
Opemnal Directive
Office of Safety and Quality in Healthcare
Purchasing and System Performance Division
Rehabilitation In The Home
Theatre Management System
The Open Patient Administration System
Unit Medical Record Number

Web-based Patient Administration System
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KEY TERMINOLOGY

The following provides definitions of a number of key terms frequently used in the HMDS to
classify a particular type of patient or administrative process. You will find reference to these key
terms throughout this Manual.

HOSPITAL BOARDER

A hospital boarder is a person who is receiving food and/or overnight accomm®@dation but for
whom the hospital does not accept responsibility for treatment and/or care. \

Hospital boarders do not receive admitted care but may be,reglste e hospitals patient
administration system (PAS). Hospital boarders are excl@d from iE ounts.

Boarders can include:

e Family members of an admitted child whq commodatlon

e Healthy newborn babies who are more ay not requiring acute care and belonging
to a mother who is currently admltted os it

e Healthy newborn babies who are , hot requiring acute care and belonging

to a mother who is transferred t os aI
e Technically, boarders are not a |tt I; however the hospital is permitted to register
them.

Please also refer to the W%g( h Fe Charges Manual.

EPISODE OF CA

An episode of ca efers per| (Iﬁmltted patient care between a formal or statistical
admission @n formal tlstlc tlon characterised by only one care type. A patient
may be d/or tr n out] atl s or emergency immediately prior to admission, however
for the pu ses of t |tt V|ty data collection, this does not constitute part of the episode
of care.

FORMAL ADMISSI N

A formal admission is an administrative process that initiates the record of the patient's treatment
and accommodation within a hospital. A formal admission represents the start of an episode of
care.

STATISTICAL ADMISSION

A statistical admission is an administrative process that occurs within an episode of care and
captures the commencement of a particular type of care (Care Type). A single episode of care is
one admission with one care type. A period of hospitalisation may comprise of multiple episodes
of care.

FORMAL SEPARATION
A formal separation/discharge is an administrative process that ceases the record of the patient's

treatment and accommodation within a hospital. A formal separation represents the end of a
patient’s episode of care.

Delivering a Healthy WA



STATISTICAL SEPARATION

A statistical separation/discharge is an administrative process that occurs within an episode of care
and captures the end date the patient received a particular type of care (Care Type). A single
episode of care will have one admission. Figure 1: Types of Admissions and Separations
demonstrates how a period of hospitalisation commencing with a formal admission to hospital and
ending with a formal separation can be divided by statistical admissions and separations to capture
several episodes of care under different Care Types. Each Statistical Separation must have a
progress/discharge summary or equivalent documentation completed by the treatigg clinician and
filed in the health record or equivalent electronic system.

Figure 1: Types of Admissions and Separations P
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Care type = Acute

Care type = Maintenance Care

Formal Admission
) .%ission

Statistical Admission —>,

Statistical Admission

OVERNIGHT PATIENT

An Overnight patient is a patient who is admitted to the hospital where the intention (on admission)
is that they will stay a minimum of one night in hospital.

SAME-DAY PATIENT
A Same-Day patient (sometimes referred to as “Day only”) is a patient who is admitted to a

hospital with the intention (on admission) that they will be discharged on the same-day that they
are admitted (e.g. Admission Date and Separation Date are the same).

Delivering a Healthy WA



QUALIFIED NEWBORNS

A newborn is a child who is aged 9 days or less on admission.
A newborn is deemed a “Qualified Newborn” if they meet at least one of the following criteria:

e Is the second or subsequent live born infant of a multiple birth, whose mother is currently an
admitted patient; AND/OR

e |s admitted to a Level 2 (L2) Nursery or Neonatal Intensive Care Unit (NICU), gpproved by the
Commonwealth Health Minister for the purpose of the provision of special pgre. (Admission to a
L2 Nursery or NICU is based on the requirement to receive this levelf@\ cale, not because of
bed availability); AND/OR P %

¢ Remains in hospital without its mother; OR

e Is admitted to the hospital without its mother. \@ \bb‘

Qacute admission criteria to stay
the criteria of an acute admission and
“Qualified” at 10 days of age and the
Qualified Newborn until they no longer

At 10 days of age or any day after, a patie
admitted with a Care Type of “Newborn”. If
was born during the admission, the Clien

Care Type remains as “Newborn”. The

meet the acute admission criteria. Q tops meeting the criteria a statistical type
change is performed to an approp%e~ If a patient is admitted at 10 days of age or
older and admitted from home{ea other 1 and meets the admission criteria for an acute
admission, the Care Type sh Acutedgnd the Client Status should be Admitted client.

For further information r ect%@ata Element Definitions, Client Status.

UNQUALIFIEDINEQBORN %) N

A newborn is éxvho ége 9 deyyp%ess.

A newborngs deeme Unqualified Newborn” if they meet at least one of the following criteria:

e Is asingle %or @\
admitted patiéerft; AND/%

e |s not admitted to o int€nsive care facility (L2 Nursery or NICU) in a hospital, being a facility
approved by the CoMmmonwealth Health Minister for the purpose of the provision of special
care.

live born infant in a multiple birth, whose mother is currently an

If an unqualified newborn remains in hospital after day 9 and does not meet admission criteria, the
newborn then becomes a Boarder patient and a statistical discharge must be performed to change
the patient’s Care Type and Client Status.

If an unqualified newborn remains in hospital after day 9 and meets admission criteria, then the

Care Type remains Newborn and the Client Status becomes Qualified.

Unqualified newborns are not included in the Medicare Agreement or eligible for health insurance
benefits. Any funding requirements for an unqualified newborn are already catered for in the
funding for the mother’s inpatient stay.

For further information refer to Data Element Definitions, Client Status.

Delivering a Healthy WA



Figure 2: Newborns, Care Type and Patient Type:

Newborn

9 days of age or less

Admitted to L2N or NICU

Care Type: Care Type: Care Type:
Newborn Newborn Acute
Patient Type: Patient Type: Patient Type:
Unqualified Qualified Admitted Client
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CONTACT DETAILS

INPATIENT DATA COLLECTIONS

Manager, Inpatient Data Ph:

Collections

Manager, Data Quality Ph:

Data submission Ph:
Ph:
Ph:

Discharge extracts;
Email: morbidity.
Private Hospita

(08) 9222 4362

(08) 9222 2472

(08) 9222 2339
(08) 9222 4290
(08) 9222 2472

V4
N
s\
eal.au
ieht\yubmissions:

inp

Email: Roya taQuality@health.wa.gov.au
**You m FT to use the above email
addres

**|f yo

h§ps://m

ued si

and have a renewed licence to

015/16, data submissions must be made

eb address below to register)
.wa.gov.au/courier/web/1000@/wmlLogin.html

T(s

éPleas

HMDS data quallty a t
queries

Clinical @que
WA Clinical Co%Author%

h:
h

\ Emall:

Data extracts Ph:
Email:

Ad hoc data requests Ph:
Email:

KEY WEBSITES

STATE

WA Health System
https://ww2.health.wa.gov.au

WA Clinical Coding Authority

E‘HL

@ntact Manager, Data Quality above if you are having

o

08
9222 4158

S registering or require more information.

22 2339
22 4290

ds.edits@health.wa.gov.au

(08) 9222 4153
: coding.query@health.wa.gov.au

(08) 9222 4153
clinical.coding@health.wa.gov.au

(08) 9222 4362
InpatientDataCollections@health.wa.gov.au

(08) 9222 4362
InpatientDataCollections@health.wa.gov.au

https://ww2.health.wa.gov.au/Articles/A E/Clinical-Coding-Authority
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HMDS Reference Manual

See ‘Policies and guides’ at:
https://ww2.health.wa.gov.au/Articles/A E/Clinical-Coding-Authority

Information Management Policy Framework
http://www.health.wa.gov.au/circularsnew/Information Management.cfm

Activity Based Funding (Western Australia)
https://wwz.health.wa.qov.au/Our—performance/Activitv—based—fundinq—and—mweﬁ\ent
NATIONAL (50 Q
Independent Hospital Pricing Authority ( ﬁ)
Online ordering at http://ar-drg.laneprint.co
th E@ooks
e Australian Refined Diagnosi royps ¥etinitions manuals
Information on Activity Based Fundi be 0&%\% from:
Web page:  http://www.ihpa.ggv.a 9
National Hospital Cost Data %ction 8(5 ost weights and price weights are available from
Australian Con rt| for C catio %eopment
Web page: O https accd
Australiaﬁistitute Q%eelfare
1 pository)
igtionary (NHDD)
e Australian Hospital

Health Support Services (L
TOPAS, HCARe and webPAS Client Management System Sugport \
Web page: https://wwz.health.Wa.qov.au/About-us/H\ -Su - ices
o ICD-10-AM (Australian Modificatj
IHPA
https://www.ihpa.qov a
tistics

These and other publications/resources may be accessed from:
Web page:  http://www.aihw.gov.au

Australian Health Practitioner Regulation Agency

Clinician Medical Board Registration Numbers (MBRNS), Podiatrist registration numbers and
Dental Clinician registration numbers are maintained by the Australian Health Practitioner
Regulation Agency.

Web page: http://www.ahpra.gov.au

Delivering a Healthy WA ‘ . . . .
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HOSPITAL RESPONSIBILITIES

This section provides instructions and guidelines for the submission of data for Health Service
Providers (HSPs), Contracted Health Entities (CHES) and Private Hospitals. This includes reference to
relevant operational directives, policy and information about data validations.

HEALTH SERVICE PROVIDERS & CONTRACTED HEALTH
ENTITIES

INFORMATION MANAGEMENT POLICY FRAMEWORK

The Information Management Policy Framework specifies the)'nforma gement requirements
that all HSPs and CHEs must comply with in order to e effect & onsistent management of
health, personal and business information across the W hs s

The Director General (DG) of the Department of is t stem Manager responsible for the
overall management, strategic direction an @ sh| the A health system. The DG will use
policy frameworks to ensure a consistent a h to e of matters undertaken by HSPs. Policy
frameworks must be complied with and i nted@v of ongoing operations.

The purpose of the policy framework?*e sur

e a consistent approach |@$pted f@llectlng and managing information across the WA health

system
e Dbest practices @Qmatl@ag nd protects the privacy of individuals
e health @Mnal u& tionis\ap)

. @nd sec@ andhwf pusiness related information necessary for its services and
functions

Please find the linkK®elow toSQ formation Management Policy Framework

priately managed throughout its lifecycle

http://www.health.wa.gov.a8u/CircularsNew/Information Management.cfm

OPERATIONAL DIRECTIVES

All Operational Directives (ODs) produced by the Purchasing and System Performance (PSP) Division
of WA Health System will be migrated across to the Information Management Policy Framework
referred to above. At time of publishing, the Clinical Coding Policy MP 0056/17 and the Hospital
Morbidity Data Reporting Cycle and Edit Protocol Policy MP 0059/17 are located within the Information
Management Policy Framework. Please refer to the instructions to all HSPs and CHEs concerning
definitions, reporting time frames and instructions for submitting data to the HMDS.

12
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HOSPITAL SYSTEMS REPORTING SCHEDULES

HEALTH SERVICE PROVIDERS & CONTRACTED HEALTH ENTITIES

HSPs and CHEs are required to follow the data and edit submission schedule as outlined in current
policy. Please see the schedule set out in the Hospital Morbidity Data Reporting Cycle and Edit
Protocol Policy MP 0059/17 found in the Information Management Policy Framework.

http://www.health.wa.qgov.au/circularsnew/circular.cfm?Circ ID=13366

All records will be subjected to data quality screening once received by the H C Hospltals have 10
working days from data submission due dates to address and correct any \ qua |ty errors or issues.

It is pivotal to hospital reimbursement and activity repmthat allty errors or issues are

addressed in a timely manner. Any data quality error, sue ining in error uncorrected will
remain in error and be excluded from any reporting nce, affect the downstream uses
of this data. 0 Q

PRIVATE HOSPITALS \\ §

In accordance with the Private Hos eal Seérvices Act 1927, private hospitals are required
to provide inpatient data as per th exure ir license. From January 2014, this requirement
included sites registering for M ta

securendataNransfer application. Private hospitals are required to
edit submission schedule outlined in the licensing
y th smg and Regulatory Unit (LARU).

send their data according
documentation issued an

Guidelines for pr vat(-.QJ

pital reV| d updated as required and additional guideline
documents may be edto @

not o% te hospitals but also kindred health care institutions.

Enquiries g poli ese& es may be addressed to the Director General of Health via:

Manager 0
Licensing and Acefegitation tory Unit
Department of Hea WA\

189 Royal Street
EAST PERTH WA 6004

VALIDATION OF SUBMITTED RECORDS

A data quality validation is an edit that compares data against a business rule. They are designed to
validate the accuracy of a submitted record. Data elements reported to HMDC are validated against
expected values to identify any potential errors for correction.

Inpatient information received from hospitals is used for:

Key Performance Indicators (KPI)

Activity Based Funding

Clinical Indicators for the Office of Safety and Quality in Healthcare (OSQH)
Health service monitoring, evaluation and planning

Reporting to the Federal Government

Research

13
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e Responding to parliamentary questions and Ministerials

It is important that the quality and accuracy of the information received is of a high standard. Validation
of cases submitted to HMDC from the hospitals is performed by the Data Quality Team (DQT) to
maintain the quality of the information. Commented edits on unexpected values for a data item are
returned to the hospitals for review. An edit is returned to the hospital as either a fatal or warning edit
and both are equally important and expected to be reviewed and corrected where applicable.

TYPES OF DATA QUALITY EDITS
Y4
There are two types of data quality edits inherent in the HMDS edit reporting prwol. They are:

FATAL DATA QUALITY EDITS

These edits are triggered when one or more cr|t|caI hav identified in the submitted
episode of care. Generally, fatal edits occur when th methl %neous inconsistent or illogical
within the episode of care that could potentlally(@ @lr he assignment of an AR-DRG.
(However, this is not exclusive criteria for edth

Where a fatal edit is triggered the error val qugst ust be updated, otherwise the episode of

care is considered invalid and will not fI ugh to MDC and consequently will not be reported

or funded.

WARNING DATA QUALITY@&TS :

These edits are triggered one r non-critical' errors have been identified in the submitted

episode of care. Gener@ gdrnin oci{awhen there is something erroneous, inconsistent,
re that could compromise the data integrity of the

illogical or simply unu@l W|th|n iso
episode of care arWa rep({ n gerQ

to two br@ge types:

Warning edit Qbe divj

Non-critical: Th hdica there are erroneous or missing values within the episode of care
and correction is ired, b% eporting hospital needs to assess the episode of care more closely
to identify which data eliqen eeds correction.

Warning: These edits indicate that there is an unusual value within the episode of care that may or
may not be erroneous. Warning edits require review of the unusual information and health units should
respond to these edits by verifying the unusual values or correcting values where they are identified as
an actual error.

ADDITIONAL DATA QUALITY VALIDATIONS / INTERNAL DATA CHECKING

HSPs and CHEs should have in place regular data checking processes that look for data quality issues
in their own data entry systems. This is very important as it prevents errors from occurring as early as
possible and assists with the ongoing education of admission and data entry personnel. Doing basic
checks of data against known validations is a good place to start. For example, checking demographic
details are being correctly entered into residential address fields i.e. suburbs and postcodes match
Australia Post published standards, suburb spelling is correct and there are no PO Box addresses or
postcodes being reported in residential addresses.

14



There are various methods of data validation that result in the discovery of data anomalies and may
relate to non-current financial year's data. The DQT often find that audit processes and ad hoc data
requests will bring to light errors that are not uncovered via the usual edit protocol processes. As the
responsibility of HSPs and CHEs is to ensure optimal data accuracy and adherence to policy and
business rules, the DQT have an obligation to review all anomalies and determine the way in which
they can and/or should be corrected.

Policy timeframes for data submission and edit protocols refer to the current financial years. As the
inpatient data collection is a fluid database being updated and changed over time, there are no time
limits or cut offs as to when data is no longer correctable. The DQT try here possible to limit

requests for correction of very old data. Where there are large numbers involved and there
are clear mismatches and errors, to ensure consistency of repprtlng a curacy over time, the
flnanC|aI years.

DQT may request that data is corrected by HSPs and CHE@omg b%

If there are HSPs or CHEs who are notified outS|d nor protocol process to correct data
anomalies within a timeframe, and they remai cted, t QT will manually place all cases in
error to appear on edit reports to be mclude&ﬂp@’i erformance indicators. This may include

cases that have been instructed via audit t dated.

IMPORTANT

For HSPs, please note: &
e |f the value of a da&rentf plsode of care in edit is not updated then the episode
of care is not t f|r
o |If the value ata el or corrected for an episode of care in edit, the
episode bve sho &es@onﬂrmed
MULTIPLﬁS@ ﬂ%TIENT

It is possible that gle eE of care can trigger multiple edits, either related or unrelated to each
other. Where this occu ystem user should address each edit in turn and make the necessary
corrections and resend t pisode of care to HMDC.

HMDS EDIT UPDATES

If you identify that a particular HMDS edit is incorrect or you believe it is the source of numerous
gueries, please contact the Manager, Data Quality on (08) 9222 2472 to discuss.
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CODING STANDARDS

In July 2013, the Australian Consortium for Classification Development (ACCD) acquired
responsibility for managing and updating ICD-10-AM, Australian Classification of Health
Interventions (ACHI) and Australian Coding Standards (ACS) in Australia under contract from the
Independent Hospital Pricing Authority (IHPA). This section provides information on the
responsibilities of clinical coders and useful resources and contacts for clinical coding in Western
Australia.

DEMOGRAPHIC STANDARDS

N
\ik:tion of data items

The AIHW is progressively developing definitions to standﬁrdlse t

throughout Australia to enable accurate analysis and rlson ormation across all States
and Territories. These definitions are regularly up nd p% in the NHDD. Definitions
used in this manual are consistent with those of t D, a on METeOR.

Some non-NHDD variables (for example ch@i\?us) been developed to reduce the number
of items and questions to be asked of pat ' extraction of the NHDD formats.

CLINICAL CODING STANDAR

Clinical coders are responsf for tr g the narrative descriptions of diagnoses and
procedures into valid ICD- and odes The standards for translation and application of
these codes are deflne

. ICD- 10-@/%3 (1{
e ACCD CodiM Rule eA sification Information
o] @ accd. q% /CIlgéi .aspx
. v%amg St s (Append¥’1 of Clinical Coding Policy MP
005%/17

) htip: .he .gov.au/circularsnew/pdfs/13364.pdf
e WACo A’Clinical Coding Authority

//WW2 .wa.gov.au/Articles/A E/Clinical-Coding-Authority

The Australian Codlng ndards are in place to ensure sound and consistent coding practice with
ICD-10-AM and ACHI.

The WA Clinical Coding Authority at the Department of Health together with advice from the WA
Clinical Coding Advisory Group has developed a number of specific standards for WA coders.
These standards take precedence over the ACS, and are located in the WA Coding Standards.

The WA Clinical Coding Authority is to be consulted when the interpretation of a coding standard is
required or where the classification system has no code available for a given diagnosis or
procedure. The ICD-10-AM, ACHI and ACS Tenth Edition, produced by the ACCD, are to be used
to code all separations from 1st July 2017 and ICD-10-AM, ACHI and ACS Eleventh Edition are to
be used to code all separations from 1st July 2019.

16

Delivering a Healthy WA



http://meteor.aihw.gov.au/content/index.phtml/itemId/181162
http://www.accd.net.au/Clip/Default.aspx
http://www.health.wa.gov.au/circularsnew/pdfs/13364.pdf

overnment of Western Australia
nt of Health

S X
5.0 HMDS; A%I@PROCESSING

Delivering a Healthy WA



HMDS DATA PROCESSING

This section provides an overview on the submission and processing of data received by
both public and private hospitals, with additional information regarding tcheck validation
software for private hospitals.

OVERVIEW

/
The hospital morbidity data is first loaded onto the HMDS staging areb\a location on the
database where batches of cases or individual cases enter th él?em Queue. The
system process manager constantly scans the active gu&ue be& idividual cases from
each of the batches are taken off the queue for pch\®ng.

Cases that have been processed correctly e \@n F@database as final validated
by the Department of Health,
e

data, which can be used for reporting and
f access is subject to confidentiality

e
S purp
HSPs, CHEs and other nominated user\ |G\Q

restrictions). Q
Is anatagoftware systems they use is listed in the WA

HOSPITAL DATA FEEDER SY

A list of all the reporting h

Establishment List foungai&¥art B; S Reference Documents of this manual. The
major feeder system eir @bds of transmitting data and edits are documented
below. Please not at theé‘iéof puliighing this manual, the crossover to one Patient
Management Syste (PAS% ealt® Jervice Providers across the state has just been

completed.
WEBP/% Q® A(}/
Qar 5% File Transfer Protocol (FTP) directly to the HMDS

Data from w
database, usin multi-% terface file very similar to the one described in Interface File
Specifications foundhd Part B: HMDS Reference Documents. Cases in error are reported
back to each hospital Via the web or by email. The extracts are to be provided daily for
each site. The daily extracts should contain cases submitted (new or resent) by sites since
the previous daily extract.

Hospitals on the webPAS system transfer their demographic and clinical edit corrections
electronically via an update function. Updating electronic records at the hospital level
automatically ensures that the correction is made on the HMDS database without manual
intervention.

OTHER HEALTH INFORMATION SYSTEMS (INCLUDING IN-HOUSE SYSTEMS)

Hospitals other than those on webPAS (public sector version), transfer their data, in
encrypted format, to the HMDS via MyFT. The extracts are to be supplied monthly, and
must contain all cases for each month.

17
Delivering a Healthy WA ‘ . . . .



A computer program known as ‘tcheck’ is made available to these hospitals to run edit
checks on their data files prior to submission. Since the release of tcheck version 1.6, all
private hospitals have been required to run their data through tcheck before submitting to
the DQT. The report from the current version of tcheck will need to be submitted with the
data. Any data that contains genuine errors in tcheck will not be loaded into production
and will be returned to site for correction and re-extraction. All data are loaded into the
user testing environment and reviewed for errors prior to loading into production.

modifications onto the central system once the approprlate correc re confirmed and

Edits are sent to private hospitals via email. DQT staff will m% enter required
authorised by the private hospitals.

For sites that supply information in this way, \Qan % month is only available
from the HMDS for reporting and analysi |Ie |ent quality for loading into
HMDS production has been submitted by,t réa'

HMDS PROCESSING SCHEDU?QE @E SYSTEM

Hospital Transmissio tracti Edits Returned Corrected / Confirmed
System methods Processmg to Hospitals Edits Returned to HMDS

webPAS Secur@ Daily AM Via web Corrected: re-extracted
\ Confirmed: Email

Other health @b’nthl l)/eeldy Email Email
information K Q

systems s &

'\
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DATA ELEMENTS

This section provides specific information about every data element captured in the
HMDS, including definitions, permitted values, applicable business rules and practical data
collection information.

As data is analysed across Australia, it is important that the same definitions used for
terms such as hospital, patient, admission and neonate. In most instances, the terms used
in this manual are consistent with those used in the National Health Data Dictionary
(NHDD), available on METeOR or those defined in the Admission,)?eadmission,
Discharge and Transfer Policy MP0058/17 found in the Information nagement Policy
Framework. METeOR is an AIHW website which contains nation eladata standards
for health, housing and community services statistics andjnformati @v

This section provides definitions for each data ele?@repor to HMDS and is divided

into two sections: Q
¢ Non-Clinical Data Element Definitionic)a Q Q
rpéates all data elements that are deemed

e Clinical Data Element Definitions \
in
Y,

The Non-Clinical Data Element
to be non-clinical and would

eEa@captured through normal administrative
a

processes. For example, patiggt demagr sy admission details and separation details.

The Clinical Data Eleme ®eﬁni i0 orporate all data elements that would normally be
captured through mo@&t odi cesges. Clinical data elements directly correspond
to the morbiditg a@treatm pects that occur within an admission. For example,

diagnoses, proc S, e{@ caU@l morphology details.

Within ions, ta ele% definitions are listed alphabetically.

DATA DEFIN M@

A standardised format hébeen applied to each data element. This format ensures that
relevant informatio%resented consistently and efficiently to the reader. The following
provides a definitional overview of the format:

19
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DATA ELEMENT TITLE

Data element name: Specifies the official name of the data element in line with the HMDS. The
term data element may also be referred to as ‘field’ or ‘data item’.

System specific names: webPAS: Specifies the name of the equivalent data element as
displayed in key hospital patient administration systems.
Where the termed “Derived” is utilised, this means that the
data element may not be displayed on user screens but is
derived or auto-calculated by the system.

Definition: Specifies the definition of the data element. ere possible, HMDS
endeavours to align data element definitions wi eNational Health Data
Dictionary (NHDD).

Collection requirement: Specifies whether the item must b@provide every case or only applies
under special circumstagc he ty, ollection requirements for
HMDS include: \ q )

Mandatory - must be c
Conditional i.e. mus 5 ecte re certaln conditions are met
Not mandatory, is
METeOR reference: Specifies the Q\ent number of the equivalent data element
in the NHD fleld |s linked for ease of reference.
Format: pecifie ma 0 data element in relation to how it must be
sub HMD
Maximum length: ecmes t e length of the field in relation to how it must be
|ttedt
Permitted values: permltted values to be entered. The term ‘permitted values’
Q kn wn as ‘data domain’. Where there is a large number of
e reader is referred to the Appendices.
GUIDE FOR U
o |deI|n S d business rules applicable to the collection of the
da e eme% @)Vldmg further clarification on key data collection issues.
e May al ovide ation on why the data element is collected and criteria for
collection.

VALUE DEFINITIONS
1 - Value Definition Title

Provides a specific description of each value listed under the Permitted values. Not all data
elements will have a list of permitted values.

EXAMPLES

Provides practical examples of how to capture the data element. Generally, the examples
will cover a broad range of scenarios, incorporating pertinent guidelines or business rules
under the Guide for Use.
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HA22 FORM (HOSPITAL INPATIENT SUMMARY FORM)

Historically the HA22 form was used to manually submit data to the HMDC before the
introduction of the electronic transfer of data. This form has been retained in the HMDS
reference manual as it may be used as a temporary backup during system downtime and
lists all the current data elements required for reporting. Please refer to Hospital Inpatient
Summary Form - HA22 July 2018 in Part B: HMDS Reference Documents.

DERIVED DATA ELEMENTS

’
There are other data elements used by HMDC that are derived from Nreportable data

elements:
’ &
e Admission Age (in years): Calculated by year of missi minus year of [Date
of Birth]. If month/day of [Admission Date] [ thar'{%h/day of [Date of Birth], it
is subtracted by 1.

e Event ID: Generated automatically foéﬂ cas HMDC for reference purposes.

e Length of Stay: Calculated by [ Qtlon inus [Admission Date] minus [Total
Leave Days].

e DRG: Generated by D Group @e. The current version for 2018/19 is AR-
DRG 9.0. If DRG val re su by the reporting hospitals, AR-DRG 8.0 values
are also accepte % is is not a mandatory reporting field, however, if

Ssi y th

supplied with d I e [\Ilty, the Major Diagnostic Category must also
be supplied% grou@roce

o)

enerated by DRG Grouper software. The current

VErS i@ 201 9.0. If MDC values are supplied by the reporting

% 8. 0 s are also accepted. Please note that this is not a
mandatory%; ng e@ ver, if supplied with data submissions by the facility, the
DRG must be su% d via the grouping process.

Delivering a Healthy WA ‘ . . . .



g

Q¥ RO

> Q
NON-CL|N|CA§D§§A
ELEMENT INFTIONS

N

2

22
Delivering a Healthy WA ‘ . . . .



ACCOMMODATION OCCUPIED

Data element name: Accommodation Occupied

System specific names: webPAS: Room Type (CAT RT)

Definition: The type of room occupied by the patient at discharge.

’
Q
/
Format: N (Numeric code) \@ bb‘
| | 2 Q
Maximum length: 1 . C)

Permitted values: 1 - Singl Q
2-S oom

Collection requirement:  Mandatory

METeOR reference: Not applicable

VALUE DEFINITIONS @\

1 - Single room ga

The patient occupies wit% Mglebed and the room is not intended for occupancy
I

by more than one @son. T ud other rooming with her newborn. The room
must be surrouw y wi a @m may contain an ensuite.
2 - Share Qn

The pati ccupi& roor\%re the intended occupancy of the room is for more than

one person. 0

Example 1: A patie'rh)ccupies a bed in a four-bed ward.
Accommodation Occupied

EXAMPLES

I

Example 2: A mother and her newborn baby occupy a single room intended for one
person only.
Accommodation Occupied

I

Example 3: A renal dialysis patient occupies a chair in a walled off area.
Accommodation Occupied

I

Example 4: A same-day gastroenterology patient occupies a curtained off bed in an area
with five other beds.
Accommodation Occupied

I
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ACCOUNT / ADMISS

ION NUMBER

Data element name:

System specific names:
Definition:

Collection requirement:
METeOR reference:
Format:

Maximum length:

Permitted values:

Account/Admission Number

webPAS: Account Number

The unique identifier of a hospital episode of care that may

be used for billing.
Not applicable &

Alphanumeric Q \
e (PO

Alphan c cor@gn up to 12 characters

\

Mandatory

GUIDE FOR USE Q\ bQ

The Account/Admissi %
characters and mu& uni

ber @e alphanumeric or numeric up to a maximum of 12
ber p&every episode of care.

Boarders (if admihg) a{@eona% st have their own unique Account/Admission

Numbers. 0

EXAMP%

Example 1: %&lent
Numbe,\

\\

dmitted to hospital and assigned 9203148 as an Account

Account / Admission Number | 9 |20 [3]1]4|8] | | [ |

Example 2: A patient was admitted to hospital and assigned AB945793 as the Account

Number.

Account / Admission Number |A|B|9 |4 [5|7[9|3] | | |
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ADMISSION DATE

Data element name: Admission Date

System specific names: webPAS: Admission Date

Definition: The date on which an admitted patient commences an
episode of care that can be formal or statistical

Collection requirement:  Mandatory
METeOR reference: 269967 &

Format: DDMMYYYY Q \b
Maximum length: 8 Q

Permitted values: Date U@nc)

GUIDE FOR USE

Enter the full date of adr@on I&@ leading zeros where necessary.

FORMAL ADMISS

A formal ad M 5 a process that initiates a record of the patient's
treatment comm on WI ospital.

The Admissio I% r a%l admission will be the date the hospital commenced
treatment and%mmo o Of the patient.

STATISTICAL ADW\Slo

A statistical admission is an administrative process that occurs within an episode of care
and captures the commencement of a particular type of care (Care Type).

The Admission Date for a statistical admission will be the date the patient commenced a
particular Care Type.

EXAMPLES

Example 1: A patient was admitted on the 8" January 2017.
o802 |2 0|17

Admission Date

Example 2: A patient was statistically admitted (e.g. change in care type from acute care
to rehabilitation) on the 1% February 2017.

o102 |2 015

Admission Date
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ADMISSION STATUS

Data element name: Admission Status

System specific names: webPAS: Admission Status (CAT P)

Definition: The urgency of the patient's admission to hospital and
whether the admission occurred on an emergency or
elective basis.

Collection requirement:  Mandatory (1/
METeOR reference: 686084 Q bk

Format: N (Numeric cod Q

Maximum length: 1 \\C)

Permitted values: - e W trss:

altllst
erge ergency Department admission
E@cy Direct admission
GUIDE FOR USE
All admlssrons t hav status assigned to indicate if the admission
occurred n emerg r eI asis. This data element may also be referred to
as Urg
Firstly |dent|fy r the |on qualifies as Elective or Emergency as follows, then
apply if the a sion |s |sted admitted via the Emergency Department or a direct
admission to a valid r unit within the health facility.

EMERGENCY ADMISSION

The following guidelines may be used by health professionals, hospitals and health
insurers in determining whether an emergency admission has occurred. These guidelines
should not be considered definitive.

An emergency admission occurs if one or more of the following clinical conditions are
applicable such that the patient required admission within 24 hours.

Such a patient would be:

e at risk of serious morbidity or mortality and requiring urgent assessment and/or
resuscitation; or

« suffering from suspected acute organ or system failure; or

o suffering from an illness or injury where the viability or function of a body part or
organ is acutely threatened; or
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« suffering from a drug overdose, toxic substance or toxin effect; or

e experiencing severe psychiatric disturbance whereby the health of the patient or
other people is at immediate risk; or

» suffering severe pain where the viability or function of a body part or organ is
suspected to be acutely threatened; or

o suffering acute significant haemorrhage and requiring urgent assessment and
treatment; or

« suffering gynaecological or obstetric complications; or

o suffering an acute condition which represents a significant threat to the patient's
physical or psychological wellbeing; or p

« suffering a condition which represents a significant threat to pubI health.

If an admission meets the definition of emergency, is catedori d as emergency,
regardless of whether the admission occurred WI'[ 24 ho uch a categorisation
being made, or after 24 hours or more.

Emergency care includes patients suffering n a ess or injury that requires
urgent assessment and treatment. Thesa p@ligrts Iy admitted via the Emergency
Department or may be a direct admlss an sive Care Unit, Burns Unit or other
specialty area. An admission from a ' actice directly to hospital, which has

not been placed on a formal bo §7 IS an emergency admission.

Patients admitted as emerge sb@: not be considered as being admitted from
the waitlist. 6

Some obstetric case mergency admissions. For example, patients

who deliver at Iea or are admitted before the expected date of

delivery for tre nt of % ute % or injury, may be regarded as emergency
admissions. O

ELECTI MIS
If an admiSS| ets t @lt on of elective, it is categorised as elective, regardless of
whether the ad ssion ac aly occurred after 24 hours or more, or it occurred within 24

hours. The dlstlngU| ing characteristic is that the admission could be delayed by at least
24 hours.

Scheduled admissions:

A patient who expects to have an elective admission will often have that admission
scheduled in advance. Whether or not the admission has been scheduled does not affect
the categorisation of the admission as emergency or elective, which depends only on
whether it meets the definitions above. That is, patients both with and without a scheduled
admission can be admitted on either an emergency or elective basis.

Admissions from elective surgery waiting lists:

Patients on waiting lists for elective surgery are assigned a clinical urgency status which
indicates the clinical assessment of the urgency with which a patient requires elective
hospital care. On admission, they will also be assigned an urgency of admission category,
which may or may not be elective:
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« Patients who are removed from elective surgery waiting lists on admission as an
elective patient for the procedure for which they were waiting, will be assigned an
admission status of elective. In that case, their clinical urgency category could be
regarded as further detail on how urgent their admission was.

« Patients who are removed from elective surgery waiting lists on admission as an
emergency patient for the procedure for which they were waiting, will be assigned
an admission status of elective.

Admissions for which an urgency status is usually not assigned are:
« admissions for normal delivery (obstetric) p
e admissions which begin with the birth of the patient, or when ipﬁls intended that
the birth occur in the hospital, commence shortly after the bir patient
« statistical admissions '/

e planned readmissions for the patient to regeive I|m or treatment for a
current condition, for example dialysis or ch@w

As admission status is a mandatory data ctlon d, a status does need to be

assigned for admissions of the types Jist vv |ch an urgency status is not

usually assigned. For example, a pati ve an obstetric admission may have
one or more of the clinical conditiq S ted nd be admitted on an emergency

basis.

VALUE DEFINITIONS E &

3 - Elective - waitlist 6

The category shoul@sed |ssio f a patient for care which, in the opinion of the
treating medic tioner, eces a y wever the admission can be delayed for at
least 24 hours Q

A patie sted em ay not have a scheduled admission date assigned.
Patients on the N list signed a clinical urgency status to prioritise the urgency

for which the eI§ pital care

Elective Waitlist pati ay include cases under investigation for a non-urgent illness, or
planned non-urgent pMocedures (e.g. an admission for sterilisation or cholecystectomy
procedures).

4 - Elective - not waitlist

An elective admission is an admission of a patient for care or treatment which, in the
opinion of the treating medical practitioner, is necessary and an admission that can be
delayed for at least 24 hours.

These patients are not entered on the waitlist but may be entered on booking lists that
have a scheduled date of admission assigned.

‘Elective - not waitlist’ patients may include non-urgent obstetric cases, repeat admissions
for renal dialysis, chemotherapy, check cystoscopy, follow-up endoscopies or scheduled
admissions booked from an outpatient attendance for the following day. Newborn babies
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In the birth episode or babies born before arrival at hospital are always ‘elective - not
waitlist’ admissions.

6 - Emergency - Emergency Department admission

This category applies to patients admitted via the hospital’'s own Emergency Department
and have been seen by an Emergency Department medical practitioner for assessment
and a decision to admit has been made within the Emergency Department.

7 - Emergency - Direct admission

This category applies to patients directly admitted to hospital wi t\admission via the
hospital’'s own Emergency Department. The nature qf the bRONN¥ is an emergency
situation requiring urgent assessment or treatmept gt can elayed more than 24
hours. This includes patients admitted directl \q osp’@rd or unit referred by a
medical practitioner from an external establis %or fremg the hospital’s Outpatient Clinic
or on site doctor’s private consulting room : t referred for admission by an
Emergency Department medical practiti er hospital and admitted directly to
the receiving hospital ward or unit, \IQ‘I ission status of ‘Emergency-Direct
admission’.

EXAMPLES
Example 1: A patient ad for nt of abdominal pain through the hospital's
Emergenc rtm deemed to require treatment within 24 hours.
AdmISSI i Emergency - Emergency
Department admission
Example 2: X?ent ad @Wlt % pregnancy for caesarean section. Admission
atus s El waitlist.
mlss tus [ 4 ] Elective - not waitlist

Example A who\ﬁ;nltted for ligation of varicose veins with the procedure

r@ pital waiting list.
ssmn% [ 3 | Elective — waitlist

Example 4: A critu% ill patient admitted directly to the intensive care unit at RPH
transferred from Armadale-Kelmscott Hospital Emergency Department.
Admission Status Emergency - Direct
Admission
Example 5: A patient is seen in an Outpatient Clinic and medical practitioner decides
they require day surgery that is booked in for the following day.

Admission Status Elective - not waitlist

Example 6: A patient is seen in Hospital A’'s Emergency Department (ED) and the ED
Clinician refers them to Hospital B for admission. The patient is transported
via ambulance to Hospital B's ED where they are assessed by Hospital B
(within the Emergency Department) ED Clinician before being admitted to
Hospital B ward/bed.

Admission Status | 6 | Emergency - Emergency
Department admission
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ADMISSION TIME

Data element name: Admission Time

System specific names: webPAS: Admission Time

Definition: The time at which an admitted patient commences an
episode of care that can be formal or statistical. It is
required to identify the time of comn}%ement of the

episode. (1/

Collection requirement:  Mandatory
METeOR reference: 682944 \Q\Q
Format: HHMM &

Maximum length: 4 Q\ ®Q
Permitted values: NNW u@

GUIDE FOR USE Q @

The adm|SS|o s w ommences the episode of care e.g. the
commencemen e of t mISSI e time of birth in the case of a newborn. The
adm|SS|o hould mple smg the 24-hour clock.

Where a tlent ess n Emergency Department and the decision to admit is

made, the ac% q cément time should be the time the patient leaves the
Emergency D ment% mission to the inpatient ward.
EXAMPLES

Example 1: A patient was transferred in from another hospital as a direct admission at
midnight.

Admission Time l o] o] o] o |

Example 2: A patient was statistically admitted (e.g. change in care type from acute care
to rehabilitation) at 5.25pm.

Admission Time |1 | 7 ] 2 | 5 |
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ADMITTED FROM

Data element name: Admitted From

System specific names: webPAS: Hospital

Definition: The establishment or facility from which the patient is

admitted from.
, . ’

Collection requirement:  Mandatory \

METeOR reference: Not applicable V4 &

Format: NNNN (Numeric @ '\b

Maximum length 4 .

Permitted values: See A @:scharged To Establishment Code
listg ference Documents.

GUIDE FOR USE é 6Q

The reference table f dat ent consists of a combination of formal reporting
establishments (su Qacut hosm(s) and organisations or facilities that may or
may not be a h aIt rvice @

This data ’? nt is C ed o stion and identifies the specific Establishment or

Facility ent h s e from via a 4 digit numeric code.
All newborn b rb b@\o before arrival at hospital, must be admitted from 0900 -
Home. S

New establishments With no current establishment number should be assigned 4099 -
Unlisted Other Health Care Accommodation. This is used to allow a patient to be admitted
or discharged until HMDS has created a valid establishment number and will raise an edit
when used.

As the code is temporary, private hospitals or CHEs will need to advise the DQT of the
new facility and correct establishment number once allocated. For HSPs the case will
need to be resent / reconfirmed once the new establishment number has been updated. It
is the hospital’s responsibility to advise the DQT that creation of a new establishment code
number is required.

For contracted activity, please see guidelines under Client Status and Contract/Funding
Establishment.
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EXAMPLES

Example 1:

Example 2:

Example 3:

Example 4:

Example 5:

Patient admitted following a transfer from Beverley Hospital.

Admitted From o | 4] 0o | 1 |

Patient is driven to hospital from their home for a booked admission.

Admitted From Lol 9o o ‘\,

Patient is admitted via ambulance from a/1ewly S (bltned Day Hospital.
The establishment code is currently ted DS. Admitted From
should be 4099 - Unlisted Other cility (for temporary use

only).
Admitted From 9

Care Type for a pati ang@v acute to rehabilitation requiring a
statistical separatl readmission. Admitted From should be reclassified
to this Hospital.

AdmlttedF%? 9 | 4 | 4 |

dmit rom uarlna Prison via the outpatient department

Patie @
folo an o@ntaw ent.

mﬂted@q o | 7 |
Example§ Patie Q} Iﬁgen an inpatient at hospital A (0616) for 6 days is

red to | B to receive haemodialysis for 5 hours. Hospital A is

g th} odialysis treatment to be delivered by hospital B under a

contra rangement. On completion of haemodialysis, the patient is
returne hospital A to continue their previous admission.

Hospital A- (Funding Hospital)

Admitted From: (o] 9] 9] 9 ]

Hospital B — (Contracted Hospital)

Admitted From: o] 6 | 1| 6 |
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CARE TYPE

Data element name: Care Type

System specific names: webPAS: Care Type

Definition: The overall nature of clinical service provided to an
admitted patient during an episode of care (admitted care),
or the type of service provided by the hospita¥#for boarders
or posthumous organ procurement (oth r&e).

Collection requirement:  Mandatory

’ bk
METeOR reference: 584408 \Q\Q '\b

Format: NN (Numerjc e@ Q
Maximum length: 2 Q\ ®Q
Permitted values: 21%& C

g- ehabi Care

Q4 - P, geriatric Care

nﬂ:e Care
§

r Tissue Procurement

ntal Health Care

Sl
GUIDE FOR L@ 3

Care type refers to hase of treatment and is meant to reflect the clinical intent and
purpose of the treatment being delivered. The treating medical practitioner is responsible
for determining the Care Type and should decide which category of care is required during
a hospital stay. More than one Care Type may apply during a hospital stay, each
associated with a separate episode of care. However, only one care type may be reported
to HMDC on the one day.

STATISTICAL TYPE CHANGES

When the Care Type changes, the patient should be statistically discharged and then
statistically re-admitted. A statistical type change can only occur when there is an
authorised change in Care Type by the appropriate responsible medical practitioner
documented in the patient’'s medical record.

Statistical type changes should not occur for a change in Ward, Funding Source or Client
Status.
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Changes to Care Type are to be made by a statistical discharge and a statistical re-
admission as follows:

The patient will be statistically discharged by assigning:

Mode of Separation: (5) Statistical type change

Discharged to: (944) Statistical admission / type change

The patient will be re-admitted with a new account / admission number on the same
date (after the previous discharge time) as follows by assigning:

V4

Source of Referral-Location: (4) Hospital

Source of Referral-Professional | (7) Statistical admission /type‘ﬂngB

Admitted from (944) Statistical admission /& ¥ange
Each Care Type including admissions with o @:ar durmg an admission will
have a unique account / admission number sod more than one care type
allocated, will have an Episode of Care Lin nu he Episode of Care Link Field
enables episodes of care within a hOSpI IIed up into one admission.
Please refer to the Admission, R sion, harge and Transfer Policy for further
Care Type information and care clus
VALID REPORTABLE CA \6

21 - Acute Care 66
22 - Rehabilita w@

%)
23 - Palllatl

% Q)\
24 - Psyd0 erlat %

25 - Maintena%Car
26 - Newborn '\

27 - Organ Procurement

q/'\

28 - Boarder
29 - Geriatric Evaluation and Management
32 - Mental Health Care

Note: The Mental Health Care type can be applied to all applicable patients either
receiving treatment in a designated psychiatric ward or in a general ward from 1% July
2016. Decision to allocate this care type must be based on meeting the criteria for
admission and the definition of Mental Health Care Type as defined in the Admission,
Readmission, Discharge and Transfer Policy (ARDT Policy) - Care Types MP0058/17 and
is to be supported by documentation by the medical practitioner responsible.

Delivering a Healthy WA ‘ . . . .



Patients who are transferred for ECT treatment in a general ward as per a documented
mental health treatment plan created or informed by a specialist mental health clinician,
should be admitted with a Mental Health Care Type. Additionally, a mental health legal
status needs to be reported for an ECT admission because the primary clinical purpose or
treatment goal is related to the patient’s mental health disorder. As long as the patient’s
treatment is being delivered under a plan of treatment managed or informed by a clinician
with specialised expertise in mental health, it meets the criteria for mental health care type.

POSSIBLE CARE TYPE AND CLIENT STATUS COMBINATIONS

Client Status R ’
v ;
P s T ove [ovaws | swo [ e | ey Dhimiea [ o
Acute v -~ ¢ v
Rehabilitation v R\ W% v
Palliative v A A\' v v
Psycho-geriatric v . Q@ P \) v v
Maintenance v A\\ v v v
Newborn v v v gs{}%: v
Organ Proc. \ v

<
AN

Boarder \C\ v
GEM é N d v
Mental Health Care v % \) v v

Key: QQ

<\
\

QNB: Qualified gewb @ N B Unqualified newborn.
BRD: Boarder y Nursing Home Type Patient
GEM: Genatr valUation ge rgan Proc Organ Procurement
EXAM
Example t| was tted to a hospice for palliative care of bony metastases
lung.
Type ation) 23
Cllent (Admltted Client) 6

Example 2: A young patient is admitted with Multiple Sclerosis with a treatment goal to
improve functioning and meets the admission criteria for a Rehabilitation

admission.
Care Type (Rehabilitation) 22
Client Status (Admitted Client) 6

Example 3: A patient with Alzheimer's disease was admitted under a Psychogeriatric
team for behaviour modification.

Care Type (Psychogeriatric Care) 24
Client Status (Admitted Client) 6

Example 4: A patient is admitted to the geriatric assessment unit due to multiple falls and
the family is having difficulty in managing them at home.
Care Type (Geriatric Evaluation) 29
Client Status (Admitted Client) 6
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CLIENT IDENTIFIER - UNIT MEDICAL RECORD NUMBER

Data element name:

System specific names:

Definition:

Collection requirement:

METeOR reference:
Format:
Maximum length:

Permitted values:

Client Identifier or Unit Medical Record Number

webPAS: Client Identifier

Person identifier unique within an establishment

Mandatory ’
290046 \(1/
Alphanumeric '\bb‘

10 Q

AIphanu@\! combi n up to 10 characters

A

GUIDE FOR USE

The Client Identifier ca
The year number sh

Alternate name fo

Unit Record

I € or numeric up to a maximum of 10 characters.
o rl,&the Client Identifier.

R vl

lude Unit Medical Record Number (UMRN) or

ier is_rqtai ed by the hospital for the patient for all admissions

er (U@k
The sa% nt@

within a partlc% ptta
Boarders should be admi

under their own Client Identifier.

Organ Procurementstéould be registered under their own Client Identifier.

EXAMPLES

Examplel:

Client Identifier

Delivering a Healthy WA
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CLIENT STATUS

Data element name: Client Status

System specific names: webPAS: Patient Type

Definition: A category assigned to an episode of care to further define
the type of hospital service being provided to the patient.
This data element should be collected in codunction with

Care Type. \
Collection requirement:  Mandatory y &

METeOR reference: N/A \Q\Q

Format: NN (Numerjc e@ Q
NN
Maximum length: 2 Q @

Permitted values: 0 - ital

ntr &_ervice
0\/ @\&d r“T?igtsue Procurement
S \\}\

GUIDE FOR
Client Status is used,to caé&gorise patients.

See the table under data item Care Type for possible combinations of Care Type with
Client Status.

VALUE DEFINITIONS
0 - Funding Hospital

When patient treatment is contracted out to another establishment, the hospital funding the
service (the funding hospital) should record the Client Status as 0 - Funding Hospital. The
Ward (Location) should be recorded with a prefix of ZZ.

Record the establishment number of the contracted service provider (i.e. the service
provider performing the service on behalf of the Funding Hospital) in the
Contracted/Funding Establishment field.
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Client status (0) Funding Hospital

Ward ZZxxx (dummy ward)

Contracted / Funding Establishment XXXX  (Contracted Service  Provider
establishment number, see Admitted From /
Discharged To Establishment Lists in the
Part B HMDS Reference Documents

Admitted From Code applicable e.g. admitted from home
0900 y.

Discharged To Code applicable e.g. agwitted from home
0900

Na!
’ \ 4
1 - Qualified Newborn b‘

A newborn is deemed to be qualified if he o;?\s Q@Q\o; age or less and meets at

least one of the following criteria:
QS

a) Is the second or subsequent Iiv@infa Q multiple birth; or

b) Is admitted to an intens %e facity Wvernight in a hospital, being a facility
approved by the Commosn%t i , for the purpose of the provision of special
care and is receiving &e that wou ire admission to the intensive care facility;
and/or

c) Is admitted toO aainsé%pitwthout their mother.

All newborns amg rgported alifi e they have accumulated one day of qualified
care during ir admi ~Ne do not automatically accumulate qualified days
after achieWYg one d day are and the days of qualified care rules should be
followed My calculad ays@ahfied care.

Refer to data nt D ualified Newborn Care for further information.

Please note that forNeria 1 c) to apply, the mother of the newborn cannot be admitted to
the same hospital as the newborn. For example, a mother admitted to the ICU whilst the
newborn is admitted to a ward nursery within the same facility does not satisfy the criteria
to change newborn status to Qualified.

2 - Unqualified Newborn

A newborn is deemed unqualified if they do not meet at least one of the above criteria
listed under 1 - Qualified Newborn. All Newborns who fail to accumulate one qualified day
during the admission are reported as unqualified.

3 - Boarder

A hospital boarder is a person who is receiving food and/or accommodation but for whom
the hospital does not accept responsibility for treatment and/or care.
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4 - Nursing Home Type Patient

Legislative Definition of a Nursing Home Type Patient (NHTP):

Under the Commonwealth (Cth) Health Insurance Act 1973 (the Act), a Nursing Home
Type Patient (NHTP), in relation to a hospital, means a patient in the hospital who has
been provided with accommodation and nursing care, as an end in itself, for a continuous
period exceeding 35 days (with a break of no more than 7 consecutive days). Under the
terms of the Australian Health Care Agreements (2003 - 2008), any patient who has been
in hospital for more than 35 continuous days and no longer requires acute'or sub-acute
care may be deemed to be a Nursing Home Type Patient.

The designation of care type (e.g. acute, subacute, mainténanceﬁ}t\l/s the responsibility
of the medical practitioner responsible for care. \Q b

Quialifying Period:

The 35-day qualifying period may accr |n spltal or two or more hospitals, but
not in nursing homes. Hospitals in w qua perlod is accrued may be public or
private. Transferring between hospl s no on the qualifying period.

another hospital for at leas n da is case, the patient will commence a new 35-
day qualifying period fro, one next admission to a hospital. Periods of seven
days or less do not br r@ of the qualifying admission.

Long Stay Pati nt

The qualifying period is brok§: gy if nt leaves a hospital, and does not enter

Patients, wh main i pltal Qe than 35 days, in order to receive ongoing acute
or sub-% are, T, classifiapte as Other Admitted Patients (not NHTP). They are
not deemed NHT suc o%as the medical practitioner authorises a change in care

type to Mainte@ (no ) are.

NHTP patients can cIaSS|f|ed to acute/subacute care if the medical practitioner
responsible deems it pproprlate and may occur in situations such as where a patient
develops a secondary condition requiring medical attention.

It is expected that Nursing Home Type patients will not actually remain in hospital but will
be transferred to a nursing home, or allocated a nursing home type bed for their ongoing
care.

5 - Contracted Service

The provision of a service by one hospital on behalf of another institution, either public or
private, is known as a Contracted Service. The funding/purchasing hospital is the
originating hospital that pays for the service to be performed. The activity or care provided
should be reported by both the hospital performing the activity (the contracted service
provider) and by the funding/purchasing hospital.
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Lease or partial contracts between hospitals, such as providing theatre time but not staff or
equipment to another organisation are considered to be a contracted service under this

definition. Other special services where designated institutions are funded to provide
entire services for the State (e.g. hyperbaric chamber treatment at Fremantle Hospital) are
not a contracted service and should not be reported using the contract/funding data items.

The hospital providing the service (contracted service provider) should record the Client
Status as (5) Contracted Service and enter the establishment number of the

funding/purchasing hospital in the Contracted/Funding Establishment field. ,

When the Contracted/Funding Establishment field is recorded, it i '&Qo necessary to
record where the patient came from, using the Admitted From fi G%Jr example, if the
patient came directly from home, then Admitted Frofh = X ome; or a patient
transferred from RPH then Admitted From = ( (@RPH the patient is a current
inpatient, 0999 should be used in the Admitted F DIS To fields if they return for
treatment (see example below).

It is important to record this fleld ac \%
reimbursement for the serV|ce
procedure(s) performed or ser
arrangement to inform each ot

se onIy one hospital will receive

, both hospitals should code the

t is up to each party in the contract

ct patient information to report. Where

V|d d

patient admission mformatlo cel e both the contracting hospital and the funding
hospital and this does n n th ses will be put into error. Both parties to the
contract then need to each other to establish the correct information
and communlcatet ch 0 and t the DQT.

Example: \/ @ (1/

A current Pert @tlent is t admltted for haemodialysis at Cannington Dialysis

under coNjract to Perth Hospital (RPH). The activity occurs at Cannington Dialysis.
Royal Perth non-activity funding episode for the patient receiving

rea
haemodialysis annin@mlyss, which is a dummy record.

Field '\

Cannington Dialysis

Royal Perth Hospital

Type of record

Contracted service

Funding

Establishment Number 0654 (Cannington Dialysis) 0101 (RPH)
Admitted From 0900 (Home) 0999
Discharged To 0900 (Home) 0999

Client Status

5 (Contracted Service)

0 (Funding Hospital)

Contracted/Funding
Establishment

0101 (RPH)

0654 (Cannington Dialysis)

Ward/Location

CANNINGTON

ZZXXXX

6 - Admitted Client

An admitted client is a person for whom a hospital accepts responsibility for treatment
It includes a person in respect of whom the hospital admission procedures

and/or care.
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are completed and for whom the hospital charges a fee for accommodation and/or
therapeutic or diagnostic services during the period of care.

Admitted patients include:

Patients for whom a medical practitioner considers that an admission is necessary due
to a medical condition or other circumstance related to the patient.

Patients who are receiving Psycho-geriatric care.

e Respite care patients, i.e. patients with chronic conditions who are IIy managed at
home but due to factors in the home environment (physical, psychologlcal)
require hospital admission. The care given is for maigtenanc x ent only within an
acute hospital setting (not applicable in nursm\W/age ccommodatlon)

e Patients who are treated in psychiatric stable but severe level of
functional impairment and inability to f %‘n tly without extensive care and
support and for whom the princip |on rovision of care over an indefinite
period (Psycho-geriatric patlents) §

e Patients in acute care facili e n seen by an ACAT and are awaiting
placement in a nursing ho ho re hospltal for 35 days or less.

Admitted Patients do not4 de:

e Same day patie e pr ures gre cancelled — please refer to the ARDT
Reference \an ithin tl@\ DT, MP
0058/17 http: : yva. [gAfcularsnew/attachments/1242.pdf

San‘@ [ %es that do not require a hospital admission — please
refer tthe AR anual within the ARDT policy MP

ov.au/circularsnew/attachments/1242.pdf

Non-admitted pagien
admitted service ewent.

ho receive their entire care during an outpatient or other non-

Boarders

Patients who are dead on arrival

Posthumous organ donors

Aged care and flexible care residents (if admitted, they are not reportable to HMDC)

Mothers who elect to deliver at home and their newborn(s) born at home (excluding
newborns requiring inpatient admission post-delivery)

Patients who receive care in their home (except where classifiable as Hospital in the
Home [HITH]).

7 — Organ &/or Tissue Procurement
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Posthumous organ and/or tissue procurement is the procurement of human tissue for the
purpose of transplantation from a donor who has been declared brain dead. These
patients are not admitted to the hospital but are registered by the hospital. The Care Type
for this field should be Organ &/or Tissue Procurement.

This status of organ &/or tissue procurement may follow an acute episode in which the
patient dies or be the initial period following brain death in another institution, in which the
patient is ventilated and organ &/or tissue procurement procedures are carried out.

Criteria for organ &/or tissue procurement: /
e The official time of death should be the time of discharge

e The count of hours in ICU and/or the dur ti of me %a ventilation recorded
must cease at the time of death.

e The diagnoses and procedures untlDY n dur@organ procurement are to be
recorded in accordance with the rﬂ\\ t1C -AM Australian Coding Standards.

EXAMPLES Q

Example 1: A patient was ad ed t aI X for Endoscopy under a pre-existing
arrangement een and Royal Perth Hospital. The contract
required H to D e Endoscopy services for RPH.

Cl|ent ont(ay dse |ce 5
Cont ng Fun st 0101

Exampl% paﬂ% S adrrﬂ%d for an appendicectomy to be performed in the
hospi a

d
Stat Xbmltted Client) [ 6 ]

Example 3: A newborn baby was transferred from KEMH to Bunbury Regional Hospital
aged three days and admitted with his mother for routine perinatal care.

Client Status (Unqualified newborn)

Note: The baby is not a boarder.

Example 4: A newborn baby aged 4 days admitted to hospital without his mother for
treatment of tachypnoea.

Client Status (Qualified newborn)

Example 5: A newborn baby aged 10 days admitted for treatment of feeding problems.

Client Status (Admitted client) [ 6 ]
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Example 6: A baby delivered stillborn at 28 weeks gestation.

Do not report baby's record to HMDS. This
information is already captured on the mother's
record

Example 7: A patient admitted to an acute hospital for respite care while the normal carer

was on holidays.

Client Status (Admitted client) 6

Care Type (Maintenance) 25

to have coronary artery bypass g oced%
service arrangement between SJ

part

/

N

Example 8: A Royal Perth Hospital patient who was adfnitted &Slﬁ

Subiaco hospital
of a contracted

Client Status (for Royal Perth (I'o al),\ \) 0
Ward/Location (for Royal P zZ
Contracted/Funding E RPH) 0616
Client Status (for S¢Q (N 5
0101

Contracted/Fun%g%stablm (for SJIOG)
v

Example 9: A patient %}pro 0 Q brain dead and consent was given for organ

donatio

Q ati s digcharged as deceased at this time and the organ
proc @ nt re in wistraﬂon that followed, with a client status of

i

rement)

% jent St rga
@’QB&*
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CLINICIAN ON ADMISSION

Data element name: Clinician on Admission

System specific names: webPAS: Attending Doctor

Definition: The hospital medical practitioner who authorises the patient
to be admitted to hospital as represented by the MBRN.

(1/
'\‘b&
Q

Permitted values: Valid \ B gistration Number as per AHPRA
linkJi b Iow\

Collection requirement:  Mandatory
METeOR reference: Not applicable

Format: Alphanumeric con\Q

Maximum length: 13 O®

GUIDE FOR USE é 6Q

The MBRN of the clinigi n should be reported to HMDS using the Australian
&ency HPRA) website for providing the medical

practitioner’s cuyre gistr% umbér
Qqisters%ZOof%ZOPractitioners.aspx

The medi tion number must be reported as 13 characters in length.
Please ensur u IS&‘ all leading zeros where applicable.
ris

The Dental and Podg registration number is in the same 13 character alphanumeric
format. The reglstratlo number for Dentists and Surgical Podiatrists should be reported to
HMDS. Current registration numbers can be obtained from the above website.

Please note that the clinician on admission must have admitting rights at your
hospital to be entered into this field.

For BOARDERS only, the number used for doctor on admission should be recorded as
000000.

EXAMPLES

Example 1: Dr Clarke admitted a patient to hospital and his registration number is
MEDO0000010094.

Clinician on Admission {[M|E|D|0o|o]o|0o|o[1|0]0]9]4]
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Example 2:

Example 3:

Example 4:

Example 5:

Dentist Mr. White admitted a patient to hospital and his registration number is
DENO0000002914.

Clinician on Admission |D|E|N|o[0o|o]o]0o|o0[2]9]1[4]

Surgical Podiatrist Mr. Gold admitted a patient to hospital and his registration
number is POD0000001935.

4
Clinician on Admission [P |O|D|0|0]0]0]0 1/9]3]5]

A boarder registered with the hospital

\®e S|ck6 was treated.

Clinician on Admission nm‘_‘n‘"\&;

*

A baby 6 days of age is ed Wil their mother received treatment (the
baby has the same nu s th r.

1
CI|n|C|anonAdm|s¥|~ N\b\ olololol2lslelol7]o
(for mother’s recor
CImmmn@smn Elplolololol2lslelol7!lo
(for baby’s r
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CLINICIAN ON SEPARATION

Data element name: Clinician on Separation

System specific names: webPAS: Attending Doctor

Definition: The medical practitioner in the hospital who authorises the
patient to be discharged from hospital.

(1/
'\‘b&
Q

Collection requirement:  Mandatory
METeOR reference: Not applicable

Format: Alphanumeric con\Q

Maximum length: 13 O®

Permitted values: Valid \ B gistration Number as per AHPRA
linkJi below
\
GUIDE FOR USE Q
This field requires |ca rd Registration Number (MBRN) of the medical
practitioner authorigiRQ\he patl |sch¢6{e from hospital.
Each doctor is gned the Australian Health Practitioner Regulation
Agency
To identi partlc ed| actltloner s current MBRN you can reference the AHPRA
website and as a@ g the medical practitioner’'s name:
http://www.ahpra. qo Q|strat|on/Req|sters%ZOof%ZOPractltloners aspx

Clinician on Separatlon field is a 13 character alphanumeric field and requires all leading
zeros to be included, except when reporting boarders.

Please note that the clinician on separation must have admitting rights at your
hospital to be entered into this field.

For boarders, the number used for clinician on separation should be “000000".

The Dental and Podiatrists’ registration number is in the same 13 character alphanumeric
format and should be reported.

EXAMPLES

Example 1: Dr Clarke was the medical practitioner on separation and his registration
number is MEDO000010094.

Delivering a Healthy WA ‘ . . . .


http://www.ahpra.gov.au/Registration/Registers%20of%20Practitioners.aspx

Clinician on Separation |[M|E|[D|0]0o|0]0]0[1]0]0]9]4]

Example 2: Dentist Mr. White admitted a patient to hospital and his registration number is
DENO000000014. He was also the clinician on separation.

Clinician on Separation |[D |[E|[N|0|0]0|0|0|0]0|0|1]4]

Example 3: Surgical Podiatrist Mr. Gold admitted a patient to hospital and fais registration
number is POD0000001935. He was also the clinician on bwaration.

CIinicianonSeparation\P\O\D|0\O\MO\O€2MQ\3\5\

Example 4: A boarder baby was reglstereaw

th |taI while his mother was
treated.
V

Boarder
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CONTRACTED / FUNDING ESTABLISHMENT

Data element name: Contracted / Funding Establishment

System specific names: webPAS: N/A

Definition: The establishment number of the Contract Service Provider
or Funding Hospital where a contractual tr atment/care
service occurs with an admitted eplsode

Collection requirement:  Mandatory \(1/

METeOR reference: Not applicable

\Q)
Format: NNNN (Numend@

Maximum length: 4 ;
Permitted values: Se%&med flom °/ Discharged to Establishment List in
r

a erence Documents.

GUIDE FOR USE

An episode of care ose treatment and/or care is provided under
an arrangemen etyVeen a aI chases hospital care (the funding hospital) and
a provider of tte racted service provider).

A speci rang shoul y (either written or verbal) whereby one hospital
contracts Wlth o the provision of specific services. The arrangement may
be between c atlon spltals For example, public to public or public to private.

All services prowdeN the Contracted Service Provider hospitals should be recorded and
reported by the both the Funding Hospital and the Contracted Service Provider hospital.
There are some circumstances where this will not be applicable, particularly where a
provider does not report their activity to the HMDC. Sites must notify the HMDC Data
Managers of any arrangements where this is the case prior to finalisation of any
contract.

The Contracted Service Provider hospital should record the admission as an inter-hospital
contracted patient so that these services can be identified in the various statistics
produced about hospital activity.

The Funding Hospital should record the Contracted Service Provider establishment
number in the Contracted/Funding Establishment field, indicating that the patient received
the treatment from that specified provider.
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The Contracted Service Provider should record the Funding Hospital establishment
number in the Contracted / Funding Establishment field, indicating that they have provided
the service on contract on behalf of the specified Funding Hospital.

The establishment number recorded in the Contracting / Funding Establishment field
should never be the same as the reporting establishment’'s number.

If the patient requires a contracted service whilst a current inpatient in the same
establishment, use the code 0999 as the establishment number in the ‘Admitted From’ and
‘Discharged To’ fields. The code 0999 is to be used as a replacementfor your own
establishment when recording a funding admission within your own e(';l ishment.

\

V3

A funding establishment admission must match the taffs of th acted establishment
episode in terms of admission and separation dat % the dlipgal coding of the treatment
provided at the contracting establishment. @ nly ehQ n to this is the medical
practitioner's medical board registration numbe@ ils. Q

*

** Please note: If you are unable to regi\ ea medical practitioner details providing
the services at the contracting hospi yo m, it is permissible to use a generic

medical board registration numbgr IOng @s ™ Is registered with the HMDC prior to
reporting. Please refer to the co p@this reference manual to contact HMDC to

discuss. &
& &
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COUNTRY / STATE OF BIRTH

Data element name: Country / State of Birth

System specific names:  webPAS: Country of Birth (CAT C)

Definition: The Country/State of Birth identifies the Australian State or

Country in which a patient was born.

Format: NNNN (Numerics@\ }\b
Maximum length: 4 0® Q

Permitted values: See @/ de list in Part B: HMDS Reference

GUIDE FOR USE @\

Collection requirement: Mandatory

METeOR reference: 659454

The country of birth ¢ @}u important concept in the study of disease patterns
between different e popul ro?‘pl‘ Australla.
r|t|es

It also allows hwcare

itor the health status of migrants and assists in

the provisi health e population groups.

If the pattent is r&%lndlcate country of birth, e.g. Italy, France, England,
Scotland, and

If the patient is born Australla when known, indicate the State of birth, e.g. Western

Australia, Tasmania et .

If the patient is born in an Australian Territory other than the Australian Capital Territory
(ACT) or the Northern Territory (NT), (e.g. Christmas Island, Cocos (Keeling) Islands,
please enter code (0909) Other Territories (Ninth State).

If the patient is born on a ship or aircraft, indicate country of citizenship.

Only where all this information is not available, should you enter the code (0003) Not
Stated.

EXAMPLES

Example 1: Patient born in Western Australia was admitted to hospital.

Country/State of Birth o] 9] 0] 5 |
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Example 2:

Example 3:

Example 4:

Example 5:

Example 6

%@untry/&@a of Burﬁl,g o] 9| o0l o9

Example 7:

Patient born in Australia (not otherwise specified) was admitted to hospital.

Country/State of Birth

Patient born in Tokyo was admitted to hospital. Country/State of Birth should
be Japan.

4
Country/State of Birth 612 |01 \

(1/

. . 7 : .
Patient born at sea while parents wer acr e% admitted to hospital,
but is eligible for citizenship in Pola U%

— N

N | 7

Country/State of Birth .

{
%\\
Patient born in Ne\?& ale§ was admitted to hospital.

COuntry/State®$|rth \? o | 0| 1
<O 2

: % rn o% stmaglatd was admitted to hospital.

nt adrﬁsabut Country of Birth details Not Stated.
\ 0 0 0 3

Country/State of Birth
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DATE OF BIRTH

Data element name: Date of Birth

System specific names: webPAS: Date of Birth

Definition: The date of birth of the person expressed as DDMMYYYY.

Collection requirement:  Mandatory

METeOR reference: 287007 &

Format: DDMMYYYY Q

Maximum length:

Permitted values: Date @ric) @

GUIDE FOR USE Q\

tion @!;e, at admission, for use in demographic analysis,
ntificaf clientif other identifying information is missing or in
the defivation of other metadata items (e.g. the DRG for

Date of Birth enable
assists in the uniqueN
guestion, and

admitted pa \

The Da@wth sh Way ven in day, month and full year (DDMMYYYY).

The day ran |ng on the month), the month range is 01-12 and the
century rang or

Age is not to be sen electronic files as it is a calculated field and that is performed by
the HMDC.

It is important to be as accurate as possible when completing the birth date. It is
recognised that some patients do not know the exact date of their birth. When the exact
date of birth is unknown, please estimate the person’s age and record the date of birth as
follows:

AGE 76 YEARS DATE OF BIRTH 01/07/1942

AGE 31 YEARS DATE OF BIRTH 01/07/1987
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EXAMPLES

Example 1: Date of Birth is 12" June 1960

Date of Birth '1/2]o|6|1]9]6]|0]

Example 2: Estimated age of 14 years old p

Date of Birth 01o|72003(1:\
N

Example 3: A female patient is admitted to ho in Ia@?t‘ 10.30pm on the 13th
September 2017 and the baby is @a ed at ht 14th September 2017

Date of Birth for infant 1|7
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DAYS OF HOSPITAL IN THE HOME CARE

Data element name: Days of Hospital in the Home Care

System specific names: webPAS: Not applicable (auto-calculated on extract)

Definition: The number of hospital in the home days occurring within
an episode of care for an admitted patient.
’
Collection requirement:  Conditional (required if Hospital in the H days accrued,

blank if none)

METeOR reference: 686115 2 b}
Format: NNN
Maximum length: 3 \\C)

Permitted values: Nu %

GUIDE FOR USE

Hospital in the H (HI |s th OVISIOI’] of overnight acute or mental health
inpatient care | atlents place of residence by hospital clinical staff.
HITH care is co red ace admltted hospital care and without HITH being

available ts woul uire en in hospital daily. A HITH admission may occur
as a té ion mtlent admission or may be a stand-alone HITH
admission?

at least every

curre
as %tpe for inpatient care, it is expected that patients are seen
.@o ital clinical staff and clinical documentation is recorded
for every visit. HITH p2¢i€nt must be put on leave for every day they are not seen for
treatment and theseNQ/s are to be reported as leave days.

If the patient is attending the hospital for scheduled specialist medical review or other
diagnostic investigation or treatment not appropriate for the home setting, for example an
X-ray, HITH days may be reported for this contact.

It is accepted patients may be on leave over the weekend and receiving care during
weekdays. Where patients are on leave for more than two consecutive days consideration
should be given to whether the patient continues to require admitted care.

Where patients are not receiving/intended to receive this level of care, consideration
should be given to whether the patient’s treatment is more appropriately classified and
reported as non-admitted care.

To qualify for a reported HITH day, a patient must have an in-person interaction with HITH
staff in their home, which must contain therapeutic/clinical content and result in a dated
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entry in the patient's medical record. If satellite/secondary medical records are maintained
for HITH this should be cross referenced in the main hospital medical record.

Service days that consist of only telephone calls or delivery of items, cannot be reported
as HITH days.

If scheduled care is cancelled, or the patient is not home when HITH staff visit, a leave day
shall be reported for the patient.

Episodes with a HITH length of stay greater than 25 days should be rewewed to ensure
the patient is still requiring admitted care.

HITH episodes with a length of stay of 1 day will be flaggpd asp {anahd admissions
and require review. &

If HITH patients require non-admitted care ??@ the@; hospital, e.g. attending an

outpatient clinic, ED, or allied health service'c)
*

e Non-admitted care provided to an
care episode. It may be record
activity (service event) for A

ed P&YENL is included as part of the admitted
d activity but will not be reported as

0ses.,

HITH patients attending ED be tr ﬂlnto an ED virtual ward. Current inpatients
attending ED are to be a da wsétpe of admitted in the EDIS. Do not discharge the

patient from HITH for pos

If HITH patients @Jld re y procedure, within the same hospital,
ward/bed transf recor@ut n pe change, discharge or leave is required.

If HIT re dmltted non-admitted care at another hospital, and it is
expecte ey WI|| wit en days, the patient is to be placed on leave and when
the patient re ntlnu e HITH admission. The date of discharge from HITH is
to be recorded he Ias the patient received treatment.

HITH patients are re'}aded on leave for days not receiving clinical care.

Calculating the number of HITH days:

The day the patient is admitted is counted as a HITH day if the patient was at home at
the end of the day (overnight).

e The date of change between hospital and home accommodation is counted if the
patient was at home at the end of the day (overnight).

e The date of separation is not counted, even if the patient was at home at the end of the
day (overnight).

e Days of HITH cannot be greater than Length of Stay and cannot include any leave
days.
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EXAMPLES

Example 1:

Example 2:

Patient admitted to Fremantle Hospital for 15 days. The last 5 days of the
admission episode were within the HITH ward and care was delivered on
each of these days in the patient’s home by the clinical team.

DAYS OF HITH CARE

’
Patient admitted to the HITH program and visited b?h day over 4
consecutive days delivering treatment for a long ¢standing non-healing

abscess.
DAYS OF HITH CARE \®
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DAYS OF PSYCHIATRIC CARE

Data element name: Days of Psychiatric Care

System specific names: webPAS: Psychiatric days (Derived)

Definition: The sum of the number of days or part days of stay that the
person received care as an admitted patient within a
designated psychiatric unit, minus the sum @f leave days
occurring during the stay within the deaL d unit.

t

Collection requirement:  Conditional (Required if mgntal h ient admitted to

designated unit; bIank@erWS )i

METeOR reference: 552375 :
Format: NNNN ’\\C)

Maximum length: QQ
Permitted values: ayZount %IC)

GUIDE FOR USE O & 6§

N

Designated pSWric uni e siefed by health professionals with specialist mental
health qualifg¢ations or ing a as their principal function the treatment and care
of patie ted tal disordgf's.

To calculate w syc\&m care, subtract the admission date to the designated
psychiatric uni m th%&warge date from the designated psychiatric unit, less any
leave days during t emdd and less any days not in a designated psychiatric bed. Total
psychiatric days must Be less than or equal to the Length of Stay.

It is important to note that the counting of the days commences on admission to the
designated psychiatric bed and ends when the patient is either discharged or transferred
from the bed. It is possible that psychiatric care days may include one or more different
periods during an admission. In these cases, the total number of psychiatric care days for
the admission should be reported, excluding days not spent in a designated psychiatric
unit.

If the patient is transferred to another part of the hospital for acute surgical or medical
care, the days spent in the general ward should not be counted as psychiatric days,
regardless of whether psychiatric care is continued or not.

Patients being admitted as boarders do not require this field to be completed.
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Days of psychiatric care cannot be blank if a patient is admitted to a designated psychiatric
unit.

Public acute care hospitals

Designated psychiatric units in public acute care hospitals are normally recognised by the
State/Territory health authority in the funding arrangements applying to those hospitals.

Private acute care hospitals

Designated psychiatric units in private acute care hospitals normaII qwre license or
approval by the State/Territory health authority in order to recei flts from health
funds for the provision of psychiatric care.

Psychiatric hospitals \@ bb‘

Psychiatric hospitals are establlshments d prlm to the treatment and care of
admitted patients with psychiatric, ioural disorders. Private hospitals
formerly approved by the Commonw epa t of Health and Ageing under the
Health Insurance Act 1973 (no sed/ ed by each State/Territory health
authority), catering primarily fo nts pSychiatric or behavioural disorders are
included in this category. &

Total psychiatric care da tand a psychlatrlc hospitals are calculated by counting
those days the pat @elv eC|aI|st psychiatric care. Leave days should be
excluded.

EXAMPLES \/ \@ Q(]/
Exampl% patie admlt o the psychiatric unit at Hospital A and discharged
36 dﬁer aving 4 days on leave during the total period.

LPS@TRICCAREDAYS o]0 3] 2|

N

Example 2: A patient was admitted to Hospital B for a hysterectomy but on the 4th day
was noted to be severely depressed and was then transferred to the
psychiatric unit. Total length of stay was 15 days.

TOTAL PSYCHIATRICCAREDAYS | 0 | 0 [ 1 | 1 |

Example 3: A patient is admitted to a Medical Ward with depression and back pain. A
psychiatrist reviews him but care continues under the admitting physician.
The principal diagnosis is depression.

TOTAL PSYCHIATRIC CARE DAYS | | | | 0 |
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Example 4: This example shows incorrectly reported data

Example 5:

%0

A patient is admitted to Fremantle Hospital. The Ward on discharge is not a
designated psychiatric unit. However, the Days of Psychiatric Care equal the
Length of Stay.

(This will raise a warning edit. If the ward on discharge was not a
designated psychiatric unit, then the Days of Psychiatric Care
would usually be less than the Length of Stay).

V4
TOTAL PSYCHIATRIC CARE DAYS 1N, 0
LENGTH OF STAY a2 [to

’ b‘\ v

This example shows incorrectly r ata %
A patient is admitted to Abbot rivate%pltal. The Days of Psychiatric
Care are less than the LengKt\ tayQ
(This will raise a warp dit %hospital is a designated
psychiatric hosplt PSychiatric Care should equal
the Length of S
TOTAL PSY, RIC E DAYS

o |

@‘1/
XN

5\@
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DAYS OF QUALIFIED NEWBORN CARE

Data element name: Days of Qualified Newborn Care

System specific names: webPAS: Derived

Definition: The number of qualified newborn days occurring within a
newborn episode of care.

Collection requirement:  Conditional (leave blank if not newborn)

METeOR reference: 270033 &
Format: NNN \Q '\b

Maximum length:

Permitted values: Day co ume@

GUIDE FOR USE
> >

A newborn patient daya| I|f| e |nfant is 9 days of age or less and meets at least
one of the followin rfa at ht:

e Isthe secon}%ubs @t live @%ant of a multiple birth.

e Is aﬁ to angt S|ve arelfacility in a hospital, being a facility approved by the
Com wealth ister %the purpose of the provision of special care and is
receiving @q re admission to the intensive care facility.

g
e |s admitted to, orpremawis in hospital without their mother.

A newborn patient day is unqualified if the infant does not meet any of the above criteria.

If at day 10 with date of birth counted as 0, a newborn patient is still receiving acute care,
then every day they are receiving acute care after day 9 is counted as a qualified day.

Newborns 10 days of age or greater who no longer require an admitted patient level of
clinical care should be statistically discharged, and then statistically re-admitted as
boarders for the remainder of their admission or discharged.

The rules for calculating the number of qualified newborn days are outlined below.
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MULTIDAY

The number of qualified days is calculated with reference to the admission date,
separation date, and any date of change to qualification status:

e The date of admission is counted if the patient was qualified at the end of the day

e The date of change to qualification status is counted if the patient was qualified at the
end of the day

Y4
e The date of separation is not counted, even if the patient was qualifi on that day.

SAME DAY
The normal rules for calculation of patient days in relﬁt‘o leave and same day
patients) i.e. a qualified patient should be aI ified day if admitted and

separated on the same day.

The length of stay for a newborn epis & caref qual to the sum of the qualified and
unqualified days.

EXAMPLES %

Example 1: A second twi aI and is discharged after 7 days. The baby
remalns d |re perlod
Days alifie oo 7]

Example ®prema aby‘i%n in hospital and immediately admitted to the
§ tensn%ar unit where they remain for 120 days.
Example 3: A newborh baby is admitted from another hospital aged 3 days and remains

in hospital until aged 11 days while being treated with feeding problems. The
mother comes to visit on a daily basis.

WbornCare 1] 2]0|

Days of Qualified Newborn Care o]0 8]

Example 4: A baby in the birth episode is classified as unqualified at the beginning of the
episode but develops respiratory distress and is admitted to an intensive
care facility in a hospital (being a facility approved by the Commonwealth
Minister for the purpose of the provision of special care) for 3 days. The baby
then returns to the care of its mother for the remainder of the episode.

Note: the baby will have a Qualified Client Status and a Newborn Care
Type. Only the actual days the requirement for qualified care are met, are
reported as days of qualified care.
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Days of Qualified Newborn Care lo|o0] 3]

Example 5: A newborn baby is admitted from another hospital aged 5 days and remains
in hospital for 3 days. The mother is registered as a Boarder for this period.
Note: The boarder mother, like all boarders, is a registered non-admitted
patient. The baby meets the criterion of “admitted to hospital without its
mother" for the full 3 days. Therefore, the baby is a qualified newborn:

Days of Qualified Newborn Care 0|0 3] /

Example 6: A second twin is born in the early hours of #e mor %Iater on the same
day is transferred to another ac @spltal rther monitoring and
specialised treatment.

Days of Qualified Newborn C©® md-
Q
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DISCHARGED TO

Data element name:

System specific names:

Definition:

Collection requirement:
METeOR reference:
Format:

Maximum length:

Permitted values:

Discharged To

webPAS: Hospital

The Establishment or Facility to which the patient was
discharged or transferred to when they left hospital.

N
Not applicable \(1/

NNNN (Numeric \bb‘
o PO

See A \ @gscharged To Establishment List in
fewen

Mandatory

P N S ce Documents

GUIDE FOR USE

Q

e The reference table f @ data ent consists of a combination of formal reporting

Establishments (s
or may not be a

e This datae e

Facility th ntis
e The re n
indica lal ¢

acu @e
2rvic

ospitals) and organisations or facilities that may

on f%rge and identifies the specific Establishment or

ed to ho tals only for the Discharged To field. This field also

for deceased patients, reclassified patients (i.e. care type

changes) /COS@ ospital and other locations or programs.

EXAMPLES

Example 1: The D&barged To field for contracted services at the funding hospital is to
be completed as follows (if the patient is already an inpatient at the funding
hospital at the time of transfer):

MODE OF SEPARATION Other/home 9

DISCHARGED TO Funding hospital 0999

Example 2: The patient is discharged to a hospital in another country:

MODE OF SEPARATION |Acute Hospital 1
DISCHARGED TO Referred to Other hospital in another 0986
country
Example 3: The patient is discharged to the police lockup:
MODE OF SEPARATION  |Other/home 9
DISCHARGED TO Referred to Police/Law Enforcement 0584
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DVA CARD COLOUR

Data element name: DVA (Veterans) Card Colour

System specific names: webPAS: Veterans Card Colour

Definition: An indicator of treatment entitlements assigned by the
Department of Veterans' Affairs to eligible veterans. The
Veteran Card Colour can be determined by’sighting the
patient's Department of Veterans' Affam jtlement card.
r

Collection requirement:  Conditional (required if DVAi blank& e)

METeOR reference: 339127 ‘Q\Q '\b

Format: N (Numeric‘c@ Q
Maximum length: 1 Q\ ®Q

Permitted values: 1- %
;- hith

GUIDE FOR USE Q 6@

The Hospital s{\; Arra ent (($)\etween the Department of Veterans’' Affairs
(DVA) and WeSyfrn A

that persons entitled under the Veterans’
Entitlemen(s(R)t 1986
(Cth), reeiv® a co

ia e

and tl%litary Rehabilitation and Compensation Act 2004
nsivxn of admitted patient hospital services.

Under the ter@h he w\‘\/ Health is required to provide DVA with information on

entitled person 0 are g admitted patient services. This information includes details

of their service utilis&n.

All patients must be asked whether they are entitled persons for that episode of care.
Identification of entitled persons requires collection of the following data items:

e Funding Source (the value for entitled persons should be DVA)
e DVA File Number
e Veterans Card Colour

It is essential to identify all entitled persons at the point of service provision and their level
of entitlement. Level of entitlement is indicated by the Veteran Card Colour.

Entitled patients who choose to use WA publicly funded hospital services and be treated
as Repatriation private patients under the HSA are entitled to a choice in:

e Publicly funded hospital with a minimum of shared ward accommodation; and
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e Doctor (provided the doctor has admitting rights for private patients at the chosen
hospital).

This does not remove the patient’s right to elect to be treated as a public patient under the
Australian Health Care Agreements. However, by electing to be a public patient, patients
will not be entitled to choice of hospital or doctor.

Repatriation private patient status is not equivalent to having a private health insurance.

The above identifiers must be collected on admission, and recorded electronlcally on the
relevant electronic data collection systems.

EXAMPLES - v\%

T (DVA)
(Gold)

Funding Source
0’0

Veterans Card Colour

DVA File Number Q\\

Example 2: A DVA patient waswg @ white card
Funding Sour 2 | 7] (DVA)
Veterans ur@ 2 (White)
DVA F|I (6 WX6789A |

WX12345 |
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DVA FILE NUMBER

Data element name: Department of Veterans' Affairs File Number

System specific names: webPAS: DVA Number

Definition: A unique personal identifier issued to a veteran by the
Department of Veterans' Affairs.

Collection requirement:  Conditional (required if DVA; blank otherwpge)

METeOR reference: 339127 V4 &
Format: Alphanumeric con\Q b

Maximum length:

LSRN
9 . 0
P itted values: Alphan \c\ Q
| 8@\@
O

GUIDE FOR USE
%)

The DVA File Numbe@ nu @cated below the person’s name on the Repatriation

Health Card that is 6 y t A to eﬁw)le Veteran beneficiaries.

This data item Muire @enti tgy&n beneficiaries at point of service provision for

in the first OW refer, Australian States’ initials. Therefore, the only valid
characters in the#flrst posWNOY of this field are N, Q, S, T, V and W. Veterans from the ACT
and the Northern Te'@r ave the initials N and S respectively.

admitted g(@n-admi atier(sl/
There showld be N%Qaces%en the alpha and numeric values. The Alpha characters

The DVA File Number to be recorded is the one below the person’s name on the GOLD
and WHITE cards as shown below.

Note: The DVA File Number is NX222987 not 02 02 222987 00 7

Gold Card DVA File Number White Card

DVA Health Card
0]
W@ 00475 A

THE SPIRIT LIVE 9
2014- 2018

Australian Gdyernment

FileNo. NX222987

Card expires
or on recall
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Patients who choose to give up their entittement for treatment under the Veterans’
Entitlements Act 1986 (Cth) must have their card colour and DVA File Number recorded,
regardless of the type of Funding Source indicated.

In some instances a patient may have a letter of authority to provide a particular inpatient
service and may not have a DVA card. It is imperative that the patient contact DVA and
ask them to provide details such as their DVA file number and the card colour they are

considered to be.

EXAMPLES

t's treatment.

Example 1: A patient was admitted to Royal Perth Hospital for t @ ent of a leg ulcer.
ti¥n

The DVA has assumed responsibility for fustling thi

Funding Source (Department of Vi
Veterans Card Colour
DVA File Number

\\C’ \
Example 2: A patient was ad Fre

artle Hospital for treatment of a Chronic
Obstructive Alrway Dlse ‘%e patient is admitted as a public patient
even thought have |t ments.

Funding (@ (D ent of Veteran Affairs)

rd Cé (L
q/Q
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EMPLOYMENT STATUS

Data element name: Employment Status

System specific names: webPAS: Employment Status (CAT P2)

Definition: The self-reported employment status of a patient,

immediately prior to admission.

Collection requirement:  Mandatory

METeOR reference: Not applicable

\Q)
Format: NN (Numeric co@ Q
Maximum length: 2 \\C)

Permitted values: 1 - Q

ploy
Une o
utles

Sio
ther

GUIDE@
1 - Child not Q

Includes chlldren attendi klndergarten, playgroup, pre-primary and with an age under 4
years old or has th&th birthday in the second half of the year (i.e. birth date is after 1

July).

2 - Student

Includes children attending school. Also applies to individuals who start full-time or have
part-time study commitments equivalent to 20 hours per week or more. If less than 20
hours study and does not fit into any other category record Status as ‘8-Other’.

3 - Employed

Applies to individuals who have full-time or part-time employment either as an employee,
employer, self-employed or volunteer.

4 - Unemployed
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Applies to all individuals who are unemployed regardless of whether they are actively
seeking employment or receiving unemployment benefits.

5 - Home Duties

Applies to individuals whose sole role is performing home duties i.e. they do not have any
other occupation.

6 - Retired

/
Applies to a person who is retired from work but is not receiving an ag ension e.g. self-
funded retiree

7 - Pensioner bk
Applies to a person who has retired from WO \ g ;g an aged pension; or a

person who is unable to work and recelv er ty f pension such as an invalid
pension. \\ Q

8 - Other Q @

Includes a child with a dlsabllltyw ding school between the age of 6 and 15.
Once the child reaches 16 ye SO ag sHould be entered as employed, unemployed

or pensioner (invalid pe r) Bo rs and neonates must have their own unique
Account/Admission N

EXAMPLES

Example 1: Mar are (L
%Em@nt Sta§ (Retired)

Example 2: A -year- olbhnd attending mandatory school:

Employmeént Status [ 2 ] (Student)

Example 3: A 14-year-old child, not attending school and not employed:

Employment Status (Unemployed)

Example 4: A 14-year-old child, attending school:

Employment Status (Student)

Example 5: A 36 year old attending full time study at Curtin University, but working one
evening a week at Pizza Hut:
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Employment Status (Student)

Example 6: 13-year-old adolescent with a disability, not attending school and not
employed:

Employment Status (Other)

Example 7: An 18 year old person with a disability, not employed andgon an invalid
pension:

Employment Status (Pengioner) &

Example 8: A 20 year old person enlisted in t en@«ces:
p

Employment Status ‘\\ ed)
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EPISODE OF CARE LINK FIELD

Data element name: Episode of Care Link Field

System specific names: webPAS: Account Number

Definition: The account number from the first episode of care in a
formal admission.
: . ’
Collection requirement:  Mandatory \

METeOR reference: Not applicable b‘
Format: Alphanumeric \Q '\b
Maximum length: 12 \\C)® Q

Permitted values: Must b Q e Account Number if there are no
angg in the admission.

GUIDE FOR USE Q

The Episode of Care ngeld alphanumeric or numeric up to a maximum of 12
characters. This fiel ccowdmission Number from the first episode of
carein a forma ad

The Episod are & leld e populated for every admission and for any
admissi su t statisfigal admissions occurring due to care type changes
W|th|n th ne epis

eﬁde of care link field for the first admission will contain the
r hat admission. The episode of care link field for each
§ d contain the admission/account number from the first

admission in the chgy re type changes.

**Please note: Every separation must have the Episode of Care Link Field populated, not
only statistical discharges and readmissions.

EXAMPLES

Example 1: A patient was admitted for acute care, with Account/Admission Number
09203148, so the Episode of Care Link Number is also 09203148.

Account / Admission Number |0 9|20 |3 |1|4 |8

Episode of Care Link Field 0/9/2|0(3]1]4]|8

Example 2: The patient’s care type changed to rehabilitation care after a few days and so
they were assigned a new Account/Admission Number 12349685. However,
their Episode of Care Link Number stays as 09203148.

Account / AdmissionNumber | 1|2 | 3|4 |/9]6 |85

Episode of Care Link Field 0/9/2|0(3]1]4]|8
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ESTABLISHMENT CODE

Data element name: Establishment (Hospital/Health Service)

System specific names: webPAS: N/A

Definition: A unique four-digit number that is assigned globally by
HMDS to each establishment as an identifier for the facility.
A code may represent a valid atiefit reporting

establishment or a non-reporting facilit %

Collection requirement:  Mandatory bk

METeOR reference: 269973 Q

Format: NNNN (Num de) Q

Maximum length: 4 Q\ @

Permitted values: Se?ﬁ S Reporting Establishment List in HMDS
fere ents compiled from the Health Services

GUIDE FOR USE O @ (]:\

A list of § ospital heal Qlce establishments is provided in Part B: HMDS

Refere umer?
The estabhsh@s ed \Sdicated with a Y in the ‘Report to HMDS’ column, are
hospitals or h serv hat are considered valid reporting establishments for the

purposes of requwe'\e rting of admitted activity data to the HMDS. Only facilities
indicated with a Y in the ‘Report to HMDS’ column on this list, are valid HMDS reporting
establishments. [Please see facilities listed under the Health Services (Health Service
Providers) Order 2016]

Each organisation must only have one Establishment Code assigned.
Establishment Allocation

Establishment Codes are assigned by the Inpatient Data Collections (IDC). If your
Establishment is new and you require allocation in order to report data to HMDS, please
contact IDC to arrange allocation of a unique code.

Updated establishment lists are uploaded to the Morbidity intranet periodically for HSPs to
access throughout the year. CHEs and other Private Hospitals are sent updated copies of
the Establishment Lists via MyFT as and when required.

Delivering a Healthy WA ‘ . . . .


http://meteor.aihw.gov.au/content/index.phtml/itemId/269973

Difference between Establishments and Admitted From / Discharged To data
elements

Within the HMDS, the Admitted From and Discharged to data elements include
Establishment Codes within their respective reference tables.

The Admitted From and Discharged To data elements are designed to capture the
particular facility that the patient came from (on admission) or is being rgferred to (on
discharge). These facilities can be valid reporting establishments orNey can be non-
reporting facilities such as prisons, residential aged care facilities ¢h@stels or community
health services.

EXAMPLES @ v
QY NO

Example 1: A patient was admitted to Ben spltaIQ

oA
Establishment 6; 2 \ 5

Example 2: A patient was adml o of God Health Care Murdoch.

Establishm & @| 6 |
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FIRST AND SECOND FORENAMES

Data element name: First and second forenames

System specific names: webPAS: 1% Given name and 2™ Given name

Definition: The person's identifying name(s) within the family group or
by which the person is socially identified, as represented by
text. A patient may have more than one gjvenfiame. All
given names should be recorded. (i/K

Collection requirement:  First forename is mandatory

Second forename |s®anda%b>

METeOR reference: 613440 Q

Format: Alpha

Maximum length: Fir% $

Permitted values: ﬂ)t appléﬁ*
GUIDE FOR USE Q ?

First and sec me fi a acter alphabetical field in which dots, dashes,
apostrop § hyph e aII

First and s®co sh recorded as follows:

e When the f name baby aged less than 29 days is unknown, BABY is valid.
Babies of multlpI& should be reported in the sequence of their birth.

e |If the forename of a person over 28 days old is unknown - “UNKNOWN” should be
recorded.

e Do not include the patient’s alias name in the First Forename field.
e The use of brackets () for alias names is not accepted.
e Alias names should be recorded in the Alias field in the hospital’'s CPI or PMI.

e Some patients only have one name by which they are known. Record this name in the
Surname field and enter “NO GIVEN NAME” in the First Forename field. Do not
report any characters other than Alphas in the First Forename field e.g. (dots *.)

Delivering a Healthy WA ‘ . . . .


http://meteor.aihw.gov.au/content/index.phtml/itemId/613340

EXAMPLES

Example 1:

Example 2:

Example 3:

Example 4:

Edwin J Roberts was admitted to hospital.

First Forename EDWIN
Second Forename J

A patient was admitted to hospital in a coma and her forename was not

known. 4
N

First Forename UNKNOWN (1/
Second Forename

A baby was born in hospital a s th ond triplet of a multiple birth.
The baby had not yet bee IQIot er's name was Karen.

REN

First Forename

Second Forenamevg ‘\
A baby wa in h@and was named Peggy Sue Jones.

:&%& 5

not known.

Exampl$A ner was ag d to hospital, the forename was not known and the

Foren BABY OF CATHERINE
Secon orename

Example 6: Than Phoon, who is also known as Tony, was admitted to hospital. Do not

enter Tony as the first name. If your computer system has a function or field
for storing the alias name (e.g. TOPAS) use the latter.

First Forename THAN
Second Forename TONY
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FUNDING SOURCE

Data element name: Funding Source

System specific names: webPAS: Claim Type (CAT CL)

Definition: The principal source of funds for an admitted patient

episode.

Collection requirement:  Mandatory

METeOR reference: 679815 b‘

Format: NN (Numeric codgb\g '\b

Maximum length: 2

Permitted values: 21-A @ re Agreement
22 th Wsurance

g orke pensation
Q MotghVehicle Third Party Personal Claim
ompensation
rt ent of Veterans’ Affairs

tof Defence
Co r o | aI Facility
0 - I Health Care Agreement

é - Ovher
Q @Ambulatory Surgery Initiative

Detainee

GUIDE FOR USE

Funding Source must be captured for all patients as soon as practicable following
admission to hospital. The patient must elect in writing to be treated as either public or
private.

Funding Source is independent of the patient’s Insurance Status. For example, a patient
with private health insurance can have a Funding Source election of either public or
private.

All qualified and unqualified newborns must have the same Funding Source as their
mother.
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VALUE DEFINITIONS

21 - Australian Health Care Agreements

Australian Health Care Agreements (AHCA) should be recorded as the Funding Source
for:

e Medicare eligible admitted patients who elect to be treated as public patients; and
e Medicare eligible emergency department patients; and y

e Medicare eligible patients presenting at a public hospital out '% department for
whom there is not a third party arrangement. p

Includes public admitted patients in private hc%ﬂunde@s?tate or territory health

authorities (at the state or regional level).

Excludes inter-hospital contracted pati ;d VISItOI‘S who are covered by
Reciprocal Health Care Agreements tt treated as public admitted patients.
Please record these patients with a f eciprocal Health Care Agreement.

22 - Private Health Insurance

Applies to a patient w |b| eatment under the Australian Health Care
Agreements and eIects eated as an admitted private patient by a medical
practitioner of his/he di overed for hospital care by a private health

insurance fund.

Excludes ov %Isﬁﬁ wh?ﬁfknsurance is the major funding source.
23 - Sel ed

Applies to a%Qnt oé\ﬁglble for treatment under the Australian Health Care
I

Agreements and elects in Yriting to be treated as an admitted private patient by a medical
practitioner of his/thn choice, and is responsible for paying all hospital charges during
the admission episode.

Professional charges raised by any medical or dental practitioner treating him or her and
the charges for any other services agreed between the Commonwealth Minister and the
State Minister is the responsibility of the patient. This includes patients who have given
expressed or implied consent to another person to make the financial election on their
behalf.

24 - Worker’s Compensation

Applies to patients who are entitled to claim damages under the Workers’ Compensation
and Injury Management Act 1981. Include persons injured at their place of work where
their employer’'s workers compensation insurance will pay for hospital and medical
charges incurred during the hospital admission.
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25 - Motor Vehicle Third Party Personal Claim

Applies to patients involved in a motor vehicle accident (MVA) and whose personal injury
claims for hospital and medical charges are covered by Motor Vehicle Third Party
Insurance.

The insuring party may be the Insurance Commission of Western Australia or equivalent
agencies from other Australian States (e.g. Eastern States MVIT).

From July 2004, the Insurance Commission of WA will meet the costs gf Emergency
medical treatment for patients treated in an Emergency Department /or admitted into
an Intensive Care Unit, as a result of personal injury arising fr MVA involving a
Western Australian registered vehicle irrespective of liabity con%e‘ ns.

Vehicles not covered include: \Q\Q '\b
e Unregistered farm utility used solely for t@n use Q

*

e Dune buggyt/trail bike used for oﬁ-r@trem@purp%es

¢ Non-West Australian, or Cor?&e Ith registered vehicles that are the only vehicles
involved in the accident @

Refer to the Insurance issio Western Australia (ICWA) website for further
information. Insurance [ WVestern Australia

ISS
Applies to a@ie t wh %titl Qflﬂn compensation under public liability, common
law or me eglig

Includes com s@ fro \ orting club / association or other party where the latter
are responsib% payn@the hospital account.

Foreign shipping cok@ny employees have their hospital and medical charges covered by
the employing shipping company.

26 - Other Compe@t on

Excludes patients covered under Workers Compensation, Motor Vehicle Third Party
Personal claims, and Department of Defence, Department of Veterans’ Affairs and Travel
Insurance claims.

27 - Department of Veterans’ Affairs

Applies to a patient eligible for Veterans' Affairs beneficiary and whose hospital and
medical charges are covered by the Department of Veterans’ Affairs (DVA). These include
payment by DVA for public hospital treatment of DVA gold cardholders for all conditions or
payment of public hospital treatment of DVA white cardholders for specific war/conflict-
related conditions.

78
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28 - Department of Defence

Applies to a patient who is a member of the Australian Defence Forces. Defence
personnel injured at work are covered under this classification, not Worker's
Compensation.

Please note that members of overseas defence forces should be coded to 31 - Ineligible
unless they are involved in joint armed forces exercises and are covered Lwder a special
health cover agreement with the Department of Defence.

29 - Correctional Facility \(1/

To be used for prisoners and other patients ad c@al where the Department
of Justice should be responsible for the payme 1§} and medical charges.
il

These patients are currently treated a c nt although the funding source is
Correctional Facility. Q §

Immigration detainees do not ¢ Qj t ing source; they should be assigned to
category 34 - Detainee.

30 - Reciprocal Health C ree

Australia has Recipr Ith ents (RHCA) with:

Belgium
Finland

Italy 0 en
Ireland % enla
Malta nlte dom
Netherlands % 3

RHCAs provide for f'x accommodation and treatment as public hospital services, but do
not cover treatment as a private patient in any kind of hospital.

RHCAs with Belgium, Finland, Italy, Malta, the Netherlands, Norway, Sweden, Slovenia
and the United Kingdom provide free care as a public patient in public hospitals,
subsidised out-of-hospital medical treatment under Medicare, and subsidised medicines
under the Pharmaceutical Benefits Scheme.

RHCAs with New Zealand and Ireland provide free care as a public patient in public
hospitals and subsidised medicines under the Pharmaceutical Benefits Scheme, but do
not cover out-of-hospital medical treatment (i.e. visiting a general practitioner).

Visitors from Italy and Malta are only covered for a maximum period of six months from
their date of arrival in Australia.

Excludes overseas visitors who elect to be treated as private patients.
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31 - Ineligible

Applies to patients who are not covered under the Australian Health Care Agreement, and
are not considered exempt from fees for service.

Ineligible patients include:

e Overseas visitors whose countries of origin do not have Reciprocal Health Care
Agreements with Australia. (Generally, all fees for service would be covered by travel
insurance for these patients).

e Foreign Defence Force personnel (unless there is a specia % ement with the
Australian Defence Force to provide health care cove)for th nts while involved
in a joint exercise).

e Any other ineligible patients who are not d b of the other funding source
categories listed.

The Insurance Commission of Wester \traha Q cover overseas visitors involved in
traffic accidents.

Please Note: Eligibility for Medidgre rel ﬁthe patient’s Country of Birth and current
residency. A patient may eligible, foNMedicare due to being born in Australia and

residing there, but may eton ister with Medicare. This does not deem the
patient ‘ineligible’. T nt oose to self-fund their care and should be reported
with a self-funded fyRQO\ sou pro ed with an invoice for payment.

32 - Othe Q
Applies t& patient (‘%satlsfy the requirements of any other funding source
categories. In@b

e Overseas patiegts e|V|ng humanitarian treatment - those not covered by
Commonwealth ing.

e Overseas students covered by private health insurance; these patients have special
fee arrangements.

33 - Ambulatory Surgery Initiative

Applies to patients who are admitted to the Ambulatory Surgery Initiative (ASI). ASI has
been undertaken at some public hospitals to cater for day surgery cases that can be done
as ambulatory care.

34 - Detainee

Applies to patients who are, on admission, deemed as ineligible immigrants detained in an
Immigration Detention Centre. Identification of Detainee patients facilitates fiscal
reimbursement by the Commonwealth for any health services provided to detainees.
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EXAMPLES
Example 1: A patient is admitted with a work-related injury, where the company is

responsible for payment.

2|4 | (Worker's Compensation)

Funding Source for Hospital Patient

Example 2: A patient is admitted for treatment of an injury sustained in a motor vehicle
accident, where the Insurance Commission of WA s ré%ponsmle for
payment.

Funding Source for Hospital Patient .E (Moto e Third Party
laim)

Example 3: A patient is admitted after
supermarket. She is maki ity insurance claim.

r|ng her back in the local
|IC@
Funding Source for H@Paﬁe (Other Compensation)

Example 4: A patient wit Repa '@Health Gold Card is admitted to a public
hospital for ent nic airways limitation.

Fund|6 rcefé pltal tient 7] (DVA)
Example 5: A nt fro@therl@admltted to a public hospital following a Stroke.

undlr& g ital Patient [3]0] (RHCA)

Example 6: ,&)anese |st was admitted for treatment of abdominal pain.
FundingSource for Hospital Patient (Ineligible)

Example 7: An Overseas Student is admitted with appendicitis to Royal Perth Hospital.

Funding Source for Hospital Patient (Other)

Example 8: A patient is attending hospital under the Ambulatory Surgery Initiative.
Funding Source for Hospital Patient (Ambulatory Surgery
Initiative)

Example 9: A patient detained in the Christmas Island Detention Centre is admitted to
Royal Perth Hospital for treatment of Pneumonia.

Funding Source for Hospital Patient (Detainee)
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HOURS IN INTENSIVE CARE UNIT

Data element name: Hours in Intensive Care Unit

System specific names: webPAS: Not Applicable (auto-calculated on extract)

Definition: The number of hours spent in a designated intensive care
bed during an episode of admitted care, rounded to the
nearest hour.

Collection requirement:  Conditional (required if time spent |n %’uated intensive
care bed; blank otherW|se) p

METeOR reference: 471553 bb‘

Format: NNNNN (Nume :

Maximum length: 5 \\C) &Q
Permitted values: ?&9 %

GUIDE FOR USE

ICU hours cannot be tha&g&th m‘&tay, and cannot include any periods of leave.
Report the ho U fo% ep| care type reported within an admission. For
example, if a at| t has sta |scharged between Care Types and had more

than one f sta deS| n ICU bed, report hours in ICU for each Care Type
change ot a te t xur in ICU for each Care Type and report the aggregate
rg

hours on the f

Round the cu t|ve % in ICU, up or down to the nearest hour. If 0 - 29 minutes
round down to 0 ho 59 minutes round up to 1 hour. For example, if a patient was
in a designated ICU be¥ for 19 hours and 20 minutes, round down the total hours in ICU to
19 hours.

This data element includes hours spent in Level 3 or > intensive care unit only.
e Adult Intensive Care Unit, Level 3

e Paediatric Intensive Care Unit

e Neonatal Intensive Care Unit, Level 3

This data element excludes hours spent in:

e Critical Care Units
e High Dependency Units
e Level 2 Nurseries

Days in a Level 2 Nursery must be reported as qualified newborn days.
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Types of Intensive Care Units

An ICU is a designated ward of the hospital that is especially staffed and equipped to
provide observation, care and treatment to patients with actual or potential life-threatening
illnesses, injuries or complications from which recovery is possible. The ICU provides
special expertise and facilities for the support of vital functions and utilises the skills of
medical, nursing and other staff trained and experienced in the management of these
problems.

There are five different types and levels of ICU: \ ’
1. Adult intensive care unit, Level 3 \(1/

2. Paediatric intensive care unit
3. Neonatal intensive care unit, Level 3 Q b‘

These intensive care units are defined accordi hre a| crlterla as follows:

a) The nature of the facility
b) The care process

c) The clinical standards and staﬁ@w @Q

Clinical standards and staffing reﬁents
An intensive care unit must gsubgtanti orm to the appropriate guidelines of the

Australian Council of Healt e Sta%
O NENZ)

Adult Intensive Care

Nature of fac:|I|Q\,1 evel It ICCI} be a separate and self-contained facility in
he h I cap providing complex, multi-system life support for

i nlte It must be a tertiary centre for patients in need of
% [ Ive cgre $€rvices and have extensive back up laboratory and
cal SY& facilities to support this tertiary referral role.

Care process A L} adult ICU must be capable of providing mechanical
extracorporeal renal support services and invasive
|ovascular monitoring for an indefinite period. These types of
service are illustrative of the nature of the care provided in a Level 3
adult intensive care unit but are not exhaustive of the possibilities.

Do not report hours in High Dependency Units (HDU) and Critical Care Units (CCU)
as Hours of ICU care.

Paediatric Intensive Care Unit

Nature of facility: A paediatric ICU must be a separate and self-contained facility in the
hospital capable of providing complex, multisystem life support for an
indefinite period. It must be a tertiary referral centre for children
needing intensive care services and have extensive back up
laboratory and clinical service facilities to support this tertiary role.
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Care process: A paediatric ICU must be capable of providing mechanical ventilation,
extracorporeal renal support services and invasive cardiovascular
monitoring for an indefinite period to infants and children less than 16
years of age. These types of service are illustrative of the nature of the
care provided in a paediatric intensive care unit but are not exhaustive
of the possibilities.

Neonatal Intensive Care Unit, Level 3

Nature of facility: A Level 3 neonatal ICU must be a separate and s If cofitained facility
in the hospital capable of providing complex tem life support
for an indefinite period.

Care process: A Level 3 neonatal ICU m capa%] prowdlng mechanical
ventilation and invasive oqévascuqu itoring. These types of
t

service are illustrative of ure%] care provided in a Level 3
neonatal ICU but are.n austiye e possibilities.

The hospitals in WA who have ne r this definition are King Edward

Memorial Hospital and Princess Ma Hos i

EXAMPLES &

Example 1: Admitted t 2/0 at 1300 hours. Discharged from ICU 12/04/2015
at 1720 JTot in ICU 4 hours and 20 minutes. Round down to 4
hour

ROnefted a@ Q(]/ 00004 |

Exampl dmitt ICU %07/2015 at 1315 hours. Discharged from ICU
19/07 at %hours. Total time in ICU = 98 hours and 45 minutes.

up rs.
Reported 00099

Example 3: Admitted to ICU 20/09/2015 at 2000 hours. Discharged from ICU
20/09/2015 at 2020 hours. Total time in ICU = 20 minutes. Round down to O
hours.

No hours reported. Field left | |
blank.

Example 4: Admitted to ICU 15/03/2015 at 0900 hours. Discharged from ICU
15/03/2015 at 1330 hours Total time in ICU = 4 hours and 30 minutes.

Round up to 5 hours.

Reported as | 00005 |
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INDIGENOUS STATUS

Data element name: Indigenous Status

System specific names: webPAS: Aboriginality

Definition: Whether a person identifies as being of Aboriginal and/or
Torres Strait Islander origin.

Collection requirement:  Mandatory

METeOR reference: 602543 &
Format: N (Numeric code) \Q '\b

Maximum length: 1 O®Q Q

Permitted values: 1 - Abori \but 0 es Strait Islander
rait Is r but not Aboriginal

2-T
3- boriginal and Torres Strait Islander
§ - Reither I¥nal nor Torres Strait Islander

GUIDE FOR USE

Australia. HistoN there flcant data quality issues with the collection of
this data ite asures of indigenous inpatient activity. Of note,
there Ioa j plied e Independent Hospital Pricing Authority (IHPA) to
account additic& sts @ument of Aboriginal and Torres Strait Islander patients.

Collection of |nd|g Qsta% tre Nportant in health data collections throughout
li

There are thr mporxéo this definition: descent, self-identification and community
acceptance. All threg shautd be satisfied for a person to be Aboriginal. However, it is not
possible to collect f of descent or community acceptance in the hospital setting. If a
person identifies himself or herself as Aboriginal, then assign the most appropriate code
(2-3).

The following question must be asked of ALL PATIENTS:
"Are you (or your family member) of Aboriginal or Torres Strait Islander origin?"

In circumstances where is it impossible to ask the patient directly, such as in the case of
death or lack of consciousness, the question should be asked of a close relative or friend if
available to do so.

If the Admission Clerk is unable to speak directly with the patient, the ward staff should ask
the patient the above question, or ask a close relative or friend if the patient is not able to
provide the information.
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VALUE DEFINITIONS

1 - Aboriginal but not Torres Strait Islander
An Aboriginal is a person of Aboriginal descent who identifies as an Australian Aboriginal.
2 - Torres Strait Islander but not Aboriginal

A Torres Strait Islander is a person of Torres Strait Island descent who identifies as Torres
Strait Islander. y

3 - Both Aboriginal and Torres Strait Islander \
A person who identifies as both an Australian Aborigipal gnd Tor&tran Islander.
4 — Neither Aboriginal nor Torres Strait Islanﬁ@\ '\
A person who does not identify as elther.ar&al iginal, Torres Strait Islander or
both. Generally, a person who |dent| QS category are considered "Non-
Indigenous”. Persons of other ethni uch casian, Afro-American, Polynesian,
Asian or Indian must be recorde Q eit riginal nor Torres Strait Islander
EXAMPLES

Q ethnicity was admitted. The patient is not an

Example 1: A patient ma
Aborigir@ orr6 it Iﬁnder.
(Neither Aboriginal nor Torres Strait
IWnous@ < (v Islander)

Example 2 A I Vi was transferred from Kununurra, and gave his place of
@ it. (Note: It is important to clarify whether the patient
S

na
both rltages recorded. If so, the following code assignment should
be maN

Indigenous Status (Aboriginal and Torres Strait Islander)

Example 3: If the patient does not wish to have both heritages recorded then assign the
heritage as provided by the patient (Aboriginal but not Torres Strait Islander).

Indigenous Status (Aboriginal not Torres Strait Islander)
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INFANT WEIGHT

Data element name: Infant Weight

System specific names: webPAS: Admission Weight

Definition: The first weight, in grams, of the live-born baby obtained
after birth, or the weight of the neonate or infant on the date
admitted if this is different from the date oKtl(

Collection requirement:  Conditional (required if < 1 year of ag@

N
‘Q\Q) nO

§

METeOR reference: Not applicable
Format: NNNN (Numen

Maximum length: 4 \\C)

Permitted values: OO 99
The weight of all p@ iessé@l yee’\f age must be reported to the HMDS, that is

either the:

GUIDE FOR USE

o First weli recordeé‘er bw(ﬂufg live born newborn during the hospital admission

for t eplsﬁ & th of stillborn babies is not reported to the HMDS)
OR

e The welght on bon (where the baby was born elsewhere or born during the
mother’s previou mlssmn to hospital).

e Infant weight should be recorded for all infants if they are less than 1 year of age. For
infant admission weights that are greater (>) than 9999 gms, please record as 9999
gms.

e For infants admitted as boarders, an infant weight does not need to be recorded.
Some systems may require a weight to be recorded, in which case it is permissible to
do so as per directives above.

EXAMPLES

Example 1: A 10-day old baby was readmitted for circumcision and his admission weight
was 4130 grams.

Infant Weight 4] 1][3] 0]
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Example 2: A premature baby six months old with a low birth weight was transferred to
another hospital to increase weight and condition, and on admission weighed

1820 grams.

Infant Weight 1 [8] 2] 0|

Example 3:  An eleven month old baby was admitted with RSV positive bronchiolitis with
an admission weight of 10,200 grams.

/
Infant Weight (9] 9 N\ 9 |

Y4 \
* It is imperative that infant weights 10,000 {r‘@or ar t»’a recorded as 9999
j ad\@ impacted.

grams. This will ensure that DRG assignmert%

88
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INSURANCE STATUS

Data element name: Insurance Status

System specific names: webPAS: Health fund

Definition: Indicates whether patient has hospital insurance.

Collection requirement:  Mandatory

METeOR reference: 647326 &
Format: N (Numeric code) \@ '\b

Maximum length: 1 Q

Permitted values: Yes ( |taI )
ospl urance)

GUIDE FOR USE

This data element mdmeﬁe@%aﬂent has hospital insurance, not their method of

payment for the epls e

If a patient doe o ave }ﬁal I e cover, they can still be admitted as a private
patient, but F ndln ‘Self-Funded’ and the Insurance Status must be

‘No’.

If a patient e@?&ea &%Source to be Private Health Insurance, the Insurance

Status must b

VALUE DEFINITIOI‘K

1 - Yes (Hospital Insurance)...

A patient is deemed to have hospital insurance if they have:

e Registered insurance - hospital insurance with a health insurance fund registered
under the National Health Act 1953 (Cth); or

e General insurance - hospital insurance with a general insurance company under a
guaranteed renewable policy providing benefits similar to those available under
registered insurance; or

¢ No hospital insurance or benefits coverage under the above.
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2 - No (No Hospital Insurance)
No hospital insurance includes patients who are not covered by any benefits as outlined
above.

A patient who has ancillary benefits only does not have hospital insurance. Ancillary
benefits do not cover admission to hospital as a private patient.

Patients who have taken out hospital insurance, but are not covered for a particular
procedure due to waiting period requirements of the health fund, are not considered to
have Hospital Insurance for that admission.

EXAMPLES (1/

Example 1: A patient was admitted to a public ho I as ggpr patient for treatment
and the Health Insurance Fund agc eS|ty for payment.
INSURED Cfb Q" T

Example 2: A patient is admitted t bI|c @I and their private insurance covers
ancillary benefits o

DOES NOTH ﬁ Hosg URANCE

Example 3: A pat@mtte@@ pulplic hospital and has no private insurance.
oT

@z INSURANCE
Exampleii > a;@ 0 a public hospital with private hospital insurance but
to b

% |tted as a public patient.

Example 5: An overseas student is admitted to a public hospital with private hospital
insurance as they have joined HBF to provide Health Insurance cover while
they are studying in Australia.

I

I

I

INSURED

I

Example 6: A prisoner is admitted to a public hospital from Casuarina prison.

NO HOSPITAL INSURANCE

I

Example 7: A person is admitted from New Zealand, and does not have any private
health insurance. However, New Zealand has a Reciprocal Health Care
Agreement with Australia.

NO HOSPITAL INSURANCE
90

I
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INTENDED LENGTH OF STAY

Data element name: Intended Length of Stay

System specific names: webPAS: Intended Stay (CAT VI)

Definition: The intention of the responsible medical practitioner at the
time of the patient's admission to hospital or at the time the
patient is placed on an elective surge waltlng list, to
discharge the patient either on the d admission or a
subsequent date, as represented by %

Collection requirement:  Mandatory \@ Q b‘

METeOR reference: 270399

Format: N (NumeerQ Q

Maximum length: 1
\ gten e@-day stay
@ Inteng®d overnight stay

GUIDE FOR USE QQ 6

Permitted values:

e Intended Ie stay d be%; ed on admission and should not be revised
regardle actu

o |nte ength o ay is not known on admission, the value for the
mtend ov r ayl ned

VALUE DEFIN

- Intended same-c%» stay

Applies to any patient where the doctor on admission decides that the hospital stay will be
for one day only. This means, the intention of the doctor at admission is to admit and
discharge the patient on the same date.

A complication may occur or a late theatre listing may mean a risk in discharging the
patient on the same day and the patient may actually need to stay in hospital overnight or
for a longer period. However, because the intention at admission was to admit and
discharge on the same day, the patient remains as an intended same day stay.

2 - Intended overnight stay

Applies to any patient where the doctor at admission decides that the hospital stay will be
overnight. The actual number of days the patient stays in hospital will not affect this
category.
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EXAMPLES

Example 1:

Example 2:

Example 3:

Example 4:

A patient was admitted to a day ward for uncomplicated cataract extraction,
which the medical practitioner indicated would take four hours and the
patient would be discharged later the same day.

Intended Length of Stay

A patient admitted for cataract extraction was intended for diggharge on the
same day. Patient developed respiratory failure afterf\urgery and was
transferred to ICU for five days. Final discharg nine days after
admission.

Intended Length of Stay & '\b

A patient admitted in lﬁ% ranor treatment of concussion was
discharged later that d [thoug was planned to admit the patient

overnight.

Intended Length ay @ -

A patien dm Q’o hospital for monitoring of a cardiac condition that
was ht to rnlght stay. On ECG, it was found to be a
ano nd th atl nt was discharged on the day of admission.

% ended hOf 2
%\»Q \\}%

T
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INTERPRETER SERVICE

Data element name: Interpreter Service

System specific names: webPAS: Interpreter

Definition: Whether an interpreter service is required by or for the

patient.
\‘1/
Format: N (Numeric codew\g '\bb‘

Collection requirement:  Mandatory

METeOR reference: 304294

Maximum length: 1 . Q

Permitted values:

GUIDE FOR USE

The use of an interprete ecessary for any language, including non-verbal
languages, used byt nt f@mumcaﬂon

This informati quwe the ﬁw ter services to establish the use of these
resources in th Ith s

This da shou& hav ue of (1) Yes if an official paid interpreter service
is used.

Family memb(gzr frien § rpretlng for the patient are not considered as providing an
interpreter service f urposes of completing this data item. However, if an interpreter
service is required for a patient’s relative because the patient cannot communicate for
some reason, this field should be completed on the patient’s admission. This may apply to
patients who are unconscious; or newborn babies and small children whose relatives are
not fluent in English and require an interpreter to communicate on the patient's behalf.

EXAMPLES

Example 1: A patient is admitted to hospital for treatment of a urinary tract infection and
cannot speak English. An official paid interpreter service is used to
communicate with the patient.

Interpreter Service

Example 2: A patient is admitted primary language is not English but the patient can
speak English. Interpreter is not required.
Interpreter Service
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LANGUAGE

Data element name: Language

System specific names: webPAS: Language

Definition: The language (including sign language) most preferred by
the person for communication.

Collection requirement:  Conditional (required if used interpreter k otherW|se)

METeOR reference: 659407 &
Format: NNNN (Numeric e@ b

Maximum length:

Permitted values: See @ge C

GUIDE FOR USE Q\
This data item should@ co@@éd if an official paid interpreter service is used.

Family membe ends j retln% e patient are not considered as providing an

interpreter se or the ses leting this data item.
The Ian% can m&&g Qg ge.
EXAMPLES

Example 1: An |nt >serwce was used for a patient who spoke Greek only.
Languag 12]2]0]1]

Example 2: A patient with Sensorineural Deafness using Sign language required an
interpreter from the Deaf Society.
Language 9 7]9]09]

Example 3: A patient’s family member (who is not an official paid interpreter) interpreted
for a patient who spoke only Croatian.
Language L[ 1]

Example 4: An Indonesian patient was admitted for cataract surgery but no interpreter
service was required as the patient spoke adequate English.
Language ]
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LEAVE DAYS (TOTAL)

Data element name: Leave Days (Total)

System specific names: webPAS: Derived

Definition: Sum of the length of leave (date returned from leave minus
date went on leave) for all periods within the hospital stay.

/
Collection requirement:  Conditional (required if leave taken; blan herW|se)
METeOR reference: 270251 &
Format: NNNN Q \b

Maximum length:

Permitted values: Day co ume@

GUIDE FOR USE é
Sum of the length of %(da rned from leave minus date went on leave) for all
periods within perig, admitt étent cse between a formal or statistical admission and

a formal or st% , chafagterised by only one care type. This will be the
same number of 8afys rec@ for INg purposes.

The foII rules the alc tlon of leave days:
e The day t@nt ave is counted as a leave day (as long as leave spans
overnight)

e The day the patl is on leave is counted as a leave day (as long as it is not on the
day of admission or separation and the leave spans overnight).

e The day the patient returns from leave is counted as a patient day (as long as it is not
on the day of separation).

e |If the patient is admitted and goes on leave on the same day, this is counted as a
patient day, not a leave day.

e If the patient returns from leave and then goes on leave again on the same day, this is
counted as a leave day (as long as the leave spans overnight).

e |If the patient returns from leave and is separated on the same day, the day should not
be counted as either a patient day or a leave day.

A leave day is counted if the patient is on leave from the hospital overnight.
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The maximum number of consecutive leave days allowable is 7 days. If a patient is on
leave for greater than 7 days, the patient should be discharged and readmitted on
returning from leave.

For involuntary mental health inpatients, the maximum consecutive leave days are 21.
Patients not returning after 21 days should be discharged and readmitted if they return
from leave.

For HITH patients, the days that the patient was not receiving care or treatment must be
reported as leave days. If scheduled care is cancelled or the patient |s not &t home when
HITH staff visit, a leave day must be reported for the patient. Note patients should
be receiving care and visited every second day. (See section g%the ARDT Policy

MP0058/17) Q) b‘

Patients not returning from leave Q\ '\b

Patients who are permitted leave with the i n o re@mg to resume care and do not

return from their leave, must be contac:t\j asc if they are returning to hospital. If
iscRarydg® The discharge date is recorded as

the patient does not return they mus@ [
the date the patient went on leave.

For Involuntary Mental Healt Etlentsw consult the Mental Health Act with regard
VO

to stipulations and condltlo dow luntary inpatients granted leave of absence.
There are occasions Qhe n leave will equal the length of stay resulting in a
length of stay cal n of ays. the patient would have spent some time in
hospital, perha vernj e H@wnl round up the day to a 1-day length of stay.
This is simila 6) t pprﬁ alculation of length of stay for same day patient
admission

EXAMPL

Example 1: ,@ﬁlent }s on overnight leave on the second day in hospital, returns to
hospit days, goes on overnight leave for one day, returns to hospital
for 1 day and is discharged the next day.

TOTALLEAVEDAYS | 0 | 0 | 2

Example 2: A patient goes on leave from 0900 hrs and returns that evening at 2000 hrs.
(This leave period should not be reported to HMDS, as the patient was not
on leave overnight.)

TOTALLEAVEDAYS | 0 | O | O

Example 3: A patient goes on leave on the evening of the 20th July and returns on the
22nd July. The patient has been on leave from the hospital for two nights.

TOTAL LEAVEDAYS | 0 | O | 2
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Example 4: A patient is transferred to HITH post-surgery and visited by HITH team
Tuesday to Friday with no visits scheduled over the weekend. The patient
was put on leave Saturday and Sunday, returned from leave Monday and
had their last visit that day. The patient was discharged from HITH on

Tuesday.

TOTALLEAVEDAYS | 0 | 0 | 2

Example 5: A patient is discharged with a Mode of Separation of Statistjeal Discharge
while on leave and leave days are blank.

TOTALLEAVEDAYS | 0 | O | O Y4 &
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LEAVE PERIODS (NUMBER OF)

Data element name: Leave Periods (number of)

System specific names: webPAS: Derived
Definition: Number of leave periods in a hospital stay (excluding same
day leave periods for admitted patients).

Collection requirement:  Conditional (required if any leave v'%{aken; blank

otherwise). Where leave periods exc , the
maximum reportable value/s 99. b‘

METeOR reference: 270058 b
Format: NN : \

Maximum length:

Permitted values: v& riod ¢ unS(Numerlc up to 99)

GUIDE FOR USE

Leave period is a t rom hospltal overnight, with medical approval for a
period no greate on ve days (excluding Involuntary psychiatric

inpatients).

This data @ent no &es i ount the Mental Health Act 2014 for psychiatric
mpatlen dlff |ates t od of consecutive leave allowable for Involuntary
inpatients. th Act 2014, an Involuntary patient is allowed a leave of
absence perl 1 co ive days.

If the period of leau\is greater than seven days (or 21 days for Involuntary psychiatric
inpatients) or the patient fails to return from leave, the patient is to be discharged. Please
refer to Transfers and Leave in the ARDT Policy Reference Manual.

There must be at least one overnight leave day on different occasions to report as
separate periods of leave (see example below).

If a patient is on leave for part of a day and was not on leave overnight this should not be
reported to HMDS as a Leave Day or a Leave Period.

If the leave period exceeds 7 days (or 21 days for Involuntary psychiatric inpatients) and
the patient does not return, the patient should be discharged and readmitted if or when
they return. The discharge date is recorded and backdated to the date the patient went on
leave.
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EXAMPLES

Example 1:

Example 2:

Example 3:

Example 4:

A patient was admitted to hospital on 1st January 2004 and discharged on
8th January 2004. The patient went on leave overnight from the 6th January
2004 to the 7th January 2004.

LEAVE PERIODS
LEAVE DAYS

0
0

’
A patient was admitted to hospital for 3 months and du the episode of

care the patient went on leave for two days on four W\k nd

)

‘ N \
A patient was admitted to@hl fo en days and went on leave for six
hours on one day.

LEAVE PERIODS
LEAVE DAYS

olo
/

LEAVE PERIODS

LEAVE DAYS

Patient spltal for 14 days and put on leave with the

|ntent| urn| con e treatment within 7 days. As the patient did
from I e du time they were contacted and advised they

not rnmﬂu atlent was discharged on the date they were
orded |ng

LEA

010
010
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MARITAL STATUS

Data element name: Marital Status

System specific names: webPAS: Marital Status (CAT M)

Definition: The marital status is a person's current relationship status
in terms of a couple relationship; or for those in a couple
relationship, the existence of a current #or previous
registered marriage.

Collection requirement:  Mandatory p

METeOR reference: 291045 \Q\Q

Format: N(Numeric‘c@ EQ

Maximum length: 1 Q\ &
Permitted values: 1 —v mam‘i
idowN®) r

(HMDEF:F«E§E cé$; (15;)
The cate®Qry SI\@ a \L%’[o registered unions and de facto relationships, including
same sex cou% 3\

Where a patient’'s rgaritabstatus has not been specified and the patient is a minor (16
years of age or Iess%esign “1-Never Married” as a default.

EXAMPLES

Example 1: An 18-year-old pregnant woman in a de facto relationship is admitted to have
her baby.

Marital Status

Example 2: Five-year-old child is admitted to hospital. Marital status is Never Married

Marital Status
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Delivering a Healthy WA ‘ . . . .


http://meteor.aihw.gov.au/content/index.phtml/itemId/291045

MEDICARE CARD NUMBER / MEDICARE PERSON NUMBER

Data element name: Medicare Card Number

System specific names: webPAS: Medicare Number

Definition: Person identifier that appears

on a Medicare card that is
allocated by Medicare
Australia to eligible persgns
under the Medicare sc

Medicare Card

mandatory. Q
NNN&@N
We: a valid current
; icdre Number issued by

Health Insurance

Collection requirement:

METeOR reference:

Format:

Maximum Ien{hlo
Permlté Q
N

O

Medicare Person Number

webPAS: N/A

The individug} person or
referencml:mber given to
each listed on the

rs
M d\?}/ Card. The
u is listed to the right
e Medicare Number.
\:onditional: The individual
person number is required
if the 10 digit Medicare
number is provided

Must be a valid current
Medicare Person Number
issued by the Health
Insurance Commission.

\‘ ommission.

GUIDE FOR USE \

The Medicare Card Number should be collected from the physical sighting of the Medicare
Card. Collecting full Medicare Card details involves recording both the Medicare Card
Number (10 digits) and the Medicare Person Number (1 digit).

Full Medicare Card details are used to define eligibility for specific services and not as a

patient identifier. As persons can be listed on more than

one Medicare Card, the full

Medicare number is not a unique identifier and should not be used for this purpose.
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The picture to the left shows a typical Medicare card and the various information on the
face of the card.

1. Medicare number: This is the 10 digit number
Foteare on top of the card

5
2 C:E!_B"E SbTBQ_D 2. Individual reference number: This is the 1 digit

HH MITH

ﬂEL EN gm TH number to the left of the person’s name
3 JAMES  SMITH
4 JESSICA SMITH

3. Valid to: Ensure the date is enteged agper your
”‘“’"‘ - Patient Administration Syster?ﬁuements

\
EXAMPLES bb‘

Example 1: Child X appears on two differe
their mother and father who
separate Medicare Card
Medicare Numbers.

icar held in the names of both
ivi : Each Medicare Card has a
er chus the child will have two valid

The card presente?p e pa%attending with the child is recorded for that
attendance. NBjgFoM th t is good practice to request the physical

sighting oft dicareXarrat each attendance.
Medicar, 6|/o/1]3]0o]o]o]o]0]oO]
Med| erso er N 2

oV \G’q,Q
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MENTAL HEALTH LEGAL STATUS

Data element name: Mental Health Legal Status (MHLS)

System specific names: webPAS: Mental Health Legal Status

Definition: Whether a person is treated on an involuntary basis under
the relevant state or territory mental health legislation, at
any time during an episode of admitted pat€nt during a

reporting period, as represented by a PL

Collection requirement:  Conditional (requwed@ mer@*&lth patient; blank

otherwise)
METeOR reference: 534063 Q

Format: N(Numer& €) §Q

Maximum length:

Permitted values: Involétw

: - Volu
GUIDE FOR USE Q
A MHLS sh repo @o who is treated on an involuntary or voluntary

basis und? Mental th Act 2 l Z, at any time during an episode of admitted patient

care.

MHLS item |s%ured |t r trends in the use of compulsory treatment provisions
under State an errlto ental health legislation by Western Australian hospitals and
community health c faC|I|t|es.

If a patient is admitted for psychiatric examination and thereafter deemed not requiring
admission, the Mental Health Act 2014 considers the legal status of this patient as
‘detained’. Until such times as there is a means to collect a legal status of ‘detained’ in all
patient management systems, the only reportable legal status options remain as Voluntary
or Involuntary. Therefore, if these patients are admitted, a Mental Health Legal Status of
voluntary is required for reporting purposes.

Multiple MHLS within an Episode of Care

The mental health legal status of admitted patients treated within approved hospitals may
change many times throughout the episode of care. Patients may be:

e Admitted to hospital as involuntary and subsequently changed to voluntary; or

e Admitted as voluntary but transferred to involuntary during the hospital stay.
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Where this occurs, the involuntary status overrules and the hospital should report the
MHLS as involuntary to HMDC.

VALID VALUES
1 - Involuntary

If a person is not willing to provide consent or is unable to give consent for treatment, and
in the opinion of those with the authority to do so (as set out in the Mental Health Act 2014)
they can be admitted or treated as an involuntary patient in an authorised/hospital, they
are defined as an involuntary patient.

Use this category if the patient is deemed involuntary fogall or p t\i e episode of care.

The care of involuntary patients can only be proy, dQn an d psychiatric facility.
Authorised hospitals can receive, assess, mvoluntary patients for
psychiatric treatment. @

2 - Voluntary \C)

Patients who require mental asses and/%ment can receive care in any health
or mental health facility if they lin mro ide their consent for treatment. These

patients are defined as vqunt ent

EXAMPLES
Example 1: A patl ;adm o] F antle Hospital on an involuntary basis for five
tment cute hrenla After the fifth day, he then agreed to

in a@ ry patient for extensive treatment. Reported to
@/IDS aséu nta

ho
u
i INV@AR a§TlENT

Example 2: ,&ient |s§ktted voluntarily to Abbotsford Private Hospital for treatment

of sevq‘{d ression.

VOLUNTARY PATIENT

Example 3: A patient is admitted to Bentley Hospital as a Voluntary patient but decides,
after five days, to sign a Discharge Against Advice form, and leave the
hospital. Medical staff decide that this is not in the patient's best interest and
have an Legal Order Form signed declaring that the patient be admitted and
treated as an Involuntary Patient.

INVOLUNTARY PATIENT

Example 4: A patient on a Community Treatment Order is admitted to a surgical ward in
the hospital with acute appendicitis.

DO NOT RECORD THE MENTAL HEALTH LEGAL
STATUS
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MODE OF SEPARATION

Data element name: Mode of Separation

System specific names: webPAS: Discharge Destination (CAT DD)

Definition: Status at separation of person (discharge/transfer/death)
and place to which person is released (where applicable).
’
Collection requirement:  Mandatory \

METeOR reference: 270094 V4 b‘
Format: NN (Numeric codgb\g b
/tra@ an acute hospital
rge/trgnsMer to a residential aged care service
e w%ifer to a psychiatric hospital
fer to other health care accommodation
ischarge Type Change
Inst medical advice/discharge at own risk

{ argwm Leave
L@jth r e
GUIDE@QE %) (1/
See Admitted%\b?s@ﬁ lists in Part B: HMDS Reference Documents for

Maximum length: 2 . 0® Q Q

Permitted values: 1 - Dis

corresponding e of tion values.
VALUE DEFINITIO
1 - Discharge/transfer to (an) other acute hospital

Refers to the separation of a patient to another acute care facility. This includes
designated psychiatric units that are part of an acute hospital (e.g. Alma Street Centre,
Bentley Lodge, Osborne Lodge, etc.)

2 - Dischargel/transfer to a residential aged care service

Refers to the relocation of a patient at separation to a recognised Residential Aged Care
Service (nursing home or aged care hostel).
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3 - Dischargel/transfer to (an) other psychiatric hospital

Refers to the relocation of a patient at separation to a hospital providing only psychiatric
services (e.g. Graylands Hospital, Selby Authorised Lodge, Perth Clinic and Abbotsford
Private Hospital).

4 - Dischargel/transfer to other health care accommodation

Refers to a separation to health care accommodation other than an aged care hostel,
nursing home or hospital. This includes hostels providing non-acute care/to psychiatric
patients. Includes mothercraft hospitals.

5 - Statistical discharge type change \(1/

Refers to a statistical discharge in which the patj ar hanges For example, a

patient classified as a boarder falls ill while in ital nges from a Boarder to an
Admitted Client Status patient. The Care Ty o alter m Boarder to Acute Care. The
Discharged To is then recorded as (09 Ias this hospital for the episode where

the Client Status changes. Q §
6 - Left against medical advic 'Qarge risk

Refers to patients taking t wn d| Q gainst medical advice, or without advising
staff of their intentions (. condm

7 - Discharge from @

Refers to a pat ho | @)we hospital, and chooses not to return or does
not return fo@me oth son.

8- Dece

Refers to the @ of th%@nt as recorded by a doctor, and hence their discharge.
9 - Other/Home '\

Includes institutions such as prisons, detention centres, non-health care hostels,
psychiatric outpatient facilities and group homes providing primarily welfare services,
orphanages and refuge accommodation.

This is also used to record the Mode of Separation for a contracting/funding case at the
funding hospital where the discharge establishment is (0999) Funding Hospital.

Discharge Home refers to the formal separation of the patient from hospital to the patient's
place of usual residence (e.g. friend or family home), unless the place of usual residence
is a nursing home or hostel.
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EXAMPLES

Example 1: A patient was discharged home.

MODE OF SEPARATION |OTHER/HOME 9
DISCHARGED TO HOME 0900
Example 2: A patient was transferred to St. John of God Hospital in Subiaco.
/
MODE OF SEPARATION |[TRANSFER TO ACUTE HORNL 1
DISCHARGED TO ST JOHN OF GOp, SUBIAQO[/ 0616
Example 3: A patient was reclassified from bo \lo ad bpatlent
MODE OF SEPARATION |ST/ IC}!I;TM CHANGE 5
DISCHARGED TO Q@LASS@(D THIS HOSPITAL 0944
A
Example 4: A patient died d{ﬂ&th S a@n to hospital.
MODE OF S ATIO CEASED 8
DISCHA ECEASED 0912

Example 5: A |n I disability who was discharged to Brighton
@stel B n Ho not the patient’s usual place of residence.
SE

OTHER HEALTH CARE

STION ACCOMMODATION

BRIGHTON HOSTEL

0989

'\
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MOTHER'S IDENTIFIER - UNIT MEDICAL RECORD NUMBER

Data element name: Mother’s Identifier or Mother’s Unit Medical Record Number

System specific names: webPAS: Link MR

Definition: The Client Identifier or Unit Medical Number of the patient’s
mother.

. L 4
Collection requirement:  Conditional (required if newborn; blank otldgrwise)

METeOR reference: Related to 290046 &
Format: Alphanumeric \Q b

Maximum length: 10 \O
Permitted values: Alphan o cor@gn up to 10 characters
\

GUIDE FOR USE

The Mother’s Identifie r URN as described under the data element Client
Identifier.

The field is to Wlecteﬁ for dm|SS|on and is added to the baby’s record. It

does not r. q@ compl@ in an cwcumstance.
dé

This fiel onIy C ted baby s birth admission details to provide a link between
mother and r|n Wtk episode. It should not be entered for any subsequent
admissions of t aby

EXAMPLES

Example 1: Newborn baby admitted onto the patient administration system after a normal
delivery

Baby’s UMRN C7271864 is entered as:

[Clientidentifier [ C | 7 | 2 [ 7] 1] 8] 6] 4] | |

Mother’s Identifier UMRN B2059564 is entered as:

[Clientidentifier | B | 2 [ 0] 5] 951614 [ |
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POSTCODE OF ADDRESS

Data element name: Postcode

System specific names: webPAS: Postcode

Definition: The numeric descriptor for a postal delivery area, aligned
with locality, suburb or place for the address of a party
(person or organisation), as defined by Al.}s{alia Post.

METeOR reference: 611398 bb‘

N

Format: NNNNNN Q

Maximum length: 6 §

Permitted values: QDost stafcodes
GUIDE FOR USE S:

A postcode Ilst IS Qame &w entries that are valid on the current list of

Collection requirement:  Mandatory

postcodes fro lia P Post (http://www.auspost.com.au/) for current
listings.

Where %dgz@é unknow here is no fixed permanent address, the following
postcodes Sho |ng on the patient’s State/Territory of residence:
Postcode State/Territory Code |State/Territory Description
0899 UNK N 7 Northern Territory

2999 UNKNOWN 1 New South Wales

2999 UNKNOWN (ACT) 8 ACT

3999 UNKNOWN 2 Victoria

4999 UNKNOWN 3 Queensland

5999 UNKNOWN 4 South Australia

6999 UNKNOWN 5 Western Australia

7999 UNKNOWN 6 Tasmania

9999 UNKNOWN 0 Not Applicable

When both the address and State/Territory are unknown you should assign the 9999
Postcode with a State/Territory value of (0) Not Applicable.
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When the patient has no fixed permanent address (NFPA) (e.g. no permanent address)
but the State/Territory they live in is known, enter NFPA in the Residential Address field
then select the State/Territory and Postcode combination as listed in the table above. If
the patient temporarily resides in a known suburb, then record the NFPA in the Residential
Address field and then the suburb and correct corresponding postcode. DO NOT record
the suburb and postcode of the hospital.

If the patient advises they have no fixed permanent address and provide no temporary
suburb or postcode details, but they reside in Western Australia, please record as follows:

Residential Address NFPA \
Suburb NFPA (1/
Postcode (for W.A.) 6 9 | ¢ |9 &
State/Territory 5 “~

\O)
recort%in the Suburb field and the
ust as stated in Part B: HMDS 2018

sting
%e usual place of residence recorded.

Overseas visitors should have their Co
postcode recorded as 8888. The co
Reference Documents - Overseas Sub

Interstate visitors should have th?~

The postcodes for Australla Te rltore s per Australia Post. Only relevant post
codes as listed by Austral ost wi accepted. DO NOT submit Post Office box
postcodes with resu@addé @ as these will be placed into edit for correction.

EXAMPLES

Example 1: QMent ad @(}Flona Stanley Hospital via the emergency
part

an uhcppscious state. The patient after initial treatment was

transf: u\ganother hospital and their address details remained

Subur UNKNOWN
Postc 6 9 | 9 |9
State/Territory 5

Example 2: A patient from Japan was admitted to hospital.

Suburb JAPAN
Postcode 8| 8/ 8] 8
State/Territory 0

Example 3: A patient was admitted to hospital and indicated she had no fixed permanent
address but was temporarily living in Broome W.A.

Residential Address NFPA
Suburb BROOME
Postcode 6 | 7] 2] 5
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State/Territory | 5 | |

Example 4: A patient from Chiswick NSW was admitted to RPH.

Suburb CHISWICK
Postcode 2] o] 6] 9
State/Territory 1

’
Example 5: A patient is admitted from Christmas Island, Western AusNa

Suburb CHRISTMAS IS AND &

Postcode 6 | 71,9 | 84
State/Territory 5 \4
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READMISSION STATUS

Data element name: Readmission Status

System specific names: webPAS: Readmission Status (CAT KO)

Definition: Indicates whether the patient's readmission to hospital for
the same illness or injury within 28 days was deemed
planned or unplanned. 4

Collection requirement:  Conditional (required if readmitted \28 days with
related condition; blank othQrW|se) b‘

METeOR reference: Not applicable b

Format: N (Numeric cod Q
Maximum length: 1 \\O
Permitted values: Re §smn
Ianqéx admission
GUIDE FOR USE Q
tandards (ACHS) key performance indicator

This Australlan\ngcn of&th r \
measures th er of th @ eadmitted to the same hospital within 28 days
| or which they were treated.

relating t ;ﬁ ewous s or
The data | e nIy “Afled if a patient is readmitted to the same establishment
dmission and one of the following is true:

within 28 day e preqb
e A patient is adrnh%d or further treatment of the same condition for which the patient
was previously hospitalised; or

e A patient is admitted for treatment of a condition related to the one for which the patient
was previously hospitalised; or

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

Day stay patients are included in this indicator if they meet the above criteria.

It is the medical practitioner who is responsible for determining whether re-admissions are
unexpected, and therefore unplanned.

This field should not be filled in if the patient is readmitted to the same hospital within 28
days for a condition unrelated to the previous condition treated.
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This code is collected on the second admission.

VALUE DEFINITIONS
1 - Planned Readmission

A planned readmission is when the patient is readmitted at either a specified or
unspecified time following discharge, and on the advice of the treating medical officer.
This may include staged procedures or ongoing treatment such as recurring cases of
chemotherapy and dialysis. y

, \%
Unplanned readmission is an unexpected admisg®n of b&t within 28 days of

2 - Unplanned Readmission

discharge to the same establishment. There is ntio e treating medical officer
to readmit for treatment of the same or related2 i issi

Q previous admission

Patients with progressive or chronic co @ ma urn to the hospital within 28 days of

discharge. Although these admissio not ned, they are not unexpected and
ne

therefore should not be classified aﬁ n issions.
A patient may be scheduled to ayend t@ health service on one day for more than
one booked procedure (for.&amplesa procedure on the same day as scheduled
dialysis) however, only Q |tted de is to be reported.
EXAMPLES
Example 1: A nt W, hospital with a wound infection, following
@ewous ry pe twenty seven days ago.
Read [ 2 ] (Unplanned

readmission)

Example 2: Patien h advanced metastatic carcinoma readmitted for vomiting following
chemotherapy the previous week.

Readmission Status (Unplanned
readmission)

Example 3: Patient with a long history of chronic back pain readmitted within 28 days.
The admission was not planned but it was also not unexpected.

Readmission Status [ ] (Do not code)

Example 4: A young patient with a cleft palate, requiring stage 2 of their surgery, who is
admitted for the second stage 15 days after their first surgery.

Readmission Status 1 (Planned readmission)
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RESIDENTIAL ADDRESS

Data element name: Residential Address

System specific names: webPAS: Address

Definition: The address provided for the patient's place of usual
residence.

Collection requirement:  Mandatory
METeOR reference: Not applicable &
Format: Alphanumeric \Q '\b

Maximum length:

Permitted values: Not ap Ie @

GUIDE FOR USE
RN

The house number, s me reet type should be on the first of two address lines
to be sent. Suburb | ona er line.
Estate names rMot be@red ||@(ldburb field.
Suburb Iy not ab V|ated unless otherwise specified by Australia Post

(http: //au ost coms

The HMDS va S the rbs and postcodes against the list provided by Australia Post
(http://auspost.com.gu/). ¥is strongly recommended that all reporting establishments and
information system providers update their look-up tables according to the latest version of
the Australia Post postcode/suburb list.

Non-residential addresses for accounts or billing purposes (e.g. PO Boxes) are not
acceptable as residential addresses. Every effort should be made to collect the
patient’s actual residential address. Under Activity Based Funding arrangements, the
patient physical address may play an important role in funding calculations.
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Overseas Patients

If the patient is an overseas visitor, their permanent residential address overseas should
be recorded, not their local temporary address. The country of residence should be
entered into the suburb line for overseas residential addresses. In these cases, suburbs
are not required. Please note overseas residential addresses should have the postcode of
8888. Please see Overseas Suburbs listings in Part B: HMDS Reference Documents.

Interstate Patients

’
If the patient is an interstate visitor, their permanent interstate residerh\laddress should

be recorded. \(1/
Seamen b‘

A seaman who is a citizen of another countr \ s/her permanent residential
address recorded. However if this is unkno e add of the shipping company that
*

employs him is acceptable. \\

Patients with no fixed permanent @

If a patient has no fixed permane addr ﬁ&lng NFPA in the address field can indicate
this. No Fixed Permanent ress ( %‘n ans a person does not have an address in
a State of Australia or ottj untry '@ Postcode of Address section).

In these circumstan |taI stro ly encouraged to report ‘NFPA’ (instead of ‘No
fixed address varlan the s field, to reduce the chance of typos. If the
hospital needs Mclud élafnation to assist with locating the patient, this
should fol term ‘

line. e.

Correct ¢ ture
who do not hﬁ

allow consist alysis

|t|on f
', i.ef should always appear at the start of the address
BEACH/LCARAVAN PARK; NFPA MURRAY STREET MALL.
nformasiqn is important for analysis of inpatient activity for patients

ofne. Entering NFPA at the start of address information will
% Is information in instances where a real suburb is reported.

Unknown residential &ddress

If a patient presents to a hospital in Western Australia and they are unconscious or is a
disaster patient (an acknowledged disaster situation), then the following should be
recorded. Please do not use Unknown if the patient or next of kin / family can provide
residential address information.

Patients subsidised by International Health Care Funds

These patients should have their permanent residential address recorded, and not the
address of the fund. Please refer to the correct Country name to use in the suburb field in
Part B: HMDS 2018 Reference Documents — Overseas Suburbs.

Prisoners

Prisoners have as their residential address, the prison address, not their home address.
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Residential Aged Care Patients

Patients whose usual place of residence is a Residential Aged Care Service (e.g. nursing
home or aged care hostel) should have the nursing home or hostel's address as their

residential address.

EXAMPLES

Example 1: The patients address is 8 Fourth Avenue, Mount Lawley, Western Australia

Residential Address

8 Fourth Avenue »

Suburb

MOUNT LAWLEY

Example 2: A patient with no fixed permanent addr

an(:@@blent of Australia

Residential Address  |[INFPA
Suburb UNKNO
N
Example 3: An overseas visitor wh rma dress is 14 Apian Way, Roma, Italy
Residential Addres ™M Api ay, Roma
Suburb I]'A

Example 4: A mercl@ma& !g if residential address is unknown)

on
hipping Line
?\MANTLE

at L\g‘ina Prison

Resfdential

€SS

Casuarina Prison

~

CASUARINA

SuburiN,
N\

Example 6: A resident of Kingsley Nursing Home

Residential Address

Kingsley Nursing Home, 41 Renegade Way

Suburb

EDEN HILL
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SEPARATION DATE

Data element name: Separation Date

System specific names: webPAS: Separation Date

Definition: The date on which an admitted patient completes an
episode of care. The patient can be formally or statistically
discharged from hospital. If a patient dies in#hospital, the
separation date is the date of death. K

Collection requirement:  Mandatory &

METeOR reference: 270025 \Q

Format: DDMMYYYY

Maximum length: 8 2
Permitted values: Davgn%%

GUIDE FOR USE Q@ 6@

Enter the full d parat] cludi %mg zeros where necessary.
If an ad atlent %n Iea does not return after 7 days the patient is then
formally{& 7th d the preceding days are counted as leave days.

Formal Sepa lech@

A formal separatlortdlsbrge is an administrative process that ceases a record of the
patient's treatment a ccommodation within a hospital.

The Separation Date for a formal separation/discharge will be the date the hospital
completed treatment and accommodation of the patient.

Statistical Separation/Discharge

A statistical separation/discharge is an administrative process that occurs within an
episode of care and captures the end date the patient received a particular type of care
(Care Type).

The Separation Date for a statistical admission will be the date the patient completed a
particular Care Type.
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EXAMPLES

Example 1: A patient was discharged from hospital on 1% July 2017.

Separation Date o|1,0| 7|2 |01

Example 2: A patient was transferred from hospital on 20" February 2017

Separation Date 2100220212

77

‘l/'\

Example 3: A patient died on 23" March 2017. Y4 \
NG
Separation Date 2 3@ 3 0|1
> _Q°
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SEPARATION TIME

Data element name: Separation Time

System specific names: webPAS: Separation Time

Definition: Separation time is the time at which the admitted patient
completes an episode of care.

Collection requirement:  Mandatory

METeOR reference: 682919 &
Format: HHMM Q \b

Maximum length:

Permitted values: Time ( r|c) @

GUIDE FOR USE
> >

The Separation Time uire @ientlfy the time of completion of the care type or
hospital stay. It ma or rmal ;Qd statistical discharges from hospital.
Separation Time€Zg#dst be red |@€Lur clock.

Where tisd ed durln e admission or is transferred to another health unit,
the Sep ion T| ou d\ ct the actual time the patient died or the actual time the
patient was tr

EXAMPLES
'\

Example 1: A patient was transferred to another hospital at 2 pm.

Separation Time | 1] 4| o | 0 |

Example 2: A patient died at midnight.

Separation Time l o] o] o] o |

Example 3: A patient was discharged at 9.15am.

Separation Time l o] 9] 1] 5 |
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SEX

Data element name: Sex

System specific names: webPAS: Gender

Definition: Sex is the biological distinction between male and female.

'\/
, b?q’
Format: N (Numeric) \Q\Q '\b

> _.Q

Maximum length: 1 O
WL

1- Maed

3%%@%,@

GUIDE FOR USE g@
The term ‘Sex’ is a @i al co@pt tha'ﬁ;scribes, in part, a person’s physical features,
including genitalia, er si@ rep ctive anatomy, chromosomes, hormones and

Collection requirement:  Mandatory

METeOR reference: 635126

Permitted values:

secondary physi eatur, ergi puberty.

‘Gende&oci ept hz(allescribes the way in which a person identifies or
expressesstheir ine inine traits and the way they are recognised within a
community. @’s e%i ntity may not always be exclusively male or female and
may not always rrespc% ith their sex assigned at birth.

The NHDD advises tha the correct terminology for this data element is Sex.

Information collection for trans or gender diverse people should be treated in the same
manner. To avoid problems with edits, transsexuals undergoing a sex change operation
should have their current (biological) sex at time of hospital admission recorded as the Sex
for that admission episode.

Intersex (also referred to as indeterminate) refers to a person born with genetic, hormonal
or physical sex characteristics that are not typically male or female. Intersex people have
a diversity of bodies and identities. For some intersex people these traits are apparent at
birth while for others they become apparent or emerge later in life, often at puberty. This
includes  babies diagnosed with  gynandrous, hermaphroditism, ovotestis,
pseudohermaphroditism (male) (female), and pure gonadal dysgenesis. These persons
may have either male and female sex organs or structural aberrations of the sex
chromosomes.
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EXAMPLES

Example 1: A female patient admitted to hospital.

Sex 2 Female

Example 2: A patient was admitted to hospital that had previously undergone a sex
change operation from male to female.
’

Sex 2 Female \
s\

Example 3: A patient was admitted to hospital t ndergli ex reassignment from
male to female and reassignment4 yet c

LSRN
B\
Example 4: An examination of a n@ Kw to determine the sex

Sex \%N@ﬂ inate
S &
o) QG N

'_\

Sex
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SOURCE OF REFERRAL - LOCATION

Data element name: Source of Referral - Location

System specific names: webPAS: Admission Source (CAT S)

Definition: The type of establishment (physical accommodation) from
which the patient has been referred or transferred for
admission to hospital.

Collection requirement:  Mandatory \(l/

METeOR reference: Not applicable

o o
Format: NN (Numeric coey\ '\b
Maximum length: 2 \\C) ;Q

Permitted values: 1-
2 - nt| ed Care Service
h

er H are Accommodation

% Acute™Nospital
ric Hospltal

v%@

GUIDE F
Each establishme &Q L)%ne source of referral location that is valid for that
establlshmen% C\

The Source of Refergal-L tlon is linked to the list of establishments. Every establishment
has a valid Source Referral-Location code (SORL). See Part B HMDS Reference
Documents.

VALUE DEFINITIONS
1-Home

Refers to the patient’'s place of usual residential accommodation but does not include
institutional care in acute or psychiatric hospitals or prisons.

From 1 July 2003, if a patient is a permanent resident of a Residential Aged Care Service
or Other Health Care Accommodation (e.g. nursing home or hostel) which is considered
their usual place of residence, the appropriate admitting establishment should be entered
in the Admitted From field, and the Source of Referral-Location entered as Residential
Aged Care Service or Other Health Care Accommodation, as appropriate.
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2 - Residential Aged Care Service

Refers to establishments that provide long-term care and residential facilities primarily to
aged people but also to chronically ill, frail, disabled or senile persons. They must be
approved by the Commonwealth Department of Health and Ageing and/or licensed by the
State, or controlled by government departments. Includes nursing homes (high-care) and
aged care hostels (low-care).

3 - Other Health Care Accommodation

’
Refers to residential health care services that provide board, Iodginj accommodation

and minimal supervision for the distressed or disabled who cann independently but
do not need nursing care in a hospital or nursing home? Excludgs d care hostels but
include psychiatric residential facilities and hoste\@ peop@ﬁ disabilities who don't
need regular nursing care.

4 - Acute Hospital 0@ Q

Refers to acute care establishments

rowd least, minimal medical, surgical or
obstetric services for inpatient tr. nt an bulatory care, and comprehensive
gualified nursing service as w ther%fessional health services. They must be
licensed by the State or contr I y 90\?@1 t departments.

The Commonwealth ap acut establlshments for the purposes of basic table
health insurance ben

Acute care estﬂls/ nts m& (1/

e Freest n@ day ry c providing investigation and treatment of acute
% na ai hospices for palliative care treatment.
iatric

o Desgnate@ hat are part of an acute hospital, including psychiatric
lodges, Al treetﬁ e and Mills Street Centre and other designated psychiatric

units within acutN

5 - Psychiatric Hospital

Psychiatric Hospitals are stand-alone establishments devoted primarily to the inpatient
treatment and care of patients with psychiatric, mental or behavioural disorders. State
health authorities license these establishments. The psychiatric hospitals in Western
Australia are:

Graylands Hospital

Selby Authorised Lodge

Perth Clinic

The Marian Centre

Abbotsford Private Hospital

State Forensic Mental Health Service
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6 - Prison

Prisons are residential institutions in which people are accommodated following punitive
sentencing for a criminal offence or awaiting trial for a criminal offence. The State
Department of Justice administers prisons.

7 - Other
Includes any physical location not defined above.

EXAMPLES

place of residence. Source of Referral-Lggation i ential Aged Care

Service. \®
Source of Referral-Location '\

Admitted From \. 4

Example 2: A patient was admltt ﬁv Prison. Source of Referral-Location

is prison.
Source of Re@#Loc 6 : 6
Admitted F%

Example 3: A bor @ hospltal was admitted. Source of Referral-
catlon be

s Sou Q%ocatlon 1
Se\ 0|9 100

Example 4: A patiem/as transferred from Bunbury Hospital. Source of Referral-Location
should be Acute Hospital.

Example 1: A patient was admitted from St. Georges Nursing Ho @ h is their usual

Source of Referral-Location 4
Admitted From 0|2 |08

Example 5: A patient was statistically readmitted. Source of Referral-Location should be
Acute Hospital.

Source of Referral-Location 4
Admitted From 0|94 4
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SOURCE OF REFERRAL - PROFESSIONAL

Data element name: Source of Referral - Professional

System specific names: webPAS: Referred by (CAT SH)

Definition: The appropriate health professional/medical practitioner
who directly refers the patient to hospital for admission.

(1/
=
NO

Maximum length: 2 Q

Collection requirement:  Mandatory

METeOR reference: Not applicable

Format: NN (Numeric codgb\g

Permitted values: 1 Ge ract

I| tm practitioner
%ﬂ d%a;lrtment medical practitioner
artment medical practitioner
é Hos medical practitioner (re-admission)

|ty health medical practitioner

|cakm|55|on/type change
GUIDE F Q
The cod SS|gn I practitioners who fall into two or more categories will
depend on w ref s made from. For example, if the referral came from a
specialist Wor in an atients department, the value for Outpatients Department

Medical Practitioner N)u be assigned.

VALUE DEFINITIONS

1 - General practitioner

The primary medical care officer working in general practice.
2 - Specialist medical practitioner

The medical officer whose principal area of clinical practice is one special area of
medicine.
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3 - Outpatient department medical practitioner

The medical officer who referred the patient to hospital from an outpatient clinic within a
hospital.

4 - Emergency department medical practitioner

The medical officer who referred the patient to hospital from an emergency department at
another hospital OR the patient was not referred to hospital by a health professional and
the emergency department medical practitioner made the decision to admit tge patient.

5 - Hospital medical practitioner (re-admission) (1/

v 4
The medical officer who decided to re-admit the patjest follow evious admission for
a second stage procedure or recurring care such \@

al dK
6 - Community health medical practitiom@ Q
Hy

*
he§Qﬁrea such as the Aboriginal Medical

The medical officer practicing in a co
Service or Royal Flying Doctor Servigg!

7 - Statistical admission/type c?ﬂ'g

Refers to those patien:s;@@ge epi@a ;f care changes during a hospital admission
of ¢

creating an additional e

8 - Other

o @ AN
Includes refe6M o&(&fes '@qﬁ)t listed above.

EXAM

Example 1: %t @ﬁd to hospital and admitted by the general practitioner.

Sourceh\of Réterral-Professional 1

Example 2: A patient was referred to the hospital by an emergency department medical
practitioner at another hospital.
Source of Referral-Professional 4

Example 3: A patient was taken to hospital by ambulance following an accident and the
emergency department medical practitioner decided to admit the patient.

Source of Referral-Professional 4

Example 4: The care type for a patient undergoing treatment for a fractured hip changes
from acute to rehabilitation. Source of Referral-Professional should be
Statistical admission/type change.
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Source of Referral-Professional 7

Example 5: Dr Jones, who is a cardiologist in a hospital Outpatients Department, admits
a patient for cardiac catheterisation.

Source of Referral-Professional 3

Example 6: Dr Smith (General Practitioner) referred a patient to the Fremantle Hospital
Emergency Department for further investigation and management. The
Emergency Department medical practitioner at Fremantig Hospital decided
the patient required admission for treatment of his emmv a.

Source of Referral-Professional @ 7
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SOURCE OF REFERRAL - TRANSPORT

Data element name: Source of Referral - Transport

System specific names: webPAS: Mode of Transport (CAT SI)

Definition: The type of transport a patient uses to go to hospital prior to
admission.

Collection requirement:  Mandatory
METeOR reference: Not applicable &

Format: NN (Numeric codgb\g '\
Maximum length: 2 0% Q

Permitted values: 1 Pr|v I|c rt
o@a ransp
ance&?ergency
yal F@ ctor Service
é Helicgpger {evacuation)

GUIDE FOR U§/O %4) (1:\
This field  pgowdes vit ?ma(a& regard to Ambulance and Royal Flying Doctor

Serwce

If a patlent is rted b \&al Flying Doctor Service to an airport and then taken to
hospital by a ance oyal Flying Doctor Service should be coded as it takes
priority over other fo ransport

VALUE DEFINITIONS
1 - Private/public transport

Refers to any vehicle such as a car, bus or taxi used by the patient to go to hospital. Also
includes patients who walk to the hospital for care.

2 - Hospital transport

Refers to booked hospital transport. Includes booking an ambulance or other hospital
vehicles to transfer patients between hospitals or from a nursing home or other health
establishment to hospital. Voluntary transport service that is booked from a hospital to
transport patients from home to the hospital is also included.
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3 - Ambulance - emergency

Refers to unbooked ambulance transport. This includes ambulance transport from
accidents or for treatment of serious sudden disorders. The Western Australian Neonatal
Transfer Service (Flying Squad) is included in this category.

4 - Royal Flying Doctor Service

4
Refers to direct transport to hospital by the Royal Flying Doctor Sgwice and includes
transfers between hospital and other health establishments. \(1/

/
5 - Helicopter (evacuation) @ b‘
Refers to direct admission to hospital by helic@ak fntb@

6 - Other 0\0

Refers to transport methods such \ice (@gther means not covered under the
categories above.
EXAMPLES \ E \&

Example 1: A patient t d to al from a nursing home by ambulance that was
previou% ke% rce of Referral-Transport should be Hospital

transy@ @
6M of&(@l-}ri/@(](

Example § %@Qvac Qto Royal Perth Hospital by emergency helicopter.
S R -

ce of

al-Transport

Example 3: Royal Flying Doctor Service evacuated a patient from Broome to Derby
airport. He was then transferred from the airport to Derby Regional Hospital
by ambulance.

Source of Referral-Transport

Example 4: A patient, injured in a road traffic accident, transported to Sir Charles
Gairdner Hospital by ambulance.

Source of Referral-Transport

Example 5: A patient travelled to hospital by taxi. Source of Referral-Transport should be
Private/public transport.

Source of Referral-Transport \I'
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Example 6: A patient travelled to hospital by commercial airline and then taxi.

Source of Referral-Transport

Example 7: A newborn transported from Armadale Hospital to King Edward Memorial
Hospital by the Western Australian Neonatal Transfer Sgrvice (Flying
Squad). Source of Referral-Transport should be Ambulan&\emergency.

Source of Referral-Transport
e
P
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SPECIALTY OF CLINICIAN ON ADMISSION

Data element name: Specialty of Clinician on Admission

System specific names: webPAS: Unit (CAT DT)

Definition: The area of clinical expertise held by the admitting medical
practitioner.

’
Collection requirement:  Mandatory (1/\

METeOR reference: Not applicable

Format: NNN (Numeric coﬁ@

Maximum length: 3 \\C)

Permitted values: See | Pr %er Specialty Codes listed in Part B
fere Documents.
GUIDE FOR USE

These specialty type co e ga nder the Medical Practitioners Regulations 2008
as part of the Medic itio 008. The specialty reported to the HMDS must
reflect the speC|aIt by th ia 2AQpllcabIe for the admission.

Hospitals m a list Pabem | s for their own use, but these must be mapped
to the i |ded i edic titioner Specialities, Part B: HMDS Reference
Docume%( his

g mu*e one at the hospital level.

Hospitals mu@ th of any new specialty abbreviations to obtain the correct
mapping. 3

If the Medical Pract%er Specialty Code is 02 - 07, please ensure that the nominated
code is prefixed with a 0 i.e. “02”, “03”, “04” etc.
EXAMPLES

Example 1: Patient admitted under the care of a General Medicine physician.

Specialty of Clinician on Admission 12

Example 2: Newborn baby admitted under the care of a General Practitioner.
84

Specialty of Clinician on Admission

Example 3: Newborn baby admitted under the care of a Paediatrician as she developed
respiratory distress syndrome.

Specialty of Clinician on Admission 21
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SURNAME

Data element name:

System specific names:

Definition:

Collection requirement:

METeOR reference:
Format:
Maximum length:

Permitted values:

Surname

webPAS: Surname

The part of a name a person usually has in common with
other members of his/her family, as distinguished from
his/her given names, as represented by text 4

Mandatory \(l/
613331 Qb‘

Alpha Q'\

%1 ract ;(dots apostrophes and hyphens
tt

GUIDE FOR USE
Surname is a 50 char pha& field. Surname should be recorded as follows:

e Alias or ass Id no cluded if the legal Surname is known.

e Do not us ets (@Ilas in the Surname.

e Where tals ha faci cord an alias, this field must be used.

e Whe |s un or there is no surname, the name the person is
identified b %d in the Surname field and the First Forename field left

blank.
e Numeric values K ermltted

EXAMPLES

Example 1: Edwin Roberts was admitted to hospital.

Surname

ROBERTS

Example 2: A patient was admitted to hospital in a coma and her name was not known.

Surname

UNKNOWN

Example 3: Dallas D’Silva is admitted from the Waiting List.

Surname

|  DSILVA |

Example 4: A patient is identified by a first name of Anastasia and has no surname.

Surname

Delivering a Healthy WA
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SPECIALTY OF CLINICIAN ON SEPARATION

Data element name: Specialty of Clinician on Separation

System specific names: webPAS: Unit (CAT DT)

Definition: The clinical specialty of the medical practitioner treating the
patient immediately prior to discharge. p

Collection requirement:  Mandatory (1/\
Maximum length: 3 ’\\C) Q

Permitted values: See I Pra ner Specialty Codes list in Part B:

HMDsJNefere Documents
{\ v
GUIDE FOR USE %)
e under the Medical Practitioners Regulations 2008

These specialty type ¢ @r
as part of the Medi itio ct 208. The specialty reported to the HMDS must
reflect the specjalt by th@ Icia plicable for the separation.

o)

The specialty~Qf clinici &n dis %may be different to the speciality of clinician on
admissi 0 or linicians involved.

METeOR reference: Not applicable @ ’

Format: NNN (Numeric ¢

All hospitals ode fr e Medical Practitioner Specialties listed in Appendix 4.
Hospitals may a Iis%éecialty codes for their own use, but these should be mapped
to the list provided ir)QJp dix 4. This mapping must be done at the hospital level.

Hospitals must notify the HMDS of any new specialty abbreviations to obtain the correct
mapping.

If the Medical Practitioner Specialty Code is 02 - 07, please ensure that the nominated
code is prefixed with a 0 i.e. “02”, “03”, “04” etc.

EXAMPLES

Example 1: Patient discharged from the care of a Gynaecologist.
SPECIALTY OF CLINICIAN ON SEPARATION

Example 2: Newborn baby discharged under the care of a General Practitioner.
SPECIALTY OF CLINICIAN ON SEPARATION

Example 3: Newborn baby discharged under the care of a Paediatrician.
SPECIALTY OF CLINICIAN ON SEPARATION
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STATE / TERRITORY

Data element name: State/Territory

System specific names: webPAS: State/Territory

Definition: The Australian state or territory where the patient’s

residential address is located.

Collection requirement:  Mandatory

METeOR reference: 286919 P 4

Format: N (Numeric codew\g
Maximum length: 1 ,\0® Q

/

N
>

Permitted values: 0 - Not ablegd es overseas resident and

n )
1 ?ﬂv out les
ctoria

@K QuegPgland
g 4-S stralia
5- rn Australia

o)

m |&
?ﬁgerritory
-A 2N Capital Territory

GUIDE

The order of p

ted v
EXAMPLES \

USE QQBS\S*

s the standard for the Australian Bureau of Statistics (ABS).

Example 1: A patient was admitted whose Residential Address was in the Northern

Territory.

STATE/TERRITORY
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UNPLANNED RETURN TO THEATRE

Data element name: Unplanned Return to Theatre

System specific names: webPAS: ‘Return to Theatre (CAT Y6)

Definition: Indicates when the patient unexpectedly returns to theatre
for further surgery.

. . : 4
Collection requirement:  Conditional (required if returned to tiatre for further
surgery within admission; blank other\ﬁ(@b)

METeOR reference: 578317 b‘

Format: N (Numeric) \Q\ '\b

Permitted values: 1 Ye ann nto theatre)
nned et to theatre)

GUIDE FOR USE

This field should be Q@ed |@! is more than one attendance in theatre during this
admission.

Provision of plann@eturn@éatre status is the responsibility of the medical

practitio E onS|bI are

EXAMPL

Example 1: |ent § d for excisional debridement and SSG of a chronic leg ulcer
e

attend firstly for the excisional debridement, and harvesting of skin.
The patieht then returns to theatre 5 days later for laying of the skin graft.

Maximum length: 1

Unplanned Return to Theatre (No)

Example 2: A patient booked for an abdominal hysterectomy, needs to return to theatre
the following day to control a postoperative haemorrhage.

Unplanned Return to Theatre (Yes)

Example 3: A patient, 5 days post appendicectomy, is noted to have developed a suture
line abscess, and the doctor removes some sutures and irrigates the
wound on the ward.

Unplanned Return to Theatre [ ] (Do not code)
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WARD / LOCATION

Data element name: Ward/Location

System specific names: webPAS: Ward

Definition: The ward or unit within the hospital where the patient was
being treated immediately prior to discharge

Collection requirement:  Mandatory

METeOR reference: Not applicable &
Format: Alphanumeric \Q '\b

Maximum length: 20 \O
Permitted values: Free te to 20®;ters
\

GUIDE FOR USE \ Q

Please note that the w disch émust be the physical ward that the patient was
discharged from. Ple not or report discharge lounges or virtual wards as the
ward location on d|@ ge.

EXAMPLES \/ \% Q(]/

Exampl patie separat from the paediatric ward.

v@&)oatu@ [ PAEDIATRICS |

Example 2: A recmas inserted for a patient undergoing a contracted procedure in
another hospital to show that this is the funding hospital.

Ward / Location | 77123 |

Example 3: A patient admitted to Wandoo ward and later transferred to Karri ward before
being discharged home.

Ward / Location | KARRI |

Example 4: A patient is attending hospital under the Ambulatory Surgery Initiative and
the Ward/Location field is recorded as ASW.

Ward / Location | ASW \
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ACTIVITY

Data element name: Activity

System specific names: webPAS: O

Definition: The type of activity being undertaken by the person when
injured.
: . _ ’
Collection requirement:  Mandatory where applicable \

METeOR reference: 641383 P 4

Maximum length: 10 ,\\C)® Q
Permitted values: Refer QD-lO@%m Edition (effective from 1 July

20 \

Format: Alphanumeric co«%\g b

GUIDE FOR USE é 6Q

@tion of injury and poisoning according to factors

ry foh{ifining and monitoring injury control targets,
ses (o) in-Uepth research. This term is the basis for
rt-re Mjuries.

The Activity code en cat
important for injury trol. N
injury costing @nd ntifyi
identifying work-rééted a

The cm@oes forQ

e Codes wi@ﬂ?%\ orting activities enable the circumstances of sporting
injuriesto b tter id ed and thus aid prevention strategies.

e U72 Leisure actmy, not elsewhere classified is provided to enable coding of other
leisure activities not identified as sport.

eld ar ﬁ]l(e range U50-U73 as described below:

e U73 Other activity includes codes for working for income according to industry type,
which are of particular importance for occupational safety; for other types of work; for
vital activities such as resting, sleeping and eating; and for other/unspecified activities.

Guidelines for coding Activity:
e Select the most specific code possible

e The Activity code should be sequenced after the Place of Occurrence code to which it
relates

e All External Cause codes require an Activity code as set out in the WA Coding
Standards (see Clinical Coding Policy MP 0056/17, Appendix 1)
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When multiple categories apply, assign the code appearing highest in the Tabular List

The Activity code can be repeated with different External Cause codes

This data item is to be used in conjunction with the External Cause code and Place of
Occurrence

Where there is an overlap between sport and work, the sport code takes precedence
only when the person is injured in their role as a professional sportsperson (e.g. Perth
Glory player injured while playing in a National Soccer League game Jockey injured
while riding a horse in the Melbourne Cup)

Where the sporting activity is inherent in the job, but is \. ask for which the
person is paid, assign the appropriate codefr U73 Abl/ y, while working for
income (e.g. a farmer riding his horse while eep)

EXAMPLES C)% Q

Example 1: A nurse slipped and fell l@i ital, working.

External Cause > W01.0
Place of Occurrenc Y92.24

Activity b U73.07
Example 2: A child n@% sw@ the ayground at school, during recess.

B ?ggzm KON
Ivity Q (1/ ur2

Example 3: %ndmo as accidentally burnt, at home, while cooking dinner.

Externﬁgause X10.2
Place of Occurrence Y92.09
Activity U73.1

Example 4: A sixteen year old intentionally overdosed on antidepressants, while sitting in

a car at the beachside.

External Cause X61
Place of Occurrence Y92.83
Activity U73.8
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ADDITIONAL DIAGNOSIS

Data element name: Additional Diagnosis

System specific names: webPAS: O

Definition: A condition or complaint either coexisting with the principal
diagnosis or arising during the episode of admitted patient
care, episode of residential care or attendaneé at a health
care establishment, as represented by ?l/

Collection requirement:  Mandatory where apphcabl9 bk
METeOR reference: 588981 b

Format: Alphanumep Q

Maximum length: Q\\ @

Permitted values: ?ﬁo IC '!:% M 10th Edition (effective from 1 July

>
GUIDE FOR USE g 6@

Additional Dia os ve | atlo conditions that are significant in terms of
treatment requw nves ns n nd resources used during the episode of care.
They are for c IX a relatlng to severity of illness and for correct
classific%of patl to AR D

Additional D| mterpreted as conditions that affect the patient’s
management ms of r ring any of the following:

e Commencement, alkeration or adjustment of therapeutic treatment
e Diagnostic procedures
¢ Increased clinical care and/or monitoring

Australian Coding Standard 0002 Additional Diagnoses (10" Edition) provides guidance on
the appropriate allocation of Additional Diagnosis codes.
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ADDITIONAL PROCEDURE

Data element name: Additional Procedure

System specific names: webPAS: P

Definition: A clinical intervention represented by a code that:
- is surgical in nature, and/or
- carries a procedural risk, and/or
- carries an anaesthetic risk, and/or

N
- requires specialised training, and/or. %
- requires special facilities @ equip e\\t ly available in an

acute care setting \Q Q
Collection requirement:  Conditional Q Q'\

METeOR reference: 641379 ‘\\C)

Format: NNN!\@IUW&@%S)

Maximum length: Kov Q%

Permitted values: gegze er HI 10th Edition (effective from 1 July 2017)

GUIDE FOR us}\/ \@ Q(l/

All sign%&roce nder a(klv(from the time of admission to the time of discharge
should beecorded? se ihQ&e diagnostic and therapeutic procedures.

EXAMPLES % 50

Example 1: A surJ&&cu performing an abdominal hysterectomy removes the appendix
while he is operating.

Principal Procedure ABDOMINAL HYSTERECTOMY
Additional Procedure APPENDICECTOMY

Example 2: A surgeon performing a cholecystectomy needs to divide dense abdominal
adhesions before she can proceed.

Principal Procedure CHOLECYSTECTOMY
Additional Procedure LYSIS OF ADHESIONS

141
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CLINICIAN PERFORMING PROCEDURE

Data element name: Clinician performing procedure

System specific names: webPAS: Clinician

Definition: The medical practitioner responsible for performing or

authorising the procedure.

Collection requirement:  Mandatory where applicable

METeOR reference: Not applicable

Format: AAANNNNNNNN%\Q
’b

Maximum length: 13
Permitted values: Valid @I Bo istration Number as per AHPRA
\
GUIDE FOR USE Q

performing or auth 'S progedure.

This field requires th %lcal @l Registration Number of the medical practitioner
@t

Each medlcal p ioner %ggn@ edical Board Registration Number (MBRN) as
per the n Heal ctiti gulation Agency (AHPRA).

To |dent partic ed| actltloners current MBRN you can reference the AHPRA
website and p ear g the medical practitioner's name:
http://www.ahprg#ov.au tratlon/Req|sters%ZOof%ZOPractltloners aspx

Clinician Performlng'Rocedure field is a 13 character alphanumeric field and requires all
leading zeros to be included.

Please note that the Clinician Performing Procedure must have admitting rights at your
hospital to be entered into this field.

This number may be different to the Clinician on Admission or Clinician on Separation in
some hospitals as the registrar who performs the procedures may not be the Clinician on
Admission or the Clinician on Separation.

The Dental and Podiatrists' registration number is in the same 13 character alphanumeric
format and should be reported.

When assigning a new ‘doctor database number’, it is important to link the number to the
medical practitioner’s relevant (i.e. doctor, dental or podiatry) MBRN.
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Should the medical practitioner's MBRN (i.e. doctor, dental or podiatry) change, it is
important that the ‘doctor database’ is updated to reflect this change.

EXAMPLES

Example 1: Dr Jones operated on a patient in hospital, and his Doctor MBRN is
MEDO0000010094.

P
CIinicianonSeparation]M\E|D]O\O\O]O\O\1&]'0\9|4\

DENO000000014.

Clinician on Separation E-m"nn O loJo]o]o]1]4]
Example 3: Surgical Podiatrist @ on a patient in hospital, and his
Podiatry MBRN is v@ 001Q3

Clinician on Se atlon@®3|0000001|935|

Example 2: Dentist Mr. White operated on a patle in hos%& his Dental MBRN is
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CO-DIAGNOSIS (CODE ALSO)

Data element name: Co-Diagnosis

System specific names: webPAS: A

Definition: ICD-10-AM diagnosis code that is used to record the
disease associated with Principal Diagnosis in accordance
with ICD-10-AM 10™ Edition aetiology and #hanifestation
conventions.

Collection requirement:  Mandatory where appllcablg &

Not applicable \Q Q\b

Format: Alphanumep

Maximum length: Q\\ @

Permitted values: ?ﬁo IC '!:% M 10th Edition (effective from 1 July

GUIDE FOR USE Q 6@

Co-Diagnosis Also san % pe that is assigned with an ICD-10-AM code
to identify the ?Mnshl een cipal Diagnosis code and the next sequenced

code.

The field ?%ay be @C e{% or Co-Diagnosis.

Code Also (C the sﬁ d listed code under the Principal Diagnosis and is used to
record the disease ed with the Principal Diagnosis in accordance with ICD-10-AM
10" Edition aetiology amd manifestation conventions.

METeOR reference:

Although dagger and asterisk pairs are always listed with the aetiology code sequenced
first in the ICD-10-AMAlphabetic Index , either code can be assigned as the Principal
Diagnosis. When either a dagger or asterisk code is allocated as Principal Diagnosis, the
Co-Diagnosis or Code Also (CA) field must contain the associated code i.e. if the asterisk
code is Principal Diagnosis, the dagger code will be allocated as Code Also (CA). It is easy
to recognise these codes in the ICD-10-AM Tabular List as the corresponding aetiology or
manifestation code is enclosed in brackets after the code description.

These matched codes if appearing further down the sequence of codes, can also be
reported as Additional Diagnoses.
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EXAMPLES

Example 1: A patient is admitted for treatment of their glaucoma and is suffering from

Lowe’s syndrome.

Principal Diagnosis

Glaucoma in endocrine, nutritional and
metabolic diseases

H42.0*

Co-Diagnosis
(Code Also)

Disorders of amino-acid transport
(Lowe’s syndrome) 4

E72.0t1

Delivering a Healthy WA
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CONDITION ONSET FLAG

Data element name: Condition Onset Flag

System specific names: webPAS: Onset type

Definition: A qualifier for each coded diagnosis (including external
cause, activity and place of occurrence) to indicate the
onset of the condition relative to the begitning of the
episode of care, as represented by a cQ N

AN

METeOR reference: 651997 Q\Q '\b

Format: N (Numeric‘c@ Q

Maximum length: 1 Q\\ ®Q
Qitio

ﬂ%h onset during the episode of admitted

Permitted values: 1 ?ﬂw
Qeti t ar%b

Collection requirement:  Mandatory

GUIDE FOR U§/0 %4) (1:\

The Condjti nset %O be allocated to each Diagnosis code, External
Cause ace rrexc e, Activity code and Morphology code to indicate:

e Condition \%X}e du@dh episode of admitted patient care

e Condition not noKda rising during the episode of admitted patient care

Reporting of the COF for each reported diagnosis code is mandatory for all separations
from 1 July 2008.

The focus of the COF is to identify conditions arising during the episode of admitted patient
care. An understanding of these conditions may inform prevention strategies particularly in
relation to complications of medical care. It is used in the calculation of Classification of
Hospital Acquired Diagnoses (CHADx) and Hospital Acquired Complications (developed
by the Australian Commission for Safety and Quality in Health Care).

The COF does not differentiate between those conditions where onset was definitely
before the episode commenced; and conditions where the point of onset is not clear due to
lack of documentation or because the point of onset could not be clinically determined.
The flag only indicates that the condition onset occurred during the episode of admitted
patient care, and cannot be used to indicate whether a condition was considered
preventable.

146
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Clinical coders are responsible for assigning the COF in conjunction with 10™ Edition
Australian Coding Standard 0048 Condition onset flag.

As a general rule of thumb "COF 2 - Condition not noted as arising during the episode of
admitted patient care" must be assigned to:

e Principal Diagnosis
e Z codes relating to outcome of delivery on the mother's record (Z37.x)
e Z codes relating to the outcome of delivery on the baby's record (Z3

The exception to this is neonates in their admltted,blrth where the code
sequenced as the Principal Diagnosis may be as ned C ppropriate.

The Condition Onset Flag does not mflue@ n Ing of Diagnosis codes.
Therefore clinical coders must not re-se dia is codes so that the same

Condition Onset Flags are grouped to CI| o ers must sequence Diagnosis
codes in accordance with Australlan C tan
The Condition Onset Flag on lace of Occurrence and Activity codes

should match that of the corresp dlng [ dlsease code.

If a single Diagnosis cod rlbes e than one disease concept (e.g. diabetes with
renal complications) a f ase concepts meets the criteria of COF 1 and is
not represented by cod CO value then assign COF 1 to the combination
code.

If a conditjonr™gquires @ an %agnoss code to describe it, it is possible for each
Diagno& to h ﬁeren

The COF val o hology codes should match that of the corresponding
neoplasm cod

VALUE DEFINITIOI{\
1 - Condition with onset during episode of admitted patient care [COF 1]

A condition which arises during the episode of admitted patient care and would not have
been present or suspected on admission. Examples of inclusions:

e a condition resulting from an unintentional event during surgical or medical care in the
current episode of admitted patient care (eg accidental laceration during procedure,
foreign body left in cavity, medication infusion error)

. an abnormal reaction to, or later complication of, surgical or medical care arising
during the current episode of admitted patient care (eg post procedural shock, disruption of
wound, catheter associated UTI (urinary tract infection))
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* a condition newly arising during the episode of admitted patient care (eg pneumonia,
rash, confusion, UTI, hypotension, electrolyte imbalance)

* a condition impacting on obstetric care arising after admission, including complications
or unsuccessful interventions of labour and delivery or prenatal/postpartum management
(eg labour and delivery complicated by fetal heart rate anomalies, postpartum
haemorrhage)

» for neonates, this also includes the condition(s) in the birth episode arising during the
birth event (ie the labour and delivery process) (eg respiratory distress, jaufidice, feeding
problems, neonatal aspiration, conditions associated with birth trau &ewborn affected
by delivery or intrauterine procedures)

» disease status or administrative codes arisi ng th@de of admitted patient
care (eg cancelled procedure, MRSA ( ant or Multi-Resistant
Staphylococcus aureus))

2 - Condition not noted as arlsmgQ g ep@of admitted patient care [COF 2]

A condition previously existing,or uspe dmlssmn such as the presenting problem,
a comorbidity or chronic di %e Exa f inclusions:

e acondition that h @) @mented at the time of admission, but clearly did not
develop after adr@ @ ly dgnosed diabetes mellitus, malignancy and

morphology)

car trlalfbrlll on, unstable angina)

. p e@sly exigt con gat is exacerbated during the current episode of
admﬂte% t

. a conditi S sys at the time of admission and subsequently confirmed
during the curr eplso dmltted patient care (eg pneumonia, AMI (acute myocardial
infarction), stroke, uwb angina)

. a condition impacting on obstetric care arising prior to admission (eg venous
complications, maternal disproportion)

» for neonates, this also includes the condition(s) in the birth episode arising before the
labour and delivery process (eg prematurity, birth weight, talipes, clicking hip)

. disease status or administrative codes not arising during the episode of admitted
patient care (eg history of tobacco use, duration of pregnancy, colostomy status)

» outcome of delivery (Z37) and place of birth (Z38) codes
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EXAMPLES

Example 1: Patient admitted with pneumonia 7 days into the admission develops a
urinary tract infection.

Code type | Description ICD-10-AM code COF

PDx Pneumonia J18.9 2

ADX Urinary tract infection N39.0 1
’
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DATE OF PROCEDURE

Data element name: Date of Procedure

System specific names: webPAS: Date

Definition: The date on which a procedure commenced during an
inpatient episode of care.

Collection requirement:  Mandatory where applicable
METeOR reference: 270298 &
Format: DDMMYYYY Q \b

Maximum length:

Permitted values: Date ( |c) @

GUIDE FOR USE
S >

The procedure date i rec (@for all procedures undertaken during an episode of
care and must refle date hICh at procedure was performed.

Note: please d\d ass hat (lédures are performed during the same theatre

visit- doc tlon m ensure correct procedure dates are collected and
reporte
All procedure@gb @&ccordance with the current edition of ICD-10-AM.
EXAMPLES '\
Example 1: A patient was admitted for a Vaginal Hysterectomy that was performed on

20/02/2011.

DAY MONTH YEAR
Date of Procedure 2 0 0 2 2 0 1 1

Example 2: A patient was admitted in labour and had to have an emergency Caesarean
section for foetal distress on 18th April 2012.

DAY MONTH YEAR

Date of Procedure 1 8 0 4 2 0 1 2
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EXTERNAL CAUSE (OF INJURY)

Data element name: External Cause

System specific names: webPAS: O

Definition: The environmental event, circumstance or condition as the
cause of injury, poisoning and other adverse effect, as
represented by a code. 4

Collection requirement:  Mandatory where applicable (1/\

RN
METeOR reference: 641415 \@ Q b‘
Format: Alphanumeric cqﬁﬂ Q'\

Maximum length: 10 \\C)
NS 1

Permitted values: R
20

GUIDE FOR USE Q\ 6\0 v

This information is |m bec&t is reported to the National Injury Surveillance Unit
(NISU) for the exa 'on of® of whq and poisoning, and the setting of targets for

reduction of th

Guidelines fo M Ext Ca
Sele most @c co% ible

e Unlimited QC d s may be recorded

e The External C bde should be sequenced after the diagnostic code to which it
relates

Oth Edition (effective from 1 July

e All External Cause codes require a Place of Occurrence and Activity code as set out in
the WA Coding Standards (see Clinical Coding Policy MP 0056/17, Appendix 1)

This code must be used in conjunction with an injury or poisoning code and can be used
with other disease codes. Admitted patients should be coded to the complete ICD-10-AM
classification.

An External Cause code should be sequenced following the related injury or poisoning
code, or following the group of codes, if more than one injury or condition has resulted
from this External Cause. Provision should be made to record more than one External
Cause if appropriate.

External Cause codes in the range V00-Y89 must be accompanied by a Place of
Occurrence code and Activity code.
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HOURS OF CONTINUOUS VENTILATORY SUPPORT

Data element name: Hours of Continuous Ventilatory Support

System specific names: webPAS: Hours of mechanical ventilation

Definition: The number of hours of administration of non-invasive
ventilation.
. . _ V4
Collection requirement:  Mandatory where applicable \

METeOR reference: 359644

Format: NNNNN (Numenc@g '\b
Maximum length: 5 \ Q
Permitted values: Integer, (wh@urs)

\
GUIDE FOR USE a
Continuous Ventllato por @S) (previously known as Continuous Mechanical
Ventilation (CMV)) e pr hanlcal respiration to assist patients with
respiratory fall n |nv artifi (ﬁb ay (endotracheal tube or tracheostomy).
Non-inv ntllatlo port s Continuous Positive Airways Pressure (CPAP),
Bi- Leve itive Al ressyre IPAP) and Intermittent Positive Pressure Breathing
(IPPB) sh Id notpo ort CVS hours unless it forms part of the weaning from CVS
oris admlnlst rtificial airway.

Refer to 10" EditiorNAus allan Coding Standard 1006 Ventilatory support for calculating
the duration of CVS anl guidelines for coding.

EXAMPLES

Example 1: A patient was treated on CVS for seven days.
CVS HOURS 168

7 DAYS

Example 2: A patient was treated on CVS for 48 hours.

CVS HOURS 48

48 HOURS

Example 3: A patient went to theatre and was on mechanical ventilation for 12 hours.
CVS hours is not coded as it is less than 24 hours, and is associated with the
anaesthesia and considered an integral part of the surgical procedure.

| CVSHOURS | 0 \
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NOT CODED | | |

Example 4: A patient received 14 hours of CVS and 3 hours of CPAP (non-invasive
ventilatory support) as part of the weaning from CVS. The CPAP is included
in the calculation of CVS hrs as it part of the weaning from CVS.

17 HOURS | CVSHOURS | 17 |
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MORPHOLOGY

Data element name: Morphology

System specific names: webPAS: M

Definition: A histological classification of the cancer tissue
(histopathological type) and a description of the course of
development that a tumour is likely to také: benign or

malignant (behaviour). (L\

METeOR reference: 399491 Q\Q '\bb‘
Format: Alphanumejice@ Q

NN
Maximum length: 6 @

Permitted values: ReY“mQIC SQAM 10th Edition (effective from 1 July
S—>
GUIDE FOR USE Q@ 6@

This informatio@e coll c@ for orBidity data for the national cancer registers.
The formagt he cod X99 or example, the Morphology code for infiltrating
ductal a of is M@50@/6. Infiltrating ductal carcinoma of axillary tail of breast
would be doded a@ S: \

|NF|LTRATIN%CTAL®}NOMA OF AXILLARY TAIL OF cC|5|0|.|6

BREAST \
INFILTRATING DUCTAR CARCINOMA M|8|5|0|0|/]|3

Collection requirement:  Mandatory where applicablg

If there is more than one neoplasm of the same type, the Morphology code should be
sequenced directly after the last neoplasm diagnosis code to which it applies (see
Examples).

Where there is more than one histological feature in a neoplasm, assign the highest
Morphology and sequence directly after the neoplasm. For example, transitional cell
epidermoid carcinoma has two morphology codes M8120/3 and M8070/3. The code to be
assigned directly after the neoplasm code is M8120/3 as it is the code with the highest
number.
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Morphology codes can never be assigned as Principal Diagnosis or Co-Diagnosis.

Behaviour | Description Diagnosis code

/0 Benign neoplasms D10.0-D36.9

/1 Neoplasm of uncertain and unknown behaviour D37.0-D48.9

2 In situ neoplasms D00.0-D09.9

3 Malignant neoplasms, stated or presumed to be | C00.0-C76.8
primary C80.0-C96.9

/6 Malignant neoplasms, stated or presumed to be %(ﬁyg_g
secondary

/9 Malignant neoplasms, uncertain whether primary 00.0-C76.8
metastatic site V4 N 0.0, C80.9

@ o
EXAMPLES \Q N

Example 1: A patient was admitted for@n oneningioma of cerebral meninges.

MENlNGlOMAOFCE@ALM@sES D[3|2]|.]0

MENINGIOMA M| 9|5|3|0|/]O0
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PLACE OF OCCURRENCE

Data element name:

System specific names:

Definition:

Collection requirement:

METeOR reference:
Format:
Maximum length:

Permitted values:

Place of Occurrence

webPAS: O

The place where an injury, poisoning or accident occurred.
This item is important for monitoring injuries, setting injury
control targets, injury costing and research. ¢

Mandatory where applicable (l/\
641422 bk
Alphanumeric C@QQ\Q

10 \\C)
R leh Edition (effective from 1 July

Q>

GUIDE FOR USE

e Y92.0x Hom

e‘ a§°'

6

The code values fo@em ar

e Y92 denti

e Y92.2x Sc in

tutlon (1/
%ﬁw and public administrative area

e Y92.3x Sports and atb[ics area

e Y92.4x Street and highway

e Y92.5x Trade and service area

e Y92.6x Industrial and construction area

e Y92.7 Farm

e Y92.8x Other specified place of occurrence

e Y92.9 Unspecified place of occurrence

These codes are further subdivided (e.g. Y92.21 School) to provide greater specificity to

the Place of Occurrence.
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Place of Occurrence is mandatory if an External Cause code is present.

Guidelines for coding Place of Occurrence:

Select the most specific code possible.

The Place of Occurrence code should be sequenced after the External Cause code to
which it relates.

All External Cause codes require a Place of Occurrence as set out in tm WA Coding
Standards (see Clinical Coding Policy MP 0056/17)

When multiple categories apply, assign the code appgaring hgﬁ{slm the list.

The Place of Occurrence code can be repeate&@ differ xternal Cause codes.

P QO

157
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PRINCIPAL DIAGNOSIS

Data element name:

System specific names:

Definition:

Collection requirement:
METeOR reference:
Format:

Maximum length:

Permitted values:

Principal Diagnosis
webPAS: D

The diagnosis established after study to be chiefly
responsible for occasioning an episode of admitted patient
care, an episode of residential care or an attestdance at the
health care establishment, as represen a code.

Alphanumep Q Q
Q\\ N
?ﬁo IC s&s M 10th Edition (effective from 1 July

Mandatory

640978

GUIDE FOR USE g

Clinical coder sh rev
diagnosis for inf tion

>

'%Australian Coding Standard 0001 Principal
g to ignment of a Principal Diagnosis code.

Every pISO & contain r|nC|paI Diagnosis.

'\
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PRINCIPAL PROCEDURE

Data element name: Principal Procedure

System specific names: webPAS: P

Definition: The most significant clinical intervention, represented by a
code, that was performed for treatment of the principal
diagnosis and is:

- surgical in nature, and/or

- carries a procedural risk, and/or (1/
- carries an anaesthetic risk? and/ov&

- requires specialise |ng,
- requires special faaQh i\ ent only available in an

acute care settm

Collection requirement: Condltlon

METeOR reference: 64137, Q @
Format: N N-N %erlc code)
Maximum length: QO 6

Permitted val@ @o ?Cll/mom Edition (effective from 1 July 2017)
GUIDE& é

See the 10" @ t% oding Standards for further information relating to the
coding of Principefl and ;\% nal Procedures.

The following points s uld be taken into account when selecting procedures to code but it
should be noted that sequencing of procedures, including the Principal Procedure, would
not affect AR-DRG grouping.

When no procedure was performed for treatment of the Principal Diagnosis, use the
following hierarchy:

e Procedure performed for treatment of Additional Diagnoses
o Diagnostic/exploratory procedure related to the Principal Diagnosis
e Diagnostic/exploratory procedure related to the Additional Diagnoses

If an anaesthetic is used, the anaesthetic procedure code should follow the procedure
code to which it relates and be coded as per Australian Coding Standard 0031Anaesthesia
(10" Edition).
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EXAMPLES

Example 1: A patient injured in a traffic accident has surgery for a fractured tibia on day
15 after his major brain trauma has resolved. (The Principal Diagnosis is the
most life threatening injury, even though the only surgery performed was for
the Additional Diagnosis.)

Principal Diagnosis BRAIN INJURY Vs
Principal Procedure ORIF TIBIA FRACTUREN
, ‘1/
Example 2: A woman is admitted for an op sy of st lump. Pathology
confirms malignancy and she r |tal and undergoes a
mastectomy.

Principal Diagnosis \\\ MALIGNANCY
Principal Procedure N RA L MASTECTOMY

Additional Procedure QQ IOPSY OF BREAST

Example 3: A woman Wlé&ompllcitlw pregnancy is admitted for Induction of

Labour. She ken to fQeRptre for an emergency Caesarean section.

A | CAESAREAN SECTION
¢ YEMERGENCY LUSCS
INDUCTION OF LABOUR BY ARM

Examplei tlen\% mitted with gynaecomastia, for a simple mastectomy.

| rais edit and will require confirmation from the hospital.)
Princi Dlaénoss GYNAECOMASTIA
Princi%{wocedure SIMPLE MASTECTOMY

Delivering a Healthy WA ‘ . . . .
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Important Disclaimer. A'l info-n.2%ion and content in this material is provided in good
faith by DOH, aid .- vased 2n sources believed to be reliable and accurate at the time of
development. The state of \Vestern Australia, the DOH and their respective officers,
employees and agent:. do not accept legal liability or responsibility for the material, or
any consequences arishig from its use.
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