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Accrued mental health care days

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Establishment —accrued mental health care days, total N[N(7)]
286770

Health, Standard 08/12/2004

The total number of accrued mental health care days provided by
admitted patient care services and residential mental health care
services within the reference period (from 1 July to 30 June
inclusive).

Establishment — accrued mental health care days

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Unit of measure:

Data element attributes

Total
Number
NIN()]
8

Day

Collection and usage attributes

Guide for use:

The days to be counted are only those days occurring within the
reference period, i.e. from 1 July to the following 30 June for the
relevant period, even if the patient/resident was admitted prior
to the reference period or discharged after the reference period.

A day is measured from midnight to 2359 hours.

The following basic rules are used to calculate the number of
accrued mental health care days:

e Admission and discharge on the same day is equal to one
mental health care day.

e For a patient/resident admitted and discharged on different
days all days are counted as mental health care days, except
the day of discharge and any leave days.

e If the patient/resident remains in hospital or residential care
facility from midnight to 2359 hours count as a mental health
care day.

e The day a patient/resident goes on leave is not counted as a
mental health care day, unless this was also the admission
day.

24



e The day the patient/resident returns from leave is counted as
a mental health care day, unless the patient/resident goes on
leave again on the same day of return or is discharged.

e Leave days involving an overnight absence are not counted
as mental health care days.

e If a patient/resident goes on leave the day they are admitted
and does not return from leave until the day they are
discharged, count as one mental health care day.

e If the patient/resident remains in a hospital or residential
care facility from 1 July to 30 June (the whole of the reference
period) count as 365 days (or 366 days in a leap year).

e If the patient/resident remains in a hospital or residential
care facility after the end of the reference period (i.e. after 30
June) do not count any days after the end of the reference
period.

The following additional rules cover special circumstances and in
such cases, override the basic rules:

When calculating accrued mental health care days for the
reference period:

e Count the mental health care days of those patients/residents
separated during the reference period. Exclude any days that
may have occurred before the beginning of the reference
period.

¢ Count the mental health care days of those patients/residents
admitted during the reference period who did not separate
until the following reference period. Exclude the days after
the end of the reference period.

e For patients/residents admitted before the reference period
and who remain in after the reference period (i.e. after 30
June), count the mental health care days within the reference
period only. Exclude all days before and after the reference
period.

Examples of mental health care day counting for a reference
period 1 July 2004 to 30 June 2005:

Patient/resident A was admitted to hospital on 4 June 2004 and
separated on 6 July 2004. If no leave or transfer occurred counting
starts on 1 July. Count would be 5 days as day of discharge is not
counted.

Patient/resident B was admitted to hospital on 1 August 2004
and separated on 8 August 2004. If no leave or transfer occurred
counting starts on 1 August. Count would be 7 days as day of
discharge is not counted.

Patient/resident C was admitted to hospital on 1 June 2005 and
separated on 6 July 2005. If no leave or transfer occurred counting
starts on 1 June. Count would be 30 days as patient/resident was
not discharged on 30 June, so every day up to and including 30
June would be counted.

25



Collection methods:

Relational attributes

Implementation in Data Set
Specifications:

Patient/resident D was admitted to hospital on 1 August 2003
and has remained continuously in hospital to the present time. If
no leave or transfer occurred counting starts on 1 July 2004 and
concludes on 30 June 2005. Count would be 365 days as there is
no day of discharge.

To be reported for admitted patient care services, including
services that are staffed for less than 24 hours, and non-
government organisation services where included.

NOTE: These data need to be disaggregated by Specialised
mental health service setting (excluding Ambulatory care
settings). For admitted patient care settings these counts also
need to be disaggregated by Specialised mental health service
program type and Specialised mental health service target
population.

Mental health establishments NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03 /2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06/2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07/2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06 /2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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Activity and participation life area

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:

Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Person—activity and participation life area, code (ICF 2001)
AN[NNN]

320125

Health, Standard 29/11/2006
Community services, Standard 16,/10/2006

The life area in which a person participates or undertakes
activities, as represented by a code.

Human functioning and disability

Person—activity and participation life area

Representational attributes

Classification scheme:

Representation class:
Data type:
Format:

Maximum character length:

International Classification of Functioning, Disability and Health
2001

Code
String
AN[NNN]
5

Collection and usage attributes

Guide for use:

This metadata item contributes to the definition of the concept
‘Disability” and gives an indication of the experience of disability
for a person.

The activities and participation codes are a neutral list that covers
the full range of life areas in which a person can be involved. The
domains can be used to record positive or neutral experience of
functioning as well as limitations and restrictions.

Data can be collected at the three digit level in one chapter and at
the chapter level in another. However it is only possible to collect
data at a single level of the hierarchy in a single chapter to
maintain mutual exclusivity. For example, it is not permitted to
collect both “Self care” (chapter level) and ‘Looking after one’s
health’ (3 digit level) as the former includes the latter.

The value domain below refers to the highest hierarchical level
(ICF chapter level). Data collected at this level, in association with
respective qualifiers (Activity difficulty level, Activity Need for
assistance, Participation extent and Participation satisfaction
level) will use the codes as indicated.

CODEdl Learning and applying knowledge
CODE d2 General tasks and demands
CODE d3 Communication

CODE d4 Mobility
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CODE d5  Self-care

CODE d6 Domestic life

CODE d7 Interpersonal interactions and relationships
CODE d8 Major life areas

CODE d9 Community, social and civic life

Data collected at this level will provide a general description of
functioning for the person and can only be compared with data
collected at the same level.

Each chapter contains categories at different levels ordered from
general to detailed. For specific more detailed information the
user should follow the structure of the ICF; the codes should be
drawn from the same hierarchical level within any particular
chapter. The full range of permissible values is listed in the
Activities and Participation component of the ICF.

An example of a value domain at the 3 digit level from the Self-
care chapter may include:

CODE d510 Washing oneself

CODE d520 Caring for body parts

CODE d530 Toileting

CODE d540 Dressing

CODE d550 Eating

CODE d560 Drinking

CODE d570 Looking after one’s health

An example of value domains at the 4 digit level from the
Mobility chapter may include:

CODE d4600 Moving around within the home

CODE d4601 Moving around within buildings other than home
CODE d4602 Moving around outside the home and other
buildings

CODE d4701 Using private motorized transportation

CODE d4702 Using public motorized transportation

The prefix d denotes the domains within the component of
Activities and Participation. At the user’s discretion, the prefix d
can be replaced by a or p, to denote activities or participation
respectively.

Source and reference attributes

Submitting organisation:

Origin:

Reference documents:

Australian Institute of Health and Welfare (AIHW) which is the
Australian Collaborating Centre for the World Health
Organization Family of International Classifications.

WHO 2001. ICF: International Classification of Functioning,
Disability and Health. Geneva: WHO

ATHW 2003. ICF Australian User Guide Version 1.0. Canberra:
AITHW

Further information on the ICF, including more detailed codes,
can be found in the ICF itself and the ICF Australian User Guide
(AIHW 2003), at the following websites:

e  WHO ICF website
http:/ /www.who.int/classifications/icf/en/
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Data element attributes

e Australian Collaborating Centre ICF website
http:/ /www.aihw.gov.au/disability /icf/index.cfm

Collection and usage attributes

Guide for use:

This metadata item, in conjunction with Activity difficulty level
code N, enables the provision of information about the presence
and extent of activity limitation for any given life area; with
Activity need for assistance code N, the provision of information
about the need for assistance with the given life area.

The extent of, and level of satisfaction with, participation in a
given area are indicated by the use of this metadata item with the
qualifiers Participation extent code N and Participation
satisfaction level code N.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Australian Institute of Health and Welfare (AIHW) which is the
Australian Collaborating Centre for the World Health
Organization Family of International Classifications.

See also Person —need for assistance with activities in a life area,
code N Health, Standard 29/11/2006, Community services,
Standard 16/10/2006

See also Person —level of difficulty with activities in life areas,
code (ICF 2001) N Health, Standard 29/11/2006, Community
services, Standard 16/10/2006

See also Person —extent of participation in a life area, code (ICF
2001) N Health, Standard 29/11/2006, Community services,
Standard 16/10/2006

See also Person —level of satisfaction with participation in a life
area, code N Health, Standard 29/11/2006, Community services,
Standard 16/10/2006

Activities and Participation cluster Health, Standard 29/11 /2006
Community services, Standard 16/10/2006
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Activity when injured

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Injury event—activity type, code (ICD-10-AM 7th edn) ANNNN
391320

Health, Standard 22/12/2009

The type of activity being undertaken by the person when
injured, as represented by a code.

Injury event —activity type

Representational attributes

Classification scheme:

Representation class:
Data type:
Format:

Maximum character length:

Data element attributes

International Statistical Classification of Diseases and Related
Health Problems, Tenth Revision, Australian Modification 7th
edition

Code

String

ANNNN

5

Collection and usage attributes

Guide for use:

Comments:

Admitted patient:

External cause codes V00 to Y34 must be accompanied by an
activity code.

Enables categorisation of injury and poisoning according to
factors important for injury control. Necessary for defining and
monitoring injury control targets, injury costing and identifying
cases for in-depth research. This term is the basis for identifying
work-related and sport-related injuries.

Source and reference attributes

Origin:
Relational attributes
Related metadata references:

Implementation in Data Set
Specifications:

National Centre for Classification in Health

National Injury Surveillance Unit

Supersedes Injury event— activity type, code (ICD-10-AM 6th
edn) ANNNN Health, Superseded 22/12/2009

Admitted patient care NMDS 2010-2011 Health, Standard
22/12/2009

Implementation start date: 01/07/2010
Injury surveillance DSS Health, Standard 14/12/2009

30


http://meteor.aihw.gov.au/content/index.phtml/itemId/361025�
http://meteor.aihw.gov.au/content/index.phtml/itemId/361025�

Activity when injured (non-admitted patient)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Injury event—activity type, non-admitted patient code N[N]
METeOR identifier: 268942

Registration status: Health, Standard 01/03/2005

Definition: The type of activity undertaken by the non-admitted patient

when injured, as represented by a code.

Data Element Concept: Injury event —activity type

Value domain attributes

Representational attributes

Representation class: Code
Data type: String
Format: NI[N]
Maximum character length: 2
Permissible values: Value Meaning
0 Sports activity
00 Football, rugby
01 Football, Australian
02 Football, soccer
03 Hockey
04 Squash
05 Basketball
06 Netball
07 Cricket
08 Roller blading
09 Other and unspecified sporting activity
1 Leisure activity (excluding sporting activity)
2 Working for income
3 Other types of work
4 Resting, sleeping, eating or engaging in other
vital activities
5 Other specified activities
6 Unspecified activities
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Collection and usage attributes

Guide for use:

Data element attributes

To be used for injury surveillance purposes for non-admitted
patients when it is not possible to use ICD-10-AM codes. Select
the code which best characterises the type of activity being
undertaken by the person when injured, on the basis of the
information available at the time it is recorded. If two or more
categories are judged to be equally appropriate, select the one
that comes first in the code list.

Collection and usage attributes

Comments:

Enables categorisation of injury and poisoning according to
factors important for injury control. Necessary for defining and
monitoring injury control targets, injury costing and identifying
cases for in-depth research. This item is the basis for identifying
work-related and sport-related injuries.

Source and reference attributes

Origin:
Relational attributes
Related metadata references:

Implementation in Data Set
Specifications:

National Centre for Classification in Health

National Injury Surveillance Unit

Supersedes Activity when injured, version 3, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (17.7 KB)

Injury surveillance DSS Health, Superseded 05/02/2008
Injury surveillance DSS Health, Superseded 14/12/2009
Injury surveillance DSS Health, Standard 14/12/2009
Injury surveillance NMDS Health, Superseded 03/05/2006
Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006
Injury surveillance NMDS Health, Superseded 07/12/2005
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Actual place of birth

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Birth event — setting of birth (actual), code N

METeOR identifier: 269937

Registration status: Health, Standard 01/03/2005

Definition: The actual place where the birth occurred, as represented by a
code.

Context: Perinatal statistics

Data Element Concept: Birth event — setting of birth

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Hospital, excluding birth centre
2 Birth centre, attached to hospital
3 Birth centre, free standing
4 Home
8 Other

Supplementary values: 9 Not stated

Collection and usage attributes

Comments: The development of a definition of a birth centre is currently

under consideration by the Commonwealth in conjunction with
the states and territories.

Data element attributes

Collection and usage attributes

Guide for use: This is to be recorded for each baby the mother delivers from this
pregnancy.
CODE4 Home
Should be reserved for those births that occur at the home
intended.
CODE 8 Other
Used when birth occurs at a home other than that intended. May

also include a community health centre or be used for babies
‘born before arrival’.
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Source and reference attributes

Submitting organisation: National Perinatal Data Development Committee

Relational attributes

Related metadata references: Supersedes Actual place of birth, version 2, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (15.0 KB)

Implementation in Data Set Perinatal NMDS Health, Superseded 06/09/2006

Specifications: Implementation start date: 01/07 /2006

Implementation end date: 30/06 /2007

Perinatal NMDS Health, Superseded 07/12/2005
Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Perinatal NMDS 2007-2008 Health, Superseded 05/02/2008
Implementation start date: 01/07 /2007
Implementation end date: 30/06 /2008

Perinatal NMDS 2008-2010 Health, Superseded 02/12/2009
Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Perinatal NMDS 2010-2011 Health, Standard 02/12/2009
Implementation start date: 01/07/2010
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Acute coronary syndrome procedure type

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —acute coronary syndrome procedure type, code NN
METeOR identifier: 356659

Registration status: Health, Standard 01/10/2008

Definition: The type of procedure performed, that is pertinent to the

treatment of acute coronary syndrome, as represented by a code.

Data Element Concept: Person—acute coronary syndrome procedure type

Value domain attributes

Representational attributes

Representation class: Code

Data type: String

Format: NN

Maximum character length: 2

Permissible values: Value Meaning

01 Coronary artery bypass graft (CABG)

05 Reperfusion: fibrinolytic therapy

06 Reperfusion: primary percutaneous coronary
intervention (PCI)

07 Reperfusion: rescue percutaneous coronary
intervention (PCI)

08 Vascular reconstruction, bypass surgery, or
percutaneous intervention to the extremities or
for aortic aneurysm

09 Amputation for arterial vascular insufficiency

10 Diagnostic cardiac catheterisation/angiography

11 Blood transfusion

12 Insertion of pacemaker

13 Implantable cardiac defibrillator

14 Intra-aortic balloon pump (IABP)

15 Non-invasive ventilation (CPAP)

16 Invasive ventilation

17 Defibrillation

18 Revascularisation: percutaneous coronary
intervention (PCI)

19 Pulmonary artery (Swan Ganz) catheter

88 Other

Supplementary values: 99 Not stated /inadequately described
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Source and reference attributes

Submitting organisation:

Data element attributes

Australian Institute of Health and Welfare

Collection and usage attributes

Guide for use:

Collection methods:

More than one procedure can be recorded. Record all codes that
apply.

Codes ‘88" and “99” in combination cannot be used in multiple
entries.

CODE 06 Reperfusion: primary percutaneous coronary
intervention (PCI)

Primary PClI relates to balloon angioplasty and/or stent
implantation for reperfusion therapy of a ST-segment-elevation
myocardial infarction (STEMI).

CODE 07 Reperfusion: rescue percutaneous coronary
intervention (PCI)

Rescue PClI relates to a balloon angioplasty and/ or stent
implantation that is performed following failed fibrinolysis in
people with continuing or recurrent myocardial ischaemia.

CODE 18 Revascularisation: percutaneous coronary
intervention (PCI)

Revascularisation PCI relates to the restoration of blood flow
through balloon angioplasty and/or stent implantation outside
the setting of myocardial salvage for STEMI. Revascularisation
PCI may be performed on a person following STEMI where there
is objective evidence of spontaneous or inducible ischaemia or
hameodynamic instability. Revascularisation PCI may also be
performed on a person with high-risk non-ST-segment-elevation
acute coronary syndrome.

When read in conjunction with Person — clinical procedure
timing, code N, this metadata item provides information on the
procedure(s) provided to a patient prior to or during this
presentation.

When read in conjunction with Person—acute coronary
syndrome risk stratum, code N, codes 01, 05, 06, 07, 08, 09, 10 and
18 of this metadata item provide information for risk
stratification.

Where codes 06, 07 and 18 have been recorded please also record
Person - percutaneous coronary intervention procedure, code N.

For each Person-acute coronary syndrome procedure type, code
NN, the following timing data elements must also be recorded,
where applicable:

e Person - clinical procedure timing, code N
e Person - intravenous fibrinolytic therapy date, DDMMYYYY

e DPerson - intravenous fibrinolytic therapy time, hhmm
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e DPerson - primary percutaneous coronary intervention date,
DDMMYYYY

e Person - primary percutaneous coronary intervention time,
hhmm

e Person - rescue percutaneous coronary intervention date,
DDMMYYYY

e Person - rescue percutaneous coronary intervention time,
hhmm

e Person - revascularisation percutaneous coronary
intervention date, DDMMYYYY

e Person - revascularisation percutaneous coronary
intervention time, hhmm

e Person - pacemaker insertion date, DDMMYYYY
e Person - pacemaker insertion time, hhmm

e Person - implantable cardiac defibrillator procedure date,
DDMMYYYY

e Person - implantable cardiac defibrillator procedure time,
hhmm

e Person - intra-aortic balloon pump procedure date,
DDMMYYYY

e Person - intra-aortic balloon pump procedure time, hhmm

e DPerson - non-invasive ventilation administration date,
DDMMYYYY

e Person - non-invasive ventilation administration time, hhmm

Source and reference attributes

Submitting organisation:

Steward:
Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Acute coronary syndrome data working group

The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Supersedes Person —acute coronary syndrome procedure type,
code NN Health, Superseded 01/10/2008

See also Person —clinical procedure timing, code N Health,
Standard 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008
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Acute coronary syndrome related clinical event type

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person with acute coronary syndrome — type of acute coronary
syndrome related clinical event experienced, code N[N]

METeOR identifier: 338314

Registration status: Health, Standard 01/10/2008

Definition: The type of acute coronary syndrome related clinical event, as

represented by a code.

Data Element Concept: Person with acute coronary syndrome — type of acute coronary
syndrome related clinical event

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: NI[N]
Maximum character length: 2
Permissible values: Value Meaning
1 Cardiogenic shock
2 Cardiac rupture
3 Cardiac arrest
4 New or recurrent myocardial infarction
5 Stroke
6 Acute pulmonary oedema
7 Recurrent rest angina with electrocardiogram
changes
8 Recurrent rest angina without electrocardiogram
changes
9 New onset arrhythmia: atrial
10 New onset arrhythmia: ventricular
11 New onset arrhythmia: heart block (1,2,3)
12 Unplanned revascularisation
13 Acute renal failure
14 Thrombocytopaenia
Supplementary values: 99 Not stated /inadequately described
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Collection and usage attributes

Guide for use:

CODE1 Cardiogenic shock

Use this code when the person has experienced cardiogenic
shock, including if the person was in shock at the time of
presentation to the hospital.

Cardiogenic shock is defined as:

- hypotension (systolic BP <90mmHg for at least 30 minutes or
the need for supportive measures to maintain blood pressure of
greater than or equal to 90mmHg)

- end-organ hypoperfusion (cool extremities or a urine output of
<30ml/hour, and a heart rate >60 beats/minute)

- a cardiac index of no more than 2.2 1/min per square meter of
body-surface area and a pulmonary-capillary wedge pressure of
at least 15 mmHg.

CODE 2 Cardiac rupture

Use this code when the person has a rupture of the ventricular
myocardium, the ventricular septum, or a frank papillary muscle
rupture. This includes if the person experienced the rupture
before presentation to the hospital.

CODE3 Cardiac arrest

Use this code when the person has experienced cardiac arrest (i.e.
the lack of effective cardiac output), including if the person was
under arrest at the time of presentation to the hospital.

CODE4 New or recurrent myocardial infarction

Use this code when the person experiences a myocardial
infarction during hospitalisation distinct from the index event at
the time of presentation.

Recurrent myocardial infarction is defined by clinical events and
cardiac marker elevations after the first 24 hours following
presentation to the hospital.

For people presenting without initial evidence of myonecrosis,
recurrent Ml is defined by:

- A rise in troponin T or I to greater than the diagnostic threshold
level (with precision of 10% coefficient of variation) as defined by
the local laboratory; OR

- A CK-MB elevation of greater than twice the upper limit of
normal for the laboratory (if CK-MB is not available, CK may be
used).

For people presenting with evidence of myonecrosis:

- A further rise in troponin of greater than 25% or a re-elevation
in CK-MB of greater than 50% (if no CK-MB is drawn, CK may be
used) will define recurrent MI

- If the event occurs within 24 hours of PCI, then a level of greater
than 3 times the upper limit of normal for CK-MB will be used. If
the event occurs within 24 hours of CABG, then a level of greater
than 5 times the upper limit of normal for CK-MB will be used.
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CODE5  Stroke

Use this code if the person experiences a loss of neurological
function with residual symptoms remaining for at least 24 hours
after onset and which occurred before presentation to the
hospital. The occurrence of stroke should be evidenced by a
record of cerebral imaging (CT or MRI).

CODE 6 Acute pulmonary oedema/congestive heart failure

Use this code when the person has experienced acute pulmonary
oedema or congestive heart failure with evidence of supportive
clinical signs of ventricular dysfunction. These include:

- Third heart sound (S3)

- Cardiomegaly

- Elevated jugular venous pressure (JVP)

- Chest X-ray evidence of pulmonary congestion

- Requirement for ventilatory assistance (CPAP or intubation).

This includes if acute pulmonary oedema or congestive heart
failure was present at the time of presentation to the hospital.

CODE7 Recurrent rest angina with electrocardiogram (ECG)
changes

Use this code when the person has experienced recurrent
ischaemic pain occurring at rest believed to be cardiac in origin
with associated ECG changes.

CODE 8 Recurrent rest angina without electrocardiogram
(ECG) changes

Use this code when the person has experienced recurrent
ischaemic pain occurring at rest believed to be cardiac in origin
without associated ECG changes.

CODE9 New onset arrhythmia: atrial

Use this code when the person has experienced an atrial
arrhythmia, that was not present before this acute coronary
syndrome event, documented by one of the following:

- Atrial fibrillation/ flutter

- Supraventricular tachycardia requiring treatment (i.e. requiring
cardioversion, drug therapy, or is sustained for greater than one
minute).

CODE 10 New onset arrhythmia: ventricular

Use this code when the person has experienced ventricular
tachycardia or ventricular fibrillation requiring cardioversion
and/or intravenous antiarrhythmics, that was not present before
this acute coronary syndrome event.

CODE11 New onset arrhythmia: heart block (1,2,3)

Use this code when the person has experienced first, second or
third degree atrioventricular block with bradycardia with or
without the requirement for pacing.
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Data element attributes

CODE 12 Unplanned revascularisation

Use this code when the person has undergone revascularisation
precipitated by 20 minutes or more of recurrent chest pain
with/ or without objective evidence of ischaemia on the ECG.

Code 13 Acute renal failure

Use this code when the person has acute renal failure as
determined by a rise in serum creatinine of x 1.5 or a decrease in
GFR by 25% or urine output <0.5mL/kg/h for 6 hours.

Code14 Thrombocytopenia

Use this code when the person has thrombocytopenia as
determined by the platelet count: platelet count dropped to less
than 100 x 109/ L.

Collection and usage attributes

Guide for use:

Comments:

Record all clinical events that the person experiences from the
time of presentation to hospital until discharge from hospital.

More than one event may be recorded.

The time and date must be recorded for each clinical event that
occurs.

An acute coronary syndrome (ACS) related clinical event is a
clinical event which can affect the health outcomes of a person
with ACS.

Information on the occurrence of these clinical events in people
with ACS is required due to an emerging appreciation of their
relationship with late mortality.

Source and reference attributes

Reference documents:

Relational attributes

Implementation in Data Set
Specifications:

Chew DPB et al. National data elements for the clinical
management of acute coronary syndromes. Medical Journal of
Australia. Volume 182 Number 9. 2 May 2005.

Acute coronary syndrome clinical event cluster Health, Standard
01/10/2008

Conditional obligation:
If a clinical event has occurred, record the clinical event

type.
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Acute coronary syndrome related medical history

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —acute coronary syndrome related medical history, code
NN

METeOR identifier: 356598

Registration status: Health, Standard 01/10/2008

Definition: A person’s history of acute coronary syndrome related medical

conditions as represented by a code.

Data Element Concept: Person—acute coronary syndrome related medical history

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
11 Angina (excluding unstable angina): prior
existing
12 Angina (excluding unstable angina): new onset
13 Unstable angina
21 Chronic lung disease
31 Heart failure
41 Hypertension
51 Ischaemic: non-haemorrhagic cerebral infarction
52 Haemorrhagic: intracerebral haemorrhage
61 Peripheral artery disease
62 Aortic aneurysm
63 Renal artery stenosis
71 Sleep apnoea
81 Previous myocardial infarction
91 Atrial fibrillation
92 Other dysrhythmia or conductive disorder
93 Left ventricular hypertrophy
Supplementary values: 99 Not stated/inadequately described
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Collection and usage attributes

Guide for use:

Angina:
CODE 11 Angina (excluding unstable angina): prior existing

This code is used where there are symptoms, which can be
described as chest pain or pain in either or both shoulders, the
back, neck or jaw, or other equivalent discomfort (such as
tightness, gripping or squeezing) suggestive of cardiac ischaemia,
the onset of which occured more than two weeks ago.

CODE 12 Angina (excluding unstable angina): new onset

This code is used where there are symptoms which can be
described as chest pain or pain in either or both shoulders, the
back, neck or jaw, or other equivalent discomfort (such as
tightness, gripping or squeezing) suggestive of cardiac ischaemia;
the onset of which occured two or less weeks ago.

CODE 13 Unstable angina

This code is used where a person has experienced new onset or
prior existing angina (described as chest pain or pain in either or
both shoulders, the back, neck or jaw, or other equivalent
discomfort (such as tightness, gripping or squeezing)), which is
increasing in severity, duration or frequency.

Chronic lung disease:
CODE 21  Chronic lung disease

This code is used where there is a history or symptoms
suggestive of chronic lung disease.

Heart failure:
CODE31 Heart failure

This code is used where a person has past or current symptoms
of heart failure (typically breathlessness or fatigue), either at rest
or during physical activity and/or signs of pulmonary or
peripheral congestion suggestive of cardiac dysfunction.
Hypertension:

CODE 41 Hypertension

This code is used where there is current use of pharmacotherapy
for hypertension and/ or clinical evidence of high blood pressure.

CODE 51  Ischaemic: non-haemorrhagic cerebral infarction

This code is used if there is history of stroke or cerebrovascular
accident (CVA) resulting from an ischaemic event where the
patient suffered a loss of neurological function with residual
symptoms remaining for at least 24 hours.

CODE 52 Haemorrhagic: intracerebral haemorrhage

This code is used if there is history of stroke or cerebrovascular
accident (CVA) resulting from a haemorrhagic event where the
patient suffered a loss of neurological function with residual
symptoms remaining for at least 24 hours.

Peripheral arterial disease:
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Data element attributes

CODE 61 Peripheral artery disease

This code is used where there is history of either chronic or acute
occlusion or narrowing of the arterial lumen in the aorta or
extremities.

CODE 62  Aortic aneurysm

This code is used where there is a history of aneurysmal
dilatation of the aorta (thoracic and or abdominal).

CODE 63 Renal artery stenosis

This code is used where there is a history of functional stenosis of
one or both renal arteries.

Sleep apnoea syndrome:
CODE 71 Sleep apnoea

This code is used where there is evidence of sleep apnoea
syndrome (SAS) on history.

Myocardial infarction:
CODE 81 Previous myocardial infarction

This code is used where a person has previously experienced a
myocardial infarction, excluding the current event that prompted
this presentation to hospital. This may be supported by clinical
documentation and evidenced by ECG changes or serum cardiac
biomarker changes.

Other vascular conditions:
CODE91 Atrial fibrillation

This code is used where there is a history or symptoms
suggestive of atrial fibrillation.

CODE 92  Other cardiac arrhythmias or conductive disorders

This code is used where there is a history of other cardiac
arrhythmias or conductive disorders.

CODE 93  Left ventricular hypertrophy

This code is used where there is a history or symptoms
suggestive of left ventricular hypertrophy.

Collection and usage attributes

Guide for use:

Collection methods:

Comments:

More than one medical condition may be recorded.
Record only those codes that apply.
Record all codes that apply.

Where codes 21, 31, 51, 52, 61, 62, 63, 71, 91, 92 and 93 are
recorded Person - clinical evidence status (acute coronary
syndrome related medical conditions), yes/no code N must also
be recorded.

A history of the listed medical conditions is pertinent to the risk
stratification and treatment of acute coronary syndrome.
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Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Acute coronary syndrome data working group

National Heart Foundation of Australia & Cardiac Society of
Australia and New Zealand. Guidelines for the management of
acute coronary syndromes 2006. Med ] Aust 2006; 184; S1-S32. ©
MJA 2006

Supersedes Person —acute coronary syndrome concurrent clinical
condition, code NN Health, Superseded 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008
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Acute coronary syndrome stratum

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —acute coronary syndrome risk stratum, code N
METeOR identifier: 356665

Registration status: Health, Standard 01/10/2008

Definition: Risk stratum of a person presenting with clinical features

consistent with an acute coronary syndrome defined by
accompanying clinical, electrocardiogram (ECG) and biochemical
features, as represented by a code.

Data Element Concept: Person—acute coronary syndrome risk stratum

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 ST-segment-elevation (myocardial infarction)
2 Non-ST-segment-elevation ACS with high-risk
features
3 Non-ST-segment-elevation ACS with
intermediate-risk features
4 Non-ST-segment-elevation ACS with low-risk
features
Supplementary values: 9 Not stated /inadequately described
Collection and usage attributes
Guide for use: CODE1 ST-segment-elevation (myocardial infarction)

This code is used where persistent ST elevation of >=1mm in two
contiguous limb leads, or ST elevation of >=2mm in two
contiguous chest leads, or with new left bundle -branch block
(BBB) pattern on the ECG.

This classification is intended for identification of patients
potentially eligible for reperfusion therapy, either pharmacologic
or intervention-based. Other considerations such as the time to
presentation and the clinical appropriateness of instituting
reperfusion are not reflected in this metadata item.

CODE 2 Non-ST-segment-elevation ACS with high-risk
features

This code is used when presentation with clinical features
consistent with an acute coronary syndrome with high-risk
features which include any of the following:
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e repetitive or prolonged (> 10 minutes) ongoing chest pain or
discomfort;

e elevated level of at least one cardiac biomarker (troponin or
creatine kinase-MB isoenzyme);

e persistent or dynamic ECG changes of ST segment
depression >= 0.5mm or new T wave >=2mm;

e transient ST-segment elevation (>= 0.5 mm) in more than 2
contiguous leads;

¢ haemodynamic compromise: Blood pressure < 90 mmHg
systolic, cool peripheries, diaphoresis, Killip Class > 1,
and/or new onset mitral regurgitation;

e sustained ventricular tachycardia;

*  syncope;

e left ventricular systolic dysfunction (left ventricular ejection
fraction < 0.40);

e prior percutaneous coronary intervention within 6 months or
prior coronary artery bypass surgery;

e presence of known diabetes (with typical symptoms of
ACS);or

e chronic kidney disease (estimated glomerular filtration rate
< 60mL/minute) (with typical symptoms of ACS).

This classification is intended for identification of patients
potentially eligible for aggressive medical management and
coronary angiography and revascularisation.

CODE3 Non-ST-segment-elevation ACS with intermediate-
risk features

This code is used when presentation with clinical features
consistent with an acute coronary syndrome and any of the
following intermediate-risk features AND NOT meeting the
criteria for high-risk ACS:

e chest pain or discomfort within the past 48 hours that occurred
at rest, or was repetitive or prolonged (but currently resolved);

e age greater than 65yrs;

e known coronary heart disease: prior myocardial infarction
with left ventricular ejection fraction >= 0.40 known coronary
lesion more than 50% stenosed;

¢ o high-risk changes on electrocardiography (see high-risk
features);

e two or more of the following risk factors: known hypertension,
family history, active smoking or hyperlipidaemia;

e presence of known diabetes (with atypical symptoms of ACS);

e chronic kidney disease (estimated glomerular filtration rate
< 60mL/minute) (with atypical symptoms of ACS); or

e prior aspirin use.

This classification is intended for identification of patients
potentially eligible for accelerated diagnostic evaluation and
further risk stratification.
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Data element attributes

CODE4 Non-ST-segment-elevation ACS with low-risk features

This code is used when presentation with clinical features
consistent with an acute coronary syndrome without
intermediate or high-risk features of non-ST-segment-elevation
ACS. This includes onset of anginal symptoms within the last
month, or worsening in severity or frequency of angina, or
lowering of anginal threshold.

This classification is intended for identification of patients
potentially eligible for outpatient investigation discharge on
upgraded medical therapy and outpatient investigation.

Collection and usage attributes

Guide for use:

Collection methods:

Comments:

Other clinical considerations influencing the decision to admit
and investigate are not reflected in this metadata item. This
metadata item is intended to simply provide a diagnostic
classification at the time of, or within hours of clinical
presentation.

Acute coronary syndrome symptoms may include:

e tightness, pressure, heaviness, fullness or squeezing in the
chest which may spread to the neck and throat, jaw,
shoulders, the back, upper abdomen, either or both arms and
even into the wrists and hands

e dyspnoea, nausea/vomiting, cold sweat or syncope.
Recorded at time of presentation.
Only one code should be recorded.

Must be recorded in conjunction with Person—acute coronary
syndrome procedure type, code NN and Person —clinical
procedure timing, code N.

The clinical, electrocardiogram and biochemical characteristics
are important to enable early risk stratification.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Acute coronary syndrome data working group

National Heart Foundation of Australia & Cardiac Society of
Australia and New Zealand. Guidelines for the management of
acute coronary syndromes 2006. Med ] Aust 2006; 184; S1-S32. ©
MJA 2006

The TIMI Risk Score for Unstable Angina/Non-ST Elevation MI
JAMA. 2000; 284:835-842.

Supersedes Person —acute coronary syndrome risk stratum, code
N Health, Superseded 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008
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Additional diagnosis

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Episode of care —additional diagnosis, code (ICD-10-AM 7th edn)
ANN{.N[NIJ}

METeOR identifier: 391322

Registration status: Health, Standard 22/12/2009

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 attendance at a health care
establishment, as represented by a code.

Data Element Concept: Episode of care—additional diagnosis

Value domain attributes

Representational attributes

Classification scheme: International Statistical Classification of Diseases and Related
Health Problems, Tenth Revision, Australian Modification 7th
edition

Representation class: Code

Data type: String

Format: ANN{.N[NTJ}

Maximum character length: 6

Data element attributes

Collection and usage attributes

Guide for use: Record each additional diagnosis relevant to the episode of care
in accordance with the ICD-10-AM Australian Coding Standards.
Generally, external cause, place of occurrence and activity codes
will be included in the string of additional diagnosis codes. In some
data collections these codes may also be copied into specific fields.

The diagnosis can include a disease, condition, injury, poisoning,
sign, symptom, abnormal finding, complaint, or other factor
influencing health status.

Additional diagnoses give information on the conditions that are
significant in terms of treatment required, investigations needed
and resources used during the episode of care. They are used for
casemix analyses relating to severity of illness and for correct
classification of patients into Australian Refined Diagnosis
Related Groups (AR-DRGs).

Collection methods: An additional diagnosis should be recorded and coded where
appropriate upon separation of an episode of admitted patient
care or the end of an episode of residential care or attendance at a
health care establishment. The additional diagnosis is derived
from and must be substantiated by clinical documentation.
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Comments:

Additional diagnoses should be interpreted as conditions that
affect patient management in terms of requiring any of the
following:

e Commencement, alteration or adjustment of therapeutic
treatment

e Diagnostic procedures
e Increased clinical care and/or monitoring

In accordance with the Australian Coding Standards, certain
conditions that do not meet the above criteria may also be
recorded as additional diagnoses.

Additional diagnoses are significant for the allocation of
Australian Refined Diagnosis Related Groups. The allocation of
patient to major problem or complication and co-morbidity
Diagnosis Related Groups is made on the basis of the presence of
certain specified additional diagnoses. Additional diagnoses
should be recorded when relevant to the patient’s episode of care
and not restricted by the number of fields on the morbidity form
or computer screen.

External cause codes, although not diagnosis of condition codes,
should be sequenced together with the additional diagnosis
codes so that meaning is given to the data for use in injury
surveillance and other monitoring activities.

Source and reference attributes

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

National Centre for Classification in Health

Supersedes Episode of care —additional diagnosis, code (ICD-10-
AM 6th edn) ANN{.N[N]} Health, Superseded 22/12/2009

Is used in the formation of Episode of admitted patient care —
major diagnostic category, code (AR-DRG v 6) NN Health,
Standard 22/12/2009

Is used in the formation of Episode of admitted patient care —
diagnosis related group, code (AR-DRG v 6) ANNA Health,
Standard 22/12/2009

Admitted patient care NMDS 2010-2011 Health, Standard
22/12/2009

Implementation start date: 01/07/2010

Admitted patient mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07/2010

Admitted patient palliative care NMDS 2010-11 Health, Standard
05/01/2010

Implementation start date: 01/07/2010

Residential mental health care NMDS 2010-2011 Health, Standard
05/01/2010

Implementation start date: 01/07/2010
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Address line (person)

Identifying and definitional attributes

Metadata item type:
Technical name:

Synonymous names:
METeOR identifier:

Registration status:

Definition:

Data Element Concept:

Value domain attributes

Data Element

Person (address) —address line, text [X(180)]
Australian address line

286620

Health, Standard 04/05/2005
Community services, Standard 30/09/2005

A composite of one or more standard address components that
describes a low level of geographical/physical description of a
location, as represented by text. Used in conjunction with the
other high-level address components i.e. Suburb/town/locality,
Postcode — Australian, Australian state/territory, and Country,
forms a complete geographical/ physical address of a person.

Person (address) —address line

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Text
String
[X(180)]
180

Collection and usage attributes

Guide for use:

A high-level address component is defined as a broad
geographical area that is capable of containing more than one
specific physical location. Some examples of a broad geographical
area are:

- Suburb, town or locality
- Postcode — Australian or international

- State, Territory, local government area, electorate, statistical
local area

- Postal delivery point identifier
- Countries, provinces, etc other than in Australia

These components of a complete address do not form part of the
Address line.

When addressing an Australian location, following are the
standard address data elements that may be concatenated in the
Address line:

- Building/complex sub-unit type

- Building/complex sub-unit number
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Collection methods:

- Building/ property name
- Floor/level number

- Floor/level type

- House/ property number
- Lot/section number

- Street name

- Street type code

- Street suffix code

One complete identification/description of a location/site of an
address can comprise one or more than one instance of address
line.

Instances of address lines are commonly identified in electronic
information systems as Address-line 1, Address-line 2, etc.

The format of data collection is less important than consistent use
of conventions in the recording of address data. Hence, address
may be collected in an unstructured manner but should ideally
be stored in a structured format.

Where Address line is collected as a stand-alone item, software
may be used to parse the Address line details to separate the sub-
components.

Multiple Address lines may be recorded as required.

The following concatenation rules should be observed when
collecting address lines addressing an Australian location.

- Building/complex sub-unit type is to be collected in conjunction
with Building/complex sub-unit number and vice versa.

- Floor/level type is to be collected in conjunction with
Floor/level number and vice versa.

- Street name is to be used in conjunction with Street type code
and Street suffix code.

- Street type code is to be used in conjunction with Street name
and Street suffix code.

- Street suffix code is to be used in conjunction with Street name
and Street type code.

- House/property number is to be used in conjunction with Street
name.

Source and reference attributes

Submitting organisation:

Origin:

Reference documents:

Standards Australia
Health Data Standards Committee

AS5017 Health Care Client Identification, 2002, Sydney:
Standards Australia.

AS4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia

AS4846 Health Care Provider Identification, 2006, Sydney:
Standards Australia
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Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Is formed using Person (address) —street suffix, code A[A]
Health, Standard 01/03 /2005, Community services, Standard
30/09/2005

Is formed using Person (address) —street type, code A[AAA]
Health, Standard 01/03 /2005, Community services, Standard
30/09/2005

Is formed using Person (address) —street name, text [A(30)]
Health, Standard 01/03 /2005, Community services, Standard
30/09/2005

Is formed using Person (address) —lot/section identifier,
N[X(14)] Health, Standard 01/03/2005, Community services,
Standard 30/09/2005

Is formed using Person (address) —house/property identifier,
text [X(12)] Health, Standard 01/03/2005, Community services,
Standard 30/09/2005

Is formed using Person (address) —floor/level type, code A[A]
Health, Standard 01/03 /2005, Community services, Standard
30/09/2005

Is formed using Person (address) —floor/level identifier,
NNNA] Health, Standard 01/03/2005, Community services,
Standard 30/09/2005

Is formed using Person (address) —building/complex sub-unit
type, code A[AAA] Health, Standard 01/03/2005, Community
services, Standard 30/09/2005

Is formed using Person (address) —building/complex sub-unit
identifier, [X(7)] Health, Standard 01/03/2005, Community
services, Standard 30/09/2005

Is formed using Person (address) —building/property name, text
X(30)] Health, Standard 01/03/2005, Community services,
Standard 30/09/2005

Supersedes Person (address) —health address line, text [X(180)]
Health, Superseded 04/05/2005

Cancer (clinical) DSS Health, Superseded 07/12/2005
Cancer (clinical) DSS Health, Superseded 06/03 /2009
Cancer (clinical) DSS Health, Superseded 22/12 /2009
Cancer (clinical) DSS Health, Standard 22/12/2009

Health care client identification DSS Health, Superseded
03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Health care provider identification DSS Health, Superseded
04/07 /2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Address line (service provider organisation)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Service provider organisation (address) —address line, text
[X(180)]

METeOR identifier: 290315

Registration status: Health, Standard 04/05/2005
Community services, Standard 30/09/2005

Definition: A composite of one or more standard address components, as
represented by text.

Data Element Concept: Service provider organisation (address) —address line

Value domain attributes

Representational attributes

Representation class: Text
Data type: String
Format: [X(180)]
Maximum character length: 180

Data element attributes

Collection and usage attributes

Guide for use: A high-level address component is defined as a broad
geographical area that is capable of containing more than one
specific physical location. Some examples of a broad geographical
area are:

e Suburb, town or locality
e Postcode
e Australian or international

e State, Territory, local government area, electorate, statistical
local area

e DPostal delivery point identifier
e Countries, provinces, etc. other than in Australia

These components of a complete address do not form part of the
Address line.

When addressing an Australian location, following are the
standard address data elements that may be concatenated in the
Address line:

¢ Building/complex sub-unit type
e  Building/complex sub-unit number
¢ Building/property name

e Floor/level number
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Collection methods:

e Floor/level type

e House/property number
e Lot/section number

e Street name

e Street type code

e Street suffix code

One complete identification/description of a location/site of an
address can comprise one or more than one instance of address
line. Instances of address lines are commonly identified in
electronic information systems as Address-line 1, Address-line 2,
etc. The format of data collection is less important than consistent
use of conventions in the recording of address data. Hence,
address may be collected in an unstructured manner but should
ideally be stored in a structured format. Where Address line is
collected as a stand-alone item, software may be used to parse the
Address line details to separate the sub-components. Multiple
Address lines may be recorded as required.

The following concatenation rules should be observed when
collecting address lines addressing an Australian location.

e Building/complex sub-unit type is to be collected in
conjunction with Building/complex sub-unit number and
vice versa.

e Floor/level type is to be collected in conjunction with
Floor/level number and vice versa.

e Street name is to be used in conjunction with Street type code
and Street suffix code.

e Street type code is to be used in conjunction with Street name
and Street suffix code.

e Street suffix code is to be used in conjunction with Street
name and Street type code.

e House/property number is to be used in conjunction with
Street name.

Source and reference attributes

Submitting organisation:

Origin:

Reference documents:

Relational attributes

Related metadata references:

Standards Australia
Health Data Standards Committee

AS5017 Health Care Client Identification, 2002, Sydney:
Standards Australia.

AS4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia

Is formed using Service provider organisation (address) —street
suffix, code A[A] Health, Standard 04/05/2005, Community
services, Standard 30/09/2005

Is formed using Service provider organisation (address) —street
type, code A[AAA] Health, Standard 04/05/2005, Community
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Implementation in Data Set
Specifications:

services, Standard 30/09/2005

Is formed using Service provider organisation (address) —street
name, text [A(30)] Health, Standard 04/05/2005, Community
services, Standard 30/09/2005

Is formed using Service provider organisation (address) —
lot/section identifier, N[X(14)] Health, Standard 04/05/2005,
Community services, Standard 30/09/2005

Is formed using Service provider organisation (address) —
house/property identifier, text [X(12)] Health, Standard
04/05/2005, Community services, Standard 30/09/2005

Is formed using Service provider organisation (address) —
floor/level type, code A[A] Health, Standard 04/05/2005,
Community services, Standard 30/09/2005

Is formed using Service provider organisation (address) —
floor/level identifier, NNNA] Health, Standard 04/05/2005,
Community services, Standard 30/09/2005

Is formed using Service provider organisation (address) —
building/complex sub-unit type, code A[AAA] Health, Standard
04/05/2005, Community services, Standard 30/09/2005

Is formed using Service provider organisation (address) —
building/complex sub-unit identifier, [X(7)] Health, Standard
04/05/2005, Community services, Standard 30/09/2005

Is formed using Service provider organisation (address) —
building/ property name, text [X(30)] Health, Standard
04/05/2005, Community services, Standard 30/09/2005

Health care provider identification DSS Health, Superseded
04/07 /2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Address type (person)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person (address) —address type, code N

METeOR identifier: 286728

Registration status: Health, Standard 04/05/2005
Community services, Standard 30/09/2005

Definition: A code set representing a type of address, as represented by a
code.

Data Element Concept: Person (address) —address type

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Business
2 Mailing or postal
3 Residential
4 Temporary residential
Supplementary values: 9 Unknown/Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE1 Business

This code is used to indicate an address that is the physical
location of a business, an office or from where a service is
delivered.

CODE 2 Mailing or postal

This code is used to indicate an address that is only for
correspondence purposes.

CODE3 Residential

This code is used to indicate where a person is living. Note that
this code is not valid for organisations.

CODE4 Temporary residential

Temporary accommodation address (such as for a person from
rural Australia who is visiting an oncology centre for a course of
treatment, or a person who usually resides overseas). Note that
this is not valid for organisations.
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Data element attributes

CODE9 Unknown/Not stated/inadequately described

This code may also be used where the person has no fixed
address or does not wish to have their residential or a
correspondence address recorded.

Collection and usage attributes

Guide for use:

Collection methods:

Comments:

A single address may have multiple address types associated
with it. Record as many as required.

At least one address must be recorded (this may be an unknown
Address type).

Health care establishments should always attempt to collect the
residential address of a person who is a health care client when a
service is provided. When recording the address for a health care
provider or organisation, the business address should always be
collected. In addition, other addresses may also need to be
recorded for individuals and organisations.

Overseas address:

For individuals record the overseas address as the residential
address and record a temporary accommodation address as their
contact address in Australia.

‘No fixed address’ is coded as unknown because it (the concept)
is not a type of address for a person but is an attribute of the
person only i.e. it is not a location for which an address may be
derived. It is not recommended that an implementation collects
this attribute as an address type. A person not having a fixed
address constrains the number of address types that can be
collected i.e. temporary accommodation and residential address
types cannot be collected. However, if it is imperative that this
occurs, it is suggested that code 9 be used.

Source and reference attributes

Submitting organisation:

Origin:

Reference documents:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Standards Australia
Australian Institute of Health and Welfare

AS5017 Health Care Client Identification, 2002, Sydney:
Standards Australia

AS4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia

In AS4846 and AS5017 alternative alphabetic codes are presented.
Refer to the current standard for more details.

Supersedes Person (address) —address type, code A Health,
Superseded 04/05/2005

Health care client identification DSS Health, Superseded
03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

58
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Health care provider identification DSS Health, Superseded
04,/07/2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Address type (service provider organisation)

Identifying and definitional attributes

Metadata item type: Data Element
Technical name: Service provider organisation (address) —address type, code N
METeOR identifier: 286792
Registration status: Health, Standard 04/05/2005
Community services, Standard 30/09/2005
Definition: The type of geographical/physical location where an

organisation can be located, as represented by a code.

Data Element Concept: Service provider organisation (address) —address type

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Business
2 Mailing or postal
Supplementary values: 9 Unknown/Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE1 Business

This code is used to indicate an address that is the physical
location of a business, an office or from where a service is
delivered.

CODE 2 Mailing or postal

This code is used to indicate an address that is only for
correspondence purposes.

CODE9 Unknown/Not stated/inadequately described

This code may also be used where the person has no fixed
address or does not wish to have their residential or a
correspondence address recorded

Data element attributes

Collection and usage attributes

Guide for use: A single address may have multiple address types associated
with it. Record as many as required.
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Collection methods:

At least one address must be recorded (this may be an unknown
Address type). When recording the address for a health care
provider or organisation, the business address should always be
collected. In addition, other addresses may also need to be
recorded for individuals and organisations.

Source and reference attributes

Origin:

Reference documents:

Relational attributes

Implementation in Data Set
Specifications:

AS5017 Health Care Client Identification, 2002, Sydney:
Standards Australia

AS4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia

In AS4846 and AS5017 alternative alphabetic codes are presented.
Refer to the current standard for more details.

Health care provider identification DSS Health, Superseded
04/07 /2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Address—country identifier (person)

Identifying and definitional attributes

Metadata item type: Data Element
Technical name: Person (address) —country identifier, code (SACC 2008) NNNN
METeOR identifier: 370937
Registration status: Health, Standard 01/10/2008
Community services, Standard 02/06,/2008
Definition: The country component of the address of a person, as

represented by a code.

Data Element Concept: Person (address) — country identifier

Value domain attributes

Representational attributes

Classification scheme: Standard Australian Classification of Countries 2008
Representation class: Code

Data type: Number

Format: NNNN

Maximum character length: 4

Collection and usage attributes

Guide for use: The Standard Australian Classification of Countries 2008 (SACC)
is a four-digit, three-level hierarchical structure specifying major
group, minor group and country.

A country, even if it comprises other discrete political entities
such as states, is treated as a single unit for all data domain
purposes. Parts of a political entity are not included in different
groups. Thus, Hawaii is included in Northern America (as part of
the identified country United States of America), despite being
geographically close to and having similar social and cultural
characteristics as the units classified to Polynesia.

Data element attributes

Collection and usage attributes
Collection methods: Collect the data at the 4-digit level.

Comments: Note that the Standard Australian Classification of Countries
(SACC) is mappable to but not identical to Australian Standard
Classification of Countries for Social Statistics (ASCCSS).

Source and reference attributes

Reference documents: Standard Australian Classification of Countries Edition 2,
Catalogue number 1269.0, 2008, Canberra: Australian Bureau of
Statistics
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Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Supersedes Person (address) —country identifier, code (SACC
1998) NNNN Health, Superseded 01/10/2008, Community
services, Superseded 02/06/2008

Health care client identification DSS Health, Standard
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Administrative health region name

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Administrative health region —region name, text [A(80)]

METeOR identifier: 297639

Registration status: Health, Standard 05/12/2007

Definition: Textual description of the full name of an administrative health
region.

Data Element Concept: Administrative health region —region name

Value domain attributes

Representational attributes

Representation class: Text
Data type: String
Format: [A(80)]
Maximum character length: 80

Data element attributes

Collection and usage attributes
Guide for use: Administrative health regions are determined by the relevant

state or territory.

Source and reference attributes

Submitting organisation: Palliative Care Intergovernmental Forum

Relational attributes

Implementation in Data Set Palliative care performance indicators DSS Health, Standard
Specifications: 05/12/2007
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Administrative health region palliative care strategic plan
indicator

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Administrative health region — palliative care strategic plan
indicator, yes/no code N

METeOR identifier: 288331

Registration status: Health, Standard 05/12 /2007

Definition: Whether an administrative health region has a written strategic
plan which incorporates palliative care elements, as represented
by a code.

Data Element Concept: Administrative health region — palliative care strategic plan
indicator

Value domain attributes

Representational attributes

Representation class: Code

Data type: Boolean

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Yes
2 No

Data element attributes

Collection and usage attributes

Guide for use: A palliative care strategic plan may be an entire health region’s
plan, or an aggregation of the region’s sub-units’ plans. The plan
may be specifically for palliative care or a general health service
plan that includes palliative care elements.

The palliative care elements in the plan must include all of the
following aspects:

e timeframe (the beginning and end-date in years), with a
minimum time period of two years to demonstrate a strategic
focus

e measurable objectives relating to: service access, quality,
utilisation, responsiveness and evaluation

e demonstrated stakeholder involvement in plan development,
such as the inclusion of a description of the consultation
process in the strategic plan document

e demonstrated links with the National Palliative Care Strategy
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e implementation strategies (can include resources identified
for service delivery)

e evidence of ongoing development in subsequent plans.

A strategic plan typically has a mission statement, outlines a
vision, values and strategies, and includes goals and objectives. A
strategic plan may: serve as a framework for decisions; provide a
basis for more detailed planning; explain the business to others in
order to inform, motivate and involve; assist benchmarking and
performance monitoring; stimulate change and become a
building block for next plan.

The plan will ideally address both palliative care at the specialist
level and palliative care at the primary care (i.e. non-specialist)
level.

CODE1 Yes

The administrative health region has a written strategic plan
which incorporates palliative care elements, and which includes
all specified strategic plan aspects.

CODE2 No

The administrative health region does not have a written
strategic plan which incorporates palliative care elements, or has
a plan with only partial coverage of the specified strategic plan
aspects.

Source and reference attributes

Submitting organisation: Palliative Care Intergovernmental Forum

Relational attributes

Implementation in Data Set Palliative care performance indicators DSS Health, Standard
Specifications: 05/12/2007
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Admission date

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Episode of admitted patient care —admission date, DDMMYYYY
269967

Health, Standard 01/03/2005

Date on which an admitted patient commences an episode of
care.

Episode of admitted patient care —admission date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Source and reference attributes

Origin:

Relational attributes

Related metadata references:

National Health Data Committee

Supersedes Admission date, version 4, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (14.4 KB)

Is used in the formation of Episode of admitted patient care —
major diagnostic category, code (AR-DRG v 6) NN Health,
Standard 22/12/2009

Is used in the formation of Episode of admitted patient care —
diagnosis related group, code (AR-DRG v 6) ANNA Health,
Standard 22/12/2009

Is used in the formation of Episode of admitted patient care —
diagnosis related group, code (AR-DRG v5.1) ANNA Health,
Superseded 22/12/2009

Is used in the formation of Episode of admitted patient care —
major diagnostic category, code (AR-DRG v5.1) NN Health,
Superseded 22/12/2009

Is used in the formation of Episode of admitted patient care —
length of stav (including leave days), total N[NN] Health,
Standard 04/07 /2007

Is used in the formation of Episode of admitted patient care —
length of stay (including leave days) (antenatal), total N[NN]
Health, Standard 04/07 /2007
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Implementation in Data Set
Specifications:

Is used in the formation of Episode of admitted patient care —
length of stav (excluding leave days), total N[NN] Health,
Standard 01/03/2005

Is used in the formation of Episode of care —number of
psychiatric care days, total N[NNNN] Health, Standard
01/03/2005

Is used in the formation of Episode of admitted patient care —
length of stav (including leave days), total N[NN] Health,
Superseded 04/07/2007

Is used in the formation of Episode of admitted patient care
(antenatal) —length of stay (including leave days), total N[NN]
Health, Superseded 04/07/2007

Is used in the formation of Non-admitted patient emergency
department service episode —waiting time (to hospital admission),
total hours and minutes NNNN Health, Standard 01/03/2005

Is used in the formation of Elective surgery waiting list episode —
waiting time (at removal), total days N[NNN] Health, Standard
01/03/2005

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008

Admitted patient care NMDS Health, Superseded 07/12/2005
Implementation start date: 01/07 /2005
Implementation end date: 30/06 /2006

Admitted patient care NMDS 2006-2007 Health, Superseded
23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Admitted patient care NMDS 2007-2008 Health, Superseded
05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Admitted patient care NMDS 2008-2009 Health, Superseded
04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Admitted patient care NMDS 2009-2010 Health, Superseded
22/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient care NMDS 2010-2011 Health, Standard
22/12/2009

Implementation start date: 01/07 /2010

Admitted patient mental health care NMDS Health, Superseded
23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007
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Admitted patient mental health care NMDS Health, Superseded
07/12/2005

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Admitted patient mental health care NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07/2007
Implementation end date: 30/06/2008

Admitted patient mental health care NMDS 2008-2009 Health,
Superseded 04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Admitted patient mental health care NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07/2010

Admitted patient palliative care NMDS Health, Superseded
07/12/2005

Implementation start date: 01/07 /2005
Implementation end date: 30/06,/2006

Admitted patient palliative care NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Admitted patient palliative care NMDS 2007-08 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Admitted patient palliative care NMDS 2008-09 Health,
Superseded 04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06 /2009

Admitted patient palliative care NMDS 2009-10 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient palliative care NMDS 2010-11 Health, Standard
05/01/2010

Implementation start date: 01/07/2010
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Admission time

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Episode of admitted patient care —admission time, hhmm

METeOR identifier: 269972

Registration status: Health, Standard 01/03/2005

Definition: Time at which an admitted patient commences an episode of
care.

Data Element Concept: Episode of admitted patient care —admission time

Value domain attributes

Representational attributes

Representation class: Time

Data type: Date/Time
Format: hhmm
Maximum character length: 4

Source and reference attributes

Reference documents: ISO 8601:2000 : Data elements and interchange formats -
Information interchange - Representation of dates and times

Data element attributes

Collection and usage attributes

Comments: Required to identify the time of commencement of the episode or
hospital stay, for calculation of waiting times and length of stay.

Source and reference attributes
Origin: National Health Data Committee

Relational attributes

Related metadata references: Supersedes Admission time, version 2, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (13.5 KB)

Is used in the formation of Non-admitted patient emergency
department service episode —waiting time (to hospital
admission), total hours and minutes NNNN Health, Standard

01/03/2005
Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Admitted patient election status

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Episode of admitted patient care — patient election status, code N
METeOR identifier: 326619

Registration status: Health, Standard 23,/10/2006

Definition: Accommodation chargeable status elected by a patient on

admission, as represented by a code.

Data Element Concept: Episode of admitted patient care — patient election status

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Public
2 Private

Collection and usage attributes
Guide for use: Public patient:

A person, eligible for Medicare, who receives or elects to receive
a public hospital service free of charge.

Includes: patients in public psychiatric hospitals who do not have
the choice to be treated as a private patient. Also includes
overseas visitors who are covered by a reciprocal health care
agreement, and who elect to be treated as public patients.

Private patient:

A person who elects to be treated as a private patient and elects
to be responsible for paying fees for the type referred to in clause
49 of the Australian Health Care Agreements (2003-2008).

Clause 49 states that:

Private patients, compensable patients and ineligible persons
may be charged an amount for public hospital services as
determined by (the state or territory).

All patients in private hospitals (other than those receiving public
hospital services and electing to be treated as a public patient) are
private patients.

Includes: all patients who are charged (regardless of the level of

the charge) or for whom a charge is raised for a third party payer
(for example, Department of Veterans” Affairs and Compensable
patients). Also includes patients who are Medicare ineligible and
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Data element attributes

receive public hospital services free of charge at the discretion of
the hospital, and prisoners, who are Medicare ineligible while
incarcerated.

Collection and usage attributes

Guide for use:

Australian Health Care Agreements 2003-08 state that eligible
persons are to be given the choice to receive, free of charge as
public patients, health and emergency services.

At the time of, or as soon as practicable after, admission for a
public hospital service, the patient must elect in writing to be
treated as either

- a public patient or

- a private patient

This item is independent of the patient’s hospital insurance status
and room type.

Notes:

Inability to sign: In cases where the patient is unable to complete
the patient election form, the patient should be assumed to be a
public patient.

Compensation funding decisions: A patient may be recorded as a
public patient as an interim patient election status while the
patient’s compensable status is being decided.

Inter-hospital contracted care: If the patient receives inter-
hospital contracted care the following guidelines can be used if
no further information is available:

e If the patient received contracted care that was purchased by
a public hospital then it will be assumed that they elected to
be treated as a public patient.

e If the patient received contracted care that was purchased by
a private hospital then it will be assumed that they elected to
be treated as a private patient.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Admitted patient care NMDS Technical Reference Group

Supersedes Episode of admitted patient care —elected
accommodation status, code N Health, Superseded 23/10/2006

Admitted patient care NMDS 2007-2008 Health, Superseded
05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Admitted patient care NMDS 2008-2009 Health, Superseded
04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009
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Admitted patient care NMDS 2009-2010 Health, Superseded
22/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient care NMDS 2010-2011 Health, Standard
22/12/2009

Implementation start date: 01/07/2010
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Age

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person—age, total years N[NN]
METeOR identifier: 303794

Registration status: Health, Standard 08/02/2006

Community services, Standard 29/04/2006
Housing assistance, Standard 10/02/2006

Definition: The age of the person in (completed) years at a specific point in time.

Context: Age is a core data element in a wide range of social, labour and
demographic statistics. It is used in the analyses of service utilisation
by age group and can be used as an assistance eligibility criterion.

Data Element Concept: Person—age

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: N[NN]
Maximum character length: 3
Supplementary values: Value Meaning
999 Unknown/not stated
Unit of measure: Year

Data element attributes

Collection and usage attributes
Guide for use: Age in single years (if aged under one year, record as zero).

If age (or date of birth) is unknown or not stated, and cannot be
estimated, use Code 999.

National community services and housing assistance data dictionary
specific:

If year of birth is known (but date of birth is not) use the date,
0101YYYY of the birth year to estimate age (where YYYY is the year
of birth).

National housing assistance data dictionary specific:

In the housing assistance data collections age is calculated at 30 June
for the corresponding year.

Collection methods: Although collection of date of birth allows more precise calculation
of age, this may not be feasible in some data collections, and
alternative questions are: Age last birthday?

What was ....... age last birthday?
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Comments:

What is .......... age in complete years?
National community services data dictionary specific:

Different rules for reporting data may apply when estimating the
Date of birth of children aged under 2 years since the rapid growth
and development of children within this age group means that a
child’s development can vary considerably over the course of a year.
Thus, more specific reporting of estimated age is recommended.

Those who need to conduct data collections for children where age
is collected in months, weeks, or days should do so in a manner that
allows for aggregation of those results to this standard.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

National Public Health Information Working Group

Australian Bureau of Statistics, Standards for Social, Labour and
Demographic Variables. Reference through:
http:/ /www.abs.cov.au/ AUSSTATS/abs@.nsf/DirClassManualsby

Catalogue
/76CD93AA32E74B29CA25713E0005A2EA?OpenDocument

See also Person —date of birth, MMYYYY Health, Standard
10/12/2009

Supersedes Person —age, total years N[NN] Health, Superseded
08/02/2006

Computer Assisted Telephone Interview demographic module DSS
Health, Superseded 03/12/2008

Computer Assisted Telephone Interview demographic module DSS
Health, Standard 03/12/2008
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Age range

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person—age range, code NN

METeOR identifier: 290540

Registration status: Health, Standard 04/05/2005

Definition: The age range that best accommodates a person’s completed age

in years, at the time of data collection, as represented by a code.

Data Element Concept: Person —age range

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
01 0-4
02 5-14
03 15-24
04 25-34
05 35-44
06 45-54
07 55-64
08 65-74
09 75 years or older
Supplementary values: 99 Not stated

Data element attributes

Collection and usage attributes

Guide for use: Used in computer assisted telephone interview (CATI) surveys in
cases where the specific age is not available.

Depending on the collection a different starting age may be used,
but should map back to the standard output.

Information at a finer level can be collected as long as it maps
back to the proposed data domain, e.g. 75+ age group can be split
into 75-84 and 85 years or older.

Collection methods: Although collection of date of birth allows more precise
calculation of age, as does the collection of a single age, this may
not always be feasible. Age range should be derived from a
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question on date of birth or age at last birthday.

Comments: In cases where an exact age is not known or not stated, age may
be reported as an age range. The age ranges are consistent with
the standard 10 year ranges recommended by the ABS.

Source and reference attributes

Submitting organisation: National Public Health Information Working Group

Origin: ABS, Statistical Concepts Library, Standards for Social, Labour
and Demographic Variables. Age.

Reference documents: Reference through:
http:/ /www.abs.gov.au/ Ausstats/abs@.nsf/StatsLibrary and
choose, Other ABS Statistical Standards, Standards for Social,
Labour and Demographic Variables, Demographic Variables,

Age.
Relational attributes
Implementation in Data Set Computer Assisted Telephone Interview demographic module
Specifications: DSS Health, Superseded 03/12/2008

Computer Assisted Telephone Interview demographic module
DSS Health, Standard 03/12/2008
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Alcohol consumption frequency (self reported)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —alcohol consumption frequency (self-reported), code NN
METeOR identifier: 270247

Registration status: Health, Standard 01/03/2005

Definition: A person’s self-reported frequency of alcohol consumption, as

represented by a code.

Data Element Concept: Person —alcohol consumption frequency

Value domain attributes

Representational attributes

Representation class: Code
Data type: String
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
01 Every day/7 days per week
02 5 to 6 days per week
03 3 to 4 days per week
04 1 to 2 days per week
05 2 to 3 days per month
06 Once per month
07 7 to 11 days in the past year
08 4 to 6 days in the past year
09 2 to 3 days in the past year
10 Once in the past year
11 Never drank any alcoholic beverage in the past
year
12 Never in my life
Supplementary values: 99 Not reported

Data element attributes

Collection and usage attributes

Collection methods: The World Health Organisation, in its 2000 International Guide
for Monitoring Alcohol Consumption and Related Harm
document, suggests that in assessing alcohol consumption
patterns a ‘Graduated Quantity Frequency” method is preferred.
This method requires that questions about the quantity and
frequency of alcohol consumption should be asked to help
determine short-term and long-term health consequences. This
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information can be collected (but not confined to) the following
ways:

e ina clinical setting with questions asked by a primary
healthcare professional

e asaself-completed questionnaire in a clinical setting
e as part of a health survey
e as part of a computer aided telephone interview.

It should be noted that, particularly in telephone interviews, the
question(s) asked may not be a direct repetition of the Value
domain; yet they may still yield a response that could be coded to
the full Value domain or a collapsed version of the Value domain.

Source and reference attributes

Submitting organisation:

Origin:
Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Cardiovascular Data Working Group

Australian Alcohol Guidelines: Health Risks and Benefits,
National Health & Medical Research Council, October 2001

Supersedes Alcohol consumption frequency- self report, version
1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (24.3 KB)

Cardiovascular disease (clinical) DSS Health, Superseded
15/02/2006

Cardiovascular disease (clinical) DSS Health, Superseded
04/07 /2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009
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Alcohol consumption in standard drinks per day (self
reported)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —alcohol consumption amount (self-reported), total
standard drinks NN

METeOR identifier: 270249

Registration status: Health, Standard 01/03 /2005

Definition: A person’s self-reported usual number of alcohol-containing

standard drinks on a day when they consume alcohol.

Data Element Concept: Person —alcohol consumption amount

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: NN
Maximum character length: 2
Supplementary values: Value Meaning
99 Consumption not reported
Unit of measure: Standard drink

Collection and usage attributes
Guide for use: Alcohol consumption is usually measured in standard drinks.

An Australian standard drink contains 10 grams of alcohol,
which is equivalent to 12.5 millilitres of alcohol.

Data element attributes

Collection and usage attributes

Guide for use: This estimation is based on the person’s description of the type
(spirits, beer, wine, other) and number of standard drinks, as
defined by the National Health and Medical Research Council
(NH&MRC), consumed per day. One standard drink contains 10
grams of alcohol.

The following gives the NH&MRC examples of a standard drink:
e Light beer (2.7%):
-1 can or stubbie = 0.8 a standard drink
e Medium light beer (3.5%):
-1 can or stubbie = 1 standard drink
e Regular Beer - (4.9% alcohol):
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Collection methods:

-1 can = 1.5 standard drinks

- 1jug = 4 standard drinks

- 1 slab (cans or stubbies) = about 36 standard drinks
e  Wine (9.5% - 13% alcohol):

- 750-ml bottle = about 7 to 8 standard drinks

- 4-litre cask = about 30 to 40 standard drinks
e  Spirits:

-1 nip =1 standard drink

- Pre-mixed spirits (around 5% alcohol) = 1.5 standard
drinks

When calculating consumption in standard drinks per day, the
total should be reported with part drinks recorded to the next
whole standard drink (e.g. 2.4 = 3).

The World Health Organisation’s 2000 International Guide for
Monitoring Alcohol Consumption and Related Harm document
suggests that in assessing alcohol consumption patterns a
‘Graduated Quantity Frequency’ method is preferred. This
method requires that questions about the quantity and frequency
of alcohol consumption should be asked to help determine short-
term and long-term health consequences.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Cardiovascular Data Working Group

The World Health Organisation’s 2000 International Guide for
Monitoring Alcohol Consumption and Related Harm document -

National Health and Medical Research Council’s Australian
Alcohol Guidelines, October 2001.

Supersedes Alcohol consumption in standard drinks per day -
self report, version 1, DE, NHDD, NHIMG, Superseded

01/03/2005.pdf (18.6 KB)

Cardiovascular disease (clinical) DSS Health, Superseded
15/02/2006

Cardiovascular disease (clinical) DSS Health, Superseded
04/07/2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009
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Anaesthesia administered for operative delivery of the
baby

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Birth event—anaesthesia administered, code N

METeOR identifier: 292044

Registration status: Health, Standard 07/12/2005

Definition: Anaesthesia administered to the woman for the operative

delivery of the baby, as represented by a code.

Data Element Concept: Birth event —anaesthesia administered

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 None
2 Local anaesthetic to perineum
3 Pudendal
4 Epidural or caudal
5 Spinal
6 General anaesthetic
7 Combined spinal-epidural
8 Other
Supplementary values: 9 Not stated /inadequately described

Data element attributes

Collection and usage attributes

Guide for use: Operative delivery includes caesarean section, forceps and
vacuum extraction.

Code 7: this code is used when this technique has been selected
for the administration of anaesthesia for the operative delivery of
the baby.

Collection methods: More than one agent or technique can be recorded, except where
1=none applies.

This item should only be recorded for the operative delivery of
the baby and not third stage labour e.g. removal of placenta.
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Comments: Anaesthetic use may influence the duration of labour, may affect
the health status of the baby at birth and is an indicator of
obstetric intervention.

Source and reference attributes

Submitting organisation: National Perinatal Data Development Committee

Relational attributes

Related metadata references: Supersedes Birth event — anaesthesia administered, code N
Health, Superseded 07/12/2005
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Analgesia administered for labour

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Birth event—analgesia administered, code N

METeOR identifier: 292546

Registration status: Health, Standard 07/12/2005

Definition: Analgesia administered to the woman to relieve pain for labour,

as represented by a code.

Data Element Concept: Birth event—analgesia administered

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 None
2 Nitrous oxide
4 Epidural or caudal
5 Spinal
6 Systemic opioids
7 Combined spinal-epidural
8 Other
Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes
Guide for use:

Comments: Note: Code 3, which had a meaning in previous versions of the
data standard is no longer used. As is good practice, the code will
not be reused.

Data element attributes

Collection and usage attributes

Guide for use: Systemic opioids include both intra-muscular and intravenous
opioids.
Code 7: this code is used when this technique has been selected
for the administration of analgesia for labour.

Collection methods: More than one agent or technique can be recorded, except where
1=none applies.
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This item is to be recorded for first and second stage labour, but
not third stage labour e.g. removal of placenta.

Comments: Analgesia use may influence the duration of labour, may affect
the health status of the baby at birth and is an indicator of
obstetric intervention.

Source and reference attributes

Submitting organisation: National Perinatal Data Development Committee

Relational attributes

Related metadata references: Supersedes Birth event —analgesia administered, code N Health,
Superseded 07/12/2005
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Angina status

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —angina status, Canadian Cardiovascular Society code N
METeOR identifier: 338335

Registration status: Health, Standard 01/10/2008

Definition: The limitation of physical activity experienced by a person with

the onset of angina, as represented by the Canadian
Cardiovascular Society code.

Data Element Concept: Person—angina status

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 No angina with ordinary physical activity
2 Slight limitation of ordinary physical activity
3 Marked limitation of ordinary physical activity
4 Inability for any physical activity without

anginal symptoms
Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes
Guide for use: Code1l No angina with ordinary physical activity

Use this code for patients who have no angina on ordinary
physical activity such as walking or stair climbing. Angina occurs
with strenuous, rapid or prolonged exertion at work or
recreation.

Code 2 Slight limitation of ordinary physical activity

Use this code for patients for whom angina occurs on walking or
climbing stairs rapidly, walking uphill, walking or climbing stairs
after a meal, or under emotional stress, or in the cold, or only
during the first few hours after waking.

Code 3 Marked limitation or ordinary physical activity

Use this code for patients where angina occurs walking one or
two blocks on the level and climbing one or more flights of stairs
in normal conditions and at a normal pace.

86



Collection methods:

Data element attributes

Code 4 Inability for any physical activity without anginal
symptoms

Use this code for patients who are unable to carry on any
physical activity without discomfort - anginal symptoms may be
present at rest.

Angina status is self-reported by the person but is interpreted,
coded and recorded by the health professional.

Relational attributes

Implementation in Data Set
Specifications:

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008
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Angiotensin converting enzyme (ACE) inhibitors therapy
status

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —angiotensin converting enzyme inhibitors therapy
status, code NN

METeOR identifier: 284751

Registration status: Health, Standard 04/06/2004

Definition: The person’s ACE inhibitor therapy status, as represented by a
code.

Data Element Concept: Person—angiotensin converting enzyme inhibitors therapy status

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
10 Given
21 Not given - patient refusal
22 Not given - allergy or intolerance (e.g. cough) to
ACE inhibitors
23 Not given - moderate to severe aortic stenosis
24 Not given - bilateral renal artery stenosis
25 Not given - history of angio-oedema, hives, or
rash in response to ACE inhibitors
26 Not given - hyperkalaemia
27 Not given - symptomatic hypotension
28 Not given - severe renal dysfunction
29 Not given - other
Supplementary values: 90 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODES 21-29 Not given

If recording ‘Not given’, record the principal reason if more than
one code applies.

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare
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Data element attributes

Source and reference attributes
Submitting organisation: Acute coronary syndrome data working group

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Relational attributes

Related metadata references: Supersedes Angiotensin converting enzyme (ACE) inhibitors
therapy status, version 1, DE, NHDD, NHIMG, Superseded
01/03/2005.pdf (15.1 KB)

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Superseded
Specifications: 01/10/2008
Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005
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Anticipated patient election status

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Elective surgery waiting list episode — anticipated
accommodation status, code N

270074
Health, Standard 01/03/2005

Accommodation chargeable status nominated by the patient
when placed on an elective surgery waiting list, as represented
by a code.

Elective surgery waiting list episode —anticipated
accommodation status

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Code

Number

N

1
Value Meaning
1 Public
2 Private

Collection and usage attributes

Guide for use:

Data element attributes

CODE1 Public patient:

An eligible person who receives or elects to receive a public
hospital service free of charge.

CODE2 Private patient:

An eligible person who elects to be treated as a private patient;
and elects to be responsible for paying fees of the type referred to
in clause 57 (clause 58 of the Northern Territory Agreement) of
the Australian Health Care Agreements.

Clause 57 states that ‘Private patients and ineligible persons may
be charged an amount for public hospital services as determined
by the State’.

Collection and usage attributes

Guide for use:

The election status nominated by the patient at the time of being
placed on an elective surgery waiting list, to be treated as either:

e a public patient; or

e a private patient
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Comments:

Relational attributes

Related metadata references:

This item is independent of patient’s hospital insurance status.
The definitions of a public and private patient are those in the
1998-2003 Australian Health Care Agreements

Patients whose charges are to be met by the Department of
Veterans’ Affairs are regarded as private patients.

Anticipated election status may be used for the management of
elective surgery waiting lists, but the term is not defined under
the 1998-2003 Australian Health Care Agreements. Under the
Australian Health Care Agreements, patients are required to elect
to be treated as a public or private patient, at the time of, or as
soon as practicable after admission. Therefore, the anticipated
patient election status is not binding on the patient and may vary
from the election the patient makes on admission.

Supersedes Anticipated patient election status, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005 .pdf (15.2 KB)
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Apgar score at 1 minute

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Birth — Apgar score (at 1 minute), code NN

METeOR identifier: 289345

Registration status: Health, Standard 07/12/2005

Definition: Numerical score used to indicate the baby’s condition at 1 minute
after birth.

Data Element Concept: Birth — Apgar score

Value domain attributes

Representational attributes

Representation class: Code
Data type: String
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
00-10 Apgar score
Supplementary values: 99 Not stated/inadequately described

Collection and usage attributes

Guide for use: The score is based on the five characteristics of heart rate,
respiratory condition, muscle tone, reflexes and colour. The
maximum or best score being 10.

Data element attributes

Collection and usage attributes

Comments: Required to analyse pregnancy outcome, particularly after
complications of pregnancy, labour and birth. The Apgar score is
an indicator of the health of a baby.

Source and reference attributes

Submitting organisation: National Perinatal Data Development Committee

Relational attributes

Related metadata references: Supersedes Birth — Apgar score (at 1 minute), code NN Health,
Superseded 07/12/2005
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Apgar score at 5 minutes

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Birth — Apgar score (at 5 minutes), code NN

METeOR identifier: 289360

Registration status: Health, Standard 07/12/2005

Definition: Numerical score used to indicate the baby’s condition at 5

minutes after birth.

Data Element Concept: Birth — Apgar score

Value domain attributes

Representational attributes

Representation class: Code
Data type: String
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
00-10 Apgar score
Supplementary values: 99 Not stated/inadequately described

Collection and usage attributes

Guide for use: The score is based on the five characteristics of heart rate,
respiratory condition, muscle tone, reflexes and colour. The
maximum or best score being 10.

Data element attributes

Collection and usage attributes

Comments: Required to analyse pregnancy outcome, particularly after
complications of pregnancy, labour and birth. The Apgar score is
an indicator of the health of a baby.

Source and reference attributes

Submitting organisation: National Perinatal Data Development Committee

Relational attributes

Related metadata references: Supersedes Birth — Apgar score (at 5 minutes), code NN Health,
Superseded 07/12/2005

Implementation in Data Set Perinatal NMDS Health, Superseded 06/09/2006

Specifications: Implementation start date: 01/07 /2006

Implementation end date: 30/06 /2007
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Perinatal NMDS 2007-2008 Health, Superseded 05/02/2008
Implementation start date: 01/07/2007
Implementation end date: 30/06/2008

Perinatal NMDS 2008-2010 Health, Superseded 02/12/2009
Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Perinatal NMDS 2010-2011 Health, Standard 02/12/2009
Implementation start date: 01/07 /2010
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Area of practice—dental

Identifying and definitional attributes
Metadata item type:

Technical name:

code NN
METeOR identifier: 377981
Registration status:
Definition:

Data Element

Registered health professional — principal area of practice, dental

Health, Standard 10/12/2009

The area of dental practice in which a dentist spent the most

hours in their main job in the week prior to registration, as
represented by a code.

Data Element Concept:

Value domain attributes

Registered health professional — principal area of practice

Representational attributes

Code
Number
NN

Maximum character length: 2

Representation class:
Data type:

Format:

Value
01
02
03
04
05
06
07
08
09
10
11
12
13
Supplementary values: 99

Permissible values:

Collection and usage attributes

Guide for use:

Meaning

General dental practice
Dento-maxillofacial radiology
Endodontics

Oral and maxillofacial surgery
Oral surgery

Oral medicine

Oral pathology

Orthodontics

Paedodontics

Periodontics

Prosthodontics

Public health dentistry
Special needs dentistry

Not stated /inadequately described

CODE 01 GENERAL DENTAL PRACTICE

That part of dental practice that deals with a range of general

dental care.

CODE 02 DENTO-MAXILLOFACIAL RADIOLOGY

That part of dental practice that deals with diagnostic imaging
procedures applicable to the hard and soft tissues of the oral and
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maxillofacial region and to other structures which are relevant for
the proper assessment of oral conditions.

CODE 03 ENDODONTICS

That part of dental practice that deals with the morphology,
physiology, and pathology of the human tooth and, in particular,
the dental pulp, root and peri-radicular tissues. It includes the
biology of the normal pulp, crown, root and peri-radicular tissues
and the aetiology, prevention, diagnosis and treatment of
diseases and injuries that affect these tissues.

CODE 04 ORAL AND MAXILLOFACIAL SURGERY

That part of dental practice that deals with the diagnosis, surgical
and adjunctive treatment of diseases, injuries and defects of the
human jaws and associated structures.

CODE 05 ORAL SURGERY

That part of dental practice that deals with the diagnosis, surgical
and adjunctive treatment of diseases and injuries limited to the
dento-alveolar complex.

CODE 06  ORAL MEDICINE

That part of dental practice that deals with the clinical diagnosis,
assessment and principally non-surgical, pharmacological
management of anatomical variants, pathological conditions,
diseases and pain of the dental, oral and adjacent anatomical
structures and the dental/oral manifestations and complications
of systemic diseases, pathology and conditions and their
treatment.

CODE 07 ORAL PATHOLOGY

That part of dental practice that deals with diseases of the teeth,
jaws, oral soft tissues and associated structures, studies their
causes, pathogenesis and effects, and by use of clinical,
radiographic, microscopic and other laboratory procedures
establishes differential diagnoses and provides forensic
evaluations.

CODE 08 ORTHODONTICS

That part of dental practice that deals with the study and
supervision of the growth and development of the dentition and
its related anatomical structures, including preventive and
corrective procedures of dentofacial irregularities requiring the
re-positioning of teeth, jaws, and/or soft tissues by functional or
mechanical means.

CODE 09 PAEDIATRIC DENTISTRY (PAEDODONTICS)

That part of dental practice that deals with the prevention and
the treatment of dental diseases and abnormalities in children
and their associated developmental and behavioural problems.

CODE 10 PERIODONTICS

That part of dental practice that deals with the prevention,
recognition, diagnosis and treatment of the diseases and
disorders of the investing and supporting tissues of natural teeth
or their substitutes.
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CODE 11 PROSTHODONTICS

That part of dental practice that deals with the restoration and
maintenance of oral health, function and appearance by coronal
alteration or reconstruction of natural teeth, or the replacement of
missing teeth and contiguous oral and maxillofacial tissues with
substitutes.

CODE 12 PUBLIC HEALTH DENTISTRY

That part of dental practice that deals with the community as the
patient rather than the individual, being concerned with oral
health education of the public, applied dental research and
administration of dental care programmes including prevention
and control of oral diseases on a community basis.

CODE 13 SPECIAL NEEDS DENTISTRY

That part of dental practice that deals with patients where
intellectual disability, medical, physical or psychiatric conditions
require special methods or techniques to prevent or treat oral
health problems, or where such conditions necessitate special
dental treatment plans.

Registered health professionals on leave at the time of
registration are asked to report their usual principle area of
practice worked.

Source and reference attributes

Submitting organisation:
Origin:

Reference documents:

Data element attributes

Australian Institute of Health and Welfare
Australian Dental Association

Australian Dental Association Policy Statement 2.4, November
2008 Specialisation in Dentistry

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Australian Institute of Health and Welfare

Supersedes Health professional —area of clinical practice
(principal), code ANN Health, Superseded 10/12/2009

Main job of registered dental and allied dental health
professional cluster Health, Standard 10/12/2009

Second job of registered dental and allied dental health
professional cluster Health, Standard 10/12/2009
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Area of practice—midwifery

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Registered health professional — principal area of practice,
midwifery code NN

METeOR identifier: 382168

Registration status: Health, Standard 10/12/2009

Definition: The area of midwifery practice in which a midwife spent the

most hours in their main job in the week prior to registration, as
represented by a code.

Data Element Concept: Registered health professional — principal area of practice

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
01 Antenatal care
02 Care during labour and birth
03 Continuum of midwifery care
04 Maternal and child health
05 Midwifery education
06 Midwifery management
07 Midwifery research
08 Neonatal care
09 Postnatal care
10 Other
Supplementary values: 99 Not stated/inadequately described

Collection and usage attributes

Guide for use: The midwifery care during the woman'’s pregnancy, labour and
birth and the postnatal period as well as the care of the well,
normal baby is undertaken in partnership with the woman,
consulting and referring to other health professionals as required.
This care also includes preventative measures, the promotion of
normal birth, the detection of complication in mother and child,
accessing medical care or other appropriate assistance and the
carrying out of emergency measures.
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CODE 01 ANTENATAL CARE

Care, including counselling and education of the woman, and
care of her unborn baby from the time the woman’s pregnancy is
diagnosed until the onset of labour.

CODE 02 CARE DURING LABOUR AND BIRTH

Care, including advocacy and support of the woman and her
baby during all stages of labour and during the baby’s birth.

CODE 03 CONTINUUM OF MIDWIFERY CARE

Care across the continuum of the woman'’s pregnancy, labour, the
baby’s birth and the post natal period.

CODE 04 MATERNAL AND CHILD HEALTH

Care of the mother and child following the postnatal period of
6 weeks focussing on parenting and the child’s growth and
development, up until at least the age of 5 years and in some
cases beyond that age.

CODE 05 MIDWIFERY EDUCATION

The design, planning, implementation, delivery and evaluation of
midwifery education and/ or staff development programs and
management of educational resources.

CODE 06 MIDWIFERY MANAGEMENT

The management of a health unit or sub-unit of a service, hospital
or community health care facility providing midwifery services
and care, supervising midwives and the financial resources to
enable the provision safe, cost effective midwifery care within the
service and monitors quality, clinical standards and the
professional development of midwives.

CODE 07 MIDWIFERY RESEARCH

The design, planning, implementation and evaluation of
midwifery research programs and projects and management of
research resources.

CODE 08 NEONATAL CARE

Care and close observation of the normal well newborn baby
ensuring the baby’s continued well being, growth and
development in the first 6 weeks of life.

CODE 09 POSTNATAL CARE

Care, including counselling and education of the woman and
care of her baby from the baby’s birth until the baby is 6 weeks
old.

CODE 10 OTHER
All other areas of midwifery not covered above.

Registered health professionals on leave at the time of
registration are asked to report their usual principle area of
practice worked.

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare
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Data element attributes

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Relational attributes

Related metadata references: Supersedes Health professional —area of clinical practice
(principal), code ANN Health, Superseded 10/12/2009
Implementation in Data Set Main job of registered midwife cluster Health, Standard
Specifications: 10/12/2009
Second job of registered midwife cluster Health, Standard
10/12/2009
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Area of practice—nursing

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Registered health professional — principal area of practice,
nursing code NN

METeOR identifier: 377983

Registration status: Health, Standard 10/12/2009

Definition: The area of nursing practice in which a nurse spent the most

hours in their main job in the week prior to registration, as
represented by a code.

Data Element Concept: Registered health professional — principal area of practice

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
01 Aged care
02 Child and family health
03 Community health
04 Critical care and emergency
05 Education
06 Management
07 Medical
08 General practice/Medical practice
09 Mental health
10 Midwifery
11 Paedjiatrics
12 Peri-operative
13 Rehabilitation and disability
14 Research
15 Surgical
16 Other
Supplementary values: 99 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE 01 AGED CARE

Nursing care to the elderly in community settings, residential
aged care facilities, retirement villages and health care facilities.
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CODE 02 CHILD AND FAMILY HEALTH

Nursing care to children from birth to school age and their
families with an emphasis on the prevention, early detection of,
and early intervention in, physical, emotional and social
problems affecting children and their families such as assistance
with parentcraft, immunisation and developmental milestones.

CODE 03 COMMUNITY HEALTH

Nursing care, health counselling, screening and education to
individuals, families and groups in the wider community with a
focus on patient independence and health promotion.

CODE 04 CRITICAL CARE AND EMERGENCY

Provides nursing care to critically ill patients and patients with
unstable health following injury, surgery or during the acute
phase of diseases, integrating new technological equipment into
care in settings such as high dependency units, intensive care
units, emergency departments or retrieval services.

CODE 05 EDUCATION

Design, planning, implementation, evaluation and delivery of
nursing education and staff development programs, and
management of educational resources.

CODE 06 MANAGEMENT

Management of a health service unit or sub-unit of a hospital,
aged care or community health care facility, supervision of
nursing staff and financial resources to enable the provision of
safe, cost effective nursing care within a specified field or for a
particular unit, and monitoring of quality, clinical standards and
professional development of nurses.

CODE 07 MEDICAL

Nursing care to patients with conditions, such as infections,
metabolic disorders and degenerative conditions, which require
medical intervention in a range of health, aged care and
community settings.

CODE 08 GENERAL PRACTICE/MEDICAL PRACTICE

Clinical care to patients, clinical organisation and practice
administration, and the facilitation of communication within a
general practice environment and between the practice and
outside organisations and individuals.

CODE 09 MENTAL HEALTH

Nursing care to patients with mental health illness, disorder and
dysfunction, and those experiencing emotional difficulties,
distress and crisis in health, welfare and aged care facilities,
correctional services and the community.

CODE 10 MIDWIFERY

Nursing care and advice to women during pregnancy, labour and
childbirth, and postnatal care for women and babies in a range of
settings such as the home, community, hospitals, clinics and
health units.
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CODE 11 PAEDIATRICS

Providing nursing care and advice regarding internal diseases
and disorders in children from birth up to, and including,
adolescence.

CODE 12 PERI-OPERATIVE

Nursing care to patients before, during and immediately after
surgery, assessment of patients” condition, planning of nursing
care for surgical intervention, maintenance of a safe and
comfortable environment, assistance to Surgeons and
Anaesthetists during surgery, and monitoring of patients’
recovery from anaesthetic, prior to return to, or discharge from,
ward.

CODE 13 REHABILITATION AND DISABILITY

Nursing care to patients recovering from injury and illness, and
assistance and facilitation for patients with disabilities to live
more independently.

CODE 14 RESEARCH

The design, conduct and evaluation of nursing and
interdisciplinary research projects, and promotion of the
implementation of research findings into clinical nursing practice.

CODE 15 SURGICAL

Nursing care to patients with injuries and illness that require
surgical intervention.

CODE 16 OTHER
All other areas of nursing practice not covered above.

Registered health professionals on leave at the time of
registration are asked to report their usual principle area of
practice worked.

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Reference documents: These definitions are based on occupational definitions as
described in the Australian and New Zealand Standard
Classification of Occupations, First Edition (ABS cat. no. 1220.0)

Data element attributes

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Relational attributes

Related metadata references: Supersedes Health professional —area of clinical practice
(principal), code ANN Health, Superseded 10/12/2009
Implementation in Data Set Main job of registered nursing professional cluster Health,
Specifications: Standard 10/12/2009
Second job of registered nursing professional cluster Health,
Standard 10/12/2009
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Area of practice—psychology

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Registered health professional — principal area of practice,
psychology code NN

METeOR identifier: 377985

Registration status: Health, Standard 10/12/2009

Definition: The area of psychology practice in which a psychologist spent the

most hours in their main job in the week prior to registration, as
represented by a code.

Data Element Concept: Registered health professional — principal area of practice

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
01 Assessment
02 Psychological intervention
03 Community psychology
04 Management/ Administration
05 Organisational psychology
06 Research
07 Teaching/supervision
Supplementary values: 99 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE 01 ASSESSMENT

Includes behavioural, neuropsychological, cognitive, medico-
legal, and educational.

CODE 02 PSYCHOLOGICAL INTERVENTION
Includes counselling, mental health intervention, personal
development/coaching, physical health and lifestyle

intervention, intervention for drug and/ or alcohol misuse
and/or other addiction.

CODE 03 COMMUNITY PSYCHOLOGY

Includes mental health promotion, community
engagement/education, health promotion.
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CODE 04 MANAGEMENT/ADMINISTRATION

Includes planning and coordination of psychology programs and
services, maintaining standards of care, provision of leadership to
ensure an appropriately skilled workforce, and contribution to
health service planning.

CODE 05 ORGANISATIONAL PSYCHOLOGY

Includes organisational practices, consulting/advising for work
purposes, recruitment and vocational assessment.

CODE 06 RESEARCH

Includes research design and implementation, statistical analysis,
project/program development and evaluation.

CODE 07 TEACHING/SUPERVISION

Includes teaching, supervision and assessment of the
psychological work of a student, provisional/probationary
psychologist or a colleague.

CODE 08 OTHER
Includes all other areas of psychology practice not defined above.

Registered health professionals on leave at the time of
registration are asked to report their usual principle area of
practice worked.

Source and reference attributes

Submitting organisation:

Origin:

Reference documents:

Data element attributes

Australian Institute of Health and Welfare

Categories and definitions are based on advice from the
Australian Psychological Society Ltd - www.psychology.org.au

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Australian Institute of Health and Welfare

Supersedes Health professional —area of clinical practice
(principal), code ANN Health, Superseded 10/12/2009

Main job of registered psychologist cluster Health, Standard
10/12/2009

Second job of registered psychologist cluster Health, Standard
10/12/2009
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Area of usual residence

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person—area of usual residence, geographical location code
(ASGC 2009) NNNNN

METeOR identifier: 386783

Registration status: Health, Standard 02/10/2009

Definition: Geographical location of usual residence of the person, as

represented by a code.

Data Element Concept: Person—area of usual residence

Value domain attributes

Representational attributes

Classification scheme: Australian Standard Geographical Classification 2009
Representation class: Code

Data type: Number

Format: NNNNN

Maximum character length: 5

Data element attributes

Collection and usage attributes

Guide for use: The geographical location is reported using a five digit numerical
code. The first digit is the single-digit code to indicate State or
Territory. The remaining four digits are the numerical code for
the Statistical Local Area (SLA) within the State or Territory.

The single digit codes for the states and territories and the four
digit codes for the SLAs are as defined in the Australian Standard
Geographical Classification (ASGC).

The ASGC is updated on an annual basis with a date of effect of 1
July each year. The codes for SLA are unique within each State
and Territory, but not within the whole country. Thus, to define a
unique location, the code of the State or Territory is required in
addition to the code for the SLA.

The Australian Bureau of Statistics’ (ABS) National Localities
Index (NLI) (ABS Catalogue number 1252.0) can be used to
assign each locality or address in Australia to a SLA. The NLI is a
comprehensive list of localities in Australia with their full code
(including State or Territory and SLA) from the main structure of
the ASGC.

For the majority of localities, the locality name (suburb or town,
for example) is sufficient to assign a SLA. However, some
localities have the same name. For most of these, limited
additional information such as the postcode or State can be used
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Collection methods:

Comments:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

with the locality name to assign the SLA. In addition, other
localities cross one or more SLA boundaries and are referred to as
split localities. For these, the more detailed information of the
number and street of the person’s residence is used with the
Streets Sub-index of the NLI to assign the SLA.

If the information available on the person’s address indicates that
it is in a split locality but is insufficient to assign an SLA, the code
for the SLA which includes most of the split locality should be
reported. This is in accordance with the NLI assignment of SLA
when a split locality is identified and further detail about the
address is not available.

The NLI does not assign a SLA code if the information about the
address is insulfficient to identify a locality, or is not an
Australian locality. In these cases, the appropriate codes for
undefined SLA within Australia (State or Territory unstated),
undefined SLA within a stated State or Territory, no fixed place
of abode (within Australia or within a stated State or Territory) or
overseas should be used.

When collecting the geographical location of a person’s usual
place of residence, the Australian Bureau of Statistics (ABS)
recommends that “usual’ be defined as: ‘the place where the
person has or intends to live for 6 months or more, or the place
that the person regards as their main residence, or where the
person has no other residence, the place they currently reside.”
Apart from collecting a person’s usual place of residence there is
also a need in some collections to collect area of residence
immediately prior to or after assistance is provided, or at some
other point in time.

Geographical location is reported using Statistical Local Area
(SLA) to enable accurate aggregation of information to larger
areas within the Australian Standard Geographical Classification
(ASGC) (such as Statistical Subdivisions and Statistical Divisions)
as well as detailed analysis at the SLA level. The use of SLA also
allows analysis relating the data to information complied by the
Australian Bureau of Statistics on the demographic and other
characteristics of the population of each SLA. Analyses facilitates
by the inclusion of SLA information include:

e comparison of the use of services by persons residing in
different geographical areas,

e characterisation of catchment areas and populations for
establishments for planning purposes, and

e documentation of the provision of services to residents of
States or Territories other than the State or Territory of the
provider.

Supersedes Person —area of usual residence, geographical
location code (ASGC 2008) NNNNN Health, Superseded
02/10/2009

Admitted patient care NMDS 2010-2011 Health, Standard
22/12/2009

Implementation start date: 01/07/2010
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Admitted patient mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07 /2010

Admitted patient palliative care NMDS 2010-11 Health, Standard
05/01/2010

Implementation start date: 01/07/2010

Community mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07/2010

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12/2009

Implementation start date: 01/07 /2010
Perinatal NMDS 2010-2011 Health, Standard 02/12/2009
Implementation start date: 01/07 /2010

Residential mental health care NMDS 2010-2011 Health, Standard
05/01/2010

Implementation start date: 01/07/2010

108



Aspirin therapy status

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person—aspirin therapy status, code NN

METeOR identifier: 284785

Registration status: Health, Standard 04/06/2004

Definition: The person’s aspirin therapy status, as represented by a code.
Data Element Concept: Person —aspirin therapy status

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
10 Given
21 Not given - patient refusal
22 Not given - true allergy to aspirin
23 Not given - active bleeding
24 Not given - bleeding risk
29 Not given - other
Supplementary values: 90 Not stated/inadequately described

Collection and usage attributes
Guide for use: CODES21-29 Not given

If recording ‘Not given’, record the principal reason if more than
one code applies.

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Source and reference attributes
Submitting organisation: Acute coronary syndrome data working group

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Relational attributes
Related metadata references: Supersedes Aspirin therapy status, version 1, DE, NHDD,
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NHIMG, Superseded 01/03/2005.pdf (14.2 KB)

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Superseded
Specifications: 01/10/2008
Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005
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Assistance with activities

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:

Registration status:

Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element
Person —need for assistance with activities in a life area, code N
320213

Health, Standard 29/11/2006
Community services, Standard 16,/10/2006

The level of help and/or supervision a person requires (or would
require if the person currently helping/supervising was not
available) to perform tasks and actions in a specified life area, as
represented by a code.

Human functioning and disability

Person —need for assistance with activities in a life area

Representational attributes

Classification scheme:

Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Supplementary values:

International Classification of Functioning, Disability and Health
2001

Code
Number
N
1
Value Meaning
0 Does not need help/supervision
1 Sometimes needs help/supervision
2 Always needs help/supervision
3 Unable to do this task or action, even with
assistance
8 Not specified
Not applicable

Collection and usage attributes

Guide for use:

This metadata item contributes to the definition of the concept
‘Disability” and gives an indication of the experience of disability
for a person.

In the context of health, an activity is the execution of a task or
action by an individual. Activity limitations are difficulties an
individual may have in executing an activity.

Activity limitation varies with the environment and is assessed in
relation to a particular environment; the absence or presence of
assistance, including aids and equipment, is an aspect of the
environment.
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This value domain records the level of a person’s need for help or
supervision, in a specified domain, in their overall life. This
means that the need for assistance may not be directly relevant to
the health or community care service being provided.

Where a life area includes a range of examples, (e.g. domestic life
includes cooking, cleaning and shopping), if a person requires
assistance in any of the areas then the highest level of assistance
should be recorded.

Where need for assistance varies markedly over time (e.g.
episodic psychiatric conditions) please record the average level of
assistance needed.

The presence of an activity limitation with a given domain is
indicated by a non-zero response in this value domain. Activity is
limited when an individual, in the context of a health condition,
either has need for assistance in performing an activity in an
expected manner, or cannot perform the activity at all.

CODE 0 is used when the person has no need for supervision or
help and can undertake the activity independently.

CODE 1 is used when the person sometimes needs assistance to
perform an activity.

CODE 2 is used when the person always needs assistance to
undertake the activity and cannot do the activity without
assistance.

CODE 3 is used when the person cannot do the activity even with
assistance

CODE 8 is used when a person’s need for assistance to undertake
the activity is unknown or there is insufficient information to use
codes 0-3.

CODE 9 is used where the need for help or supervision is due to
the person’s age. For example, Education for persons less than 5
years and work for persons less than 15 years.

Source and reference attributes

Submitting organisation:

Origin:

Reference documents:

Australian Institute of Health and Welfare (AIHW) which is the
Australian Collaborating Centre for the World Health
Organization Family of International Classifications.

WHO 2001. ICF: International Classification of Functioning,
Disability and Health. Geneva: WHO

ATHW 2003. ICF Australian User Guide Version 1.0. Canberra:
AITHW

Further information on the ICF, including more detailed codes,
can be found in the ICF itself and the ICF Australian User Guide
(AIHW 2003), at the following websites:
e  WHO ICF website

http:/ /www.who.int/ classifications/icf/en/

e Australian Collaborating Centre ICF website
http:/ /www.aihw.gov.au/disability /icf/index.html
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Data element attributes

Collection and usage attributes

Guide for use: This data element, in conjunction with Person —activities and
participation life area, code (ICF 2001) AN[NNN], indicates a
person’s need for assistance in a given domain of activity.

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare (AIHW) which is the
Australian Collaborating Centre for the World Health
Organization Family of International Classifications.

Relational attributes

Related metadata references: See also Person —activity and participation life area, code (ICF
2001) AN[NNN] Health, Standard 29/11/2006, Community
services, Standard 16/10/2006

Implementation in Data Set Activities and Participation cluster Health, Standard 29/11/2006
Specifications: Community services, Standard 16,/10/2006
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Australian State/Territory identifier (establishment)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Establishment — Australian state/ territory identifier, code N
METeOR identifier: 269941

Registration status: Health, Standard 01/03/2005

Definition: An identifier of the Australian state or territory in which an

establishment is located, as represented by a code.

Data Element Concept: Establishment — Australian state/territory identifier

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 New South Wales
2 Victoria
3 Queensland
4 South Australia
5 Western Australia
6 Tasmania
7 Northern Territory
8 Australian Capital Territory
9 Other territories (Cocos (Keeling) Islands,

Christmas Island and Jervis Bay Territory)

Collection and usage attributes

Guide for use: The order presented here is the standard for the Australian
Bureau of Statistics (ABS). Other organisations (including the
Australian Institute of Health and Welfare) publish data in state
order based on population (that is, Western Australia before
South Australia and Australian Capital Territory before Northern
Territory).

Source and reference attributes

Reference documents: Australian Bureau of Statistics. Australian Standard Geographical
Classification (ASGC). Cat No. 1216.0. Canberra: ABS.
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Data element attributes

Collection and usage attributes

Guide for use: This metadata item applies to the location of the establishment
and not to the patient’s area of usual residence.

Source and reference attributes
Submitting organisation: Australian Institute of Health and Welfare
Origin: National Health Data Committee

National Community Services Data Committee

Relational attributes

Related metadata references: Supersedes Australian State/Territory identifier, version 4, DE,
Int. NCSDD & NHDD, NCSIMG & NHIMG, Superseded

01/03/2005.pdf (18.8 KB)

Is used in the formation of Service delivery outlet— geographic
location, code (ASGC 2009) NNNNN Health, Standard
02/10/2009

Is used in the formation of Establishment — geographical location,
code (ASGC 2009) NNNNN Health, Standard 02/10/2009

Is used in the formation of Service delivery outlet — geographic
location, code (ASGC 2008) NNNNN Health, Superseded
02/10/2009

Is used in the formation of Establishment — geographical location,
code (ASGC 2008) NNNNN Health, Superseded 02/10/2009

Is used in the formation of Establishment— geographical location,
code (ASGC 2007) NNNNN Health, Superseded 04/02/2009

Is used in the formation of Service delivery outlet — geographic
location, code (ASGC 2007) NNNNN Health, Superseded
04/02/2009

Is used in the formation of Service delivery outlet — geographic
location, code (ASGC 2006) NNNNN Health, Superseded
05/02/2008

Is used in the formation of Establishment— geographical location,
code (ASGC 2006) NNNNN Health, Superseded 05/02/2008

Is used in the formation of Establishment — geographical location,
code (ASGC 2005) NNNNN Health, Superseded 14/09/2006

Is used in the formation of Service delivery outlet— geographic
location, code (ASGC 2005) NNNNN Health, Superseded
14/09/2006

Is used in the formation of Establishment — organisation identifier
(Australian), NNX[X]NNNNN Health, Standard 01/03/2005

Is used in the formation of Service delivery outlet — geographic
location, code (ASGC 2004) NNNNN Health, Superseded
21/03/2006
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Implementation in Data Set
Specifications:

Admitted patient care NMDS Health, Superseded 07/12/2005
Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Admitted patient care NMDS 2006-2007 Health, Superseded
23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Admitted patient care NMDS 2007-2008 Health, Superseded
05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06 /2008

Admitted patient care NMDS 2008-2009 Health, Superseded
04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06 /2009

Admitted patient care NMDS 2009-2010 Health, Superseded
22/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient care NMDS 2010-2011 Health, Standard
22/12/2009

Implementation start date: 01/07/2010

Community mental health care NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005
Implementation end date: 30/06 /2006

Community mental health care NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Community mental health care NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Community mental health care NMDS 2008-2009 Health,
Superseded 04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Community mental health care NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010
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http://meteor.aihw.gov.au/content/index.phtml/itemId/374216�

Community mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07 /2010

Mental health establishments NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06,/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06 /2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07 /2010

Residential mental health care NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005
Implementation end date: 30/06 /2006

Residential mental health care NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Residential mental health care NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008
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Residential mental health care NMDS 2008-2009 Health,
Superseded 04/02/2009

Implementation start date: 01/07/2008
Implementation end date: 30/06/2009

Residential mental health care NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Residential mental health care NMDS 2010-2011 Health, Standard
05/01/2010

Implementation start date: 01/07 /2010
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Australian State/Territory identifier (jurisdiction)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Jurisdiction — Australian state/ territory identifier, code N
METeOR identifier: 352480

Registration status: Health, Standard 05/12/2007

Definition: An identifier of the Australian state or territory of a jurisdiction,

as represented by a code.

Data Element Concept: Jurisdiction — Australian state/ territory identifier

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 New South Wales
2 Victoria
3 Queensland
4 South Australia
5 Western Australia
6 Tasmania
7 Northern Territory
8 Australian Capital Territory
9 Other territories (Cocos (Keeling) Islands,

Christmas Island and Jervis Bay Territory)

Collection and usage attributes

Guide for use: The order presented here is the standard for the Australian
Bureau of Statistics (ABS). Other organisations (including the
Australian Institute of Health and Welfare) publish data in state
order based on population (that is, Western Australia before
South Australia and Australian Capital Territory before Northern
Territory).

Source and reference attributes

Reference documents: Australian Bureau of Statistics. Australian Standard Geographical
Classification (ASGC). Cat No. 1216.0. Canberra: ABS.
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Data element attributes

Source and reference attributes

Submitting organisation: Health expenditure advisory committee

Relational attributes

Implementation in Data Set Government health expenditure NMDS 2008-2009 Health,
Specifications: Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06 /2009

Government health expenditure NMDS 2009-2010 Health,
Standard 01/04/2009

Implementation start date: 01/07 /2009
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Australian state of birth

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person— Australian state/territory of birth, code N

METeOR identifier: 375455

Registration status: Health, Standard 10/12/2009

Definition: The Australian state/territory in which a person was born, as

represented by a code.

Data Element Concept: Person —state/ territory of birth

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 New South Wales
2 Victoria
3 Queensland
4 South Australia
5 Western Australia
6 Tasmania
7 Northern Territory
8 Australian Capital Territory
9 Other territories (Cocos (Keeling) Islands,

Christmas Island and Jervis Bay Territory)

Collection and usage attributes

Guide for use: The order presented here is the standard for the Australian
Bureau of Statistics (ABS). Other organisations (including the
Australian Institute of Health and Welfare) publish data in state
order based on population (that is, Western Australia before
South Australia and Australian Capital Territory before Northern
Territory).

Source and reference attributes

Reference documents: Australian Bureau of Statistics. Australian Standard Geographical
Classification (ASGC). Cat No. 1216.0. Canberra: ABS.
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Data element attributes

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Relational attributes

Implementation in Data Set Registered chiropractic labour force DSS Health, Standard
Specifications: 10/12/2009

Conditional obligation:
Applicable to persons born in Australia

Registered dental and allied dental health professional labour
force DSS Health, Standard 10/12/2009

Conditional obligation:
Applicable to persons born in Australia

Registered medical professional labour force DSS Health,
Standard 10/12/2009

Conditional obligation:

Applicable to persons born in Australia
Registered midwifery labour force DSS Health, Standard
10/12/2009

Conditional obligation:
Applicable to persons born in Australia

Registered nursing professional labour force DSS Health,
Standard 10/12/2009

Conditional obligation:
Applicable to persons born in Australia

Registered optometry labour force DSS Health, Standard
10/12/2009

Conditional obligation:
Applicable to persons born in Australia

Registered osteopathy labour force DSS Health, Standard
10/12/2009

Conditional obligation:
Applicable to persons born in Australia

Registered pharmacy labour force DSS Health, Standard
10/12/2009

Conditional obligation:
Applicable to persons born in Australia

Registered physiotherapy labour force DSS Health, Standard
10/12/2009

Conditional obligation:

Applicable to persons born in Australia
Registered podiatry labour force DSS Health, Standard
10/12/2009

Conditional obligation:
Applicable to persons born in Australia

122



Registered psychology labour force DSS Health, Standard
10/12/2009

Conditional obligation:
Applicable to persons born in Australia
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Australian state/territory identifier

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person— Australian state/territory identifier, code N
METeOR identifier: 286919

Registration status: Health, Standard 04/05/2005

Community services, Standard 25/08 /2005
Housing assistance, Standard 10/02/2006

Definition: The Australian state or territory where a person can be located, as
represented by a code.

Data Element Concept: Person — Australian state/territory identifier

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 New South Wales
2 Victoria
3 Queensland
4 South Australia
5 Western Australia
6 Tasmania
7 Northern Territory
8 Australian Capital Territory
9 Other territories (Cocos (Keeling) Islands,

Christmas Island and Jervis Bay Territory)

Collection and usage attributes

Guide for use: The order presented here is the standard for the Australian
Bureau of Statistics (ABS). Other organisations (including the
Australian Institute of Health and Welfare) publish data in state
order based on population (that is, Western Australia before
South Australia and Australian Capital Territory before Northern
Territory).

Source and reference attributes

Reference documents: Australian Bureau of Statistics. Australian Standard Geographical
Classification (ASGC). Cat No. 1216.0. Canberra: ABS.
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Data element attributes

Collection and usage attributes

Collection methods: Irrespective of how the information is coded, conversion of the
codes to the ABS standard must be possible.

Source and reference attributes

Origin: Australian Bureau of Statistics 2004. Australian Standard
Geographical Classification (ASGC) (Cat No. 1216.0). Viewed 13
October 2005.

Reference documents: AS4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia

AS5017 Health Care Client Identification, 2004, Sydney:
Standards Australia

In AS4846 and AS5017 alternative codes are presented. Refer to
the current standard for more details.

Relational attributes

Related metadata references: See also Person (address) — Australian postcode, code (Postcode
datafile) {NNNN} Health, Standard 04/05/2005, Community
services, Standard 25/08/2005, Housing assistance, Standard
10/02/2006

Implementation in Data Set Health care client identification DSS Health, Superseded
Specifications: 03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Health care provider identification DSS Health, Superseded
04/07 /2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Australian state/territory identifier (service provider

organisation)

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:

Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Service provider organisation — Australian state/territory
identifier, code N
289083

Health, Standard 04/05/2005
Community services, Standard 07/12/2005

An identifier of the Australian state or territory where an
organisation or agency can be located, as represented by a code.

Service provider organisation — Australian state/ territory
identifier

Representational attributes

Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Code
Number
N
1
Value Meaning
1 New South Wales
2 Victoria
3 Queensland
4 South Australia
5 Western Australia
6 Tasmania
7 Northern Territory
8 Australian Capital Territory
9 Other territories (Cocos (Keeling) Islands,

Christmas Island and Jervis Bay Territory)

Collection and usage attributes

Guide for use:

The order presented here is the standard for the Australian
Bureau of Statistics (ABS). Other organisations (including the
Australian Institute of Health and Welfare) publish data in state
order based on population (that is, Western Australia before
South Australia and Australian Capital Territory before Northern
Territory).

Source and reference attributes

Reference documents:

Australian Bureau of Statistics. Australian Standard Geographical
Classification (ASGC). Cat No. 1216.0. Canberra: ABS.
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Data element attributes

Collection and usage attributes

Collection methods: Irrespective of how the information is coded, conversion of the
codes to the ABS standard must be possible.

Source and reference attributes
Submitting organisation: Australian Institute of Health and Welfare
Origin: Health Data Standard Committee

National Community Services Data Committee

Reference documents: AS4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia

AS5017 Health Care Client Identification, 2002, Sydney:
Standards Australia

In AS4846 and AS5017 alternative codes are presented. Refer to
the current standard for more details.

Relational attributes

Implementation in Data Set Health care provider identification DSS Health, Superseded
Specifications: 04/07/2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008

127


http://meteor.aihw.gov.au/content/index.phtml/itemId/289061�
http://meteor.aihw.gov.au/content/index.phtml/itemId/356020�

Average available beds for hospital-in-the-home patients

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Data Element

Occupied bed —hospital in the home care, average number of beds
N[NNN.N]

373955
Health, Standard 24/03/2009

The number of beds used to care for hospital admitted patients in
their place of residence as a substitute for hospital accommodation,
calculated by dividing the number of days of hospital-in-the-home
care reported for the period by the number of days in the period.
Place of residence may be permanent or temporary.

Occupied bed —hospital in the home care

Value domain attributes

Representational attributes

Representation class:

Data type:

Format:

Maximum character length:

Unit of measure:

Average
Number
N[NNN.N]
5

Bed

Collection and usage attributes

Guide for use:

Average available beds, rounded to the nearest decimal or whole
number.

Data element attributes

Collection and usage attributes

Guide for use:

Collection methods:

Calculated by dividing the total hospital-in-the-home patient days by
the number of days in the period, e.g. in a normal year, a hospital
records 4000 hospital-in-the-home patient days - the average hospital-
in-the-home beds would be 4000/365 = 11.0.

Beds exclusively or predominantly for overnight-stay admitted care,
beds exclusively or predominantly for same-day admitted care, and
non-special-care neonatal cots are collected and reported in separate
categories.

Hospitals should establish clear recording and reporting practices.
Criteria should exist to ensure that each available bed is counted and
that no available bed is counted more than once. A bed should first be
assessed as available and then categorised according to its
predominant use. For large hospitals a reconciliation of the sum of the
counts for the four available bed types and an unduplicated
establishment bed count is advisable.
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Comments: This data element is necessary to provide an indicator of the
availability and type of service for an establishment.

Source and reference attributes

Submitting organisation: Victorian Department of Human Services
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Average available beds for overnight-stay patients

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Available bed — overnight-stay admitted care, average number of
beds N[NNN.N]

374151
Health, Standard 03/12/2008

The number of beds available to provide overnight
accommodation for patients (other than neonatal cots (non-
special-care) and beds occupied by hospital-in-the-home
patients), averaged over the counting period.

Public hospital establishments
Available bed — overnight-stay admitted care

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Unit of measure:

Average
Number
N[NNN.N]
5

Bed

Collection and usage attributes

Guide for use:

Data element attributes

Average available beds, rounded to the nearest decimal or whole
number.

Collection and usage attributes

Guide for use:

The number of available beds should be collected at least
monthly at the same time on the same day. To improve accuracy
data could be collected more frequently (e.g. daily). If so it should
be collected at the same time on each day. More frequent data
collection is preferable if a single monthly count is likely to be
significantly different from the monthly average.

Inclusions: Both occupied and unoccupied beds are included in
the count as they are deemed as available beds.

The number of beds available to provide overnight
accommodation is recorded, e.g. maternity ward beds are
counted but beds in the delivery suite are not. However, if in a
delivery suite patients are admitted, deliver and are discharged
from the same bed, such beds should be included because these
beds are available for use for overnight-stay patients.
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Collection methods:

Exclusions: surgical tables, recovery trolleys, delivery beds,
discharge lounges for patients who have been formally
discharged, medi-hotel beds, beds exclusively or predominantly
for same-day admitted care, neonatal cots (non-special-care),
hospital-in-the home beds, and beds exclusively or
predominantly for non-admitted patients (e.g. emergency
trolleys) or residential care. No adjustment should be made for
contracted services, either provided by, or to this hospital.

Beds exclusively or predominantly for overnight-stay admitted
care, beds exclusively or predominantly for same-day admitted
care and, if required, non-special care neonatal cots are to be
collected and reported in separate categories. Hospitals should
establish clear recording and reporting practices. Criteria should
exist to ensure that each available bed is counted once and only
once. A bed should first be assessed as available and then
categorised to its predominant use. For large hospitals, a
reconciliation of the sum of the bed types and an unduplicated
establishment bed count is advisable.

The assessment of availability must reflect the ability of the
hospital to provide the necessary resources. This can be
significantly impacted by seasonal demand or events such as a
strike, clinical staff shortage, fire or renovation. This is illustrated
by the following examples.

Example 1: A large hospital, which conducts a daily bed count,
has a ward containing 20 beds suitably equipped for overnight
admitted patient care. The funding for this ward would allow an
average of 15 beds to be staffed over the year. Provided demand
is constant and there are no circumstances which prevent these
beds from being available for patients, such as a strike, clinical
staff shortage, fire or renovation, the hospital would report

15 available beds for this ward.

Example 2: A small hospital, which conducts a monthly bed
count, is located in a summer holiday area and has 30 beds
suitably equipped for overnight admitted patient care. It
manages its resources in such a way that 30 beds are fully staffed
during the four months from December to March, but only

15 beds are staffed during the remaining eight months from
April to November. The annual average number of available
beds is the average of the twelve counts - i.e. ((30 beds x 4
months) + (15 beds x 8 months) divided by 12 counting periods)
= 20 beds.

Example 3: A hospital conducts a monthly bed count. Ward A
containing 20 beds is closed for six months for a planned
renovation. During this period a temporary 10 bed ward (B) is
established and the necessary resources are provided. The
annual average number of available beds for Ward A is the
average of the twelve counts i.e. (20 beds x 6 months) + (0 beds x
6 months) divided by 12 counting periods = 10 beds. The annual
average number of available beds for Ward B is (0 beds x 6
months) + (10 beds x 6 months) divided by 12 counting periods
=5 beds.

131



Comments:

Example 4: A hospital conducts a daily bed count. A 20 bed ward
is closed during the first week of June because of a strike, but for
the remainder of June it is fully staffed so that all 20 beds are
available. So the average number of beds available for this ward
in June is ((0 beds x 7 days) + (20 beds x 23 days) = 460/30 = 15.3.

This data element is necessary to provide an indicator of the
availability and type of service for an establishment.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Victorian Department of Human Services

Supersedes Establishment—number of available beds for
admitted patients/residents, average N[NNN] Health,
Superseded 03/12/2008

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010

Public hospital establishments NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009

Public hospital establishments NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07/2010
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Average available beds for residential mental health
patients

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Available bed —residential mental health care, average number of
beds N[NNN.N]

METeOR identifier: 373650

Registration status: Health, Standard 03/12/2008

Definition: The number of beds available in the specialised residential

mental health services for overnight accommodation, averaged
over the counting period.

Data Element Concept: Available bed —residential mental health care

Value domain attributes

Representational attributes

Representation class: Average
Data type: Number
Format: N[NNN.N]
Maximum character length: 5

Unit of measure: Bed

Collection and usage attributes

Guide for use: Average available beds, rounded to the nearest decimal or whole
number.

Data element attributes

Collection and usage attributes

Guide for use: Residential mental health beds are available only if they are
suitably located and equipped to provide residential mental
health care and the necessary financial and human resources can
be provided. Average available residential mental health beds are
the average bed counts conducted during the year as required.

Inclusions: Both occupied and unoccupied residential mental
health beds are included.

Collection methods: Specialised residential mental health care services should
establish clear recording and reporting practices and criteria that
ensure that each available residential mental health bed is
counted and that no available residential mental health bed is
counted more than once.

The assessment of availability must reflect the ability of the
specialised residential mental health care service to provide the
necessary resources, and this can be significantly impacted by
events such as a strike, clinical staff shortage, fire or renovation.
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Comments:

Relational attributes

Implementation in Data Set
Specifications:

This is illustrated by the following examples.

Example 1: A specialised residential mental health care service
containing 20 residential mental health beds (A) is closed for
several months, either for a planned renovation or in response to
an unplanned event such as a fire. During this period a
temporary 10 specialised residential mental health bed facility (B)
is established and the necessary resources are provided. The
specialised residential mental health care service would not
report the residential mental health beds in facility A, but it
would report the 10 residential mental health beds in facility B.

Example 2: A 20 bed specialised residential mental health service
is closed during the first week of February because of a strike, but
for the remaining three weeks of February it is fully staffed so
that all 20 residential mental health beds can be occupied during
those three weeks. So the average number of residential mental
health beds available for this service in February is 15.

This data element is necessary to provide an indicator of the
capacity of the residential service.

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07 /2010
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Average available beds for same-day patients

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Available bed —same-day admitted care, average number of beds
N[NNN.N]

373966
Health, Standard 03/12/2008

The number of beds, chairs or trolleys available to provide
accommodation for same-day patients, averaged over the
counting period.

Available bed —same-day admitted care

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Unit of measure:

Average
Number
N[NNN.N]
5

Bed

Collection and usage attributes

Guide for use:

Data element attributes

Average available beds, rounded to the nearest decimal or whole
number.

Collection and usage attributes

Guide for use:

The number of beds, chairs or trolleys available to provide
accommodation for same-day patients is recorded. Same-day
patients are accommodated in the following ways:

1. Patients occupy a single bed or chair in a single location
throughout their stay, e.g. dialysis or chemotherapy chair. In
this situation the bed or chair is counted as a bed available for
same-day patients.

2. Patients occupy a trolley which is moved to different
locations throughout their stay - e.g. endoscopy suite, where
patients move from the same-day ward to a procedure room,
onto a recovery room and back to the same-day ward. In this
situation the trolley is counted as a bed available for same-
day patients.

3. Same-day patients are accommodated in a general ward after
being transferred from another area of the hospital (e.g.
Emergency, another ward, etc). In this situation the beds may
be counted as either overnight-stay or same-day according to
their predominant use.
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Collection methods:

The number of available same day beds should be collected at
least monthly at the same time on the same day. To improve
accuracy data could be collected more frequently (e.g. daily) at
the same time on each day. More frequent data collection is
preferable if a single monthly count is likely to be significantly
different from the monthly average.

Inclusions: Both occupied and unoccupied beds are included.
Beds, chairs or trolleys available, exclusively or predominantly
intended to accommodate same-day admitted care or treatment.
This includes day surgery beds, dialysis, chemotherapy, electro-
convulsive therapy (ECT) and dental chairs for admitted patients.

Exclusions: Exclude beds, chairs or trolleys designated
exclusively for same-day non-admitted patient care or
predominantly used by non-admitted patients (e.g. emergency
trolleys), medical ambulatory care, discharge lounges for patients
who have been formally discharged, medi-hotel beds, hospital-
in-the-home, neonatal cots (non-special-care), and beds for
overnight-stay patients (even where overnight beds are used for
unplanned same-day episodes e.g. patients who die or abscond
on the day of admission). No adjustment should be made for
contracted services, either provided by, or to this hospital.

Beds exclusively or predominantly for overnight-stay admitted
care, beds exclusively or predominantly for same-day admitted
care and, if required, non-special-care neonatal cots are to be
collected and reported in separate categories. Hospitals should
establish clear recording and reporting practices. Criteria should
exist to ensure that each available bed is counted once and only
once. A bed should first be assessed as available and then
categorised to the most appropriate accommodation category.
For large hospitals, a reconciliation of the sum of the bed types
and an unduplicated establishment bed count is advisable.

The assessment of availability must reflect the ability of the
hospital to provide the necessary resources, and this can be
significantly impacted by seasonal demand or events such as a
strike, clinical staff shortage, fire or renovation. This is illustrated
by the following examples:

Example 1: A large hospital, which conducts a daily bed count,
has a ward containing 20 beds suitably equipped for same-day
admitted patient care. The funding for this ward would allow an
average of 15 beds to be staffed over the year. Provided demand
is constant and there are no circumstances which prevent these
beds from being available for patients, such as a strike, clinical
staff shortage, fire or renovation, the hospital would report 15
available beds for this ward.

Example 2: A hospital located in a summer holiday area, which
conducts monthly bed counts, has 12 beds suitably equipped for
same-day admitted patient care. It manages its resources in such
a way that 12 beds are fully staffed during the four months from
December to March, but only 9 beds are staffed during the
remaining eight months from April to November. The annual
average number of available beds is the average of the twelve
monthly averages, i.e. (12 beds x 4 months) + (9 beds x 8 months)
divided by 12 counting periods) = 120/12 = 10 beds.
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Example 3: A hospital conducts a monthly bed count. Ward A
containing 20 beds is closed for six months, for a planned
renovation. During this period a temporary 10 bed ward (B) is
established and the necessary resources are provided. The annual
average number of available beds for Ward A is the average of
the twelve counts, i.e. (20 beds X 6 months) + (0 beds X 6 months)
divided by 12 counting periods = 120/12 = 10 beds. The annual
average number of available beds for Ward B is (0 beds X 6
months) + (10 beds X 6 months) divided by 12 counting periods =
60/12 =5 beds.

Example 4: A 20 bed ward is closed during the first week of June
because of a strike, but for the remainder of June it is fully staffed
so that all 20 beds are available. So the average number of beds
available for this ward in June is ((0 beds X 7 days) + (20 beds X
23 days) divided by 30 counting periods) = 460/30 = 15.3.

Comments: This data element is necessary to provide an indicator of the
availability and type of service for an establishment.

Source and reference attributes

Origin: Victorian Department of Human Services

Relational attributes

Implementation in Data Set Public hospital establishments NMDS 2009-2010 Health,
Specifications: Superseded 05/01/2010

Implementation start date: 01/07 /2009

Public hospital establishments NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07 /2010
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http://meteor.aihw.gov.au/content/index.phtml/itemId/374924�

Average available neonatal cots (non-special-care)

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Data Element

Available bed —neonatal admitted care (Non-special-care), average
number of beds N[NNN.N]

373640
Health, Standard 03/12/2008

The number of cots available to provide neonatal accommodation,
other than special care accommodation, averaged over the counting
period.

Available bed —neonatal admitted care (Non-special-care)

Value domain attributes

Representational attributes

Representation class:

Data type:

Format:

Maximum character length:

Unit of measure:

Average
Number
N[NNN.N]
5

Bed

Collection and usage attributes

Guide for use:

Average available beds, rounded to the nearest decimal or whole
number.

Data element attributes

Collection and usage attributes

Guide for use:

Average available cots are the average of 12 monthly (or more
frequent) counts of these available cots.

The number of available cots should be collected at least monthly at
the same time on the same day. To improve accuracy data could be
collected more frequently (e.g. daily). If so, it should be collected at
the same time on each day. More frequent data collection is preferable
if a single monthly count is likely to be significantly different from the
monthly average.

Inclusions: neonatal cots which are not in an intensive care facility
approved by the Commonwealth Health Minister for the purpose of
the provision of special care. They accommodate unqualified
newborns and may also accommodate qualified newborns who do
not need to be treated in such a facility (e.g. healthy second twin).

Exclusions: cots in intensive care facilities approved by the
Commonwealth Health Minister for the purpose of the provision of
special care. Also exclude cots intended to accommodate older (not
newborn) babies when they are admitted to hospital. (These cots are
reported as available overnight beds.)
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Collection methods:

Comments:

Beds exclusively or predominantly for overnight stay admitted care,
beds exclusively or predominantly for same-day admitted care and, if
required, non-special care neonatal cots are to be collected and
reported in separate categories. Hospitals should establish clear
recording and reporting practices. Criteria should exist to ensure that
each available bed is counted once and only once. A bed should first
be assessed as available and then categorised to its predominant use.
For large hospitals, a reconciliation of the sum of the bed types and an
unduplicated establishment bed count is advisable.

The assessment of availability must reflect the ability of the hospital to
provide the necessary resources. This can be significantly impacted by
seasonal demand or events such as a strike, clinical staff shortage, fire
or renovation. This is illustrated by the following examples.

Example 1: A large maternity hospital, which conducts a daily bed
count, has a ward (not an approved intensive care facility) containing
20 cots used to accommodate newborns. The funding for this ward
would allow an average of 15 cots to be staffed over the year.
Provided demand is constant and there are no circumstances which
prevent these cots from being available for patients, such as a strike,
clinical staff shortage, fire or renovation, the hospital would report 15
available cots for this ward.

Example 2: A maternity hospital, which conducts a monthly bed
count, has a ward (not an approved intensive care facility) containing
30 cots used to accommodate newborns. It manages its resources in
such a way that it is staffed for 30 cots for four months of the year and
staffed for 24 cots during the remaining eight months. The annual
average number of available cots is the average of the twelve counts -
i.e. (30 cots x 4 months) + (24 cots x 8 months) divided by 12 counting
periods = (120 + 192)/12 = 26 cots.

Example 3: A hospital conducts a monthly bed count. Ward A
containing 20 cots is closed for six months, for a planned renovation.
During this period a temporary ward (B) containing 10 cots is
established and the necessary resources are provided. The annual
average number of available cots in Ward A is the average of the
twelve counts, i.e. (20 cots X 6 months) + (0 cots X 6 months) divided
by 12 counting periods = 10 cots. The annual average number of
available cots for Ward B is (0 cots X 6 months) + (10 cots X 6 months)
divided by 12 counting periods = 5 cots.

Example 4: A hospital conducts a daily bed count. A ward containing
20 cots is closed during the first week of June because of a strike, but
for the remainder of June it is fully staffed so that all 20 cots are
available. So the average number of cots available for this ward in
June is ((0 cots X 7 days) + (20 cots X 23 days) = 460/30 = 15.3.

This data element is necessary to provide an indicator of the
availability and type of service for an establishment.

Source and reference attributes

Origin:

Victorian Department of Human Services
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Behaviour-related risk factor intervention

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Episode of care —behaviour-related risk factor intervention, code
NN

METeOR identifier: 270165

Registration status: Health, Standard 01/03/2005

Definition: The intervention taken to modify or manage the patient’s

behaviour-related risk factor(s), as represented by a code.

Data Element Concept: Episode of care —behaviour-related risk factor intervention

Value domain attributes

Representational attributes

Representation class: Code
Data type: String
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
01 No intervention
02 Information and education (not including written
regimen)
03 Counselling
04 Pharmacotherapy
05 Referral provided to a health professional
06 Referral to a community program, support group
or service
07 Written regimen provided
08 Surgery
98 Other
Supplementary values: 99 Not stated /inadequately defined

Collection and usage attributes
Guide for use: CODE 01 No intervention

Refers to no intervention taken with regard to the behaviour-
related risk factor intervention-purpose.

CODE 02 Information and education (not including written
regimen)

Refers to where there is no treatment provided to the patient for a
behaviour-related risk factor intervention-purpose other than
information and education.
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Data element attributes

CODE 03 Counselling

Refers to any method of individual or group counselling directed
towards the behaviour-related risk factor intervention-purpose.
This code excludes counselling activities that are part of referral
options as defined in code 05 and 06.

CODE 04 Pharmacotherapy

Refers to pharmacotherapies that are prescribed or recommended
for the management of the behaviour-related risk factor
intervention-purpose.

CODE 05 Referral provided to a health professional

Refers to a referral to a health professional who has the expertise
to assist the patient manage the behaviour-related risk factor
intervention-purpose.

CODE 06 Referral to a community program, support group or
service

Refers to a referral to community program, support group or
service that has the expertise and resources to assist the patient
manage the behaviour-related risk factor intervention-purpose.

CODE 07  Written regimen provided

Refers to the provision of a written regimen (nutrition plan,
exercise prescription, smoking contract) given to the patient to
assist them with the management of the behaviour-related risk
factor intervention-purpose.

CODE 08  Surgery

Refers to a surgical procedure undertaken to assist the patient
with the management of the behaviour-related risk factor
intervention-purpose.

Collection and usage attributes

Guide for use:

More than one code can be recorded.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Cardiovascular Data Working Group

Supersedes Behaviour-related risk factor intervention, version 1,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (18.6 KB)

Cardiovascular disease (clinical) DSS Health, Superseded
15/02/2006

Cardiovascular disease (clinical) DSS Health, Superseded
04/07 /2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009
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http://meteor.aihw.gov.au/content/item.phtml?itemId=273833&nodeId=file42192ba5d81f7&fn=Behaviour-related%20risk%20factor%20intervention,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=273833&nodeId=file42192ba5d81f7&fn=Behaviour-related%20risk%20factor%20intervention,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/index.phtml/itemId/273052�
http://meteor.aihw.gov.au/content/index.phtml/itemId/348289�
http://meteor.aihw.gov.au/content/index.phtml/itemId/353668�

Behaviour-related risk factor intervention—purpose

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Episode of care —behaviour-related risk factor intervention
purpose, code N

METeOR identifier: 270338

Registration status: Health, Standard 01/03/2005

Definition: The behaviour-related risk factor(s) associated with an
intervention(s), as represented by a code.

Data Element Concept: Episode of care —behaviour-related risk factor intervention
purpose

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Smoking
2 Nutrition
3 Alcohol misuse
4 Physical inactivity
8 Other
Supplementary values: 9 Not stated /inadequately described

Data element attributes

Collection and usage attributes

Guide for use: More than one code can be recorded.

Source and reference attributes

Submitting organisation: Cardiovascular Data Working Group

Origin: Smoking, Nutrition, Alcohol, Physical Activity (SNAP)
Framework - Commonwealth Department of Health and Ageing
- June 2001.

Australian Institute of Health and Welfare 2002. Chronic Diseases
and associated risk factors in Australians, 2001; Canberra.
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Relational attributes

Related metadata references: Supersedes Behaviour-related risk factor intervention - purpose,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(19.5 KB)

Implementation in Data Set Cardiovascular disease (clinical) DSS Health, Superseded
Specifications: 15/02/2006
Cardiovascular disease (clinical) DSS Health, Superseded
04/07 /2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009
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http://meteor.aihw.gov.au/content/item.phtml?itemId=273834&nodeId=file42192b8bb862a&fn=Behaviour-related%20risk%20factor%20intervention%20-%20purpose,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=273834&nodeId=file42192b8bb862a&fn=Behaviour-related%20risk%20factor%20intervention%20-%20purpose,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/index.phtml/itemId/273052�
http://meteor.aihw.gov.au/content/index.phtml/itemId/348289�
http://meteor.aihw.gov.au/content/index.phtml/itemId/353668�

Beta-blocker therapy status

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —beta-blocker therapy status, code NN

METeOR identifier: 284802

Registration status: Health, Standard 04/06/2004

Definition: The person’s beta-blocker therapy status, as represented by a
code.

Data Element Concept: Person —beta-blocker therapy status

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
10 Given
21 Not given - patient refusal
22 Not given - allergy or history of intolerance
23 Not given - bradycardia (heart rate less than 50
beats per minute)
24 Not given - symptomatic acute heart failure
25 Not given - systolic blood pressure of less than 90
mmHg
26 Not given - PR interval greater than 0.24 seconds
27 Not given - second and third degree heart block
or bifascicular heart block
28 Not given - asthma/airways hyper-reactivity
29 Not given - other
Supplementary values: 90 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODES15-29 Not given

If recording ‘Not given’, record the principal reason if more than
one code applies.

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare
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Data element attributes

Source and reference attributes
Submitting organisation: Acute coronary syndrome data working group

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Relational attributes

Related metadata references: Supersedes Beta-blocker therapy status, version 1, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (15.1 KB)

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Superseded

Specifications: 01/10/2008
Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005
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http://meteor.aihw.gov.au/content/item.phtml?itemId=274153&nodeId=file41fd732c4c41e&fn=Beta-blocker%20therapy%20status,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=274153&nodeId=file41fd732c4c41e&fn=Beta-blocker%20therapy%20status,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/index.phtml/itemId/319741�
http://meteor.aihw.gov.au/content/index.phtml/itemId/285277�

Birth order

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Birth — birth order, code N

METeOR identifier: 269992

Registration status: Health, Standard 01/03/2005

Definition: The sequential order of each baby of a multiple birth, as
represented by a code.

Data Element Concept: Birth — birth order

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Singleton or first of a multiple birth
2 Second of a multiple birth
3 Third of a multiple birth
4 Fourth of a multiple birth
5 Fifth of a multiple birth
6 Sixth of a multiple birth
8 Other

Supplementary values: 9 Not stated

Data element attributes

Collection and usage attributes
Guide for use: CODE 2  Second of a multiple birth

Stillborns are counted such that, if twins were born, the first
stillborn and the second live-born, the second twin would be
recorded as code 2 Second of a multiple birth (and not code 1
Singleton or first of a multiple birth).

Collection methods: This data should be collected routinely for persons aged 28 days
or less.

Source and reference attributes
Submitting organisation: National Perinatal Data Development Committee

Standards Australia
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Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Supersedes Birth order, version 2, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (15.9 KB)

Health care client identification Health, Superseded 04/05/2005

Health care client identification DSS Health, Superseded
03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Perinatal NMDS Health, Superseded 06/09/2006
Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Perinatal NMDS Health, Superseded 07/12/2005
Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Perinatal NMDS 2007-2008 Health, Superseded 05/02/2008
Implementation start date: 01/07 /2007
Implementation end date: 30/06 /2008

Perinatal NMDS 2008-2010 Health, Superseded 02/12/2009
Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Perinatal NMDS 2010-2011 Health, Standard 02/12/2009
Implementation start date: 01/07/2010
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http://meteor.aihw.gov.au/content/item.phtml?itemId=273835&nodeId=file41fd7301d63fe&fn=Birth%20order,%20version%202,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=273835&nodeId=file41fd7301d63fe&fn=Birth%20order,%20version%202,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/index.phtml/itemId/273055�
http://meteor.aihw.gov.au/content/index.phtml/itemId/288765�
http://meteor.aihw.gov.au/content/index.phtml/itemId/290828�
http://meteor.aihw.gov.au/content/index.phtml/itemId/273043�
http://meteor.aihw.gov.au/content/index.phtml/itemId/340684�
http://meteor.aihw.gov.au/content/index.phtml/itemId/362313�

Birth plurality

Identifying and definitional attributes

Metadata item type:
Technical name:
Synonymous names:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Birth event— birth plurality, code N
Multiple birth

269994

Health, Standard 01/03 /2005

The number of babies resulting from a single pregnancy, as
represented by a code.

Birth event —birth plurality

Representational attributes

Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Supplementary values:

Data element attributes

Code
Number
N
1
Value Meaning
1 Singleton
2 Twins
3 Triplets
4 Quadruplets
5 Quintuplets
6 Sextuplets
8 Other
9 Not stated

Collection and usage attributes

Guide for use:

Collection methods:

Plurality of a pregnancy is determined by the number of live
births or by the number of fetuses that remain in utero at 20
weeks gestation and that are subsequently born separately. In
multiple pregnancies, or if gestational age is unknown, only live
births of any birthweight or gestational age, or fetuses weighing
400 g or more, are taken into account in determining plurality.
Fetuses aborted before 20 completed weeks or fetuses
compressed in the placenta at 20 or more weeks are excluded.

This data should be collected routinely for persons aged 28 days
or less.
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Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

National Perinatal Data Development Committee

Supersedes Birth plurality, version 1, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (15.6 KB)

Health care client identification Health, Superseded 04/05/2005

Health care client identification DSS Health, Superseded
03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Perinatal NMDS Health, Superseded 06/09/2006
Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Perinatal NMDS Health, Superseded 07/12/2005
Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Perinatal NMDS 2007-2008 Health, Superseded 05/02/2008
Implementation start date: 01/07 /2007
Implementation end date: 30/06 /2008

Perinatal NMDS 2008-2010 Health, Superseded 02/12/2009
Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Perinatal NMDS 2010-2011 Health, Standard 02/12/2009
Implementation start date: 01/07/2010
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http://meteor.aihw.gov.au/content/item.phtml?itemId=273182&nodeId=file41fd729c13dce&fn=Birth%20plurality,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=273182&nodeId=file41fd729c13dce&fn=Birth%20plurality,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/index.phtml/itemId/273055�
http://meteor.aihw.gov.au/content/index.phtml/itemId/288765�
http://meteor.aihw.gov.au/content/index.phtml/itemId/290828�
http://meteor.aihw.gov.au/content/index.phtml/itemId/273043�
http://meteor.aihw.gov.au/content/index.phtml/itemId/340684�
http://meteor.aihw.gov.au/content/index.phtml/itemId/362313�

Bleeding episode using TIMI criteria (status)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —bleeding episode status, Thrombolysis in Myocardial
Infarction (TIMI) code N

METeOR identifier: 356725

Registration status: Health, Standard 01/10/2008

Definition: A person’s episode of bleeding as described by the Thrombolysis

In Myocardial Infarction (TIMI) criteria, as represented by a code.

Data Element Concept: Person—bleeding episode status

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Major
2 Minor
3 Non TIMI bleeding
Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes

Guide for use: Note in calculating the fall in haemoglobin or haematocrit,
transfusion of whole blood or packed red blood cells is counted
as 1g/dl (0.1g/1) haemoglobin or 3% absolute haematocrit.

CODE1 Major

Overt clinical bleeding (or documented intracranial or
retroperitoneal haemorrhage) associated with a drop in
haemoglobin of greater than 5g/dl (0.5g/1) or a haematocrit of
greater than 15% (absolute).

CODE2 Minor

Overt clinical bleeding associated with a fall in haemoglobin of 3
or less than or equal to 5g/dl (0.5g/1) or a haematocrit of 9% to
less than or equal to 15% (absolute).

CODE3 Non TIMI Bleeding

Bleeding event that does not meet the major or minor definition.
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Data element attributes

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Acute coronary syndrome data working group

Rao AK, Pratt C, Berke A, et al. Thrombolysis in Myocardial
Infarction (TIMI) Trial, phase I: hemorrhagic manifestations and
changes in plasma fibrinogen and the fibrinolytic system in
patients with recombinant tissue plasminogen activator and
streptokinase. ] Am Coll Cardiol 1988; 11:1-11.

See also Person with acute coronary syndrome —bleeding
location, instrumented code N(N) Health, Standard 01/10/2008

Supersedes Person —bleeding episode status, code N Health,
Superseded 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008
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http://meteor.aihw.gov.au/content/index.phtml/itemId/284812�

Blindness (diabetes complication)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —blindness, code N

METeOR identifier: 270065

Registration status: Health, Standard 01/03/2005

Definition: Whether the individual has become legally blind in either or both

eyes, as represented by a code.

Data Element Concept: Person—blindness

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Blindness - (

2 Blindness - (
3 Blindness - (
4 No blindness
9

Supplementary values: Not stated /inadequately described

Collection and usage attributes

Guide for use: CODE 3 Blindness - (< 6/60) occurred in one eye within 12
months and in the other eye prior to the last 12 months

Blindness can be diagnosed in one eye within 12 months even
though it has been previously diagnosed on the other eye.

Collection methods: Ask the individual if he/she has been diagnosed as legally blind
(< 6/60) in both or either eye. If so record whether it has occurred
within or prior to the last 12 months.

Alternatively determine blindness from appropriate
documentation obtained from an ophthalmologist or optometrist.

Data element attributes

Source and reference attributes
Submitting organisation: National Diabetes Data Working Group

Origin: National Diabetes Outcomes Quality Review Initiative
(NDOQRIN) data dictionary.
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Relational attributes

Related metadata references: Supersedes Blindness - diabetes complication, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005 .pdf (19.7 KB)

Implementation in Data Set Diabetes (clinical) DSS Health, Superseded 21/09/2005

Specifications: Diabetes (clinical) DSS Health, Standard 21/09/2005
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http://meteor.aihw.gov.au/content/item.phtml?itemId=273836&nodeId=file41fd7301eb3ad&fn=Blindness%20-%20diabetes%20complication,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005%20.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=273836&nodeId=file41fd7301eb3ad&fn=Blindness%20-%20diabetes%20complication,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005%20.pdf�
http://meteor.aihw.gov.au/content/index.phtml/itemId/273054�

Blood pressure—diastolic (measured)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person—blood pressure (diastolic) (measured), millimetres of
mercury NN[N]

METeOR identifier: 270072

Registration status: Health, Standard 01/03/2005

Definition: The person’s diastolic blood pressure, measured in millimetres of

mercury (mmHg).

Data Element Concept: Person—blood pressure (diastolic)

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: NN[N]
Maximum character length: 3
Supplementary values: Value Meaning
999 Not stated /inadequately described
Unit of measure: Millimetre of mercury (mmHg)

Data element attributes

Collection and usage attributes

Guide for use: The diastolic pressure is recorded as phase V Korotkoff
(disappearance of sound) however phase IV Korotkoff (muffling
of sound) is used if the sound continues towards zero but does
not cease.

If Blood pressure - diastolic is not collected or not able to be
collected, code 999.

Collection methods: Measurement protocol for resting blood pressure:

The diastolic blood pressure is one component of a routine blood
pressure measurement (i.e. systolic/ diastolic) and reflects the
minimum pressure to which the arteries are exposed.

e The patient should be relaxed and seated, preferably for
several minutes, (at least 5 minutes). Ideally, patients should
not take caffeine-containing beverages or smoke for two
hours before blood pressure is measured.

¢ Ideally, patients should not exercise within half an hour of
the measurement being taken (National Nutrition Survey
User’s Guide).

e Use a mercury sphygmomanometer. All other
sphygmomanometers should be calibrated regularly against
mercury sphygmomanometers to ensure accuracy.
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Comments:

e Bladder length should be at least 80%, and width at least 40%
of the circumference of the mid-upper arm. If the velcro on
the cuff is not totally attached, the cuff is probably too small.

e  Wrap cuff snugly around upper arm, with the centre of the
bladder of the cuff positioned over the brachial artery and the
lower border of the cuff about 2 cm above the bend of the
elbow.

e Ensure cuff is at heart level, whatever the position of the
patient.

e Palpate the radial pulse of the arm in which the blood
pressure is being measured.

e Inflate cuff to the pressure at which the radial pulse
disappears and note this value. Deflate cuff, wait 30 seconds,
and then inflate cuff to 30 mm Hg above the pressure at
which the radial pulse disappeared.

e  Deflate the cuff at a rate of 2-3 mm Hg/beat (2-3 mm
Hg/sec) or less.

e Recording the diastolic pressure use phase V Korotkoff
(disappearance of sound). Use phase IV Korotkoff (muffling
of sound) only if sound continues towards zero but does not
cease. Wait 30 seconds before repeating the procedure in the
same arm. Average the readings.

e If the first two readings differ by more than 4 mmHg
diastolic or if initial readings are high, take several readings
after five minutes of quiet rest.

The pressure head is the height difference a pressure can raise a
fluid’s equilibrium level above the surface subjected to pressure.
(Blood pressure is usually measured as a head of Mercury, and
this is the unit of measure nominated for this metadata item.)

The current (2002) definition of hypertension is based on the level
of blood pressure above which treatment is recommended, and
this depends on the presence of other risk factors, e.g. age,
diabetes etc. (NHF 1999 Guide to Management of Hypertension).

Source and reference attributes

Submitting organisation:

Origin:

Cardiovascular Data Working Group
National Diabetes Data Working Group

The National Heart Foundation Blood Pressure Advisory
Committee’s “Guidelines for the Management of Hypertension -
1999” which are largely based on World Health Organization
Recommendations. (Guidelines Subcommittee of the WHO-ISH:
1999 WHO-ISH guidelines for management of hypertension. J
Hypertension 1999; 17:151-83).

Australian Bureau of Statistics 1998. National Nutrition Survey
User’s Guide 1995. Cat. No. 4801.0. Canberra: ABS. (p. 20).

National Diabetes Outcomes Quality Review Initiative
(NDOQRIN) data dictionary.
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Reference documents:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

‘Guidelines for the Management of Hypertension - 1999" largely
based on World Health Organization Recommendations.
(Guidelines Subcommittee of the WHO) ] Hypertension 1999; 17:
151-83.).

Diabetes Control and Complications Trial: DCCT New England
Journal of Medicine, 329(14), September 30, 1993.

UKPDS 38 Tight blood pressure control and risk of
macrovascular and microvascular complications in type 2
diabetes: UK Prospective Diabetes Study Group. British Medical
Journal (1998); 317: 703-713.

Supersedes Blood pressure - diastolic measured, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005 .pdf (26.3 KB)

Acute coronary syndrome (clinical) DSS Health, Superseded
01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005

Cardiovascular disease (clinical) DSS Health, Superseded
15/02/2006

Cardiovascular disease (clinical) DSS Health, Superseded
04/07/2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009

Diabetes (clinical) DSS Health, Superseded 21/09/2005
Diabetes (clinical) DSS Health, Standard 21/09/2005

156


http://meteor.aihw.gov.au/content/item.phtml?itemId=273664&nodeId=file41fd72e649897&fn=Blood%20pressure%20-%20diastolic%20measured,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005%20.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=273664&nodeId=file41fd72e649897&fn=Blood%20pressure%20-%20diastolic%20measured,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005%20.pdf�
http://meteor.aihw.gov.au/content/index.phtml/itemId/319741�
http://meteor.aihw.gov.au/content/index.phtml/itemId/285277�
http://meteor.aihw.gov.au/content/index.phtml/itemId/273052�
http://meteor.aihw.gov.au/content/index.phtml/itemId/348289�
http://meteor.aihw.gov.au/content/index.phtml/itemId/353668�
http://meteor.aihw.gov.au/content/index.phtml/itemId/273054�

Blood pressure—systolic (measured)

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person —Dblood pressure (systolic) (measured), millimetres of
mercury NN[N]

270073
Health, Standard 01/03 /2005

The person’s systolic blood pressure, measured in millimetres of
mercury (mmHg).

Person —blood pressure (systolic)

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Supplementary values:

Unit of measure:

Data element attributes

Total
Number
NNI[N]
3
Value Meaning
999 Not stated /inadequately described

Millimetre of mercury (mmHg)

Collection and usage attributes

Guide for use:

Collection methods:

For recording the systolic reading, use phase I Korotkoff (the first
appearance of sound). If Blood pressure - systolic is not collected
or not able to be collected, code 999.

Measurement protocol for resting blood pressure:

The systolic blood pressure is one component of a routine blood
pressure measurement (i.e. systolic/ diastolic) and reflects the
maximum pressure to which the arteries are exposed.

e The patient should be relaxed and seated, preferably for
several minutes, (at least 5 minutes). Ideally, patients should
not take caffeine-containing beverages or smoke for two
hours before blood pressure is measured.

e Ideally, patients should not exercise within half an hour of
the measurement being taken (National Nutrition Survey
User’s Guide).

e Use a mercury sphygmomanometer. All other
sphygmomanometers should be calibrated regularly against
mercury sphygmomanometers to ensure accuracy.

e Bladder length should be at least 80%, and width at least 40%
of the circumference of the mid-upper arm. If the Velcro on
the cuff is not totally attached, the cuff is probably too small.
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Comments:

e  Wrap cuff snugly around upper arm, with the centre of the
bladder of the cuff positioned over the brachial artery and the
lower border of the cuff about 2 cm above the bend of the
elbow.

e Ensure cuff is at heart level, whatever the position of the
patient.

e Palpate the radial pulse of the arm in which the blood
pressure is being measured.

e Inflate cuff to the pressure at which the radial pulse
disappears and note this value. Deflate cuff, wait 30 seconds,
and then inflate cuff to 30 mm Hg above the pressure at
which the radial pulse disappeared.

e Deflate the cuff at a rate of 2-3 mm Hg/beat (2-3 mm Hg/sec)
or less.

e  For recording the systolic reading, use phase I Korotkoff (the
first appearance of sound). Wait 30 seconds before repeating
the procedure in the same arm. Average the readings. If the
first two readings differ by more than 6 mm Hg systolic or if
initial readings are high, take several readings after five
minutes of quiet rest.

The pressure head is the height difference a pressure can raise a
fluid’s equilibrium level above the surface subjected to pressure.
(Blood pressure is usually measured as a head of Mercury, and
this is the unit of measure nominated for this metadata item.)

The current (2002) definition of hypertension is based on the level
of blood pressure above which treatment is recommended, and
this depends on the presence of other risk factors, e.g. age,
diabetes etc. (NHF 1999 Guide to Management of Hypertension).

Source and reference attributes

Submitting organisation:

Origin:

Reference documents:

Cardiovascular Data Working Group
National Diabetes Data Working Group

The National Heart Foundation Blood Pressure Advisory
Committee’s ‘Guidelines for the Management of Hypertension -
1999” which are largely based on World Health Organization
Recommendations. (Guidelines Subcommittee of the WHO-SH:
1999 WHO-ISH guidelines for management of hypertension. J
Hypertension 1999; 17:151-83).

Australian Bureau of Statistics 1998. National Nutrition Survey
User’s Guide 1995. Cat. No. 4801.0. Canberra: ABS. (p. 20).

National Diabetes Outcomes Quality Review Initiative
(NDOQRIN) data dictionary.

‘Guidelines for the Management of Hypertension - 1999 largely
based on World Health Organization Recommendations.
(Guidelines Subcommittee of the WHO) ] Hypertension 1999; 17:
151-83.).

Diabetes Control and Complications Trial: DCCT New England
Journal of Medicine, 329(14), September 30, 1993.

UKPDS 38 Tight blood pressure control and risk of
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Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

macrovascular and microvascular complications in type 2
diabetes: UK Prospective Diabetes Study Group. British Medical
Journal (1998); 317: 703-713.

Supersedes Blood pressure - systolic measured, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005 .pdf (25.9 KB)

Acute coronary syndrome (clinical) DSS Health, Superseded
01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005

Cardiovascular disease (clinical) DSS Health, Superseded
15/02/2006

Cardiovascular disease (clinical) DSS Health, Superseded
04/07/2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009

Diabetes (clinical) DSS Health, Superseded 21/09/2005
Diabetes (clinical) DSS Health, Standard 21/09/2005
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Bodily location of main injury

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person—bodily location of main injury, code NN

METeOR identifier: 268943

Registration status: Health, Standard 01/03/2005

Definition: The bodily location of the injury chiefly responsible for the
attendance of the person at the health care facility, as represented
by a code.

Data Element Concept: Person —bodily location of main injury

Value domain attributes

Representational attributes

Representation class: Code
Data type: String
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
01 Head (excludes face)
02 Face (excludes eye)
03 Neck
04 Thorax
05 Abdomen
06 Lower back (includes loin)
07 Pelvis (includes perineum, anogenital area and
buttocks)
08 Shoulder
09 Upper arm
10 Elbow
11 Forearm
12 Wrist
13 Hand (include fingers)
14 Hip
15 Thigh
16 Knee
17 Lower leg
18 Ankle
19 Foot (include toes)
20 Unspecified bodily location
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Data element attributes

21 Multiple injuries (involving more than one bodily
location)

22 Bodily location not required

Collection and usage attributes

Guide for use:

Comments:

If the full International Classification of Diseases - Tenth Revision
- Australian Modification code is used to code the injury, this
metadata item is not required (see metadata items Principal
diagnosis and Additional diagnosis.

If any code from 01 to 12 or 26 to 29 in the metadata item Nature
of main injury has been selected, the body region affected by that
injury must be specified.

Select the category that best describes the location of the injury. If
two or more categories are judged to be equally appropriate,
select the one that comes first on the code list. A major injury, if
present, should always be coded rather than a minor injury. If a
major injury has been sustained (e.g. a fractured femur), along
with one or more minor injuries (e.g. some small abrasions), the
major injury should be coded in preference to coding ‘multiple
injuries’. As a general guide, an injury which, on its own, would
be unlikely to have led to the attendance may be regarded as
‘minor’. Bodily location of main injury is not required with other
nature of main injury codes (code 22 may be used as a filler to
indicate that a specific body region code is not required).

The injury diagnosis is necessary for purposes including
epidemiological research, casemix studies and planning. The
nature of main injury together with the bodily location of the
main injury indicates the diagnosis.

This metadata item is related to the ICD-10-AM injury and
poisoning classification. However, coding to the full ICD-10-AM
injury and poisoning classification (see metadata item Principal
diagnosis is not available in most settings where basic injury
surveillance is undertaken. This metadata item, in combination
with the metadata item Nature of main injury is a practicable
alternative. Data coded to the full ICD-10-AM codes can be
aggregated to match this item, facilitating data comparison.
Further information on the national injury surveillance program
can be obtained from the National Injury Surveillance Unit,
Flinders University, Adelaide.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

National Injury Surveillance Unit, Flinders University, Adelaide

National Data Standards for Injury Surveillance Advisory Group

See also Injury event—nature of main injury, non-admitted
patient code NN{.N} Health, Standard 01/03/2005
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Supersedes Bodily location of main injury, version 1, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (19.5 KB)

Implementation in Data Set Injury surveillance DSS Health, Superseded 05/02/2008
Specifications: Injury surveillance DSS Health, Superseded 14/12/2009
Injury surveillance DSS Health, Standard 14/12/2009
Injury surveillance NMDS Health, Superseded 03/05/2006
Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006
Injury surveillance NMDS Health, Superseded 07/12/2005
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Body function

Identifying and definitional attributes

Metadata item type:
Technical name:

Synonymous names:
METeOR identifier:

Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person—body function, code (ICF 2001) AN[NNNN]
Body function code

320141

Health, Standard 29/11 /2006
Community services, Standard 16/10/2006

The physiological or psychological function of a person’s body
system, as represented by a code.

Person—body function

Representational attributes

Classification scheme:

Representation class:
Data type:
Format:

Maximum character length:

International Classification of Functioning, Disability and Health
2001

Code

String
AN[NNNN]
6

Collection and usage attributes

Guide for use:

This metadata item contributes to the definition of the concept
‘Disability’ and gives an indication of the experience of disability
for a person.

Data can be collected at the three digit level in one chapter and at
the chapter level in another. However it is only possible to collect
data at a single level of the hierarchy in a single chapter to
maintain mutual exclusivity. For example, it is not permitted to
collect both Exercise tolerance functions (3 digit level) and
‘fatigability” (4-digit level) as the former includes the latter.

The value domain below refers to the highest hierarchical level
(ICF chapter level). Data collected at this level, in association with
Impairment extent code N will use the codes as indicated.

CODE bl Mental functions

CODE b2  Sensory functions and pain

CODE b3  Voice and speech functions

CODE b4 Functions of the cardiovascular, haematological,
immunological and respiratory systems

CODE b5  Functions of the digestive, metabolic and the
endocrine system

CODE b6  Genitourinary and reproductive functions
CODE b7 Neuromusculoskeletal and movement-related
functions

CODE b8 Functions of the skin and related structures
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Data collected at this level will provide a general description of
the structures and can only be compared with data collected at
the same level.

Each chapter contains categories at different levels ordered from
general to detailed. For more detailed information the user
should follow the structure of the ICF; the codes should be drawn
from the same hierarchical level within any particular chapter.
The full range of permissible values together, with definitions is
listed in the Body Functions component of the ICF.

An example of a value domain at the 3 digit level from the
Sensory functions and pain chapter may include:

CODE b210 Seeing functions

CODE b230 Hearing functions

CODE b235 Vestibular functions

CODE b250 Taste functions

CODE b255 Smell functions

CODE b260 Proprioceptive functions

CODE b265 Touch functions

CODE b270 Sensory functions related to temperature and other
stimuli

CODE b279 Additional sensory functions, other specified and
unspecified

An example of a value domain at the 4 digit level from the body
function component may include:

CODE b1300 Energy level

CODE b1400 Sustaining attention
CODE b1442 Retrieval of memory
CODE b1521 Regulation of emotion
CODE b1641 Organization and planning

The prefix b denotes the domains within the component of Body
Functions.

Source and reference attributes

Submitting organisation:

Origin:

Reference documents:

Australian Institute of Health and Welfare which is the
Australian Collaborating Centre for the World Health
Organization Family of International Classifications.

WHO 2001. ICF: International Classification of Functioning,
Disability and Health. Geneva: WHO

ATHW 2003. ICF Australian User Guide Version 1.0. Canberra:
AIHW

Further information on the ICF, including more detailed codes,
can be found in the ICF itself and the ICF Australian User Guide
(AIHW 2003), at the following websites:

e  WHO ICF website
http:/ /www.who.int/ classifications/icf/en/

e Australian Collaborating Centre ICF website
http:/ /www.aihw.gov.au/disability /icf /index.cfm
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Data element attributes

Collection and usage attributes

Guide for use:

This data element can be used to record positive or neutral body
function, as well as impairment of body function when used in
conjunction with the metadata item Person— extent of
impairment of body function, code (ICF 2001)N.

Where multiple body functions or impairments of body functions
are recorded, the following prioritising system should be useful.

e  The first recorded body function or impairment of body
function is the one having the greatest impact on the
individual.

e Second and subsequent body function or impairment of body
function is also of relevance to the individual.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Australian Institute of Health and Welfare (AIHW) which is the
Australian Collaborating Centre for the World Health
Organization Family of International Classifications.

See also Person —extent of impairment of body function, code
(ICF 2001) N Health, Standard 29/11/2006, Community services,
Standard 16/10/2006

Body functions cluster Health, Standard 29/11 /2006
Community services, Standard 16,/10/2006
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Body mass index—adult (measured)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Adult—Dbody mass index (measured), ratio NN[N].N[N]
METeOR identifier: 270084

Registration status: Health, Standard 01/03/2005

Definition: A measure of an adult’s weight (body mass) relative to height

used to assess the extent of weight deficit or excess where height
and weight have been measured.

Data Element Concept: Adult—Dbody mass index

Value domain attributes

Representational attributes

Representation class: Ratio

Data type: Number

Format: NNJ[N].N[N]

Maximum character length: 5

Supplementary values: Value Meaning
888.8 Unknown
999.9 Not reported

Data element attributes

Collection and usage attributes
Guide for use: Formula: BMI = weight (kg) divided by height (m) squared.
Body mass index is a continuous variable.

Code body mass index to one or two decimal places (i.e. 99.99 or
99.9). If any component necessary for its calculation (i.e. weight
or height for adults) is unknown or has not been collected, code
to 888.8, 999.9.

Collection methods: NN.NN for BMI calculated from measured height and weight.

BMI should be derived after data entry of weight and height. It
should be stored on the raw data set as a continuous variable and
should not be aggregated or rounded.

Comments: This metadata item applies to persons aged 2 years or older. It is
recommended for use in population surveys and health care
settings for adults and population surveys only for children and
adolescents. It is recommended that calculated BMI for children
and adolescents be compared with a suitable growth reference
such as the United States Centers for Disease Control 2000 BMI-
for-age chart be used for in health care settings such as hospitals,
clinics and in general practice. A BMI greater than the 85th
percentile would be classified as overweight, while a BMI greater
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than the 95th percentile would be classified as obese. These
percentiles are arbitrary and do not relate to morbidity as the
BMI cut-points do in adults.

BMI is relatively easy to determine, and has been validated
against more direct measures of adiposity such as Magnetic
Resonance Imaging and Dual X-ray Absorptiometry.

BMI is a low cost technique, with low respondent and
investigator burden. In addition, it offers low inter-observer and
intra-observer error, therefore offering good reliability.

Overweight and obesity, as defined by the World Health
Organisation (WHO) for the interpretation of BMI (WHO 2000),
are exceedingly common in Australia and their prevalence is
increasing.

It is recommended that in population surveys, sociodemographic
data including ethnicity should be collected, as well as other risk
factors including physiological status (e.g. pregnancy), physical
activity, smoking and alcohol consumption. Summary statistics
may need to be adjusted for these variables.

National health metadata items currently exist for sex, date of
birth, country of birth, Indigenous status and smoking. Metadata
items are being developed for physical activity.

Presentation of data:

Means, 95% confidence intervals, medians and centiles should be
reported to one decimal place. Where the sample permits,
population estimates should be presented by sex and 5-year age
groups. Estimates based on sample surveys may need to take into
account sampling weights.

For consistency with conventional practice, and for current
comparability with international data sets, recommended centiles
are 5, 10, 15, 25, 50, 75, 85, 90 and 95. To estimate the 5th and 95th
centiles a sample size of at least 200 is recommended for each
group for which the centiles are being specified.

Body mass index can be calculated from measured height and
weight, or self-reported height and weight, however for children
and adolescents, self-reported or parentally reported data should
be used cautiously if at all.

For adults, body mass index tends to be underestimated when
based on self-reported, rather than measured, height and weight.
This is due to the fact that, on average, height tends to be
overestimated and weight tends to be underestimated when self-
reported by respondents.

There are many individuals for whom BMI is an inappropriate
measure of body fatness. These are individuals whose high body
mass is due to excess muscle rather than fat (e.g. body builders or
others in whom the level of physical activity promotes an
increase in muscle mass); or in those with osteoporosis who will
have a lower than usual BMI; or those who have a different body
build (e.g. individuals with unusually long or short legs or a
different body fat distribution) (WHO Expert Committee 1995).

This is particularly important when assessing individuals but
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should also be taken into account in interpreting data from
populations in which there are sub-groups with genetic or
environmental differences in body build, composition, skeletal
proportions or body fat distribution. As such, both BMI and a
measure of fat distribution (waist circumference or waist: hip
ratio) are important in calculating the risk of obesity
comorbidities.

Epidemiological research shows that there is a strong association
between BMI and health risk. Excess adipose tissue in adults is
associated with excess morbidity and mortality from conditions
such as hypertension, unfavourable blood lipid concentrations,
diabetes mellitus, coronary heart disease, some cancers, gall
bladder disease, and osteoarthritis. It may also lead to social and
economic disadvantage as well as psychosocial problems. It is a
major public health issue in most industrialised societies.

Thinness (low BMI) is also an indicator of health risk, often being
associated with general illness, anorexia, cigarette smoking, drug
addiction and alcoholism. Low BMI is consistently associated
with increased risk of osteoporosis and fractures in the elderly.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

The Commonwealth Department of Health and Ageing based on
the work of the consortium to develop an Australian standard
definition of child/adolescent overweight and obesity; based at
the Children Hospital at Westmead.

Obesity: Preventing and Managing the Global Epidemic. Report
of a WHO Consultation. 2000. World Health Organization.

See also Person —body mass index (classification), code N[.N]
Health, Standard 01/03 /2005

Supersedes Body mass index, version 2, Derived DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (25.7 KB)

Is formed using Person —height (measured), total centimetres
NNJ[N].N Health, Standard 01/03/2005

Is formed using Person —weight (measured), total kilograms
N[NN].N Health, Standard 01/03/2005
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Body mass index—adult (self-reported)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Adult—body mass index (self-reported), ratio NN[N].N[N]
METeOR identifier: 270086

Registration status: Health, Standard 01/03/2005

Definition: A measure of an adult’s weight (body mass) relative to height

used to assess the extent of weight deficit or excess where at least
one of the measures is self reported.

Data Element Concept: Adult—Dbody mass index

Value domain attributes

Representational attributes

Representation class: Ratio

Data type: Number

Format: NNJ[N].N[N]

Maximum character length: 5

Supplementary values: Value Meaning
888.8 Unknown
999.9 Not reported

Data element attributes

Collection and usage attributes

Collection methods: NN.N for BMI calculated from either self-reported height and/or
self-reported weight.

BMI calculated from measured height and weight should be
distinguished from BMI calculated from self-reported height
and/or weight. When either self-reported height or self-reported
weight is used in the calculation, BMI should be recorded as self-
reported BMLI. Self-reported or parentally reported height and
weight for children and adolescents should be used cautiously if
at all.

BMI should be derived after the data entry of weight and height.
It should be stored on the raw data set as a continuous variable
and should not be aggregated or rounded.

Comments: This metadata item applies to persons aged 2 years or older. It is
recommended for use in population surveys and health care
settings for adults and population surveys only for children and
adolescents. It is recommended that calculated BMI for children
and adolescents be compared with a suitable growth reference
such as the United States Centers for Disease Control 2000 BMI-
for-age chart be used for in health care settings such as hospitals,
clinics and in general practice. A BMI greater than the 85th
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percentile would be classified as overweight, while a BMI greater
than the 95th percentile would be classified as obese. These
percentiles are arbitrary and do not relate to morbidity as the
BMI cut-points do in adults.

BMI is relatively easy to determine, and has been validated
against more direct measures of adiposity such as Magnetic
Resonance Imaging and Dual X-ray Absorptiometry.

BMI is a low cost technique, with low respondent and
investigator burden. In addition, it offers low inter-observer and
intra-observer error, therefore offering good reliability.

Overweight and obesity, as defined by the World Health
Organisation (WHO) for the interpretation of BMI (WHO 2000),
are exceedingly common in Australia and their prevalence is
increasing.

It is recommended that in population surveys, sociodemographic
data including ethnicity should be collected, as well as other risk
factors including physiological status (e.g. pregnancy), physical
activity, smoking and alcohol consumption. Summary statistics
may need to be adjusted for these variables.

National health metadata items currently exist for sex, date of
birth, country of birth, Indigenous status and smoking. Metadata
items are being developed for physical activity.

Presentation of data:

Means, 95% confidence intervals, medians and centiles should be
reported to one decimal place. Where the sample permits,
population estimates should be presented by sex and 5-year age
groups. Estimates based on sample surveys may need to take into
account sampling weights.

For consistency with conventional practice, and for current
comparability with international data sets, recommended centiles
are 5,10, 15, 25, 50, 75, 85, 90 and 95. To estimate the 5th and 95th
centiles a sample size of at least 200 is recommended for each
group for which the centiles are being specified.

Body mass index can be calculated from measured height and
weight, or self-reported height and weight, however for children
and adolescents, self-reported or parentally reported data should
be used cautiously if at all.

For adults, body mass index tends to be underestimated when
based on self-reported, rather than measured, height and weight.
This is due to the fact that, on average, height tends to be
overestimated and weight tends to be underestimated when self-
reported by respondents.

There are many individuals for whom BMI is an inappropriate
measure of body fatness. These are individuals whose high body
mass is due to excess muscle rather than fat (e.g. body builders or
others in whom the level of physical activity promotes an
increase in muscle mass); or in those with osteoporosis who will
have a lower than usual BMI; or those who have a different body
build (e.g. individuals with unusually long or short legs or a
different body fat distribution) (WHO Expert Committee 1995).
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This is particularly important when assessing individuals but
should also be taken into account in interpreting data from
populations in which there are sub-groups with genetic or
environmental differences in body build, composition, skeletal
proportions or body fat distribution. As such, both BMI and a
measure of fat distribution (waist circumference or waist: hip
ratio) are important in calculating the risk of obesity
comorbidities.

Epidemiological research shows that there is a strong association
between BMI and health risk. Excess adipose tissue in adults is
associated with excess morbidity and mortality from conditions
such as hypertension, unfavourable blood lipid concentrations,
diabetes mellitus, coronary heart disease, some cancers, gall
bladder disease, and osteoarthritis. It may also lead to social and
economic disadvantage as well as psychosocial problems. It is a
major public health issue in most industrialised societies.

Thinness (low BMI) is also an indicator of health risk, often being
associated with general illness, anorexia, cigarette smoking, drug
addiction and alcoholism. Low BMI is consistently associated
with increased risk of osteoporosis and fractures in the elderly.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

The Commonwealth Department of Health and Ageing based on
the work of the consortium to develop an Australian standard
definition of child/adolescent overweight and obesity; based at
the Children Hospital at Westmead.

Obesity: Preventing and Managing the Global Epidemic. Report
of a WHO Consultation. 2000. World Health Organization.

See also Person —body mass index (classification), code N[.N]
Health, Standard 01/03 /2005

Is formed using Person —weight (measured), total kilograms
N[NN].N Health, Standard 01/03/2005

Is formed using Person — height (self-reported), total centimetres
NNJ[N] Health, Standard 01/03/2005

Is formed using Person —height (measured), total centimetres
NN[N].N Health, Standard 01/03 /2005

Supersedes Body mass index, version 2, Derived DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (25.7 KB)

Is formed using Person —weight (self-reported), total kilograms
NNJ[N] Health, Standard 14 /07 /2005
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Body mass index—child (measured)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Child —body mass index (measured), ratio NN[N].N[N]
METeOR identifier: 270085

Registration status: Health, Standard 01/03/2005

Definition: A measure of a child’s weight (body mass) relative to height used

to assess the extent of weight excess where height and weight
have been measured.

Data Element Concept: Child — body mass index

Value domain attributes

Representational attributes

Representation class: Ratio

Data type: Number

Format: NNJ[N].N[N]

Maximum character length: 5

Supplementary values: Value Meaning
888.8 Unknown
999.9 Not reported

Data element attributes

Collection and usage attributes
Collection methods: NN.NN for BMI calculated from measured height and weight.

BMI should be derived after the data entry of weight and height.
It should be stored on the raw data set as a continuous variable
and should not be aggregated or rounded.

Comments: This metadata item applies to persons aged 2 years or older. It is
recommended for use in population surveys and health care
settings for adults and population surveys only for children and
adolescents. It is recommended that calculated BMI for children
and adolescents be compared with a suitable growth reference
such as the United States Centers for Disease Control 2000 BMI-
for-age chart be used for in health care settings such as hospitals,
clinics and in general practice. A BMI greater than the 85th
percentile would be classified as overweight, while a BMI greater
than the 95th percentile would be classified as obese. These
percentiles are arbitrary and do not relate to morbidity as the
BMI cut-points do in adults.

BMIl is relatively easy to determine, and has been validated
against more direct measures of adiposity such as Magnetic
Resonance Imaging and Dual X-ray Absorptiometry.
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BMI is a low cost technique, with low respondent and
investigator burden. In addition, it offers low inter-observer and
intra-observer error, therefore offering good reliability.

Overweight and obesity, as defined by the World Health
Organisation (WHO) for the interpretation of BMI (WHO 2000),
are exceedingly common in Australia and their prevalence is
increasing.

It is recommended that in population surveys, sociodemographic
data including ethnicity should be collected, as well as other risk
factors including physiological status (e.g. pregnancy), physical
activity, smoking and alcohol consumption. Summary statistics
may need to be adjusted for these variables.

National health metadata items currently exist for sex, date of
birth, country of birth, Indigenous status and smoking. Metadata
items are being developed for physical activity.

Presentation of data:

Means, 95% confidence intervals, medians and centiles should be
reported to one decimal place. Where the sample permits,
population estimates should be presented by sex and 5-year age
groups. Estimates based on sample surveys may need to take into
account sampling weights.

For consistency with conventional practice, and for current
comparability with international data sets, recommended centiles
are 5,10, 15, 25, 50, 75, 85, 90 and 95. To estimate the 5th and 95th
centiles a sample size of at least 200 is recommended for each
group for which the centiles are being specified.

Body mass index can be calculated from measured height and
weight, or self-reported height and weight, however for children
and adolescents, self-reported or parentally reported data should
be used cautiously if at all.

For adults, body mass index tends to be underestimated when
based on self-reported, rather than measured, height and weight.
This is due to the fact that, on average, height tends to be
overestimated and weight tends to be underestimated when self-
reported by respondents.

There are many individuals for whom BMI is an inappropriate
measure of body fatness. These are individuals whose high body
mass is due to excess muscle rather than fat (e.g. body builders or
others in whom the level of physical activity promotes an
increase in muscle mass); or in those with osteoporosis who will
have a lower than usual BMIL; or those who have a different body
build (e.g. individuals with unusually long or short legs or a
different body fat distribution) (WHO Expert Committee 1995).

This is particularly important when assessing individuals but
should also be taken into account in interpreting data from
populations in which there are sub-groups with genetic or
environmental differences in body build, composition, skeletal
proportions or body fat distribution. As such, both BMI and a
measure of fat distribution (waist circumference or waist: hip
ratio) are important in calculating the risk of obesity
comorbidities.
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Epidemiological research shows that there is a strong association
between BMI and health risk. Excess adipose tissue in adults is
associated with excess morbidity and mortality from conditions
such as hypertension, unfavourable blood lipid concentrations,
diabetes mellitus, coronary heart disease, some cancers, gall
bladder disease, and osteoarthritis. It may also lead to social and
economic disadvantage as well as psychosocial problems. It is a
major public health issue in most industrialised societies.

Thinness (low BMI) is also an indicator of health risk, often being
associated with general illness, anorexia, cigarette smoking, drug
addiction and alcoholism. Low BMI is consistently associated
with increased risk of osteoporosis and fractures in the elderly.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

The Commonwealth Department of Health and Ageing based on
the work of the consortium to develop an Australian standard
definition of child/adolescent overweight and obesity; based at
the Children Hospital at Westmead.

Obesity: Preventing and Managing the Global Epidemic. Report
of a WHO Consultation. 2000. World Health Organization.

Cole T]J, Bellizi MC, Flegal KM, Bietz WH. Establishing a
standard definition for child overweight and obesity worldwide:
international survey. British Medical Journal 2000; 320: 1240-1243

See also Person —body mass index (classification), code N[.N]
Health, Standard 01/03 /2005

Supersedes Body mass index, version 2, Derived DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (25.7 KB)

Is formed using Person —height (measured), total centimetres
NNJ[N].N Health, Standard 01/03/2005

Is formed using Person —weight (measured), total kilograms
N[NN].N Health, Standard 01/03/2005
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Body mass index—child (self-reported)

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Child — body mass index (self-reported), ratio NN[N].N[N]
270087

Health, Standard 01/03/2005

A measure of a child’s weight (body mass) relative to height used
to assess the extent of weight excess where at least one of the
measures is self reported.

Child — body mass index

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Supplementary values:

Data element attributes

Ratio

Number

NN[N].N[N]

5
Value Meaning
888.8 Unknown
999.9 Not reported

Collection and usage attributes

Collection methods:

Comments:

NN.N for BMI calculated from either self-reported height and/or
self-reported weight.

BMI calculated from measured height and weight should be
distinguished from BMI calculated from self-reported height
and/or weight. When either self-reported height or self-reported
weight is used in the calculation, BMI should be recorded as self-
reported BMLI. Self-reported or parentally reported height and
weight for children and adolescents should be used cautiously if
at all.

BMI should be derived after the data entry of weight and height.
It should be stored on the raw data set as a continuous variable
and should not be aggregated or rounded.

This metadata item applies to persons aged 2 years or older. It is
recommended for use in population surveys and health care
settings for adults and population surveys only for children and
adolescents. It is recommended that calculated BMI for children
and adolescents be compared with a suitable growth reference
such as the United States Centers for Disease Control 2000 BMI-
for-age chart be used for in health care settings such as hospitals,
clinics and in general practice. A BMI greater than the 85th
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percentile would be classified as overweight, while a BMI greater
than the 95th percentile would be classified as obese. These
percentiles are arbitrary and do not relate to morbidity as the
BMI cut-points do in adults.

BMI is relatively easy to determine, and has been validated
against more direct measures of adiposity such as Magnetic
Resonance Imaging and Dual X-ray Absorptiometry.

BMI is a low cost technique, with low respondent and
investigator burden. In addition, it offers low inter-observer and
intra-observer error, therefore offering good reliability.

Overweight and obesity, as defined by the World Health
Organisation (WHO) for the interpretation of BMI (WHO 2000),
are exceedingly common in Australia and their prevalence is
increasing.

It is recommended that in population surveys, sociodemographic
data including ethnicity should be collected, as well as other risk
factors including physiological status (e.g. pregnancy), physical
activity, smoking and alcohol consumption. Summary statistics
may need to be adjusted for these variables.

National health metadata items currently exist for sex, date of
birth, country of birth, Indigenous status and smoking. Metadata
items are being developed for physical activity.

Presentation of data:

Means, 95% confidence intervals, medians and centiles should be
reported to one decimal place. Where the sample permits,
population estimates should be presented by sex and 5-year age
groups. Estimates based on sample surveys may need to take into
account sampling weights.

For consistency with conventional practice, and for current
comparability with international data sets, recommended centiles
are 5,10, 15, 25, 50, 75, 85, 90 and 95. To estimate the 5th and 95th
centiles a sample size of at least 200 is recommended for each
group for which the centiles are being specified.

Body mass index can be calculated from measured height and
weight, or self-reported height and weight, however for children
and adolescents, self-reported or parentally reported data should
be used cautiously if at all.

For adults, body mass index tends to be underestimated when
based on self-reported, rather than measured, height and weight.
This is due to the fact that, on average, height tends to be
overestimated and weight tends to be underestimated when self-
reported by respondents.

There are many individuals for whom BMI is an inappropriate
measure of body fatness. These are individuals whose high body
mass is due to excess muscle rather than fat (e.g. body builders or
others in whom the level of physical activity promotes an
increase in muscle mass); or in those with osteoporosis who will
have a lower than usual BMI; or those who have a different body
build (e.g. individuals with unusually long or short legs or a
different body fat distribution) (WHO Expert Committee 1995).
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This is particularly important when assessing individuals but
should also be taken into account in interpreting data from
populations in which there are sub-groups with genetic or
environmental differences in body build, composition, skeletal
proportions or body fat distribution. As such, both BMI and a
measure of fat distribution (waist circumference or waist: hip
ratio) are important in calculating the risk of obesity
comorbidities.

Epidemiological research shows that there is a strong association
between BMI and health risk. Excess adipose tissue in adults is
associated with excess morbidity and mortality from conditions
such as hypertension, unfavourable blood lipid concentrations,
diabetes mellitus, coronary heart disease, some cancers, gall
bladder disease, and osteoarthritis. It may also lead to social and
economic disadvantage as well as psychosocial problems. It is a
major public health issue in most industrialised societies.

Thinness (low BMI) is also an indicator of health risk, often being
associated with general illness, anorexia, cigarette smoking, drug
addiction and alcoholism. Low BMI is consistently associated
with increased risk of osteoporosis and fractures in the elderly.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

The Commonwealth Department of Health and Ageing based on
the work of the consortium to develop an Australian standard
definition of child/adolescent overweight and obesity; based at
the Children Hospital at Westmead.

Obesity: Preventing and Managing the Global Epidemic. Report
of a WHO Consultation. 2000. World Health Organization.

Cole T]J, Bellizi MC, Flegal KM, Bietz WH. Establishing a
standard definition for child overweight and obesity worldwide:
international survey. British Medical Journal 2000; 320: 1240-1243

Supersedes Body mass index, version 2, Derived DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (25.7 KB)

Is formed using Person —height (measured), total centimetres
NNJ[N].N Health, Standard 01/03/2005

Is formed using Person — height (self-reported), total centimetres
NNJ[N] Health, Standard 01/03/2005

Is formed using Person —weight (measured), total kilograms
N[NN].N Health, Standard 01/03/2005

See also Person —body mass index (classification), code N[.N]
Health, Standard 01/03 /2005

Is formed using Person —weight (self-reported), total kilograms
NNJ[N] Health, Standard 14 /07 /2005
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Body mass index—classification

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —body mass index (classification), code N[.N]
METeOR identifier: 270474

Registration status: Health, Standard 01/03/2005

Data Element Concept: Person—body mass index (classification)

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N[.N]
Maximum character length: 2
Permissible values: Value Meaning
1 Not overweight or obese
1.1 Underweight
1.2 Normal range 18.50 - 24.99 Average
2 Overweight >= 25.00 Average
21 Overweight >= 25.0 Average
22 Pre Obese 25.00 - 29.99 Increased
3 Obese >= 30 Increased
3.1 Obese class 1 30.00 - 34.99 Moderate
3.2 Obese class 2 35.00 - 39.99 Severe
3.3 Obese class 3 >=40.00 Very severe
Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes
Guide for use: Adults:

Body mass index for adults cannot be calculated if components
necessary for its calculation (weight or height) is unknown or has
not been collected (i.e. is coded to 888.8 or 999.9).

BMI for adults is categorised according to the range it falls within
as indicated by codes 1.1,1.2,2.1,2.2,3.1, 3.2, 3.3 or 9.9. For
consistency, when the sample includes children and adolescents,
adults can be analysed under the broader categories of 1,2, 3 or 9
as used for categorising children and adolescents.

Children/adolescents:

Body mass index for children and adolescents aged 2 to 17 years
cannot be calculated if components necessary for its calculation
(date of birth, sex, weight or height) is unknown or has not been
collected (i.e. is coded to 888.8, 999.9 or 9).
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Self-reported or parentally reported height and weight for
children and adolescents should be used cautiously if at all.

To determine overweight and obesity in children and
adolescents, compare the derived BMI against those recorded for
the relevant age and sex of the subject to be classified, against
Table 1: Classification of BMI for children and adolescents, based
on BMI cut-points developed by Cole et al (see below). For
example, an 11 year old boy with a BMI of 21 would be
considered overweight (i.e. coded as 2), or a 7 year old girl with a
BMI of 17.5 would be considered not overweight or obese (i.e.
coded as 1).

Using this method, children and adolescents can only be coded as
1,2,30r09.

Collection methods: Use N for BMI category determined (1, 2, 3 or 9) for persons
(children and adolescents) aged 2 to 17 years.

Use N.N for BMI category determined (1.1, 1.2,2.1,2.2,3.1, 3.2,
3.3 or 9.9) for persons aged 18 years or older.

Standard definitions of overweight and obesity in terms of BMI
are used to derive age-specific and age-adjusted indicators of
overweight and obesity for reporting progress towards National
public health policy .

Data element attributes

Collection and usage attributes

Guide for use: Table 1: Classification of overweight and obesity
for children and adolescents
BMI equivalent | BMI equivalent
to 25 kg/m?2 to 30 kg/m?2
Age(years) [ Males | Females | Males | Females
2 18.41 | 18.02 20.09 | 19.81
25 18.13 | 17.76 19.80 | 19.55
3 17.89 | 17.56 19.57 | 19.36
3.5 17.69 | 17.40 19.39 | 19.23
4 17.55 | 17.28 19.29 ] 19.15
4.5 1747 | 17.19 19.26 | 19.12
5 1742 | 17.15 19.30 | 19.17
55 17.45 | 17.20 1947 ]19.34
6 17.55 |17.34 19.78 | 19.65
6.5 17.71 | 17.53 20.23 | 20.08
7 17.92 | 17.75 20.63 | 20.51
7.5 18.16 | 18.03 21.09 | 21.01
8 18.44 |18.35 21.60 | 21.57
8.5 18.76 | 18.69 2217 | 22.18
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Comments:

9 19.10 | 19.07 22.77 | 22.81
9.5 19.46 | 19.45 23.39 | 23.46
10 19.84 | 19.86 24.00 (2411
105 20.20 | 20.29 2457 | 2477
11 20.55 | 20.74 2510 | 25.42
11.5 20.89 | 21.20 25.58 | 26.05
12 21.22 | 21.68 26.02 | 26.67
12.5 21.56 |22.14 2643 | 27.24
13 21.91 | 22.58 26.84 | 27.76
13.5 2227 | 2298 2725 | 28.20
14 22.62 | 23.34 27.63 | 28.57
14.5 22.96 | 23.66 27.98 | 28.87
15 2329 | 23.94 28.30 | 29.11
155 23.60 | 24.17 28.60 | 29.29
16 23.90 | 24.37 28.88 | 29.43
16.5 2419 | 24.54 29.14 | 29.56
17 2446 | 24.70 2941 | 26.69
17.5 2473 | 24.85 29.70 | 29.84
18 25.00 | 25.00 30.00 | 30.00

This metadata item applies to persons aged 2 years or older. It is
recommended for use in population surveys and health care
settings for adults and population surveys only for children and
adolescents. It is recommended that calculated BMI for children
and adolescents be compared with a suitable growth reference
such as the US Centers for Disease Control 2000 BMI- for-age
chart in health care settings such as hospitals, clinics and in
general practice. A BMI greater than the 85th percentile would be
classified as overweight, while a BMI greater than the 95th
percentile would be classified as obese. These percentiles are
arbitrary and do not relate to morbidity as the BMI cut-points do
in adults.

BMI can be considered to provide the most useful, albeit crude,
population-level measure of obesity. The robust nature of the
measurements and the widespread routine inclusion of weights
and heights in clinical and population health surveys mean that a
more selective measure of adiposity, such as skinfold thickness
measurements, provides additional rather than primary
information. BMI can be used to estimate the prevalence of obesity
within a population and the risks associated with it, but does not,
however, account for the wide variation in the nature of obesity
between different individuals and populations (WHO 2000).

BMI values for adults are age-independent and the same for both
sexes.

However, BMI values for children and adolescents aged 2 to 17
years are age and sex specific and are classified by comparing
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against the above table, Table 1: Classification of BMI for children
and adolescents.

For adults and children and adolescents BMI may not correspond
to the same degree of fatness in different populations due, in
part, to differences in body proportions. The classification table
shows a simplistic relationship between BMI and the risk of
comorbidity, which can be affected by a range of factors, including
the nature of the diet, ethnic group and activity level. The risks
associated with increasing BMI are continuous and graded and
begin at a BMI of 25 (or equivalent to 25 for children and
adolescents). The interpretation of BMI grades in relation to risk
may differ for different populations. Both BMI and a measure of
fat distribution (waist circumference or waist: hip ratio in adults)
are important in calculating the risk of obesity comorbidities.

It is recommended that in population surveys, sociodemographic
data including ethnicity should be collected, as well as other risk
factors including physiological status (e.g. pregnancy), physical
activity, smoking and alcohol consumption. Summary statistics
may need to be adjusted for these variables.

National health metadata items currently exist for sex, date of
birth, country of birth, Indigenous Status and smoking. Metadata
items are being developed for physical activity.

Presentation of data:

Methods used to establish cut-off points for overweight have
been arbitrary and, as a result, cut-off points vary between
countries. The data are derived mainly from studies of mortality
and morbidity risk performed in people living in western Europe
or the United States of America, and cut-off points for BMI as an
indicator of adiposity and risk in populations who differ in body
build and genetic disposition are likely to vary.

Caution is required in relation to BMI cut-off points when used
for different ethnic groups because of limited outcome data for
some ethnic groups, e.g. Aboriginal and Torres Strait Islander
peoples. As with overweight the cut-off points for a given level of
risk are likely to vary with body build, genetic background and
physical activity.

The classification above is different to ones that have been used
in the past and it is important that in any trend analysis
consistent definitions are used.

BMI should not be rounded before categorisation to the
classification above.

Source and reference attributes

Submitting organisation:

Origin:

World Health Organization (see also Comments) and the
consortium to develop an Australian standard definition of
child/adolescent overweight and obesity; at the Children’s
Hospital at Westmead on behalf of the Commonwealth
Department of Health & Ageing

Obesity: Preventing and Managing the Global Epidemic (Report
of a WHO Consultation: World Health Organization 2000);

Cole TJ, Bellizi MC, Flegal KM, Dietz WH. Establishing a
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Relational attributes

Related metadata references:

standard definition for child overweight and obesity worldwide:
international survey. British Medical Journal 2000; 320: 1240-1243

See also Child —body mass index (measured), ratio NN[N].N[N]
Health, Standard 01/03/2005

See also Adult—body mass index (self-reported), ratio
NN[N].N[N] Health, Standard 01/03/2005

Supersedes Body mass index - classification, version 2, Derived
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (79.5 KB)
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Body structure

Identifying and definitional attributes

Metadata item type:
Technical name:

Synonymous names:
METeOR identifier:

Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person—body structure, code (ICF 2001) AN[NNNN]
Body structure code

320147

Health, Standard 29/11 /2006
Community services, Standard 16/10/2006

An anatomical part of a person’s body such as organs, limbs or
their components, as represented by a code.

Person—body structure

Representational attributes

Classification scheme:

Representation class:
Data type:
Format:

Maximum character length:

International Classification of Functioning, Disability and Health
2001

Code

String
AN[NNNN]
6

Collection and usage attributes

Guide for use:

This metadata item contributes to the definition of the concept
disability and gives an indication of the experience of disability
for a person.

Data can be collected at the three digit level in one chapter and at
the chapter level in another. However it is only possible to collect
data at a single level of the hierarchy in a single chapter to
maintain mutual exclusivity. For example, it is not permitted to
collect both “Skin and related structures’ (chapter level) and
‘Structure of nails” (3 digit level) as the former includes the latter.

The value domain below refers to the highest hierarchical level
(ICF chapter level). Data collected at this level, in association with
respective qualifiers (Impairment extent code N, Impairment nature
code N, Impairment location code N) will use the codes as indicated.

CODEs1  Structures of the nervous system

CODEs2 The eye, ear and related structures

CODE s3  Structures involved in voice and speech

CODE s4  Structures of the cardiovascular, immunological and
respiratory systems

CODE s5  Structures related to the digestive, metabolic and
endocrine systems

CODE s6  Structures related to the genitourinary and
reproductive systems

CODE s7  Structures related to movement
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CODE s8 Skin and related structures

Data collected at this level will provide a general description of
the structures and can only be compared with data collected at
the same level.

Each chapter contains categories at different levels ordered from
general to detailed. For more detailed information the user
should follow the structure of the ICF; the codes should be drawn
from the same hierarchical level within any particular chapter.
The full range of permissible values together with definitions is

listed in the Body Structures component of the ICF.

An example

of a value domain at the 3 digit level from the

Structures of the nervous system chapter may include:

CODE s110
CODE s120
CODE 5130
CODE s140
CODE s150
CODE s198
CODE s199

An example

Structure of the brain

Spinal cord and related structures

Structure of the meninges

Structure of sympathetic nervous system
Structure of parasympathetic nervous system
Structure of the nervous system, other specified
Structure of the nervous system, unspecified

of a value domain at the 4 digit level from the

Structures related to movement chapter may include:

CODE 57300
CODE 7301
CODE 7302
CODE s7500
CODE s7501
CODE 57502
CODE s7600

The prefix s denotes the domains within the component of Body

Structures.

Source and reference attributes

Submitting organisation:

Origin:

Reference documents:

Structure of upper arm
Structure of forearm
Structure of hand

Structure of thigh

Structure of lower leg
Structure of ankle and foot
Structure of vertebral column

Australian Institute of Health and Welfare which is the
Australian Collaborating Centre for the World Health
Organization Family of International Classifications.

WHO 2001. ICF: International Classification of Functioning,
Disability and Health. Geneva: WHO

AIHW 2003.
ATHW

ICF Australian User Guide Version 1.0. Canberra:

Further information on the ICF, including more detailed codes,

can be found in the ICF itself and the ICF Australian User Guide

(AIHW 2003), at the following websites:

e  WHO ICF website
http:/ /www.who.int/ classifications/icf/en/

¢ Australian Collaborating Centre ICF website
http:/ /www.aihw.gov.au/disability /icf /index.cfm
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Data element attributes

Collection and usage attributes

Guide for use:

This data element consists of a single, neutral list of body
structures that can be used to record positive or neutral body
function. In conjunction with Impairment extent code N, it enables
the provision of information about the presence and extent of
impairment for any given body structures; with Impairment nature
code N, the provision of information about the nature of the
impairment for given body functions; and Impairment location code
N, the location of the impairment for given body functions.

Where multiple body structures or impairments of body
structures are recorded, the following prioritising system should
be useful:

e  The first recorded body structure or impairment of body
function is the one having the greatest impact on the
individual.

e Second and subsequent body structure or impairment of
body function is also of relevance to the individual.

Source and reference attributes

Submitting organisation:

Relational attributes

Implementation in Data Set
Specifications:

Australian Institute of Health and Welfare (AIHW) which is the
Australian Collaborating Centre for the World Health
Organization Family of International Classifications.

Body structures cluster Health, Standard 29/11/2006
Community services, Standard 16,/10/2006
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Building/complex sub-unit number (person)

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:

Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element
Person (address) —building/complex sub-unit identifier, [X(7)]
270018

Health, Standard 01/03/2005
Community services, Standard 30/09/2005

The unique number or identifier for a building/complex, marina,
etc. where a person resides.

Person (address) —building/complex sub-unit identifier

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Identifier
String
X(7)]

7

Collection and usage attributes

Guide for use:

Collection methods:

The building/complex sub-unit number must be recorded with
its corresponding building/complex unit type - abbreviation.
Where applicable, the number may be followed by an
alphanumeric suffix.

To be collected in conjunction with building/complex sub-unit
type - abbreviation.

Source and reference attributes

Submitting organisation:
Origin:

Reference documents:

Relational attributes

Related metadata references:

Australian Institute of Health and Welfare
Australia Post Address Presentation Standard

Australian Standard; Interchange of client information, 4590-
2006.

Supersedes Building /complex sub-unit number, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (14.4 KB)

Is used in the formation of Person (address) —address line, text
X(180)] Health, Standard 04/05/2005, Community services,
Standard 30/09/2005

Is used in the formation of Person (address) —health address line,
text [X(180)] Health, Superseded 04/05/2005
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http://meteor.aihw.gov.au/content/item.phtml?itemId=274125&nodeId=file41fd73280e55c&fn=Building/complex%20sub-unit%20number,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=274125&nodeId=file41fd73280e55c&fn=Building/complex%20sub-unit%20number,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/index.phtml/itemId/270016�
http://meteor.aihw.gov.au/content/index.phtml/itemId/270016�

Implementation in Data Set
Specifications:

Health care client identification DSS Health, Superseded
03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Health care provider identification DSS Health, Superseded
04/07/2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Building/complex sub-unit number (service provider

organisation)

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:

Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Service provider organisation (address) — building/complex sub-
unit identifier, [X(7)]

290291

Health, Standard 04/05/2005
Community services, Standard 30/09/2005

The unique number or identifier of a building/complex, marina,
etc. where an organisation is located.

Service provider organisation (address) —building/complex sub-
unit identifier

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Identifier
String
X(7)]

7

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Australian Institute of Health and Welfare

Australia Post Address Presentation Standard

Is used in the formation of Service provider organisation
(address) —address line, text [X(180)] Health, Standard
04/05/2005, Community services, Standard 30/09/2005

Health care provider identification DSS Health, Superseded
04/07/2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Building/complex sub-unit type—abbreviation (person)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person (address) —building/complex sub-unit type, code
AJAAA]

Synonymous names: Australian unit type

METeOR identifier: 270023

Registration status: Health, Standard 01/03 /2005
Community services, Standard 30/09/2005

Definition: The type of building/complex where a person can be located, as

represented by a code.

Data Element Concept: Person (address) —building/complex sub-unit type

Value domain attributes

Representational attributes

Representation class: Code

Data type: String

Format: AJAAA]

Maximum character length: 4

Permissible values: Value Meaning
APT Apartment
CTGE Cottage
DUP Duplex
FY Factory
F Flat
HSE House
KSK Kiosk
MSNT Maisonette
MB Marine Berth
OFF Office
PTHS Penthouse
RM Room
SHED Shed
SHOP Shop
SITE Site
SL Stall
STU Studio
SE Suite
TNHS Townhouse
U Unit
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VLLA Villa
WARD Ward
WE Warehouse

Collection and usage attributes

Guide for use:

Data element attributes

Addresses may contain multiple instances of building/complex
type. Record each instance of building/complex type with its
corresponding building/complex number when appropriate.

Examples:
APT 6
SHOP 3A
Ue

PTHS

Collection and usage attributes

Collection methods:

To be collected in conjunction with building/complex sub unit
number.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Australian Institute of Health and Welfare
Health Data Standards Committee

Supersedes Building /complex sub-unit type - abbreviation,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(16.8 KB)

Is used in the formation of Person (address) —address line, text
X(180)] Health, Standard 04/05/2005, Community services,
Standard 30/09/2005

Is used in the formation of Person (address) —health address line,
text [X(180)] Health, Superseded 04/05/2005

Health care client identification DSS Health, Superseded
03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Health care provider identification DSS Health, Superseded
04/07/2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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http://meteor.aihw.gov.au/content/item.phtml?itemId=274126&nodeId=file41fd732822d67&fn=Building/complex%20sub-unit%20type%20-%20abbreviation,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
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http://meteor.aihw.gov.au/content/index.phtml/itemId/270016�
http://meteor.aihw.gov.au/content/index.phtml/itemId/288765�
http://meteor.aihw.gov.au/content/index.phtml/itemId/289061�
http://meteor.aihw.gov.au/content/index.phtml/itemId/356020�

Building/complex sub-unit type—abbreviation (service
provider organisation)

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:

Registration status:

Data Element

Service provider organisation (address) — building/complex sub-
unit type, code A[AAA]

290278

Health, Standard 04/05/2005
Community services, Standard 30/09/2005

Definition: The type of building/complex where an organisation can be
located, as represented by a code.
Data Element Concept: Service provider organisation (address) —building/complex sub-

Value domain attributes

unit type

Representational attributes

Representation class: Code

Data type: String

Format: AJAAA]

Maximum character length: 4

Permissible values: Value Meaning
APT Apartment
CTGE Cottage
DUP Duplex
FY Factory
F Flat
HSE House
KSK Kiosk
MSNT Maisonette
MB Marine Berth
OFF Office
PTHS Penthouse
RM Room
SHED Shed
SHOP Shop
SITE Site
SL Stall
STU Studio
SE Suite
TNHS Townhouse
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U Unit

VLLA Villa
WARD Ward
WE Warehouse

Collection and usage attributes

Guide for use: Addresses may contain multiple instances of building/complex
type. Record each instance of building/complex type with its
corresponding building/complex number when appropriate.

Examples:
APT 6
SHOP 3A
Ue6

PTHS

Data element attributes

Source and reference attributes
Submitting organisation: Australian Institute of Health and Welfare
Origin: Health Data Standards Committee

Relational attributes

Related metadata references: Is used in the formation of Service provider organisation
(address) —address line, text [X(180)] Health, Standard
04/05/2005, Community services, Standard 30/09/2005

Implementation in Data Set Health care provider identification DSS Health, Superseded
Specifications: 04/07/2007
Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Building/property name (person)

Identifying and definitional attributes

Metadata item type:
Technical name:

Synonymous names:
METeOR identifier:

Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person (address) —building/ property name, text [X(30)]
Australian address site name

270028

Health, Standard 01/03 /2005
Community services, Standard 30/09/2005

The name of a building or property where a person resides, as
represented by text.

Person (address) —building/ property name

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Text
String
[X(30)]
30

Collection and usage attributes

Guide for use:

Usually this information is not abbreviated.

Should include any reference to a wing or other components of a
building complex, if applicable.

A comma is to be used to separate the wing reference from the
rest of the building name.

Record each Building/property name relevant to the address:
e Building/property name 1 (30 alphanumeric characters)
e Building/property name 2 (30 alphanumeric characters)
For example:

Building - TREASURY BUILDING

Property - BRINDABELLA STATION

Source and reference attributes

Origin:

Reference documents:

Health Data Standards Committee
Australia Post Address Presentation Standard

AS4846 Health Care Provider Identification, 2006, Sydney:
Standards Australia
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Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Supersedes Building/property name, version 1, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (13.8 KB)

Is used in the formation of Person (address) —address line, text
X(180)] Health, Standard 04/05/2005, Community services,
Standard 30/09/2005

Is used in the formation of Person (address) —health address line,
text [X(180)] Health, Superseded 04/05/2005

Health care client identification DSS Health, Superseded
03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Health care provider identification DSS Health, Superseded
04/07/2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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http://meteor.aihw.gov.au/content/index.phtml/itemId/356020�

Building/property name (service provider organisation)

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:

Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Service provider organisation (address) —building/property
name, text [X(30)]

290295

Health, Standard 04/05/2005
Community services, Standard 30/09/2005

The name of a building or property where an organisation is
located, as represented by text.

Service provider organisation (address) —building/property
name

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Text
String
[X(30)]
30

Collection and usage attributes

Guide for use:

Usually this information is not abbreviated.

Should include any reference to a wing or other components of a
building complex, if applicable.

A comma is to be used to separate the wing reference from the
rest of the building name.

Record each Building/property name relevant to the address:
e Building/property name 1 (30 alphanumeric characters)
e Building/property name 2 (30 alphanumeric characters)
For example:

Building - TREASURY BUILDING

Property - BRINDABELLA STATION

Source and reference attributes

Origin:

Health Data Standards Committee

Australia Post Address Presentation Standard
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Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Is used in the formation of Service provider organisation
(address) —address line, text [X(180)] Health, Standard
04/05/2005, Community services, Standard 30/09/2005

Health care provider identification DSS Health, Superseded
04/07 /2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Bundle-branch block status

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Electrocardiogram — bundle-branch block status, code N
METeOR identifier: 343866

Registration status: Health, Standard 01/10/2008

Definition: The bundle-branch block status identified on a person’s

electrocardiogram (ECG), as represented by a code.

Data Element Concept: Electrocardiogram — bundle-branch block status

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 New
2 Pre-existing
3 Uncertain timing
Supplementary values: 9 Not stated /inadequately described

Data element attributes

Collection and usage attributes

Guide for use: To determine the bundle-branch block status, compare the
current ECG to the preceding or most recently available ECG.

Collection methods: Record for each ECG that indicates a bundle-branch block is
present.

Only one bundle-branch block status can be recorded for each
ECG performed.

Only one bundle-branch block can occur at any one time, but in
any given person, a left bundle-branch block may occur at one
time point and a right bundle-branch block at another time point.
Therefore, there can only be one bundle-branch block per ECG,
but they may differ temporally.

Relational attributes

Implementation in Data Set Electrocardiogram cluster Health, Standard 01/10/2008
Specifications:

Conditional obligation:
Record if a bundle-branch block has been detected on an
electrocardiogram.
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C-reactive protein level (measured)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person— C-reactive protein level (measured), total milligrams per litre
N[NNLN

Synonymous names: CRP measured

METeOR identifier: 338256

Registration status: Health, Standard 01/10/2008

Definition: A person’s serum C-reactive protein (CRP) level, measured in milligrams
per litre.

Data Element Concept: Person — C-reactive protein level (measured)

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: N[NN].N
Maximum character length: 4
Supplementary values: Value Meaning
999.9 Not stated/inadequately described
Unit of measure: Milligram per litre (mg/L)
Unit of measure precision: 1

Data element attributes

Collection and usage attributes
Comments: The value should be recorded on a high sensitivity assay.

CRP is used in the assessment of acute phase reaction in inflammatory,
infective and neoplastic disorders.

Source and reference attributes

Reference documents: The Royal College of Pathologists of Australia Version 4.0 12th March
2004 ( last accessed 12May 2006).
http:/ /www.rcpamanual.edu.au/sections/ pathologytest.asp?s=33&i=468

Relational attributes

Related metadata references:  See also Person — C-reactive protein level measured time, hhmm Health,
Standard 01/10/2008

See also Person — C-reactive protein level measured date, DDMMYYYY
Health, Standard 01/10/2008

Implementation in Data Set  Acute coronary syndrome (clinical) DSS Health, Standard 01/10/2008
Specifications:
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CVD drug therapy—condition

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person — cardiovascular disease condition targeted by drug
therapy, code NN

METeOR identifier: 270193

Registration status: Health, Standard 01/03/2005

Definition: The condition(s) for which drug therapy is being used for the

prevention or long-term treatment of cardiovascular disease, as
represented by a code.

Data Element Concept: Person — cardiovascular disease condition targeted by drug
therapy

Value domain attributes

Representational attributes

Representation class: Code
Data type: String
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
01 Heart failure
02 Ischaemic heart disease
03 Hypertension
04 Atrial fibrillation (AF)
05 Other dysrhythmia or conductive disorder
06 Dyslipidaemia
07 Peripheral vascular disease (PVD)
08 Renal vascular disease
09 Stroke
10 Transient ischaemic attack (TIA)
97 Other
98 No CVD drugs prescribed
Supplementary values: 99 Not recorded

Collection and usage attributes

Guide for use: The categorisations may be made using the most recent version
of the Australian Modification of the appropriate International
Classification of Diseases codes.
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Data element attributes

Collection and usage attributes

Guide for use:

Comments:

More than one code can be recorded.

References such as the Australian Medicines Handbook can be
used to identify specific drugs that are appropriate for use in the
management of the conditions identified in the value domain.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Cardiovascular Data Working Group

Supersedes CVD drug therapy - condition, version 1, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (16.0 KB)

Cardiovascular disease (clinical) DSS Health, Superseded
15/02/2006

Cardiovascular disease (clinical) DSS Health, Superseded
04/07 /2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009
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Caesarean section indicator, last previous birth

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Female — caesarean section indicator (last previous birth) code N
METeOR identifier: 301993

Registration status: Health, Standard 29/11/2006

Definition: Whether a caesarean section was performed for the woman'’s last

previous birth, as represented by a code.

Data Element Concept: Female — caesarean section indicator

Value domain attributes

Representational attributes

Representation class: Code

Data type: Boolean

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Yes
2 No

Data element attributes

Collection and usage attributes

Guide for use: This item should be completed if there has been a previous birth. In
the case of no previous births, the item should be left blank.

Comments: Previous caesarean sections are associated with a higher risk of
obstetric complications, and when used with other indicators
provides important information on the quality of obstetric care.

This item can be used to determine vaginal births occurring after
a caesarean section delivery (VBAC).

Source and reference attributes

Submitting organisation: National Perinatal Data Development Committee
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Cancer initial treatment completion date

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Cancer treatment —non-surgical cancer treatment completion
date, DDMMYYYY

METeOR identifier: 288136

Registration status: Health, Standard 04/06/2004

Definition: The date on which the initial non-surgical treatment for cancer
was completed.

Data Element Concept: Cancer treatment—non-surgical cancer treatment completion
date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes
Guide for use: Collected for radiation therapy and systemic therapy.

Source and reference attributes

Submitting organisation: National Cancer Control Initiative

Origin: Commission on Cancer, American College of Surgeons

Reference documents: Commission on Cancer, Standards of the Commission on Cancer
Registry Operations and Data Standards (ROADS) Volume II
(1998)

Relational attributes

Related metadata references: Supersedes Cancer initial treatment - completion date, version 1,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (13.6 KB)

Implementation in Data Set Cancer (clinical) DSS Health, Superseded 07/12/2005

Specifications: Cancer (clinical) DSS Health, Superseded 06,03 /2009

Cancer (clinical) DSS Health, Superseded 22/12 /2009
Cancer (clinical) DSS Health, Standard 22/12/2009
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Cancer initial treatment starting date

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Cancer treatment —non-surgical cancer treatment start date,
DDMMYYYY

288103
Health, Standard 04/06/2004

The start date of the initial course of non-surgical treatment for
cancer.

Cancer treatment—non-surgical cancer treatment start date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

The start date of the treatment is recorded regardless of whether
treatment is completed as intended or not. Treatment subsequent
to a recurrence will not be recorded.

Collected for radiation therapy and systemic therapy.

Date of surgical treatment is collected as a separate item.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

National Cancer Control Institute

Commission on Cancer, Standards of the Commission on Cancer
Registry Operations and Data Standards (ROADS) Volume II
(1998).

Supersedes Cancer initial treatment - starting date, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (14.1 KB)

Cancer (clinical) DSS Health, Superseded 07/12/2005
Cancer (clinical) DSS Health, Superseded 06/03 /2009
Cancer (clinical) DSS Health, Superseded 22/12 /2009
Cancer (clinical) DSS Health, Standard 22/12/2009
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Cancer staging—M stage code

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person with cancer — distant metastasis status, M stage (UICC
TNM Classification of Malignant Tumours, 6th edn) code XX

METeOR identifier: 341300

Registration status: Health, Standard 06/03 /2009

Definition: Absence or presence of distant metastasis at the time of diagnosis

of the primary cancer, as represented by a code.

Data Element Concept: Person with cancer — distant metastasis status

Value domain attributes

Representational attributes

Classification scheme: International Union against Cancer (UICC) TNM Classification of
Malignant Tumours 6th edition
Representation class: Code
Data type: String
Format: XX
Maximum character length: 2
Supplementary values: Value Meaning
88 Not applicable

Collection and usage attributes

Guide for use: Valid M codes from the current edition of the UICC TNM
Classification of Malignant Tumours.

Refer to the TNM Supplement: A Commentary on Uniform Use,
3rd Edition for coding rules.

Data element attributes

Collection and usage attributes

Guide for use: TNM staging applies to solid tumours excluding brain tumours.
Choose the lower (less advanced) M category when there is any
uncertainty.

Collection methods: From information provided by the treating doctor and recorded

on the patient’s medical record.

Comments: Cancer prognosis and survival can be related to the extent of the
disease at diagnosis. Survival rates are generally higher if the
disease is localised to the organ of origin compared with cases in
which the tumour has spread beyond the primary site.

Staging systems seek to classify patients having a similar
prognosis into groups or stages. TNM staging is an
internationally agreed staging classification system based on the

204



anatomical site of the primary tumour and its extent of spread.
The T component refers to the size of the tumour and whether or
not it has spread to surrounding tissues. The N component
describes the presence or absence of tumour in regional lymph
nodes. The M component refers to the presence or absence of
tumour at sites distant from the primary site.

Source and reference attributes

Origin:

Reference documents:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

International Union Against Cancer (UICC)
Commission on Cancer, American College of Surgeons

Sobin LH, Wittekind C. TNM Classification of Malignant
Tumours. 6th ed. Hoboken, New Jersey: John Wiley & Sons; 2002

Commission on Cancer Facility Oncology Registry Data
Standards (FORDS): Revised for 2004

Supersedes Person with cancer — distant metastasis status, M
stage (UICC TNM Classification of Malignant Tumours 5th ed)
code XX Health, Superseded 06/03/2009

Is used in the formation of Person with cancer —extent of primary
cancer, TNM stage (UICC TNM Classification of Malignant
Tumours, 6th ed) code XXXX{[X]XX} Health, Standard
06/03/2009

Breast cancer (Cancer registries) DSS Health, Standard
06/03/2009

Cancer (clinical) DSS Health, Superseded 22/12/2009

Conditional obligation:
Collection of this element is conditional on the disease site
being listed in the UICC TNM Classification.

Cancer (clinical) DSS Health, Standard 22/12/2009

Conditional obligation:
Collection of this element is conditional on the disease site
being listed in the UICC TNM Classification.
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Cancer staging—N stage code

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person with cancer —regional lymph node metastasis status, N
stage (UICC TNM Classification of Malignant Tumours, 6th ed)
code XX

METeOR identifier: 341302

Registration status: Health, Standard 06/03 /2009

Definition: Extent of regional lymph node metastasis at the time of diagnosis

of the primary cancer, as represented by a code.

Data Element Concept: Person with cancer —regional lymph node metastasis status

Value domain attributes

Representational attributes

Classification scheme: International Union against Cancer (UICC) TNM Classification of
Malignant Tumours 6th edition
Representation class: Code
Data type: String
Format: XX
Maximum character length: 2
Supplementary values: Value Meaning
88 Not applicable

Collection and usage attributes

Guide for use: Valid N codes from the current edition of the UICC TNM
Classification of Malignant Tumours.

Refer to the TNM Supplement: A Commentary on Uniform Use,
3rd Edition for coding rules.

Data element attributes

Collection and usage attributes

Guide for use: TNM staging applies to solid tumours excluding brain tumours.
Choose the lower (less advanced) N category when there is any
uncertainty.

Collection methods: From information provided by the treating doctor and recorded

on the patient’s medical record.

Comments: Cancer prognosis and survival can be related to the extent of the
disease at diagnosis. Survival rates are generally higher if the
disease is localised to the organ of origin compared with cases in
which the tumour has spread beyond the primary site.

Staging systems seek to classify patients having a similar
prognosis into groups or stages. TNM staging is an
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internationally agreed staging classification system based on the
anatomical site of the primary tumour and its extent of spread.
The T component refers to the size of the tumour and whether or
not it has spread to surrounding tissues. The N component
describes the presence or absence of tumour in regional lymph
nodes. The M component refers to the presence or absence of
tumour at sites distant from the primary site.

Source and reference attributes

Reference documents:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Sobin LH, Wittekind C. TNM Classification of Malignant
Tumours. 6 ed. Hoboken, New Jersey: John Wiley & Sons; 2002

Commission on Cancer Facility Oncology Registry Data
Standards (FORDS): Revised for 2004

Supersedes Person with cancer —regional lymph node metastasis
status, N stage (UICC TNM Classification of Malignant Tumours
5th ed) code XX Health, Superseded 06/03 /2009

Is used in the formation of Person with cancer — extent of primary
cancer, TNM stage (UICC TNM Classification of Malignant
Tumours, 6th ed) code XXXX{[X]XX} Health, Standard
06/03/2009

Breast cancer (Cancer registries) DSS Health, Standard
06,/03/2009

Cancer (clinical) DSS Health, Superseded 22/12/2009

Conditional obligation:
Collection of this element is conditional on the disease site
being listed in the UICC TNM Classification.

Cancer (clinical) DSS Health, Standard 22/12/2009

Conditional obligation:
Collection of this element is conditional on the disease site
being listed in the UICC TNM Classification.
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Cancer staging—T stage code

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person with cancer — primary tumour status, T stage (UICC TNM
Classification of Malignant Tumours, 6th ed) code XX[X]

METeOR identifier: 341306

Registration status: Health, Standard 06/03 /2009

Definition: Extent of primary cancer including tumour size, at the time of

diagnosis, as represented by a code.

Data Element Concept: Person with cancer — primary tumour status

Value domain attributes

Representational attributes

Classification scheme: International Union against Cancer (UICC) TNM Classification of
Malignant Tumours 6th edition

Representation class: Code
Data type: String
Format: XX[X]
Maximum character length: 3
Supplementary values: Value Meaning
88 Not applicable

Collection and usage attributes

Guide for use: Valid T codes from the current edition of the UICC TNM
Classification of Malignant Tumours.

Refer to the TNM Supplement: A Commentary on Uniform Use,
3rd Edition for coding rules.

Data element attributes

Collection and usage attributes
Guide for use: TNM staging applies to solid tumours excluding brain tumours.

Choose the lower (less advanced) T category when there is any
uncertainty.

T stage value is derived from value of "Solid tumour size (at
diagnosis) total millimetres". Refer to usage attributes for this
data element for additional detail.

Collection methods: From information provided by the treating doctor and recorded
on the patient’s medical record.

Comments: Cancer prognosis and survival can be related to the extent of the
disease at diagnosis. Survival rates are generally higher if the
disease is localised to the organ of origin compared with cases in
which the tumour has spread beyond the primary site.
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Staging systems seek to classify patients having a similar
prognosis into groups or stages. TNM staging is an
internationally agreed staging classification system based on the
anatomical site of the primary tumour and its extent of spread.
The T component refers to the size of the tumour and whether or
not it has spread to surrounding tissues. The N component
describes the presence or absence of tumour in regional lymph
nodes. The M component refers to the presence or absence of
tumour at sites distant from the primary site.

Source and reference attributes

Reference documents:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Sobin LH, Wittekind C. TNM Classification of Malignant
Tumours. 6 ed. Hoboken, New Jersey: John Wiley & Sons; 2002

Commission on Cancer Facility Oncology Registry Data
Standards (FORDS): Revised for 2004

Is formed using Person with cancer —solid tumour size (at
diagnosis), total millimetres NNN Health, Standard 06/03 /2009

Supersedes Person with cancer — primary tumour status, T stage
(UICC TNM C(lassification of Malignant Tumours 5th ed) code
XX[X] Health, Superseded 06/03/2009

Is used in the formation of Person with cancer —extent of primary
cancer, TNM stage (UICC TNM Classification of Malignant
Tumours, 6th ed) code XXXX{[X]XX} Health, Standard
06/03/2009

Breast cancer (Cancer registries) DSS Health, Standard
06/03/2009

Cancer (clinical) DSS Health, Superseded 22/12/2009

Conditional obligation:
Collection of this element is conditional on the disease site
being listed in the UICC TNM Classification.

Cancer (clinical) DSS Health, Standard 22/12/2009

Conditional obligation:
Collection of this element is conditional on the disease site
being listed in the UICC TNM Classification.
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Cancer staging—TNM stage grouping code

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person with cancer —extent of primary cancer, TNM stage (UICC
TNM Classification of Malignant Tumours, 6th ed) code
XXXX{[X]XX}

METeOR identifier: 341304

Registration status: Health, Standard 06/03 /2009

Definition: The anatomical extent of disease at diagnosis based on the
previously coded T, N and M stage categories, as represented by
a code.

Data Element Concept: Person with cancer —extent of primary cancer

Value domain attributes

Representational attributes

Classification scheme: International Union against Cancer (UICC) TNM Classification of
Malignant Tumours 6th edition

Representation class: Code

Data type: String

Format: XXXX{[X]XX}

Maximum character length: 7

Supplementary values: Value Meaning
8888 Not applicable
9999 Unknown, Stage X

Collection and usage attributes

Guide for use: Valid stage grouping codes from the current edition of the UICC
TNM Classification of Malignant Tumours.

Data element attributes

Collection and usage attributes
Guide for use: TNM staging applies to solid tumours excluding brain tumours.

Refer to the TNM Supplement: A Commentary on Uniform Use,
3rd Edition for coding rules.

Choose the lower (less advanced) T category when there is any
uncertainty.

Collection methods: From information provided by the treating doctor and recorded
on the patient’s medical record.
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Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Is formed using Person with cancer — primary tumour status, T
stage (UICC TNM Classification of Malignant Tumours, 6th ed)
code XX[X] Health, Standard 06/03 /2009

Is formed using Person with cancer — distant metastasis status, M
stage (UICC TNM Classification of Malignant Tumours, 6th edn)
code XX Health, Standard 06/03 /2009

Is formed using Person with cancer —regional lymph node
metastasis status, N stage (UICC TNM Classification of
Malignant Tumours, 6th ed) code XX Health, Standard
06/03/2009

Supersedes Person with cancer —extent of primary cancer, TNM
stage (UICC TNM Classification of Malignant Tumours 5th ed)
code XXXX{[X]XX} Health, Superseded 06/03/2009

Breast cancer (Cancer registries) DSS Health, Standard
06,/03/2009

Cancer (clinical) DSS Health, Superseded 22/12/2009

Conditional obligation:
Collection of this element is conditional on the disease site
being listed in the UICC TNM Classification.

Cancer (clinical) DSS Health, Standard 22/12/2009

Conditional obligation:
Collection of this element is conditional on the disease site
being listed in the UICC TNM Classification.
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Cancer treatment type

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Cancer treatment — cancer treatment type, code N

METeOR identifier: 288185

Registration status: Health, Standard 04/06/2004

Definition: The type of treatment for cancer given as initial treatment for the

particular patient, as represented by a code.

Data Element Concept: Cancer treatment —cancer treatment type

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
0 No treatment
1 Surgical treatment
2 Radiation therapy
3 Systemic agent therapy
4 Surgical and radiation treatment
5 Surgical treatment and systemic agent treatment
6 Radiation and systemic agent treatment
7 All three treatment types

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Source and reference attributes
Origin: Commission on Cancer, American College of Surgeons.
New South Wales Health Department.

Reference documents: Commission on Cancer, Standards of the Commission on Cancer
Registry Operations and Data Standards (ROADS) Volume II
(1998)

Public Health Division NSW Clinical Cancer Data Collection for
Outcomes and Quality. Data Dictionary Version 1 Sydney NSW
Health Dept (2001)
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Relational attributes

Related metadata references: Supersedes Cancer treatment type, version 1, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (14.4 KB)

Implementation in Data Set Cancer (clinical) DSS Health, Superseded 07/12/2005

Specifications: Cancer (clinical) DSS Health, Superseded 06/03 /2009

Cancer (clinical) DSS Health, Superseded 22/12 /2009
Cancer (clinical) DSS Health, Standard 22/12/2009
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Cancer treatment—target site (ICD-10-AM)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Cancer treatment — target site for cancer treatment, code (ICD-10-
AM 7th edn) ANN{.N[NJ}

METeOR identifier: 391324

Registration status: Health, Standard 22/12/2009

Definition: The site or region which is the target of particular surgical or

radiotherapy treatment, as represented by an ICD-10-AM code.

Data Element Concept: Cancer treatment — target site for cancer treatment

Value domain attributes

Representational attributes

Classification scheme: International Statistical Classification of Diseases and Related
Health Problems, Tenth Revision, Australian Modification 7th
edition

Representation class: Code

Data type: String

Format: ANN/{.N[N]}

Maximum character length: 6

Data element attributes

Collection and usage attributes

Guide for use: This information is collected for surgical and radiotherapy
treatments.

Current edition of International Classification of Diseases (ICD-
10-AM), Australian Modification, National Centre for
Classification in Health, Sydney is used.

Relational attributes

Related metadata references: Supersedes Cancer treatment— target site for cancer treatment,
code (ICD-10-AM 6th edn) ANN{.N[N]} Health, Superseded
22/12/2009

Implementation in Data Set Cancer (clinical) DSS Health, Standard 22/12/2009

Specifications:
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Cancer treatment—target site (ICDO-3)

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Cancer treatment — target site for cancer treatment, code (ICDO-
3) ANN

293161
Health, Standard 13/06/2004

The site or region of cancer which is the target of a particular
surgical or radiotherapy treatment, as represented by an ICDO-3
code.

Cancer treatment — target site for cancer treatment

Representational attributes
Classification scheme:

Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

International Classification of Diseases for Oncology 3rd edition
Code

String

ANN

3

Collection and usage attributes

Guide for use:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

This information is collected for surgical and radiotherapy
treatments.

Current edition of International Classification of Diseases for
Oncology (ICD-O), World Health Organisation is used.

Major organ only - first 3 characters.

Supersedes Cancer treatment - target site, version 1, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (13.2 KB)

Cancer (clinical) DSS Health, Superseded 07/12/2005
Cancer (clinical) DSS Health, Superseded 06/03 /2009
Cancer (clinical) DSS Health, Superseded 22/12/2009
Cancer (clinical) DSS Health, Standard 22/12/2009
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Capital consumption expenses

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Organisation — capital consumption expenses, total Australian
currency NNNNN.N

376399
Health, Standard 01/04/2009

Expenses of an organisation consisting of consumption of fixed
capital (depreciation), in Australian currency.

Organisation — capital consumption expenses

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Unit of measure:

Total

Currency

NNNNN.N

6

Australian currency (AU$)

Source and reference attributes

Submitting organisation:

Data element attributes

Health Expenditure Advisory Committee

Collection and usage attributes

Guide for use:

Collection methods:

Data are collected and nationally collated for the reporting period
- the financial year ending 30th June each year.

Depreciation expenses are to be reported in millions to the
nearest 100,000 e.g. $4,064,000 should be reported as $4.1 million.

When revenue from transactions are offset against expenses from
transactions, the result equates to the net operating balance in
accordance with Australian Accounting Standards Board 1049
(September 2006).

Depreciation represents the expensing of a long-term asset over
its useful life and is related to the basic accounting principle of
matching revenue and expenses for the financial period.
Depreciation charges for the current financial year only should be
shown as expenditure. Where intangible assets are amortised
(such as with some private hospitals) this should also be included
in recurrent expenditure.

Depreciation expenses are to be reported for the Health industry
relevant organisation type and Typeof health and health related
functions data elements.

Health industry relevant organisation type
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Comments:

State and territory health authorities are NOT to report the
following codes:

Codes 106-109; 111; 115-119; 123; 201 and 203
Type of health and health related functions

State and territory health authorities are NOT to report the
following codes:

Codes 199; 299; 303-305; 307; 499; 503-504; 599; 601-603; 688; 699

In accounting terms, expenses are consumptions or losses of
future economic benefits in the form of reductions in assets or
increases in liabilities of the entity (other than those relating to
distributions to owners) that result in a decrease in equity or net
worth during the reporting period.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Health Expenditure Advisory Committee

Australian Bureau of Statistics: Government Finance Statistics
1998, Cat. No. 5514.0.

Australian Bureau of Statistics 2006. Australian System of

Government Finance Statistics: Concepts, sources and methods,
2005. Cat. no. 5514.0.55.001 Canberra: ABS.

Australian Accounting Standards Board 1049, September 2006,
<www.aasb.com.au>

Supersedes Organisation — depreciation expenses, total
Australian currency NNNNN.N Health, Superseded 01/04/2009

Is used in the formation of Organisation — expenses, total
Australian currency NNNNN.N Health, Standard 05/12/2007

Government health expenditure organisation expenditure capital
consumption data element cluster Health, Standard 01/04 /2009

Government health expenditure organisation expenditure data
element cluster Health, Standard 01/04 /2009
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Cardiovascular medication (current)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —cardiovascular medication taken (current), code N
METeOR identifier: 270237

Registration status: Health, Standard 01/03/2005

Definition: Whether the individual is currently taking cardiovascular

medication, as represented by a code.

Data Element Concept: Person — cardiovascular medication taken

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Angiotensin converting enzyme (ACE) inhibitors
2 Angiotensin II (A2) receptor blockers
3 Beta blockers
4 Calcium antagonists
8 None of the above

Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE1 Angiotensin converting enzyme (ACE) inhibitors

Use this code for ACE inhibitors (captopril, enalapril, fosinopril,
lisinopril, perindopril, quinapril, ramipril and trandolapril).

CODE 2 Angiotensin II (A2) receptor blockers

Use this code for Angiotensin II receptor blockers (candesartan,
eprosartan, irbesartan and telmisartan).

CODE3 Beta blockers

Use this code for Beta blockers (atenolol, carvedilol, labetalol,
metoprolol, oxprenolol, pindolol, propranolol and sotalol).

CODE4 Calcium antagonists

Use this code for Calcium antagonists ( amlodipine, diltiazem,
felodipine, lercanidipine, nifedipine and verapamil).

CODE 8 None of the above

This code is used when none of the listed medications is being
taken by the person.
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CODE9 Not stated/inadequately described

This code should only be used in situations where it is not
practicable to ask the questions.

Collection methods: The person should be asked a series of questions about any
current medication for a cardiovascular condition as follows:

Are you currently taking any medication for a cardiovascular
condition?

— Yes____No
If the person answers ‘NO’, then code 8 should be applied.

If the person answers “YES’, then ask which one(s) (from the list
of drugs in the Guide for use).

Ace Inhibitors __Yes___ No
Angiotensin Il receptor blockers __ Yes __ No
Beta blockers __Yes ___No
Calcium antagonists _ Yes__ No

The appropriate code should be recorded for each type of
medication currently in use.

Data element attributes

Collection and usage attributes

Collection methods: A person may be taking one or more of the following medications
for a cardiovascular condition. Therefore more than one code
may be reported.

Source and reference attributes

Origin: National Diabetes Outcomes Quality Review Initiative
(NDOQRIN) data dictionary. Australian Medicines Handbook:
last modified by February 2001 Contents of Cardiovascular,
Version 3, 1999 Therapeutic Guidelines Limited (05.04.2002)].

Relational attributes

Related metadata references: Supersedes Cardiovascular medication - Superseded 01/03/2005,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(18.1 KB)

Implementation in Data Set Diabetes (clinical) DSS Health, Superseded 21/09/2005

Specifications: Diabetes (clinical) DSS Health, Standard 21/09/2005
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Care type

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Hospital service —care type, code N[N].N

METeOR identifier: 270174

Registration status: Health, Standard 01/03/2005

Definition: The overall nature of a clinical service provided to an admitted

patient during an episode of care (admitted care), or the type of
service provided by the hospital for boarders or posthumous
organ procurement (other care), as represented by a code.

Data Element Concept: Hospital service — care type

Value domain attributes

Representational attributes
Representation class: Code
Data type: Number
Format: N[N].N
Maximum character length: 3
Permissible values: Value

1.0

2.0

21

2.2
2.3

3.0
3.1

3.2
3.3

4.0
5.0
6.0
7.0
8.0
9.0
10.0

Meaning
Acute care (Admitted care)
Rehabilitation care (Admitted care)

Rehabilitation care delivered in a designated unit
(optional)

Rehabilitation care according to a designated
program (optional)

Rehabilitation care is the principal clinical intent
(optional)

Palliative care

Palliative care delivered in a designated unit
(optional)

Palliative care according to a designated program
(optional)

Palliative care is the principal clinical intent
(optional)

Geriatric evaluation and management
Psychogeriatric care

Maintenance care

Newborn care

Other admitted patient care

Organ procurement - posthumous (Other care)
Hospital boarder (Other care)
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Collection and usage attributes

Guide for use:

Persons with mental illness may receive any one of the care types
(except newborn and organ procurement). Classification depends
on the principal clinical intent of the care received.

Admitted care can be one of the following:
CODE 1.0 Acute care (Admitted care)

Acute care is care in which the clinical intent or treatment goal is
to:

e manage labour (obstetric)
e cure illness or provide definitive treatment of injury
e perform surgery

e relieve symptoms of illness or injury (excluding palliative
care)

e reduce severity of an illness or injury

e protect against exacerbation and/or complication of an
illness and/ or injury which could threaten life or normal
function

e perform diagnostic or therapeutic procedures.
CODE 2.0 Rehabilitation care (Admitted care)

Rehabilitation care is care in which the clinical intent or treatment
goal is to improve the functional status of a patient with an
impairment, disability or handicap. It is usually evidenced by a
multi-disciplinary rehabilitation plan comprising negotiated
goals and indicative time frames which are evaluated by a
periodic assessment using a recognised functional assessment
measure. It includes care provided:

e in a designated rehabilitation unit (code 2.1), or

e ina designated rehabilitation program, or in a psychiatric
rehabilitation program as designated by the state health
authority for public patients in a recognised hospital, for
private patients in a public or private hospital as approved
by a registered health benefits organisation (code 2.2), or

e under the principal clinical management of a rehabilitation
physician or, in the opinion of the treating doctor, when the
principal clinical intent of care is rehabilitation (code 2.3).

Optional:
CODE 2.1 Rehabilitation care delivered in a designated unit
(optional)

A designated rehabilitation care unit is a dedicated ward or unit
(and can be a stand-alone unit) that receives identified funding
for rehabilitation care and/or primarily delivers rehabilitation
care.

CODE 2.2  Rehabilitation care according to a designated
program (optional)

In a designated rehabilitation care program, care is delivered by a
specialised team of staff who provide rehabilitation care to
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patients in beds that may or may not be dedicated to
rehabilitation care. The program may, or may not be funded
through identified rehabilitation care funding. Code 2.1 should
be used instead of code 2.2 if care is being delivered in a
designated rehabilitation care program and a designated
rehabilitation care unit.

CODE 2.3 Rehabilitation care is the principal clinical intent
(optional)

Rehabilitation as principal clinical intent (code 2.3) occurs when
the patient is primarily managed by a medical practitioner who is
a specialist in rehabilitation care or when, in the opinion of the
treating medical practitioner, the care provided is rehabilitation
care even if the doctor is not a rehabilitation care specialist. The
exception to this is when the medical practitioner is providing
care within a designated unit or a designated program, in which
case code 2.1 or 2.2 should be used, respectively.

Code 3.0 Palliative care

Palliative care is care in which the clinical intent or treatment goal
is primarily quality of life for a patient with an active, progressive
disease with little or no prospect of cure. It is usually evidenced
by an interdisciplinary assessment and/or management of the
physical, psychological, emotional and spiritual needs of the
patient; and a grief and bereavement support service for the
patient and their carers/family. It includes care provided:

e ina palliative care unit (code 3.1); or
e ina designated palliative care program (code 3.2); or

e under the principal clinical management of a palliative care
physician or, in the opinion of the treating doctor, when the
principal clinical intent of care is palliation (code 3.3).

Optional:

CODE 3.1 Palliative care delivered in a designated unit
(optional)

A designated palliative care unit is a dedicated ward or unit (and
can be a stand-alone unit) that receives identified funding for
palliative care and/or primarily delivers palliative care.

CODE 3.2 Palliative care according to a designated program
(optional)

In a designated palliative care program, care is delivered by a
specialised team of staff who provide palliative care to patients in
beds that may or may not be dedicated to palliative care. The
program may, or may not be funded through identified palliative
care funding. Code 3.1 should be used instead of code 3.2 if care
is being delivered in a designated palliative care program and a
designated palliative care unit.

CODE3.3 Palliative care is the principal clinical intent
(optional)

Palliative care as principal clinical intent occurs when the patient
is primarily managed by a medical practitioner who is a specialist
in palliative care or when, in the opinion of the treating medical
practitioner, the care provided is palliative care even if the doctor
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is not a palliative care specialist. The exception to this is when the
medical practitioner is providing care within a designated unit or
a designated program, in which case code 3.1 or 3.2 should be
used, respectively. For example, code 3.3 would apply to a
patient dying of cancer who was being treated in a geriatric ward
without specialist input by palliative care staff.

CODE 4.0 Geriatric evaluation and management

Geriatric evaluation and management is care in which the clinical
intent or treatment goal is to maximise health status and/or
optimise the living arrangements for a patient with multi-
dimensional medical conditions associated with disabilities and
psychosocial problems, who is usually (but not always) an older
patient. This may also include younger adults with clinical
conditions generally associated with old age. This care is usually
evidenced by multi-disciplinary management and regular
assessments against a management plan that is working towards
negotiated goals within indicative time frames. Geriatric
evaluation and management includes care provided:

e ina geriatric evaluation and management unit; or

e ina designated geriatric evaluation and management
program; or

e under the principal clinical management of a geriatric
evaluation and management physician or,

e in the opinion of the treating doctor, when the principal
clinical intent of care is geriatric evaluation and management.

CODE 5.0 Psychogeriatric care

Psychogeriatric care is care in which the clinical intent or
treatment goal is improvement in health, modification of
symptoms and enhancement in function, behaviour and/ or
quality of life for a patient with an age-related organic brain
impairment with significant behavioural or late onset psychiatric
disturbance or a physical condition accompanied by severe
psychiatric or behavioural disturbance. The care is usually
evidenced by multi-disciplinary management and regular
assessments against a management plan that is working towards
negotiated goals within indicative time frames. It includes care
provided:

e ina psychogeriatic care unit;
e ina designated psychogeriatic care program; or

e under the principal clinical management of a psychogeriatic
physician or,

e in the opinion of the treating doctor, when the principal
clinical intent of care is psychogeriatic care.

CODE 6.0 Maintenance care

Maintenance care is care in which the clinical intent or treatment
goal is prevention of deterioration in the functional and current
health status of a patient with a disability or severe level of
functional impairment. Following assessment or treatment the
patient does not require further complex assessment or
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stabilisation, and requires care over an indefinite period. This
care includes that provided to a patient who would normally
receive care in another setting, e.g. at home, or in a residential
aged care service, by a relative or carer, that is unavailable in the
short term.

CODE7.0 Newborn care

Newborn care is initiated when the patient is born in hospital or
is nine days old or less at the time of admission. Newborn care
continues until the care type changes or the patient is separated:

e patients who turn 10 days of age and do not require clinical
care are separated and, if they remain in the hospital, are
designated as boarders

e patients who turn 10 days of age and require clinical care
continue in a newborn episode of care until separated

e patients aged less than 10 days and not admitted at birth (e.g.
transferred from another hospital) are admitted with
newborn care type

e patients aged greater than 9 days not previously admitted
(e.g. transferred from another hospital) are either boarders or
admitted with an acute care type

e within a newborn episode of care, until the baby turns 10
days of age, each day is either a qualified or unqualified day

e anewborn is qualified when it meets at least one of the
criteria detailed in Newborn qualification status.

Within a newborn episode of care, each day after the baby turns
10 days of age is counted as a qualified patient day. Newborn
qualified days are equivalent to acute days and may be denoted
as such.

CODE 8.0  Other admitted patient care

Other admitted patient care is care where the principal clinical
intent does meet the criteria for any of the above.

Other care can be one of the following:
CODE9.0 Organ procurement - posthumous (Other care)

Organ procurement - posthumous is the procurement of human
tissue for the purpose of transplantation from a donor who has
been declared brain dead.

Diagnoses and procedures undertaken during this activity,
including mechanical ventilation and tissue procurement, should
be recorded in accordance with the relevant ICD-10-AM
Australian Coding Standards. These patients are not admitted to
the hospital but are registered by the hospital.

CODE 10.0 Hospital boarder (Other care)

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.

Hospital boarders are not admitted to the hospital. However, a
hospital may register a boarder. Babies in hospital at age 9 days
of less cannot be boarders. They are admitted patients with each
day of stay deemed to be either qualified or unqualified.
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Comments:

Data element attributes

Unqualified newborn days (and separations consisting entirely of
unqualified newborn days) are not to be counted under the
Australian Health Care Agreements, and they are ineligible for
health insurance benefit purposes.

Source and reference attributes

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

National Health Data Committee

Supersedes Care type, version 4, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (33.1 KB)

Is used in the formation of Episode of care —number of
psychiatric care days, total N[NNNN] Health, Standard
01/03/2005

Admitted patient care NMDS Health, Superseded 07/12/2005
Implementation start date: 01/07 /2005
Implementation end date: 30/06 /2006

Admitted patient care NMDS 2006-2007 Health, Superseded
23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Admitted patient care NMDS 2007-2008 Health, Superseded
05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Admitted patient care NMDS 2008-2009 Health, Superseded
04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Admitted patient care NMDS 2009-2010 Health, Superseded
22/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient care NMDS 2010-2011 Health, Standard
22/12/2009

Implementation start date: 01/07/2010

Admitted patient mental health care NMDS Health, Superseded
23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007
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http://meteor.aihw.gov.au/content/item.phtml?itemId=273415&nodeId=file41fd72c8615e8&fn=Care%20type,%20version%204,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=273415&nodeId=file41fd72c8615e8&fn=Care%20type,%20version%204,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/index.phtml/itemId/273050�
http://meteor.aihw.gov.au/content/index.phtml/itemId/334023�
http://meteor.aihw.gov.au/content/index.phtml/itemId/339089�
http://meteor.aihw.gov.au/content/index.phtml/itemId/361679�
http://meteor.aihw.gov.au/content/index.phtml/itemId/374205�
http://meteor.aihw.gov.au/content/index.phtml/itemId/334031�

Admitted patient mental health care NMDS Health, Superseded
07/12/2005

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Admitted patient mental health care NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Admitted patient mental health care NMDS 2008-2009 Health,
Superseded 04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Admitted patient mental health care NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07/2010

Admitted patient palliative care NMDS Health, Superseded
07/12/2005

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Admitted patient palliative care NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06/2007

Admitted patient palliative care NMDS 2007-08 Health,
Superseded 05/02/2008

Implementation start date: 01/07/2007
Implementation end date: 30/06,/2008

Admitted patient palliative care NMDS 2008-09 Health,
Superseded 04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Admitted patient palliative care NMDS 2009-10 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient palliative care NMDS 2010-11 Health, Standard
05/01/2010

Implementation start date: 01/07/2010
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http://meteor.aihw.gov.au/content/index.phtml/itemId/273048�
http://meteor.aihw.gov.au/content/index.phtml/itemId/345110�
http://meteor.aihw.gov.au/content/index.phtml/itemId/362305�
http://meteor.aihw.gov.au/content/index.phtml/itemId/374207�
http://meteor.aihw.gov.au/content/index.phtml/itemId/273046�
http://meteor.aihw.gov.au/content/index.phtml/itemId/334050�
http://meteor.aihw.gov.au/content/index.phtml/itemId/339098�
http://meteor.aihw.gov.au/content/index.phtml/itemId/361960�
http://meteor.aihw.gov.au/content/index.phtml/itemId/374209�

Carer participation arrangements—carer consultants
employed

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Specialised mental health service organisation — carer
participation arrangements status (carer consultants employed),
code N

METeOR identifier: 288833

Registration status: Health, Standard 08/12/2004

Definition: Whether a specialised mental health service organisation has

carer consultants employed on a paid basis to represent the
interests of carers and advocate for their needs, to promote the
participation of mental health carers in the planning, delivery
and evaluation of the service, as represented by a code.

Data Element Concept: Specialised mental health service organisation — carer
participation arrangements status (carer consultants employed)

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Yes
2 No

Supplementary values: 9 Not stated

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Relational attributes

Related metadata references: See also Specialised mental health service organisation — carer
participation arrangements status (formal complaints
mechanism), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation — carer
participation arrangements status (carer satisfaction surveys),
code N Health, Standard 08/12/2004

See also Specialised mental health service organisation — carer
participation arrangements status (formal participation policy),
code N Health, Standard 08/12/2004
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See also Specialised mental health service organisation — carer
participation arrangements status (regular discussion groups),
code N Health, Standard 08/12/2004

Implementation in Data Set Mental health establishments NMDS 2005-2006 Health,
Specifications: Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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http://meteor.aihw.gov.au/content/index.phtml/itemId/298027�
http://meteor.aihw.gov.au/content/index.phtml/itemId/311875�
http://meteor.aihw.gov.au/content/index.phtml/itemId/334283�
http://meteor.aihw.gov.au/content/index.phtml/itemId/345134�
http://meteor.aihw.gov.au/content/index.phtml/itemId/362299�
http://meteor.aihw.gov.au/content/index.phtml/itemId/374981�

Carer participation arrangements—carer satisfaction
surveys

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Specialised mental health service organisation — carer
participation arrangements status (carer satisfaction surveys),
code N

METeOR identifier: 290367

Registration status: Health, Standard 08/12/2004

Definition: Whether a specialised mental health service organisation

periodically conducts carer satisfaction surveys, to promote the
participation of mental health carers in the planning, delivery
and evaluation of the service, as represented by a code.

Data Element Concept: Specialised mental health service organisation — carer
participation arrangements status (carer satisfaction surveys)

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Yes
2 No

Supplementary values: 9 Not stated

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Relational attributes

Related metadata references: See also Specialised mental health service organisation — carer
participation arrangements status (formal complaints
mechanism), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation — carer

participation arrangements status (formal participation policy),
code N Health, Standard 08/12/2004

See also Specialised mental health service organisation — carer

participation arrangements status (regular discussion groups),
code N Health, Standard 08/12/2004
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Implementation in Data Set
Specifications:

See also Specialised mental health service organisation — carer
participation arrangements status (carer consultants emploved),
code N Health, Standard 08/12/2004

Mental health establishments NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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http://meteor.aihw.gov.au/content/index.phtml/itemId/298027�
http://meteor.aihw.gov.au/content/index.phtml/itemId/311875�
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Carer participation arrangements—formal complaints
mechanism

Identifying and definitional attributes
Metadata item type: Data Element

Technical name: Specialised mental health service organisation — carer
participation arrangements status (formal complaints
mechanism), code N

METeOR identifier: 290370
Registration status: Health, Standard 08/12/2004
Definition: Whether a specialised mental health service organisation has a

formal internal complaints mechanism in which complaints made
by carers are regularly reviewed by a committee that includes
carers, to promote the participation of mental health carers in the
planning, delivery and evaluation of the service, as represented

by a code.

Data Element Concept: Specialised mental health service organisation — carer
participation arrangements status (formal complaints
mechanism)

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning

1 Yes
2 No
Supplementary values: 9 Not stated

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Relational attributes

Related metadata references: See also Specialised mental health service organisation — carer
participation arrangements status (carer satisfaction surveys),
code N Health, Standard 08/12/2004

See also Specialised mental health service organisation — carer
participation arrangements status (formal participation policy),
code N Health, Standard 08/12/2004
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Implementation in Data Set
Specifications:

See also Specialised mental health service organisation — carer
participation arrangements status (regular discussion groups),
code N Health, Standard 08/12/2004

See also Specialised mental health service organisation — carer
participation arrangements status (carer consultants emploved),
code N Health, Standard 08/12/2004

Mental health establishments NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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Carer participation arrangements—formal participation
policy

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Specialised mental health service organisation — carer
participation arrangements status (formal participation policy),
code N

METeOR identifier: 290365

Registration status: Health, Standard 08/12/2004

Definition: Whether a specialised mental health service organisation has

developed a formal and documented policy on participation by
carers, to promote the participation of mental health carers in the
planning, delivery and evaluation of the service, as

represented by a code.

Data Element Concept: Specialised mental health service organisation — carer
participation arrangements status (formal participation policy)

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Yes
2 No

Supplementary values: 9 Not stated

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Relational attributes

Related metadata references: See also Specialised mental health service organisation — carer
participation arrangements status (carer consultants emploved),
code N Health, Standard 08/12/2004

See also Specialised mental health service organisation — carer
participation arrangements status (regular discussion groups),
code N Health, Standard 08/12/2004

See also Specialised mental health service organisation — carer
participation arrangements status (carer satisfaction surveys),
code N Health, Standard 08/12/2004
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See also Specialised mental health service organisation — carer
participation arrangements status (formal complaints
mechanism), code N Health, Standard 08/12/2004

Implementation in Data Set Mental health establishments NMDS 2005-2006 Health,
Specifications: Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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Carer participation arrangements—regular discussion
groups

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Specialised mental health service organisation — carer
participation arrangements status (regular discussion groups),
code N

METeOR identifier: 290359

Registration status: Health, Standard 08/12/2004

Definition: Whether the service holds regular discussion groups to seek the

views of carers about the service, to promote the participation of
mental health carers in the planning, delivery and evaluation of
the service, as represented by a code.

Data Element Concept: Specialised mental health service organisation — carer
participation arrangements status (regular discussion groups)

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Yes
2 No

Supplementary values: 9 Not stated

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Relational attributes

Related metadata references: See also Specialised mental health service organisation — carer
participation arrangements status (formal complaints
mechanism), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation — carer
participation arrangements status (carer satisfaction surveys),
code N Health, Standard 08/12/2004

See also Specialised mental health service organisation — carer
participation arrangements status (formal participation policy),
code N Health, Standard 08/12/2004
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Implementation in Data Set
Specifications:

See also Specialised mental health service organisation — carer
participation arrangements status (carer consultants emploved),
code N Health, Standard 08/12/2004

Mental health establishments NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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Cataract—history

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person — cataract status, code N
270252

Health, Standard 01/03/2005

Whether the individual has a cataract present in either or both
eyes or has had a cataract previously removed from either or
both eyes, as represented by a code.

Person — cataract status

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Supplementary values:

Data element attributes

Code
Number
N
1
Value Meaning
1 Cataract currently present or has been previously
removed from the right eye
2 Cataract currently present or has been previously
removed from the left eye
3 Cataract currently present or has been previously
removed from both eyes
4 No cataract present or has not been previously
removed from either eye
9 Not stated /inadequately described

Collection and usage attributes

Collection methods:

Comments:

Examination of the lens of the eye through a dilated pupil (visible
through the pupil by the use of an ophthalmoscope) by an
ophthalmologist or optometrist, as a part of the ophthalmological
assessment.

Ask the individual if he/she has a cataract in either or both eyes
or has had a cataract removed from either or both eyes
previously. Alternatively obtain information from an
ophthalmologist or optometrist or from appropriate
documentation.

Cataract is a clouding of the lens of the eye or its capsule
sufficient to reduce vision. The formation of cataract occurs more
rapidly in patients with a history of ocular trauma, uveitis, or
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diabetes mellitus. Cataract is an associated diabetic eye problem
that could lead to blindness.

Regular eye checkups are important for patients suffering from
diabetes mellitus. This helps to early detect abnormalities and to
avoid or postpone vision-threatening complications. A
comprehensive ophthalmological examination includes:

e check visual acuity with Snellen chart -correct with pinhole if
indicated

e examine for cataract

e examine fundi with pupils dilated.

Source and reference attributes

Submitting organisation:

Origin:
Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

National Diabetes Data Working Group

National Diabetes Outcomes Quality Review Initiative
(NDOQRIN) data dictionary.

Supersedes Cataract - history, version 1, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (16.4 KB)

Diabetes (clinical) DSS Health, Superseded 21/09/2005
Diabetes (clinical) DSS Health, Standard 21/09/2005
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Category reassignment date

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Elective care waiting list episode — category reassignment date,
DDMMYYYY

METeOR identifier: 270010

Registration status: Health, Standard 01/03/2005

Definition: The date on which a patient awaiting elective hospital care is

assigned to a different urgency category as a result of clinical
review for the awaited procedure, or is assigned to a different
patient listing status category.

Data Element Concept: Elective care waiting list episode — category reassignment date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: The date needs to be recorded each time a patient’s urgency
classification or listing status changes.

Comments: This date is necessary for the calculation of the waiting time at
admission and the waiting time at a census date.

Source and reference attributes
Origin: National Health Data Committee

Relational attributes

Related metadata references: Supersedes Category reassignment date, version 2, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (14.2 KB)

Is used in the formation of Elective surgery waiting list episode —

waiting time (at removal), total days N[NNN] Health, Standard
01/03/2005

Is used in the formation of Elective surgery waiting list episode —

waiting time (at a census date), total days N[NNN] Health,
Standard 01/03/2005
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Census date

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Hospital census (of elective surgery waitlist patients) —census
date, DDMMYYYY

270153
Health, Standard 01/03 /2005

Date on which the hospital takes a point in time (census) count of
and characterisation of patients on the waiting list.

Hospital census (of elective surgery waitlist patients) — census date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

This date is recorded when a census is done of the patients on a
waiting list.

Source and reference attributes

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

National Health Data Committee

Supersedes Census date, version 2, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (13.4 KB)

Is used in the formation of Elective surgery waiting list episode —

waiting time (at a census date), total days N[NNN] Health,
Standard 01/03/2005

Elective surgery waiting times (census data) NMDS Health,
Superseded 07/12/2005

Implementation start date: 30/09/2002
Implementation end date: 30/06/2006

Elective surgery waiting times (census data) NMDS 2006-2009
Health, Superseded 03/12/2008

Implementation start date: 30/09/2006
Implementation end date: 31/03 /2009

Elective surgery waiting times (census data) NMDS 2009- Health,
Standard 03/12/2008

Implementation start date: 30/06/2009
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Centrelink customer reference number

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person— government funding identifier, Centrelink customer
reference number {N(9)A}

Synonymous names: CRN; Centrelink reference number

METeOR identifier: 270098

Registration status: Health, Standard 01/03 /2005
Community services, Recorded 27/03 /2007

Definition: A personal identifier assigned by Centrelink for the purposes of

identifying people (and organisations) eligible for specific
services, including some public health care services, such as oral
health services.

Data Element Concept: Person — government funding identifier

Value domain attributes

Representational attributes

Representation class: Identifier
Data type: String
Format: {N(9)A}
Maximum character length: 10

Data element attributes

Collection and usage attributes

Guide for use: The CRN should only be collected from persons eligible to
receive health services that are to be funded by Centrelink. The
number may be reported to a Centrelink agency to reconcile
payment for the service provided. The data should not be used
by private sector organisations for any purpose unless
specifically authorised by law. For example, data linkage should
not be carried out unless specifically authorised by law.

Collection methods: The Centrelink Customer Reference Number (CRN) is provided
on ‘Health Care Cards’ and ‘Pensioner Concession Cards’.

Comments: When a person accesses health services on the basis of being a
Centrelink customer, collection of the CRN is usually necessary.
This data should not be collected and recorded if it is not needed
to support the provision of such health services.

Source and reference attributes
Submitting organisation: Standards Australia
Origin: AS5017 Health Care Client Identification
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Relational attributes

Related metadata references: Supersedes Centrelink customer reference number, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005 .pdf (14.5 KB)

Implementation in Data Set Health care client identification Health, Superseded 04/05/2005

Specifications: Health care client identification DSS Health, Superseded
03/12/2008

Health care client identification DSS Health, Standard
03/12/2008
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Cerebral stroke due to vascular disease (history)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person — cerebral stroke due to vascular disease (history), code N
METeOR identifier: 270355

Registration status: Health, Standard 01/03/2005

Definition: Whether the individual has had a cerebral stroke due to vascular

disease, as represented by a code.

Data Element Concept: Person — cerebral stroke due to vascular disease

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Cerebral stroke - occurred in the last 12 months
2 Cerebral stroke - occurred prior to the last 12
months
3 Cerebral stroke - occurred both in and prior to
the last 12 months
4 No history of cerebral stroke due to vascular
disease
Supplementary values: 9 Not stated/inadequately described
Data element attributes
Collection and usage attributes
Collection methods: Obtain this information from appropriate documentation or from
the patient.
Source and reference attributes
Submitting organisation: National Diabetes Data Working Group
Origin: National Diabetes Outcomes Quality Review Initiative

(NDOQRIN) data dictionary

Relational attributes

Related metadata references: Supersedes Cerebral stroke due to vascular disease - history,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(16.3 KB)

Implementation in Data Set Diabetes (clinical) DSS Health, Superseded 21/09/2005

Specifications: Diabetes (clinical) DSS Health, Standard 21/09/2005
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Change to body structure

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:

Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person—nature of impairment of body structure, code (ICF 2001)
N

320171

Health, Standard 29/11/2006
Community services, Standard 16,/10/2006

The qualitative or quantitative change of a person’s impairment
in a specified body structure, as represented by a code.

Person—nature of impairment of body structure

Representational attributes

Classification scheme:

Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Supplementary values:

International Classification of Functioning, Disability and Health
2001

Code
Number
N
1
Value Meaning
0 No change in structure
1 Total absence
2 Partial absence
3 Additional part
4 Aberrant dimensions
5 Discontinuity
6 Deviating position
7 Qualitative changes in structure
8 Not specified
9 Not applicable

Collection and usage attributes

Guide for use:

This metadata item contributes to the definition of the concept
‘Disability’ and gives an indication of the experience of disability
for a person.

Impairments of body structure are problems in body structure
such as a loss or significant departure from population standards
or averages.

CODE 0 No change in structure

Used when the structure of the body part is within the range of
the population standard.
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CODE1 Total absence

Used when the body structure is not present. For example total
absence of the structures of the lower leg following a thorough
knee amputation.

CODE 2 Partial absence

Used when only part of a body structure is present. For example
partial absence of the bones of the lower leg following below
knee amputation.

CODE3 Additional part

Used when a structure, not usually present in the population is
present, for example a sixth lumbar vertebra or an sixth digit on
one hand.

CODE4 Aberrant dimensions

Used when the shape and size of a body structure is significantly
different from the population standard. For example radial
aplasia where the shape and size of the radial bone does not
develop.

CODES5 Discontinuity

Used when parts of a body structure are separated, for example
cleft palate or fracture.

CODE 6 Deviating position

Used when the location of a structure is not according to
population standard; for example, transposition of the great
vessels, where the aorta arises from the right ventricle and the
pulmonary vessels from the left ventricle.

CODE7 Qualitative changes in structure

Used when the structure of a body part is altered from the
population standard. This includes accumulation of fluid,
changes in bone structure as a result of osteoporosis or Paget’s
disease.

CODE 8  Not specified

Used when there is a change to a body structure, but the nature
of the change is not described.

CODE9 Not applicable

Used when it is not appropriate to code the nature of the change
to a body structure.

Source and reference attributes

Submitting organisation:

Origin:

Reference documents:

Australian Institute of Health and Welfare (AIHW) which is the
Australian Collaborating Centre for the World Health
Organization Family of International Classifications.

WHO 2001. ICF: International Classification of Functioning,
Disability and Health. Geneva: WHO

ATHW 2003. ICF Australian User Guide Version 1.0. Canberra:
ATHW

Further information on the ICF, including more detailed codes,
can be found in the ICF itself and the ICF Australian User Guide
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Data element attributes

(AIHW 2003), at the following websites:

e  WHO ICF website
http:/ /www.who.int/ classifications/icf/en/

e Australian Collaborating Centre ICF website
http:/ /www.aihw.gov.au/disability /icf/index.cfm

Collection and usage attributes

Guide for use:

This data element is used in conjunction with specified body
structures, for example “partial absence of structures related to
movement’. This data element may also be used in conjunction
with Person—extent of impairment of body structure, code (ICF
2001) N and Person —location of impairment of body structure,
code (ICF 2001) N.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Australian Institute of Health and Welfare (AIHW) which is the
Australian Collaborating Centre for the World Health
Organization Family of International Classifications.

See also Person —location of impairment of body structure, code
(ICF 2001) N Health, Standard 29/11/2006, Community services,
Standard 16/10/2006

See also Person —extent of impairment of body structure, code
(ICF 2001) N Health, Standard 29/11/2006, Community services,
Standard 16/10/2006

Body structures cluster Health, Standard 29/11/2006
Community services, Standard 16/10/2006
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Chest pain pattern category

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —chest pain pattern, code N

METeOR identifier: 356738

Registration status: Health, Standard 01/10/2008

Definition: The person’s chest pain pattern, as represented by a code.
Data Element Concept: Person —chest pain pattern

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Atypical chest pain
2 Stable chest pain pattern
3 Unstable chest pain pattern: rest &/ or prolonged
4 Unstable chest pain pattern: new & severe
5 Unstable chest pain pattern: accelerated & severe
Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes

Guide for use: Chest pain or discomfort of myocardial ischaemic origin is
usually described as pain, discomfort or pressure in the chest or
the upper body (neck and throat, jaw, shoulders, back, either or
both arms, wrists and hands) or other equivalent discomfort
suggestive of cardiac ischaemia. Ask the person when the
symptoms first occurred or obtain this information from
appropriate documentation.

CODE1 Atypical chest pain

Use this code for pain, pressure, or discomfort in the chest, or
upper body not clearly exertional or not otherwise consistent
with pain or discomfort of myocardial ischaemic origin.

CODE 2 Stable chest pain pattern

Use this code for chest pain without a change in frequency or
pattern for the 6 weeks before this presentation or procedure.
Chest pain is controlled by rest and/or

sublingual/oral/ transcutaneous medications.

CODE 3 Unstable chest pain pattern: rest and/or prolonged

Use this code for chest pain that occurred at rest and was
prolonged, usually lasting for at least 10 minutes
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Data element attributes

CODE 4 Unstable chest pain pattern: new and severe

Use this code for new-onset chest pain that could be described as
at least Canadian Cardiovascular Society (CCS) classification 3
severity.

CODE 5 Unstable chest pain pattern: accelerated and severe

Use this code for recent acceleration of chest pain pattern that
could be described by an increase in severity of at least 1 CCS
class to at least CCS class 3.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Acute coronary syndrome data working group

Supersedes Person —chest pain pattern, code N Health,
Superseded 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008
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Cholesterol—HDL (measured)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —high-density lipoprotein cholesterol level (measured),
total millimoles per litre [N].NN

METeOR identifier: 270401

Registration status: Health, Standard 01/03/2005

Definition: A person’s high-density lipoprotein cholesterol (HDL-C),

measured in mmol /L.

Data Element Concept: Person— high-density lipoprotein cholesterol level

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: [N].NN
Maximum character length: 3
Supplementary values: Value Meaning
9.99 Not measured/inadequately described
Unit of measure: Millimole per litre (mmol/L)

Data element attributes

Collection and usage attributes

Guide for use: When reporting, record whether or not the measurement of
High-density Lipoprotein Cholesterol (HDL-C) was performed in
a fasting specimen.

In settings where the monitoring of a person’s health is ongoing
and where a measure can change over time (such as general
practice), the date of assessment should be recorded.

Collection methods: When reporting, record absolute result of the most recent HDL-
Cholesterol measurement in the last 12 months to the nearest 0.01
mmol/L.

Measurement of lipid levels should be carried out by
laboratories, or practices, which have been accredited to perform
these tests by the National Association of Testing Authorities.

e To be collected as a single venous blood sample, preferably
following a 12-hour fast where only water and medications
have been consumed.

e Prolonged tourniquet use can artefactually increase levels by
up to 20%.
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Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Cardiovascular Data Working Group
National Diabetes Data Working Group

National Heart Foundation of Australia and the Cardiac Society
of Australia and New Zealand, Lipid Management Guidelines -
2001, MJA 2001; 175: S57-588.

Supersedes Cholesterol-HDL - measured, version 1, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (22.0 KB)

Is used in the formation of Person —low-density lipoprotein
cholesterol level (calculated), total millimoles per litre N[N].N
Health, Standard 01/10/2008

Is used in the formation of Person —low-density lipoprotein
cholesterol level (calculated), total millimoles per litre N[N].N
Health, Superseded 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008

Cardiovascular disease (clinical) DSS Health, Superseded
15/02/2006

Cardiovascular disease (clinical) DSS Health, Superseded
04/07 /2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009

Diabetes (clinical) DSS Health, Superseded 21/09/2005
Diabetes (clinical) DSS Health, Standard 21/09/2005
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Cholesterol—LDL (calculated)

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person—low-density lipoprotein cholesterol level (calculated),
total millimoles per litre N[N].N

359262
Health, Standard 01/10/2008

A person’s calculated low-density lipoprotein cholesterol (LDL-
C) in millimoles per litre.

Person —low-density lipoprotein cholesterol level

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Supplementary values:

Unit of measure:

Data element attributes

Total
Number
N[N].N
3
Value Meaning
99.9 Not stated/inadequately described

Millimole per litre (mmol/L)

Collection and usage attributes

Guide for use:

Collection methods:

Formula:

LDL-C = (plasma total cholesterol) - (high density lipoprotein
cholesterol) - (fasting plasma triglyceride divided by 2.2).

The LDL-C is usually calculated from the Friedwald Equation
(Friedwald et al. 1972), which depends on knowing the blood
levels of the total cholesterol and HDL-C and the fasting level of
the triglyceride.

Note that the Friedwald equation becomes unreliable when the
plasma triglyceride exceeds 4.5 mmol/L.

Note also that while cholesterol levels are reliable for the first 24
hours after the onset of acute coronary syndromes, they may be
unreliable for the subsequent 8 weeks after an event.

e Measurement of lipid levels should be carried out by
laboratories, or practices, which have been accredited to
perform these tests by the National Association of Testing
Authorities.

e To be collected as a single venous blood sample, preferably
following a 12-hour fast where only water and medications
have been consumed.

251



Comments: High blood cholesterol is a key factor in heart, stroke and
vascular disease, especially coronary heart disease (CHD).

Poor nutrition can be a contributing factor to heart, stroke and
vascular disease as a population’s level of saturated fat intake is
the prime determinant of its level of blood cholesterol.

The majority of the cholesterol in plasma is transported as a
component of LDL-C. Recent trials support a target LDL-C of
<2.0 mmol/L for high risk patients with existing coronary heart
disease.

Source and reference attributes
Submitting organisation: Cardiovascular Data Working Group

Origin: National Heart Foundation of Australia and the Cardiac Society
of Australia and New Zealand, Lipid Management Guidelines -
2001, MJA 2001; 175: S57-588.

National Heart Foundation of Australia and the Cardiac Society
of Australia and New Zealand, Position Statement on Lipid
Management - 2005, Heart, Lung and Circulation 2005; 14: 275-

291.

Relational attributes

Related metadata references: Supersedes Person —low-density lipoprotein cholesterol level
(calculated), total millimoles per litre N[N].N Health, Superseded
01/10/2008

Is formed using Person —cholesterol level (measured), total
millimoles per litre N[N].N Health, Superseded 01/10/2008

Is formed using Person —high-density lipoprotein cholesterol
level (measured), total millimoles per litre [N].NN Health,
Standard 01/03 /2005

Is formed using Person — triglyceride level (measured), total
millimoles per litre N[N].N Health, Superseded 01/10/2008

Is formed using Health service event—fasting indicator, code N
Health, Standard 21,/09/2005

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009
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Cholesterol—total (measured)

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person —cholesterol level (measured), total millimoles per litre
N[N]L.N

359245
Health, Standard 01/10/2008

A person’s total cholesterol (TC), measured in millimoles per
litre.

Person — cholesterol level

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Supplementary values:

Unit of measure:

Data element attributes

Total
Number
N[N].N
3
Value Meaning
99.9 Not stated /inadequately described.

Millimole per litre (mmol/L)

Collection and usage attributes

Guide for use:

Collection methods:

Comments:

Measurement in mmol/L to 1 decimal place.

Record the absolute result of the total cholesterol measurement.
When reporting, record whether or not the measurement of
Cholesterol-total - measured was performed in a fasting specimen.

When reporting, record absolute result of the most recent
Cholesterol-total - measured in the last 12 months to the nearest
0.1 mmol/L.

Measurement of lipid levels should be carried out by
laboratories, or practices, which have been accredited to perform
these tests by the National Association of Testing Authorities.

e To be collected as a single venous blood sample, preferably
following a 12-hour fast where only water and medications
have been consumed.

e Prolonged tourniquet use can artefactually increase levels by
up to 20%.

In settings where the monitoring of a person’s health is ongoing
and where a measure can change over time (such as general
practice), the Service contact —service contact date, DDMMYYYY
should be recorded.
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High blood cholesterol is a key factor in heart, stroke and
vascular disease, especially coronary heart disease.

Poor nutrition can be a contributing factor to heart, stroke and
vascular disease as a population’s level of saturated fat intake is
the prime determinant of its level of blood cholesterol.

Large clinical trials have shown that people at highest risk of
cardiovascular events (e.g. pre-existing ischaemic heart disease)
will derive the greatest benefit from lipid lowering drugs. Recent
trials have suggested that there should be no cholesterol level
threshold for the initiation of treatment in tis group of patients. In
October 2006, the PBS criteria for lipid-lowering drugs was
expanded to include all patients identified as high-risk (based on
PBS criteria) regardless of their cholesterol level.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Cardiovascular Data Working Group

National Heart Foundation of Australia and the Cardiac Society
of Australia and New Zealand, Lipid Management Guidelines -
2001, MJA 2001; 175: S57-588

National Heart Foundation of Australia and the Cardiac Society
of Australia and New Zealand, Position Statement on Lipid
Management - 2005, Heart Lung and Circulation 2005; 14: 275-
291.

National Health Priority Areas Report: Cardiovascular Health
1998. AIHW Cat. No. PHE 9. HEALTH and AIHW, Canberra.

The Royal College of Pathologists of Australasia web based
Manual of Use and Interpretation of Pathology Tests. Version 4.0.

Supersedes Person —cholesterol level (measured), total
millimoles per litre N[N].N Health, Superseded 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009
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Classification of health labour force job

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Health professional — occupation, code ANN

METeOR identifier: 270140

Registration status: Health, Standard 01/03/2005

Definition: The position or job classification of a health professional, as

represented by a code.

Data Element Concept: Health professional — occupation

Value domain attributes

Representational attributes
Representation class: Code
Data type: String
Format: ANN
Maximum character length: 3
Permissible values: Value
A01

A02
A03
A04

AQ05
A06
BO1

B02

B0O3
B04
B05
B06
C01
C02
C03
Co4
C05
C06

Meaning

Medicine - General practitioner working mainly
in general practice

Medicine - General practitioner working mainly
in a special interest area

Medicine - Salaried non-specialist hospital
practitioner: Resident medical officer or intern

Medicine - Salaried non-specialist hospital
practitioner: other hospital career medical officer

Medicine - Specialist
Medicine - Specialist in training (e.g. registrar)

Dentistry (private practice only) - Solo
practitioner

Dentistry (private practice only) - Solo principal
with assistant(s)

Dentistry (private practice only) - Partnership
Dentistry (private practice only) - Associateship
Dentistry (private practice only) - Assistant
Dentistry (private practice only) - Locum

Nursing - Enrolled nurse

Nursing - Registered nurse

Nursing - Clinical nurse

Nursing - Clinical nurse consultant/supervisor
Nursing - Nurse manager

Nursing - Nurse educator
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Cco7
C08
C09
C10
C11

C12

C98
D01

D02

D03

D04

D05

D06

EO1

E02

E03

E04

E05

F01
F02

FO3

F04

F05
F06
F07
F08
G01
G02

Nursing - Nurse researcher

Nursing - Assistant director of nursing
Nursing - Deputy director of nursing
Nursing - Director of nursing

Nursing - Tutor/lecturer/senior lecturer in
nursing (tertiary institution)

Nursing - Associate professor/professor in
nursing (tertiary institution)

Nursing - Other (specify)

Pharmacy (community pharmacist) - Sole
proprietor

Pharmacy (community pharmacist) - Partner-
proprietor

Pharmacy (community pharmacist) - Pharmacist-
in-charge

Pharmacy (community pharmacist) - Permanent
assistant

Pharmacy (community pharmacist) - Reliever,
regular location

Pharmacy (community pharmacist) - Reliever,
various locations

Pharmacy (Hospital/clinic pharmacist ) -
Director/deputy director

Pharmacy (Hospital/ clinic pharmacist ) - Grade
III pharmacist

Pharmacy (Hospital/clinic pharmacist ) - Grade
II pharmacist

Pharmacy (Hospital/clinic pharmacist ) - Grade I
pharmacist

Pharmacy (Hospital/clinic pharmacist ) - Sole
pharmacist

Podjiatry - Own practice (or partnership)

Podiatry - Own practice and sessional
appointments elsewhere

Podiatry - Own practice and fee-for-service
elsewhere

Podjiatry - Own practice, sessional and fee-for-
service appointments elsewhere

Podiatry - Salaried podiatrist

Podjiatry - Locum, regular location

Podiatry - Locum, various locations

Podjiatry - Other (specify)

Physiotherapy - Own practice (or partnership)

Physiotherapy - Own practice and sessional
appointments elsewhere
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Supplementary values:

Data element attributes

GO03 Physiotherapy - Own practice and fee-for-service

elsewhere

G04 Physiotherapy - Own practice, sessional and fee-
for-service appointments elsewhere

GO05 Physiotherapy - Salaried physiotherapist

G06 Physiotherapy - Locum, regular location

G07 Physiotherapy - Locum, various locations

C99 Nursing - Unknown/inadequately described/not
stated

Collection and usage attributes

Comments:

Position or job classifications are specific to each profession and
may differ by state or territory. The classifications above are
simplified so that comparable data presentation is possible and
possible confounding effects of enterprise specific structures are
avoided. For example, for medicine, the job classification
collected in the national health labour force collection is very
broad. State/territory health authorities have more detailed
classifications for salaried medical practitioners in hospitals.

These classifications separate interns, the resident medical officer
levels, registrar levels, career medical officer positions, and
supervisory positions including clinical and medical
superintendents. Space restrictions do not at present permit these
classes to be included in the National Health Labour Force
Collection questionnaire.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

National Health Labour Force Data Working Group

Supersedes Classification of health labour force job, version 1,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (24.7 KB)

Health labour force NMDS Health, Standard 01/03 /2005
Implementation start date: 01/07 /2005
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Client type (alcohol and other drug treatment services)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Episode of treatment for alcohol and other drugs —client type,
code N

METeOR identifier: 270083

Registration status: Health, Standard 01/03/2005

Definition: The status of a person in terms of whether the treatment episode

concerns their own alcohol and/or other drug use or that of
another person, as represented by a code.

Data Element Concept: Episode of treatment for alcohol and other drugs—client type

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Own alcohol or other drug use
2 Other’s alcohol or other drug use

Collection and usage attributes
Guide for use: CODE1 Own alcohol or other drug use

Use this code for a client who receives treatment or assistance
concerning their own alcohol and/ or other drug use.

Use this code where a client is receiving treatment or assistance
for both their own alcohol and/ or other drug use and the alcohol
and/or other drug use of another person.

CODE 2  Other’s alcohol or other drug use

Use this code for a client who receives support and/or assistance
in relation to the alcohol and/or other drug use of another
person.

Collection methods: To be collected on commencement of a treatment episode with a
service.

Data element attributes

Collection and usage attributes

Guide for use: Where Code 2 Other’s alcohol or other drug use is reported, do
not collect the following data elements:

Episode of treatment for alcohol and other drugs —drug of
concern (principal), code (ASCDC 2000 extended) NNNN;
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Episode of treatment for alcohol and other drugs —drug of
concern (other), code (ASCDC 2000 extended) NNNN;

Client— injecting drug use status, code N; and
Client—method of drug use (principal drug of concern), code N.

Comments: Required to differentiate between clients according to whether
the treatment episode concerns their own alcohol and/or other
drug use or that of another person to provide a basis for
description of the people accessing alcohol and other drug
treatment services.

Source and reference attributes

Submitting organisation: Intergovernmental Committee on Drugs National Minimum Data
Set Working Group

Relational attributes

Related metadata references: Supersedes Client type - alcohol and other drug treatment
services, version 3, DE, NHDD, NHIMG, Superseded

01/03/2005.pdf (15.5 KB)

Implementation in Data Set Alcohol and other drug treatment services NMDS Health,
Specifications: Superseded 21/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Alcohol and other drug treatment services NMDS Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06/2007

Alcohol and other drug treatment services NMDS 2007-2008
Health, Superseded 05/02/2008

Implementation start date: 01/07/2007
Implementation end date: 30/06/2008

Alcohol and other drug treatment services NMDS 2008-2010
Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06,/2010

Alcohol and other drug treatment services NMDS 2010-2011
Health, Standard 22/12/2009

Implementation start date: 01/07/2010
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Clinical evidence of acute coronary syndrome related
medical history

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —clinical evidence status (acute coronary syndrome
related medical history), yes/no code N

METeOR identifier: 356777

Registration status: Health, Standard 01/10/2008

Definition: An indicator of whether there is objective evidence for a person’s

history of an acute coronary syndrome related medical condition,
as represented by a code.

Data Element Concept: Person — clinical evidence status (acute coronary syndrome
related medical history)

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Yes
2 No
Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE9 Not stated/inadequately described

This code is not for use in primary data collections.

Data element attributes

Collection and usage attributes
Guide for use: CODE1 Yes

Use this code where there is objective evidence to support a
history of an acute coronary syndrome related medical condition.

CODE2 No
Use this code where the history is not supported by objective
evidence.

Objective evidence for acute coronary syndrome related medical
conditions are classified as:

Chronic lung disease:

Diagnosis supported by current use of chronic lung disease
pharmacological therapy (e.g. inhalers, theophylline,
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Collection methods:

aminophylline, or steroids), or a forced expiratory volume in 1
second (FEV1) less than 80% predicted FEV1/forced vital
capacity (FVC) less than 0.7 (post bronchodilator). Respiratory
failure partial pressure of oxygen (PaO2) less than 60 mmHg
(8kPa), or partial pressure of carbon dioxide (PaCO2) greater than
50 mmHg (6.7 kPa).

Heart failure:

Current symptoms of heart failure (typically shortness of breath
or fatigue), either at rest or during exercise and/ or signs of
pulmonary or peripheral congestion and objective evidence of
cardiac dysfunction at rest. The diagnosis is derived from and
substantiated by clinical documentation from testing according to
current practices.

Stroke:

Diagnosis for ischaemic: non-haemorrhagic cerebral infarction or
haemorrhagic: intracerebral haemorrhage supported by cerebral
imaging (CT or MRI).

Peripheral arterial disease:

e Peripheral artery disease: diagnosis is derived from and
substantiated by clinical documentation for a person with a
history of either chronic or acute occlusion or narrowing of
the arterial lumen in the aorta or extremities.

e Aortic aneurysm: diagnosis of aneurysmal dilatation of the
aorta (thoracic and or abdominal) supported and
substantiated by appropriate documentation of objective
testing.

e Renal artery stenosis: diagnosis of functional stenosis of one
or both renal arteries is present and is supported and
substantiated by appropriate documentation of objective
testing.

Sleep apnoea:

Diagnosis derived from and substantiated by clinical
documentation of sleep apnoea syndrome (SAS). SAS has been
diagnosed from the results of a sleep study.

Other vascular conditions:

e  Atrial fibrillation: diagnosis supported by electrocardiogram
findings.

e  Other cardiac arrhythmias and conductive disorders:
diagnosis supported by electrocardiogram findings.

e Left ventricular hypertrophy: diagnosis supported by
echocardiograph evidence.

For each of the following medical conditions the clinical evidence
status must also be recorded:

e  Chronic lung disease
e Heart failure
e Stroke

e Peripheral arterial disease
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Comments:

e Sleep apnoea syndrome
e  Other vascular conditions
Heart failure:

Chronic heart failure is a complex clinical syndrome with typical
symptoms (e.g. shortness of breath, fatigue) that can occur at rest
or on effort, and is characterised by objective evidence of an
underlying structural abnormality of cardiac dysfunction that
impairs the ability of the ventricle to fill with or eject blood
(particularly during physical activity).

The most widely available investigation for documenting left
ventricular dysfunction is the transthoracic echocardiogram
(TTE).

Other modalities include:

e transoesophageal echocardiography (TOE)
e gated radionuclide angiocardiography

e angiographic left ventriculography

In the absence of any adjunctive laboratory tests, evidence of
supportive clinical signs of ventricular dysfunction. These include:

e cardiac auscultation (S3, cardiac murmurs),
e cardiomegaly,
e elevated jugular venous pressure (JVP),

e chest X-ray evidence of pulmonary congestion

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Acute coronary syndrome data working group

The Thoracic Society of Australia & New Zealand and the
Australian Lung Foundation, Chronic Obstructive Pulmonary
Disease (COPD) Australian & New Zealand Management
Guidelines and the COPD Handbook. Version 1, November 2002.

National Heart Foundation of Australia and the Cardiac Society
of Australia and New Zealand (Chronic Heart Failure Guidelines
Expert Writing Panel). Guidelines for the prevention, detection
and management of chronic heart failure in Australia, 2006.

Supersedes Person —clinical evidence status (chronic lung
disease), code N Health, Superseded 01/10/2008

Supersedes Person —clinical evidence status (heart failure), code
N Health, Superseded 01/10/2008

Supersedes Person —clinical evidence status (peripheral arterial
disease), code N Health, Superseded 01/10/2008

Supersedes Person —clinical evidence status (sleep apnoea
syndrome), code N Health, Superseded 01/10/2008

Supersedes Person —clinical evidence status (stroke), code N
Health, Superseded 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008
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Clinical procedure timing (status)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —clinical procedure timing, code N

METeOR identifier: 356827

Registration status: Health, Standard 01/10/2008

Definition: The timing of the provision of a clinical procedure, as represented
by a code.

Data Element Concept: Person —clinical procedure timing

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning

1 Procedure performed prior to this hospital
presentation

2 Procedure performed during this hospital
presentation

Data element attributes

Collection and usage attributes

Guide for use: Record only for those procedure codes that apply.

Collection methods: This data element should be recorded for each type of procedure
performed that is pertinent to the treatment of acute coronary
syndrome.

Source and reference attributes

Submitting organisation: Acute coronary syndrome data working group

Relational attributes

Related metadata references: See also Person —acute coronary syndrome procedure type, code

NN Health, Standard 01/10/2008

Supersedes Person —clinical procedure timing, code N Health,

Superseded 01/10/2008
Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Clinical urgency

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Elective surgery waiting list episode —clinical urgency, code N
METeOR identifier: 270008

Registration status: Health, Standard 01/03/2005

Definition: A clinical assessment of the urgency with which a patient

requires elective hospital care, as represented by a code.

Data Element Concept: Elective surgery waiting list episode — clinical urgency

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Admission within 30 days desirable for a
condition that has the potential to deteriorate
quickly to the point that it may become an
emergency
2 Admission within 90 days desirable for a
condition causing some pain, dysfunction or
disability but which is not likely to deteriorate
quickly or become an emergency
3 Admission at some time in the future acceptable

for a condition causing minimal or no pain,
dysfunction or disability, which is unlikely to
deteriorate quickly and which does not have the
potential to become an emergency

Data element attributes

Collection and usage attributes

Guide for use: The classification employs a system of urgency categorisation
based on factors such as the degree of pain, dysfunction and
disability caused by the condition and its potential to deteriorate
quickly into an emergency. All patients ready for care must be
assigned to one of the urgency categories, regardless of how long
it is estimated they will need to wait for surgery.

Comments: A patient’s classification may change if he or she undergoes
clinical review during the waiting period. The need for clinical
review varies with the patient’s condition and is therefore at the
discretion of the treating clinician. The waiting list information
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system should be able to record dates when the classification is
changed (metadata item Elective care waiting list episode —
category reassignment date, DDMMYYYY).

Source and reference attributes

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

National Health Data Committee

Supersedes Clinical urgency, version 2, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (16.4 KB)

See also Elective surgery waiting list episode —overdue patient
status, code N Health, Standard 01/03/2005

Elective surgery waiting times (census data) NMDS Health,
Superseded 07/12/2005

Implementation start date: 30/09/2002
Implementation end date: 30/06 /2006

Elective surgery waiting times (census data) NMDS 2006-2009
Health, Superseded 03/12/2008

Implementation start date: 30/09/2006
Implementation end date: 31/03 /2009

Elective surgery waiting times (census data) NMDS 2009- Health,
Standard 03/12/2008

Implementation start date: 30/06/2009

Elective surgery waiting times (removals data) NMDS Health,
Superseded 07/12/2005

Implementation start date: 01/07/2002
Implementation end date: 30/06 /2006

Elective surgery waiting times (removals data) NMDS 2006-2009
Health, Superseded 03/12/2008

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2009

Elective surgery waiting times (removals data) NMDS 2009-
Health, Standard 03/12/2008

Implementation start date: 01/07 /2009
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Clopidogrel therapy status

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person — clopidogrel therapy status, code NN

METeOR identifier: 284873

Registration status: Health, Standard 04/06/2004

Definition: The person’s clopidogrel therapy status, as represented by a
code.

Data Element Concept: Person — clopidogrel therapy status

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
10 Given
21 Not given - therapy not indicated
22 Not given - patient refusal
23 Not given - true allergy to clopidogrel
24 Not given - active bleeding
25 Not given - bleeding risk
26 Not given - thrombocytopenia
27 Not given - severe hepatic dysfunction
29 Not given - other
Supplementary values: 90 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODES21-29 Not given

If recording ‘Not given’, record the principal reason if more than
one code applies.

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Source and reference attributes
Submitting organisation: Acute coronary syndrome data working group

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand
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Relational attributes

Related metadata references: Supersedes Clopidogrel therapy status, version 1, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (14.7 KB)

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Superseded

Specifications: 01/10/2008
Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005
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Co-location status of mental health service

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Specialised mental health service —co-location with acute care
hospital, code N

METeOR identifier: 286995

Registration status: Health, Standard 08/12/2004

Definition: Whether a mental health service is co-located with an acute care
hospital, as represented by a code.

Data Element Concept: Specialised mental health service —co-location with acute care
hospital

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Co-located
2 Not co-located

Collection and usage attributes
Guide for use: CODE1 Co-located

Co-located health services are those that are established
physically and organisationally as part of an acute care hospital
service. There are two forms of co-location:

e a health service that is built and managed as a ward or unit
within an acute care hospital; or

e the health service operates in a separate building but is
located on, or immediately adjoining, the acute care hospital
campus.

In the second option, units and wards within a psychiatric

hospital may be classified as co-located when all the following

criteria apply:

e asingle organisational or management structure covers the
acute care hospital and the psychiatric hospital;

e asingle employer covers the staff of the acute care hospital
and the psychiatric hospital;

e the location of the acute care hospital and psychiatric hospital
can be regarded as part of a single overall hospital campus;
and

e the patients of the psychiatric hospital are regarded as
patients of the single integrated health service.
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Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Collection and usage attributes

Collection methods: To be reported for mental health services that primarily provide
overnight admitted patient care. Excludes residential mental
health services and ambulatory mental health services.

Relational attributes

Implementation in Data Set Mental health establishments NMDS 2005-2006 Health,
Specifications: Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03 /2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06 /2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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Compensable status

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Patient —compensable status, code N

METeOR identifier: 270100

Registration status: Health, Standard 01/03/2005

Definition: Whether or not a patient is a compensable patient, as

represented by a code.

Data Element Concept: Patient—compensable status

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Compensable
2 Non-compensable
Supplementary values: 9 Not stated /not known

Data element attributes

Collection and usage attributes

Guide for use: This definition of compensable patient excludes eligible
beneficiaries (Department of Veterans’ Affairs), Defence Force
personnel and persons covered by the Motor Accident
Compensation Scheme, Northern Territory.

Comments: To assist in the analyses of utilisation and health care funding.

Source and reference attributes
Origin: National Health Data Committee

Relational attributes

Related metadata references: Supersedes Compensable status, version 3, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (15.2 KB)

Implementation in Data Set Non-admitted patient emergency department care NMDS

Specifications: Health, Superseded 24/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Non-admitted patient emergency department care NMDS
Health, Superseded 23/10/2006
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Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Non-admitted patient emergency department care NMDS
Health, Superseded 07/12/2005

Non-admitted patient emergency department care NMDS 2007-
2008 Health, Superseded 05/02/2008

Implementation start date: 01/07/2007
Implementation end date: 30/06/2008

Non-admitted patient emergency department care NMDS 2008-
2010 Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12/2009

Implementation start date: 01/07/2010
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Complication of labour and delivery

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Birth event—complication, code (ICD-10-AM 7th edn)
ANN{.N[N]}

METeOR identifier: 391338

Registration status: Health, Standard 22/12/2009

Definition: Medical and obstetric complications (necessitating intervention)

arising after the onset of labour and before the completed
delivery of the baby and placenta, as represented by a code.

Data Element Concept: Birth event — complication

Value domain attributes

Representational attributes

Classification scheme: International Statistical Classification of Diseases and Related
Health Problems, Tenth Revision, Australian Modification 7th
edition

Representation class: Code

Data type: String

Format: ANN/{.N[NJ}

Maximum character length: 6

Collection and usage attributes

Guide for use: Complications and conditions should be coded within the
Pregnancy, Childbirth, Puerperium chapter 15 of Volume 1, ICD-
10-AM.

Data element attributes

Collection and usage attributes
Guide for use: There is no arbitrary limit on the number of conditions specified.

Comments: Complications of labour and delivery may cause maternal
morbidity and may affect the health status of the baby at birth.

Source and reference attributes

Submitting organisation: National Perinatal Data Development Committee

Relational attributes

Related metadata references: Supersedes Birth event—complication, code (ICD-10-AM 6th
edn) ANN{.N[N]} Health, Superseded 22/12/2009
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Complications of pregnancy

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Pregnancy (current) —complication, code (ICD-10-AM 7th edn)
ANN{.N[NTJ}

METeOR identifier: 405823

Registration status: Health, Standard 22/12/2009

Definition: Complications arising up to the period immediately preceding

delivery that are directly attributable to the pregnancy and may
have significantly affected care during the current pregnancy
and/or pregnancy outcome, as represented by a code

Data Element Concept: Pregnancy (current) —complication

Value domain attributes

Representational attributes

Classification scheme: International Statistical Classification of Diseases and Related
Health Problems, Tenth Revision, Australian Modification 7th
edition

Representation class: Code

Data type: String

Format: ANN{.N[N]}

Maximum character length: 6

Collection and usage attributes

Guide for use: Complications and conditions should be coded within the
Pregnancy, Childbirth, Puerperium chapter 15 of Volume 1, ICD-
10-AM.

Data element attributes

Collection and usage attributes

Guide for use: Examples of these conditions include threatened abortion,
antepartum haemorrhage, pregnancy-induced hypertension and
gestational diabetes. There is no arbitrary limit on the number of
complications specified.

Comments: Complications often influence the course and outcome of
pregnancy, possibly resulting in hospital admissions and/or
adverse effects on the fetus and perinatal morbidity.

Source and reference attributes

Submitting organisation: National Perinatal Data Development Committee

Relational attributes

Related metadata references: Supersedes Pregnancy (current) —complication, code (ICD-10-
AM 6th edn) ANN{.N[N]} Health, Superseded 22/12/2009
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Condition onset flag

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Episode of admitted patient care — condition onset flag, code N
354816

Health, Standard 05/02/2008

A qualifier for each coded diagnosis to indicate the onset of the
condition relative to the beginning of the episode of care, as
represented by a code.

Episode of admitted patient care —condition onset flag

Representational attributes

Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Supplementary values:

Code
Number
N
1
Value Meaning
1 Condition with onset during the episode of
admitted patient care
2 Condition not noted as arising during the
episode of admitted patient care
9 Not reported

Collection and usage attributes

Guide for use:

1 Condition with onset during the episode of admitted patient
care

e acondition which arises during the episode of admitted
patient care and would not have been present on admission

Includes:

Conditions resulting from misadventure during medical or
surgical care during the episode of admitted patient care.

Abnormal reactions to, or later complication of, surgical or
medical care arising during the episode of admitted patient care.

Conditions arising during the episode of admitted patient care
not related to surgical or medical care (for example, pneumonia).

2 Condition not noted as arising during the episode of
admitted patient care

e acondition present on admission such as the presenting
problem, a comorbidity, chronic disease or disease status.

e a previously existing condition not diagnosed until the
episode of admitted patient care.
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Data element attributes

Includes:
In the case of neonates, the conditions present at birth.

A previously existing condition that is exacerbated during the
episode of admitted patient care.

Conditions that are suspected at the time of admission and
subsequently confirmed during the episode of admitted patient
care.

Conditions that were not diagnosed at the time of admission but
clearly did not develop after admission (for example malignant
neoplasm).

Conditions where the onset relative to the beginning of the
episode of admitted patient care is unclear or unknown.

9 Not reported

The condition onset flag could no be reported due to limitations
of the data management system.

Collection and usage attributes

Guide for use:

Assign the relevant condition onset flag to ICD-10-AM diagnosis
codes assigned in the principal diagnosis and additional diagnosis
fields for the National Hospital Morbidity Database collection.

The sequencing of diagnosis codes must comply with the
Australian Coding Standards and therefore diagnosis codes
should not be re-sequenced in an attempt to list diagnosis codes
with the same condition onset flag together.

When it is difficult to decide if a condition was present at the
beginning of the episode of care or if it arose during the episode,
assign a value of 2 - Condition not noted as arising during this
episode of care.

The principal diagnosis should always have a condition onset
flag value of 2.

Explanatory notes:

The flag on external cause, place of occurrence and activity codes
should match that of the corresponding injury or disease code.

The flag on morphology codes should match that on the
corresponding neoplasm code

When a single diagnosis code describes a condition and that code
contains more than one concept (e.g. diabetes with renal
complications) and each concept within that code has a different
condition onset flag, then assign a value of 2.

When a condition requires more than one diagnosis code to
describe it, it is possible for each diagnosis code to have a
different condition onset flag.

The flag on Z codes related to the outcome of delivery on the
mother’s record (Z37), should always be assigned a value of 2.

The flag on Z codes related to the outcome of delivery on the
baby’s record (Z38), should always be assigned a value of 2.
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Collection methods:

Comments:

A condition onset flag should be recorded and coded upon
completion of an episode of admitted patient care.

The condition onset flag is a means of differentiating those
conditions which arise during, or arose before, an admitted
patient episode of care. Having this information will provide an
insight into the kinds of conditions patients already have when
entering hospital and what arises during the episode of care. A
better understanding of those conditions arising during the
episode of care may inform prevention strategies particularly in
relation to complications of medical care.

The flag only indicates when the condition had onset, and cannot
be used to indicate whether a condition was considered to be
preventable.

Source and reference attributes

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Australian Institute of Health and Welfare

Supersedes Episode of admitted patient care — diagnosis onset
type, code N Health, Superseded 05/02/2008

Admitted patient care NMDS 2008-2009 Health, Superseded
04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Admitted patient care NMDS 2009-2010 Health, Superseded
22/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient care NMDS 2010-2011 Health, Standard
22/12/2009

Implementation start date: 01/07 /2010
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Congenital malformations

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Person — congenital malformation, code (ICD-10-AM 7th edn)
ANN{.N[NTJ}

393436
Health, Standard 22/12/2009

Structural abnormalities (including deformations) that are
present at birth and diagnosed prior to separation from care, as
represented by an ICD-10-AM code.

Admitted patient care

Person — congenital malformation

Representational attributes

Classification scheme:

Representation class:
Data type:
Format:

Maximum character length:

International Statistical Classification of Diseases and Related
Health Problems, Tenth Revision, Australian Modification 7th
edition

Code

String

ANN{.N[NT]}

6

Source and reference attributes

Origin:

Data element attributes

International Classification of Diseases - 10th Revision,
Australian Modification National Centre for Classification in
Health, Sydney.

Collection and usage attributes

Guide for use:

Comments:

Coding to the disease classification of ICD-10-AM is the preferred
method of coding admitted patients.

Required to monitor trends in the reported incidence of
congenital malformations, to detect new drug and environmental
teratogens, to analyse possible causes in epidemiological studies,
and to determine survival rates and the utilisation of paediatric
services.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

National Perinatal Data Development Committee

Supersedes Person — congenital malformation, code (ICD-10-AM
6th edn) ANN{.N[N]J} Health, Superseded 22/12/2009
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Congenital malformations—BPA code

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person — congenital malformation, code (BPA 1979) ANN.N[N]
METeOR identifier: 270408

Registration status: Health, Standard 01/03/2005

Definition: Structural abnormalities (including deformations) that are

present at birth and diagnosed prior to separation from care, as
represented by a BPA code.

Context: Perinatal statistics

Data Element Concept: Person — congenital malformation

Value domain attributes

Representational attributes

Classification scheme: British Paediatric Association Classification of Diseases 1979
Representation class: Code

Data type: String

Format: ANN.NI[N]

Maximum character length: 5

Data element attributes

Collection and usage attributes

Guide for use: Coding to the disease classification of ICD-10-AM is the preferred
method of coding admitted patients. For perinatal data
collections, the use of British Paediatric Association (BPA)
Classification of Diseases is preferred as this is more detailed.

Comments: There is no arbitrary limit on the number of conditions specified.
Most perinatal data groups and birth defects registers in the
states and territories have used the 5-digit BPA Classification of
Diseases to code congenital malformations since the early 1980s.

Source and reference attributes
Submitting organisation: National Perinatal Data Development Committee

Origin: British Paediatric Association Classification of Diseases (1979)

Relational attributes

Related metadata references: Supersedes Congenital malformations - BPA code, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (14.1 KB)
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Consumer committee representation arrangements

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Specialised mental health service organisation —consumer
committee representation arrangements, code N

METeOR identifier: 288855

Registration status: Health, Standard 08/12/2004

Definition: Extent to which a specialised mental health service organisation

has formal committee mechanisms in place to promote the
participation of mental health consumers in the planning,
delivery and evaluation of the service, as represented by a code.

Data Element Concept: Specialised mental health service organisation —consumer
committee representation arrangements

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Formal position(s) for consumers exist on the
organisation’s management committee for the
appointment of person(s) to represent the
interests of consumers
2 Specific consumer advisory committee(s) exists to
advise on all relevant mental health services
managed by the organisation
3 Specific consumer advisory committee(s) exists to
advise on some but not all relevant mental health
services managed by the organisation
4 Consumers participate on a broadly based
advisory committee which include a mixture of
organisations and groups representing a wide
range of interests
5 Consumers are not represented on any advisory
committee but are encouraged to meet with
senior representatives of the organisation as
required
6 No specific arrangements exist for consumer
participation in planning and evaluation of
services
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Collection and usage attributes

Guide for use: Select the option above that best describes the type of formal
committee mechanisms within your organisation for ensuring
participation by mental health consumers in the planning and
evaluation of services.

Data element attributes

Collection and usage attributes

Guide for use: Select the option above that best describes the type of formal
committee mechanisms with in your organisation for ensuring
participation by mental health consumers in the planning and
evaluation of services.

Relational attributes

Implementation in Data Set Mental health establishments NMDS 2005-2006 Health,
Specifications: Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03 /2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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Consumer participation arrangements—consumer
consultants employed

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Specialised mental health service organisation —consumer
participation arrangements (consumer consultants employed),
code N

METeOR identifier: 288866

Registration status: Health, Standard 08/12/2004

Definition: Whether the service employs consumer consultants on a paid

basis to represent the interests of consumers and advocate for
their needs, in order to promote the participation of mental
health consumers in the planning, delivery and evaluation of the
service, as represented by a code.

Data Element Concept: Specialised mental health service organisation —consumer
participation arrangements (consumer consultants employed)

Value domain attributes

Representational attributes

Representation class: Code
Data type: Boolean
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Yes
2 No
Supplementary values: 9 Don’t know

Data element attributes

Relational attributes

Related metadata references: See also Specialised mental health service organisation —
consumer participation arrangements (consumer satisfaction
surveys), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —
consumer participation arrangements (formal complaints
mechanism), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —
consumer participation arrangements (formal participation

policy), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —
consumer participation arrangements (regular discussion

groups), code N Health, Standard 08/12/2004
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Implementation in Data Set
Specifications:

Mental health establishments NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07/2009
Implementation end date: 30/06,/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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Consumer participation arrangements—consumer
satisfaction surveys

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Specialised mental health service organisation —consumer
participation arrangements (consumer satisfaction surveys), code
N

METeOR identifier: 290418

Registration status: Health, Standard 08/12/2004

Definition: Whether the service conducts consumer satisfaction surveys, in

order to promote the participation of mental health consumers in
the planning, delivery and evaluation of the service, as
represented by a code.

Data Element Concept: Specialised mental health service organisation — consumer
participation arrangements (consumer satisfaction surveys)

Value domain attributes

Representational attributes

Representation class: Code
Data type: Boolean
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Yes
2 No
Supplementary values: 9 Don’t know

Data element attributes

Relational attributes

Related metadata references: See also Specialised mental health service organisation —
consumer participation arrangements (consumer consultants
employed), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —
consumer participation arrangements (formal complaints
mechanism), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —
consumer participation arrangements (formal participation

policy), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —
consumer participation arrangements (regular discussion

groups), code N Health, Standard 08/12/2004
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Implementation in Data Set
Specifications:

Mental health establishments NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07/2009
Implementation end date: 30/06,/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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Consumer participation arrangements—formal complaints

mechanism

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Specialised mental health service organisation —consumer
participation arrangements (formal complaints mechanism), code N

290415
Health, Standard 08/12/2004

Whether the service has developed a formal internal complaints
mechanism in which complaints can be made by consumers and
are regularly reviewed by a committee that includes consumers,
in order to promote the participation of mental health consumers
in the planning, delivery and evaluation of the service, as
represented by a code.

Specialised mental health service organisation —consumer
participation arrangements (formal internal complaints
mechanism)

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Supplementary values:

Data element attributes

Code
Boolean
N
1
Value Meaning
1 Yes
2 No
9 Don’t know

Relational attributes

Related metadata references:

See also Specialised mental health service organisation —
consumer participation arrangements (regular discussion

groups), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —
consumer participation arrangements (formal participation

policy), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —

consumer participation arrangements (consumer satisfaction
surveys), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —
consumer participation arrangements (consumer consultants
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Implementation in Data Set
Specifications:

employed), code N Health, Standard 08/12/2004

Mental health establishments NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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Consumer participation arrangements—formal
participation policy

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Specialised mental health service organisation —consumer
participation arrangements (formal participation policy), code N

METeOR identifier: 290410

Registration status: Health, Standard 08/12/2004

Definition: Whether the service has developed a formal and documented

policy on participation by consumers, in order to promote the
participation of mental health consumers in the planning,
delivery and evaluation of the service, as represented by a code.

Data Element Concept: Specialised mental health service organisation —consumer
participation arrangements (formal participation policy)

Value domain attributes

Representational attributes

Representation class: Code
Data type: Boolean
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Yes
2 No
Supplementary values: 9 Don’t know

Data element attributes

Relational attributes

Related metadata references: See also Specialised mental health service organisation —

consumer participation arrangements (consumer consultants
emploved), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —

consumer participation arrangements (consumer satisfaction
surveys), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —

consumer participation arrangements (formal complaints
mechanism), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —
consumer participation arrangements (regular discussion

groups), code N Health, Standard 08/12/2004
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Implementation in Data Set
Specifications:

Mental health establishments NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07/2009
Implementation end date: 30/06,/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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Consumer participation arrangements—regular discussion
groups

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Specialised mental health service organisation —consumer
participation arrangements (regular discussion groups), code N

METeOR identifier: 290408

Registration status: Health, Standard 08/12/2004

Data Element Concept: Specialised mental health service organisation —consumer

participation arrangements (regular discussion groups)

Value domain attributes

Representational attributes

Representation class: Code
Data type: Boolean
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Yes
2 No
Supplementary values: 9 Don’t know

Data element attributes

Relational attributes

Related metadata references: See also Specialised mental health service organisation —
consumer participation arrangements (formal participation

policy), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —
consumer participation arrangements (formal complaints
mechanism), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —
consumer participation arrangements (consumer satisfaction
surveys), code N Health, Standard 08/12/2004

See also Specialised mental health service organisation —
consumer participation arrangements (consumer consultants
employed), code N Health, Standard 08/12/2004

Implementation in Data Set Mental health establishments NMDS 2005-2006 Health,
Specifications: Superseded 07/12/2005

Implementation start date: 01/07 /2005

Mental health establishments NMDS 2005-2006 Health,
Superseded 21/03 /2006
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Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Mental health establishments NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06/2007

Mental health establishments NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Mental health establishments NMDS 2008-2009 Health,
Superseded 03/12/2008

Implementation start date: 01/07 /2008
Implementation end date: 30/06,/2009

Mental health establishments NMDS 2009-2010 Health,
Superseded 02/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06,/2010

Mental health establishments NMDS 2010-2011 Health, Standard
02/12/2009

Implementation start date: 01/07/2010
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Contract establishment identifier

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Contracted hospital care — organisation identifier,
NNX[X]NNNNN

270013
Health, Standard 01/03/2005

The unique establishment identifier of the other hospital involved
in the contracted care.

Contracted hospital care —organisation identifier

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Identifier

String
NNX[X]NNNNN
9

Collection and usage attributes

Guide for use:

Relational attributes

Related metadata references:

The contracted hospital will record the establishment identifier of
the contracting hospital.

The contracting hospital will record the establishment identifier
of the contracted hospital.

Supersedes Contract establishment identifier, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (13.9 KB)
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Contract procedure flag

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Episode of care (procedure) —contracted procedure flag, code N
METeOR identifier: 270473

Registration status: Health, Standard 01/03/2005

Definition: Designation that a procedure was not performed in this hospital

but was performed by another hospital as a contracted service, as
represented by a code.

Data Element Concept: Episode of care (procedure) —contracted procedure flag

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: [N]
Maximum character length: 1
Permissible values: Value Meaning
1 Contracted admitted procedure
2 Contracted non-admitted procedure

Data element attributes

Collection and usage attributes

Guide for use: Procedures performed at another hospital under contract
(Hospital B) are recorded by both hospitals, but flagged by the
contracting hospital only (Hospital A). This flag is to be used by
the contracting hospital to indicate a procedure performed by a
contracted hospital. It also indicates whether the procedure was
performed as an admitted or non-admitted service.

Allocation of procedure codes should not be affected by the
contract status of an episode: the Australian Coding Standards
should be applied when coding all episodes. In particular,
procedures which would not otherwise be coded should not be
coded solely because they were performed at another hospital
under contract.

Procedures performed by a health care service (i.e. not a recognised
hospital) should be coded if appropriate. Some jurisdictions may
require these to be separately identified and they could be
distinguished from contracted hospital procedures through the
use of an additional code in the contract procedure flag data item.

Relational attributes

Related metadata references: Supersedes Contract procedure flag, version 1, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (15.3 KB)
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Contract role

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Hospital —contract role, code A

METeOR identifier: 270114

Registration status: Health, Standard 01/03/2005

Definition: Whether the hospital is the purchaser of hospital care or the
provider of an admitted or non-admitted service, as represented
by a code.

Data Element Concept: Hospital —contract role

Value domain attributes

Representational attributes

Representation class: Code

Data type: String

Format: A

Maximum character length: 1

Permissible values: Value Meaning
A Hospital A
B Hospital B

Collection and usage attributes

Guide for use: CODE A Hospital A
Hospital A is the contracting hospital (purchaser).
CODE B Hospital B
Hospital B is the contracted hospital (provider).

Data element attributes

Relational attributes

Related metadata references: Supersedes Contract role, version 1, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (13.9 KB)

Is used in the formation of Episode of admitted patient care —
inter-hospital contracted patient status, code N Health, Standard
01/03/2005
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Contract type

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Hospital —contract type, code N

METeOR identifier: 270475

Registration status: Health, Standard 01/03/2005

Definition: The type of contract arrangement between contractor and the

contracted hospital, as represented by a code.

Data Element Concept: Hospital —contract type

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Contract type B
2 Contract type ABA
3 Contract type AB
4 Contract type (A)B
5 Contract type BA
Collection and usage attributes
Guide for use: The contracting hospital (purchaser) is termed Hospital A. The

contracted hospital (provider) is termed Hospital B.
CODE1 Contract Type B

A health authority / other external purchaser contracts hospital B
for admitted service which is funded outside the standard
funding arrangements.

CODE 2 Contract Type ABA

Patient admitted by Hospital A. Hospital A contracts Hospital B
for admitted or non-admitted patient service. Patient returns to
Hospital A on completion of service by Hospital B.

For example, a patient has a hip replacement at Hospital A, then
receives aftercare at Hospital B, under contract to Hospital A.
Complications arise and the patient returns to Hospital A for the
remainder of care.

CODE3 Contract Type AB

Patient admitted by Hospital A. Hospital A contracts Hospital B
for admitted or non-admitted patient service. Patient does not
return to Hospital A on completion of service by Hospital B.
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Data element attributes

For example, a patient has a hip replacement at Hospital A and
then receives aftercare at Hospital B, under contract to Hospital
A. Patient is separated from Hospital B.

CODE4 Contract Type (A)B

This contract type occurs where a Hospital A contracts Hospital B
for the whole episode of care. The patient does not attend
Hospital A. For example, a patient is admitted for endoscopy at
Hospital B under contract to Hospital A.

CODE5 Contract Type BA

Hospital A contracts Hospital B for an admitted patient service
following which the patient moves to Hospital A for remainder
of care. For example, a patient is admitted to Hospital B for a
gastric resection procedure under contract to Hospital A and
Hospital A provides after care.

Relational attributes

Related metadata references:

Supersedes Contract type, version 1, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (17.4 KB)

Is used in the formation of Episode of admitted patient care —
inter-hospital contracted patient status, code N Health, Standard
01/03/2005
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Contracted care commencement date

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Contracted hospital care —contracted care commencement date,
DDMMYYYY

270105
Health, Standard 01/03/2005
The date the period of contracted care commenced.

Contracted hospital care —contracted care commencement date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Relational attributes

Related metadata references:

This metadata item is to be used by the contracting hospital to
record the commencement date of the contracted hospital care
and will be the admission date for the contracted hospital.

Supersedes Contracted care commencement date, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (13.7 KB)
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Contracted care completion date

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Contracted hospital care —contracted care completed date,
DDMMYYYY

270106
Health, Standard 01/03/2005
The date the period of contracted care is completed.

Contracted hospital care — contracted care completed date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Relational attributes

Related metadata references:

This metadata item is to be used by the contracting hospital to
record the date of completion of the contracted hospital care and
will be the separation date for the contracted hospital.

Supersedes Contracted care completion date, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (13.7 KB)
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Coordinator of volunteers indicator

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Service provider organisation — coordinator of volunteers
indicator, yes/no code N

METeOR identifier: 352862

Registration status: Health, Standard 05/12/2007

Definition: An indicator of whether a service provider organisation has at

least one designated person to coordinate their volunteer labour
force, as represented by a code.

Data Element Concept: Service provider organisation —coordinator of volunteers
indicator

Value domain attributes

Representational attributes

Representation class: Code

Data type: Boolean

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Yes
2 No

Data element attributes

Collection and usage attributes

Guide for use: A coordinator of volunteers may be employed part-time or full-
time and may be engaged on a paid or unpaid basis.

The duties of a volunteer coordinator may include:

e managing the workloads of volunteer staff;

e liaising with clinical staff regarding clients’ needs;

e assessing human resource needs of the organisation;

e recruiting volunteers;

¢ developing orientation kits and programs;

e developing volunteer policies;

e arranging training and development opportunities; and
¢ maintaining volunteer records.

CODE1 Yes

The organisation has a designated coordinator of volunteers.
CODE2 No

The organisation does not have a designated coordinator of
volunteers.
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Source and reference attributes

Submitting organisation: Palliative Care Intergovernmental Forum

Relational attributes

Implementation in Data Set Palliative care performance indicators DSS Health, Standard
Specifications: 05/12/2007
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Coronary artery bypass graft location

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —coronary artery bypass graft location, code N
METeOR identifier: 347161

Registration status: Health, Standard 01/10/2008

Definition: The location of the artery where a coronary artery bypass graft

has been performed, as represented by a code.

Data Element Concept: Person— coronary artery bypass graft location

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Left anterior descending artery (LAD)
2 Diagonal artery
3 Left circumflex artery (LCx)
4 Inferior surface artery
5 Posterior descending artery
6 Right coronary artery
8 Other artery
Supplementary values: 9 Not stated /inadequately described

Data element attributes

Collection and usage attributes

Guide for use: A bypass may be performed on more than one artery. In these
cases more than one code may be recorded.

For each graft location the data elements Person-coronary artery
stenosis location, code N; Person-maximum stenosis coronary
artery, percentage N[NN] must also be recorded.

Relational attributes

Implementation in Data Set Coronary artery cluster Health, Standard 01/10/2008
Specifications:

Conditional obligation:
Record when a coronary artery bypass graft is performed.
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Coronary artery disease—history of intervention or
procedure

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —coronary artery disease intervention (history), code N
METeOR identifier: 270227

Registration status: Health, Standard 01/03 /2005

Definition: Whether the individual has undergone a coronary artery by-pass

grafting (CABG), angioplasty or stent, as represented by a code.

Data Element Concept: Person—coronary artery disease intervention

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 CABG, angioplasty or stent - undertaken in last
12 months
2 CABG, angioplasty or stent - undertaken prior to
the last 12 months
3 CABG, angioplasty or stent - both within and
prior to the last 12 months
No CABG, angioplasty or stent undertaken
Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes

Comments: CABG is known as ‘bypass surgery” when a piece of vein (taken
from the leg) or of an artery (taken from the chest or wrist) is
used to form a connection between the aorta and the coronary
artery distal to the obstructive lesion, making a bypass around
the blockage. Angioplasty is an elective surgery technique of
blood vessels reconstruction.

Stenting is a non-surgical treatment used with balloon
angioplasty or after, to treat coronary artery disease to widen a
coronary artery. A stent is a small, expandable wire mesh tube
that is inserted. The purpose of the stent is to help hold the newly
treated artery open, reducing the risk of the artery re-closing (re-
stenosis) over time.

Angioplasty with stenting typically leaves less than 10% of the
original blockage in the artery (Heart Center Online).
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Data element attributes

These three procedures are commonly used to improve blood
flow to the heart muscle when the heart’s arteries are narrowed
or blocked.

The sooner procedures are done, the greater the chances of
saving heart muscle.

Collection and usage attributes

Collection methods:

Ask the individual if he/she has had a CABG, angioplasty or
coronary stent. If so determine when it was undertaken within or
prior to the last 12 months (or both).

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

National Diabetes Data Working Group

National Diabetes Outcomes Quality Review Initiative
(NDOQRIN) data dictionary.

Supersedes Coronary artery disease - history of intervention or
procedure, version 1, DE, NHDD, NHIMG, Superseded

01/03/2005.pdf (16.3 KB)
Diabetes (clinical) DSS Health, Superseded 21/09/2005

Diabetes (clinical) DSS Health, Standard 21/09/2005
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Coronary artery stenosis location

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person — coronary artery stenosis location, code N
361087

Health, Standard 01/10/2008

The coronary artery in which stenosis is located, as represented
by a code.

Person— coronary artery stenosis location

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Supplementary values:

Data element attributes

Code
Number
N
1
Value Meaning
1 Left anterior descending artery (LAD)
2 Diagonal artery
3 Left circumflex artery (LCx)
4 Left main coronary artery
5 Inferior surface artery
6 Posterior descending artery
7 Right coronary artery
9 Not stated /inadequately described

Collection and usage attributes

Guide for use:

Collection methods:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

More than one code may be recorded.
Record all codes that apply.

For each coronary artery where stenosis is located the data
element Person-maximum stenosis coronary artery, percentage
N[NN] must also be recorded.

This data is derived from visual reporting by the physician
reporting the angiogram.

See also Person —maximum stenosis coronary artery, percentage
N[NN] Health, Standard 01/10/2008

Coronary artery cluster Health, Standard 01/10/2008

303



Country of birth

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:

Registration status:

Definition:

Data Element Concept:

Value domain attributes

Data Element
Person — country of birth, code (SACC 2008) NNNN
370943

Health, Standard 01/10/2008
Community services, Standard 02/06,/2008
Housing assistance, Standard 24/11/2008

The country in which the person was born, as represented by a
code.

Person —country of birth

Representational attributes
Classification scheme:

Representation class:

Data type:

Format:

Maximum character length:

Standard Australian Classification of Countries 2008
Code

Number

NNNN

4

Collection and usage attributes

Guide for use:

Data element attributes

The Standard Australian Classification of Countries 2008 (SACC)
is a four-digit, three-level hierarchical structure specifying major
group, minor group and country.

A country, even if it comprises other discrete political entities
such as states, is treated as a single unit for all data domain
purposes. Parts of a political entity are not included in different
groups. Thus, Hawaii is included in Northern America (as part of
the identified country United States of America), despite being
geographically close to and having similar social and cultural
characteristics as the units classified to Polynesia.

Collection and usage attributes

Collection methods:

Some data collections ask respondents to specify their country of
birth. In others, a pre-determined set of countries is specified as
part of the question, usually accompanied by an ‘other (please
specify)’ category.

Recommended questions are:
In which country were you/was the person/was (name) born?
Australia

Other (please specify)
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Alternatively, a list of countries may be used based on, for
example common Census responses.

In which country were you/was the person/was (name) born?
Australia

England

New Zealand

Italy

Viet Nam

India

Scotland

Philippines

Greece

Germany

Other (please specify)

In either case coding of data should conform to the SACC.

Sometimes respondents are simply asked to specify whether they
were born in either ‘English speaking” or ‘non-English speaking’
countries but this question is of limited use and this method of
collection is not recommended.

Comments: This metadata item is consistent with that used in the ABS
collection methods and is recommended for use whenever there
is a requirement for comparison with ABS data (last viewed
2/6/2008).

Relational attributes

Related metadata references: Supersedes Person —country of birth, code (SACC 1998) NNNN
Health, Superseded 01/10/2008, Community services,
Superseded 02/06/2008, Housing assistance, Superseded

24/11/2008
Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
Admitted patient care NMDS 2009-2010 Health, Superseded
22/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient care NMDS 2010-2011 Health, Standard
22/12/2009

Implementation start date: 01/07/2010

Admitted patient mental health care NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07 /2010
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Admitted patient palliative care NMDS 2009-10 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient palliative care NMDS 2010-11 Health, Standard
05/01/2010

Implementation start date: 01/07/2010

Alcohol and other drug treatment services NMDS 2010-2011
Health, Standard 22/12/2009

Implementation start date: 01/07/2010

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009

Community mental health care NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Community mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07/2010

Computer Assisted Telephone Interview demographic module
DSS Health, Standard 03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12 /2009

Implementation start date: 01/07/2010
Perinatal NMDS 2010-2011 Health, Standard 02/12/2009
Implementation start date: 01/07/2010

Registered chiropractic labour force DSS Health, Standard
10/12/2009

Registered dental and allied dental health professional labour
force DSS Health, Standard 10/12/2009

Registered medical professional labour force DSS Health,
Standard 10/12/2009

Registered midwifery labour force DSS Health, Standard
10/12/2009

Registered nursing professional labour force DSS Health,
Standard 10/12/2009

Registered optometry labour force DSS Health, Standard
10/12/2009

Registered osteopathy labour force DSS Health, Standard
10/12/2009

Registered pharmacy labour force DSS Health, Standard
10/12/2009

Registered physiotherapy labour force DSS Health, Standard
10/12/2009
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http://meteor.aihw.gov.au/content/index.phtml/itemId/374209�
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Registered podiatry labour force DSS Health, Standard
10/12/2009

Registered psychology labour force DSS Health, Standard
10/12/2009

Residential mental health care NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Residential mental health care NMDS 2010-2011 Health, Standard
05/01/2010

Implementation start date: 01/07/2010

307


http://meteor.aihw.gov.au/content/index.phtml/itemId/374223�

Country of employment in registered profession

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Registered health professional — country of employment in
registered profession, Australia/other country code N

METeOR identifier: 383407

Registration status: Health, Standard 10/12/2009

Definition: The country in which a registered health professional is working

in their profession, as represented by a code.

Data Element Concept: Registered health professional —country of employment in
registered profession

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Australia
2 Other country
Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE1 AUSTRALIA

The definition of Australia is based on the Standard Australian
Classification of Countries (SACC). It includes Australia, Norfolk
Island and Australian External Territories n.f.d.

CODE 2 OTHER COUNTRY

This includes all countries in the Standard Australian
Classification of Countries (SACC) not included in Code 1 above.

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Collection and usage attributes

Guide for use: This data element is applicable to registered health professionals
who are employed in the registered profession only.

Data is self-reported based on the country of employment in the
registered profession in the week before registration.

Where a health professional works in their profession in
Australia and another country, then code one should selected.
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Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Relational attributes

Implementation in Data Set Labour force status cluster Health, Standard 10/12/2009
Specifications:
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Creatine kinase MB isoenzyme level (index code)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —creatine kinase myocardial band isoenzyme level
(measured), index code X[XXX]

Synonymous names: Creatine kinase MB isoenzyme (CK-MB) - measured

METeOR identifier: 284903

Registration status: Health, Standard 04/06/2004

Definition: A person’s measured creatine kinase myocardial band (CK-MB)

isoenzyme level, as represented by an index.

Data Element Concept: Person — creatine kinase-myocardial band isoenzyme level

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: X[XXX]
Maximum character length: 4
Supplementary values: Value Meaning
9999 Not stated/inadequately described

Data element attributes

Collection and usage attributes
Guide for use: CODE 88888 if test for CK-MB was not done on this admission.

Measured in different units dependent upon laboratory
methodology.

When only one CK-MB level is recorded, this should be the peak
level during admission.

Source and reference attributes
Submitting organisation: Australian Institute of Health and Welfare

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Relational attributes

Related metadata references: Supersedes Creatine kinase MB isoenzyme (CK-MB) - units,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(14.0 KB)

Supersedes Creatine kinase MB isoenzyme (CK-MB) - measured,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(14.4 KB)
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Implementation in Data Set
Specifications:

See also Laboratory standard —upper limit of normal range for
creatine kinase myocardial band isoenzyme, index code X[XXX]
Health, Standard 04/06/2004

Acute coronary syndrome (clinical) DSS Health, Superseded
01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005
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Creatine kinase MB isoenzyme level (kCat per litre)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —creatine kinase myocardial band isoenzyme level
(measured), total kCat per litre N[NNN]

Synonymous names: Creatine kinase MB isoenzyme (CK-MB) - measured

METeOR identifier: 284915

Registration status: Health, Standard 04/06/2004

Definition: A person’s measured creatine kinase myocardial band (CK-MB)

isoenzyme in kCat per litre.

Data Element Concept: Person — creatine kinase-myocardial band isoenzyme level

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: N[NNN]
Maximum character length: 4
Supplementary values: Value Meaning
8888 Not measured
9999 Not stated/inadequately described
Unit of measure: Catalytic rate of an enzyme (kCat/L)

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Collection and usage attributes
Guide for use: CODE 8888 if test for CK-MB was not done on this admission.

Measured in different units dependent upon laboratory
methodology.

When only one CK-MB level is recorded, this should be the peak
level during admission.

Source and reference attributes
Submitting organisation: Australian Institute of Health and Welfare

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand
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Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

See also Laboratory standard —upper limit of normal range for
creatine kinase myocardial band isoenzyme, total kCat per litre
N[NNN] Health, Standard 04/06/2004

Supersedes Creatine kinase MB isoenzyme (CK-MB) - units,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(14.0 KB)

Supersedes Creatine kinase MB isoenzyme (CK-MB) - measured,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(14.4 KB)

Acute coronary syndrome (clinical) DSS Health, Superseded
01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005
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Creatine kinase MB isoenzyme level (micrograms per litre)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person — creatine kinase-myocardial band isoenzyme level
(measured), total micrograms per litre N[NNN]

METeOR identifier: 356833

Registration status: Health, Standard 01/10/2008

Definition: A person’s measured creatine kinase-myocardial band (CK-MB)

isoenzyme level in micrograms per litre.

Data Element Concept: Person — creatine kinase-myocardial band isoenzyme level

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: N[NNN]
Maximum character length: 4
Supplementary values: Value Meaning
9998 Not measured
9999 Not stated/inadequately described
Unit of measure: Microgram per litre (ug/L)

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Collection and usage attributes

Guide for use: CODE 9998 if test for CK-MB was not done for this hospital
presentation.

Measured in different units dependent upon laboratory
methodology.

When only one CK-MB level is recorded, this should be the peak
level.

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Relational attributes

Related metadata references: Supersedes Person —creatine kinase-myocardial band isoenzyme
level (measured), total micrograms per litre N[NNNN] Health,
Superseded 01/10/2008
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See also Laboratory standard —upper limit of normal range for
creatine kinase myocardial band isoenzyme, total micrograms
per litre N[NNN] Health, Superseded 01/10/2008

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Creatine kinase MB isoenzyme level (hanograms per

decilitre)

Identifying and definitional attributes

Metadata item type:

Technical name:

Synonymous names:
METeOR identifier:
Registration status:

Definition:

Data Element Concept:

Value domain attributes

Data Element

Person — creatine kinase myocardial band isoenzyme level
(measured), total nanograms per decilitre N[NNN]

Creatine kinase MB isoenzyme (CK-MB) - measured
284923
Health, Standard 04/06/2004

A person’s measured creatine kinase myocardial band (CK-MB)
isoenzyme in nanograms per decilitre.

Person — creatine kinase-myocardial band isoenzyme level

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Supplementary values:

Unit of measure:

Data element attributes

Total
Number
N[NNN]
4
Value Meaning
8888 Not measured
9999 Not stated /inadequately described

Nanogram per decilitre (ng/dl)

Collection and usage attributes

Guide for use:

CODE 8888 if test for CK-MB was not done on this admission.

Measured in different units dependent upon laboratory
methodology.

When only one CK-MB level is recorded, this should be the peak
level during admission.

Source and reference attributes

Submitting organisation:

Steward:

Relational attributes

Related metadata references:

Australian Institute of Health and Welfare

The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Supersedes Creatine kinase MB isoenzyme (CK-MB) - units,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(14.0 KB)
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Supersedes Creatine kinase MB isoenzyme (CK-MB) - measured,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf

(14.4 KB)
Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Superseded
Specifications: 01/10/2008
Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005
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Creatine kinase MB isoenzyme level (percentage)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —creatine kinase myocardial band isoenzyme level
(measured), percentage N[NNN]

Synonymous names: Creatine kinase MB isoenzyme (CK-MB) - measured

METeOR identifier: 284913

Registration status: Health, Standard 04/06/2004

Definition: A person’s measured creatine kinase myocardial band (CK-MB)

isoenzyme as a percentage.

Data Element Concept: Person — creatine kinase-myocardial band isoenzyme level

Value domain attributes

Representational attributes

Representation class: Percentage
Data type: Number
Format: N[NNN]
Maximum character length: 4
Supplementary values: Value Meaning
8888 Not measured
9999 Not stated/inadequately described

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Collection and usage attributes
Guide for use: CODE 8888 if test for CK-MB was not done on this admission.

Measured in different units dependent upon laboratory
methodology.

When only one CK-MB level is recorded, this should be the peak
level during admission.

Source and reference attributes
Submitting organisation: Australian Institute of Health and Welfare

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Relational attributes

Related metadata references: Supersedes Creatine kinase MB isoenzyme (CK-MB) - units,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(14.0 KB)
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Implementation in Data Set
Specifications:

Supersedes Creatine kinase MB isoenzyme (CK-MB) - measured,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(14.4 KB)

See also Laboratory standard —upper limit of normal range for
creatine kinase myocardial band isoenzyme, percentage N[NNN]
Health, Standard 04/06/2004

Acute coronary syndrome (clinical) DSS Health, Superseded
01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005
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Creatine kinase MB isoenzyme level (units per litre)

Identifying and definitional attributes

Metadata item type:

Technical name:

Synonymous names:
METeOR identifier:
Registration status:

Definition:

Data Element Concept:

Value domain attributes

Data Element

Person — creatine kinase-myocardial band isoenzyme level
(measured), total units per litre N[NNN]

Creatine kinase MB isoenzyme (CK-MB) - measured
356830
Health, Standard 01/10/2008

A person’s measured creatine kinase-myocardial band (CK-MB)
isoenzyme level in units per litre.

Person — creatine kinase-myocardial band isoenzyme level

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Supplementary values:

Unit of measure:

Data element attributes

Total
Number
N[NNN]
4
Value Meaning
9998 Not measured
9999 Not stated/inadequately described

Units per litre (U/L)

Collection and usage attributes

Guide for use:

CODE 9998 if test for CK-MB was not done for this hospital
presentation.

Measured in different units dependent upon laboratory
methodology.

When only one CK-MB level is recorded, this should be the peak
level.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Australian Institute of Health and Welfare

Supersedes Person — creatine kinase-myocardial band isoenzyme
level (measured), total international units N[NNN] Health,
Superseded 01/10/2008

See also Laboratory standard —upper limit of normal range for
creatine kinase myocardial band isoenzyme, total units per litre
N[NNN] Health, Standard 01/10/2008
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Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Creatine kinase MB isoenzyme—upper limit of normal
range (units per litre)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Laboratory standard —upper limit of normal range for creatine
kinase myocardial band isoenzyme, total units per litre N[]NNN]

METeOR identifier: 356596

Registration status: Health, Standard 01/10/2008

Definition: Laboratory standard for the value of creatine kinase myocardial

band (CK-MB) isoenzyme measured in units per litre that is the
upper boundary of the normal reference range.

Data Element Concept: Laboratory standard —upper limit of normal range for creatine
kinase myocardial band isoenzyme

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: N[NNN]
Maximum character length: 4
Supplementary values: Value Meaning
9998 Not measured
9999 Not stated/inadequately described
Unit of measure: Units per litre (U/L)

Data element attributes

Collection and usage attributes

Guide for use: Record the upper limit of the creatine kinase myocardial band
(CK-MB) normal reference range for the testing laboratory.

Source and reference attributes

Submitting organisation: Acute coronary syndrome data working group.

Relational attributes

Related metadata references: Supersedes Laboratory standard —upper limit of normal range
for creatine kinase myocardial band isoenzyme, total
international units N[NNN] Health, Superseded 01/10/2008

See also Person —creatine kinase-myocardial band isoenzyme
level (measured), total units per litre N[NNN]| Health, Standard

01/10/2008
Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Creatine kinase MB isoenzyme—upper limit of normal
range (index code)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Laboratory standard —upper limit of normal range for creatine
kinase myocardial band isoenzyme, index code X[XXX]

Synonymous names: Creatine kinase MB isoenzyme (CK-MB) - units

METeOR identifier: 284931

Registration status: Health, Standard 04/06/2004

Definition: Laboratory standard for the value of creatine kinase myocardial

band (CK-MB) isoenzyme measured as an index that is the upper
boundary of the normal reference range.

Data Element Concept: Laboratory standard —upper limit of normal range for creatine
kinase myocardial band isoenzyme

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: X[XXX]
Maximum character length: 4
Supplementary values: Value Meaning
9999 Not stated /inadequately described

Data element attributes

Collection and usage attributes

Guide for use: Record the upper limit of the creatine kinase myocardial band
(CK-MB) normal reference range for the testing laboratory.

Source and reference attributes

Submitting organisation: Acute coronary syndrome data working group.

Relational attributes

Related metadata references: Supersedes Creatine kinase MB isoenzyme (CK-MB) - upper limit
of normal range, version 1, DE, NHDD, NHIMG, Superseded
01/03/2005.pdf (13.9 KB)

See also Person — creatine kinase myocardial band isoenzyme
level (measured), index code X[XXX] Health, Standard

04/06/2004
Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Superseded
Specifications: 01/10/2008
Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005
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Creatine kinase MB isoenzyme—upper limit of normal
range (kCat per litre)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Laboratory standard —upper limit of normal range for creatine
kinase myocardial band isoenzyme, total kCat per litre N[NNN]

METeOR identifier: 284963

Registration status: Health, Standard 04/06/2004

Definition: Laboratory standard for the value of creatine kinase myocardial

band (CK-MB) isoenzyme in kCat per litre that is the upper
boundary of the normal reference range.

Data Element Concept: Laboratory standard —upper limit of normal range for creatine
kinase myocardial band isoenzyme

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: N[NNN]
Maximum character length: 4
Supplementary values: Value Meaning
8888 Not measured
9999 Not stated/inadequately described
Unit of measure: Catalytic rate of an enzyme (kCat/L)

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Collection and usage attributes

Guide for use: Record the upper limit of the creatine kinase myocardial
band (CK-MB) normal reference range for the testing laboratory.

Source and reference attributes

Submitting organisation: Acute coronary syndrome data working group.

Relational attributes

Related metadata references: Supersedes Creatine kinase MB isoenzyme (CK-MB) - upper limit
of normal range, version 1, DE, NHDD, NHIMG, Superseded
01/03/2005.pdf (13.9 KB)

See also Person —creatine kinase myocardial band isoenzyme
level (measured), total kCat per litre N[NNN] Health, Standard
04/06/2004
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Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Superseded
Specifications: 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005
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Creatine kinase MB isoenzyme—upper limit of normal
range (micrograms per litre)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Laboratory standard —upper limit of normal range for creatine
kinase myocardial band isoenzyme, total micrograms per litre
N[NNN]

METeOR identifier: 359287

Registration status: Health, Standard 01/10/2008

Definition: Laboratory standard for the value of creatine kinase myocardial

band (CK-MB) isoenzyme measured in micrograms per litre that
is the upper boundary of the normal reference range.

Data Element Concept: Laboratory standard —upper limit of normal range for creatine
kinase myocardial band isoenzyme

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: N[NNN]
Maximum character length: 4
Supplementary values: Value Meaning
9998 Not measured
9999 Not stated /inadequately described
Unit of measure: Microgram per litre (ug/L)

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Collection and usage attributes

Guide for use: Record the upper limit of the creatine kinase myocardial
band (CK-MB) normal reference range for the testing laboratory.

Source and reference attributes

Submitting organisation: Acute coronary syndrome data working group.

Relational attributes

Related metadata references: Supersedes Laboratory standard —upper limit of normal range
for creatine kinase myocardial band isoenzyme, total micrograms
per litre N[NNN] Health, Superseded 01/10/2008

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Creatine kinase MB isoenzyme—upper limit of normal
range (nanograms per decilitre)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Laboratory standard —upper limit of normal range for creatine
kinase myocardial band isoenzyme, total nanograms per decilitre
N[NNN]

METeOR identifier: 285957

Registration status: Health, Standard 04/06/2004

Definition: Laboratory standard for the value of creatine kinase myocardial

band (CK-MB) isoenzyme measured in nanograms per decilitre
that is the upper boundary of the normal reference range.

Data Element Concept: Laboratory standard —upper limit of normal range for creatine
kinase myocardial band isoenzyme

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: N[NNN]
Maximum character length: 4
Supplementary values: Value Meaning
8888 Not measured
9999 Not stated/inadequately described
Unit of measure: Nanogram per decilitre (ng/dl)

Data element attributes

Collection and usage attributes

Guide for use: Record the upper limit of the creatine kinase myocardial
band (CK-MB) normal reference range for the testing laboratory.

Source and reference attributes

Submitting organisation: Acute coronary syndrome data working group.

Relational attributes

Related metadata references: Supersedes Creatine kinase MB isoenzyme (CK-MB) - units,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(14.0 KB)

Supersedes Creatine kinase MB isoenzyme (CK-MB) - upper limit
of normal range, version 1, DE, NHDD, NHIMG, Superseded

01/03/2005.pdf (13.9 KB)
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Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Superseded
Specifications: 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005
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Creatine kinase MB isoenzyme—upper limit of normal
range (percentage)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Laboratory standard —upper limit of normal range for creatine
kinase myocardial band isoenzyme, percentage N[NNN]

METeOR identifier: 284961

Registration status: Health, Standard 04/06/2004

Definition: Laboratory standard for the value of creatine kinase myocardial

band (CK-MB) isoenzyme measured as a percentage that is the
upper boundary of the normal reference range.

Data Element Concept: Laboratory standard —upper limit of normal range for creatine
kinase myocardial band isoenzyme

Value domain attributes

Representational attributes

Representation class: Percentage
Data type: Number
Format: N[NNN]
Maximum character length: 4
Supplementary values: Value Meaning
8888 Not measured
9999 Not stated/inadequately described

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Data element attributes

Collection and usage attributes

Guide for use: Record the upper limit of the creatine kinase myocardial
band (CK-MB) normal reference range for the testing laboratory.

Source and reference attributes

Submitting organisation: Acute coronary syndrome data working group.

Relational attributes

Related metadata references: See also Person — creatine kinase myocardial band isoenzyme
level (measured), percentage N[NNN] Health, Standard
04/06/2004

Supersedes Creatine kinase MB isoenzyme (CK-MB) - upper limit
of normal range, version 1, DE, NHDD, NHIMG, Superseded
01/03/2005.pdf (13.9 KB)
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Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Superseded
Specifications: 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005
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Creatine kinase isoenzyme—upper limit of normal range
(U/L)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Laboratory standard —upper limit of normal range for creatine
kinase isoenzyme, total units per litre N[NNN]

METeOR identifier: 349630

Registration status: Health, Standard 01/10/2008

Definition: Laboratory standard for the value of creatine kinase (CK)

isoenzyme measured in units per litre that is the upper boundary
of the normal reference range.

Data Element Concept: Laboratory standard —upper limit of normal range for creatine
kinase isoenzyme

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: N[NNN]
Maximum character length: 4
Supplementary values: Value Meaning
9998 Not measured
9999 Not stated/inadequately described
Unit of measure: Units per litre (U/L)

Data element attributes

Collection and usage attributes

Guide for use: Record the upper limit of the creatine kinase normal reference
range for the testing laboratory.

Comments: There are three different CK isoenzyme sub-forms:
- CK-MM (skeletal muscle)
- CK-MB (cardiac muscle)
- CK-BB (brain tissue)

Relational attributes

Related metadata references: See also Person — creatine kinase isoenzyme level (measured),

total units per litre N[NNN] Health, Standard 01/10/2008
Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Creatine kinase level (U/L)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person — creatine kinase isoenzyme level (measured), total units
per litre N[NNN]

Synonymous names: CK measured (U/L)

METeOR identifier: 349536

Registration status: Health, Standard 01/10/2008

Definition: A person’s measured creatine kinase (CK) isoenzyme level in

units per litre.

Data Element Concept: Person — creatine kinase isoenzyme level

Value domain attributes

Representational attributes

Representation class: Total
Data type: Number
Format: N[NNN]
Maximum character length: 4
Supplementary values: Value Meaning
9998 Not measured
9999 Not stated/inadequately described
Unit of measure: Units per litre (U/L)

Data element attributes

Collection and usage attributes

Guide for use: CODE 8888 if test for CK was not done for this hospital
presentation.

Where possible, several CK measures should be recorded and
their associated date and time. At a minimum, an initial, peak
and late value should be recorded.

When only one CK level is recorded, this should be the peak
level.

Comments: Elevation of CK isoenzyme is an indication of damage to muscle.
There are three different CK isoenzyme sub-forms:
- CK-MM (skeletal muscle)
- CK-MB (cardiac muscle)
- CK-BB (brain tissue)
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Relational attributes

Related metadata references: See also Laboratory standard —upper limit of normal range for
creatine kinase isoenzyme, total units per litre N[NNN] Health,
Standard 01/10/2008

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard

Specifications: 01/10/2008
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Creatinine serum level (measured)

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person — creatinine serum level, total micromoles per litre
NNI[NN]

360936
Health, Standard 01/10/2008

A person’s serum creatinine level measured in micromoles per
litre.

Person — creatinine serum level

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Unit of measure:

Data element attributes

Total

String

NN[NN]

4

Micromole per litre (umol/L)

Collection and usage attributes

Guide for use:

Collection methods:

Comments:

There is no agreed standard as to which units serum creatinine
should be recorded in.

Note: If the measurement is obtained in mmol/L it is to be
multiplied by 1000.

Measurement of creatinine should be carried out by laboratories,
or practices, which have been accredited to perform these tests by
the National Association of Testing Authority.

e Single venous blood test taken at the time of other screening
blood tests.

e Fasting not required.

Serum creatinine can be used to help determine renal function.
Serum creatinine by itself is an insensitive measure of renal
function because it does not increase until more than 50% of renal
function has been lost.

Serum creatinine together with a patient’s age, weight and sex
can be used to calculate glomerular filtration rate (GFR), which is
an indicator of renal status/ function. The calculation uses the
Cockcroft-Gault formula.

Creatinine is normally produced in fairly constant amounts in the
muscles, as a result the breakdown of phosphocreatine. It passes
into the blood and is excreted in the urine. Serum creatinine can
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be used to help determine renal function. The elevation in the
creatinine level in the blood indicates disturbance in kidney
function.

GEFR decreases with age, but serum creatinine remains relatively
stable. When serum creatinine is measured, renal function in the
elderly tends to be overestimated, and GFR should be used to

assess renal function, according to the Cockcroft-Gault formula:

GFR (ml/min) = (140 - age [yrs]) x body wt (kg) [x 0.85 (for
women)]

814 x serum creatinine (mmol/I)

An alternative formula is derived from the Modification of Diet
in Renal Disease (MDRD) study and does not rely on knowledge
of body weight:

GFR (ml/min/1.73m2) = 32788 x creatinine11> (umol/L) x age-
0.203 x (males: 1, females: 0.742).

To determine the degree of chronic renal impairment
GFR > 90ml/min - normal

GFR >60 - 90ml/min - mild renal impairment

GFR >30 - 60ml/min - moderate renal impairment
GFR 0 - 30 ml/min - severe renal impairment

Note: The above GFR measurement should be for a period
greater than 3 months. GFR may also be assessed by 24-hour
creatinine clearance adjusted for body surface area.

In general, patients with GFR < 30 ml/min are at high risk of
progressive deterioration in renal function and should be referred
to a nephrology service for specialist management of renal
failure.

Patients should be assessed for the complications of chronic renal
impairment including anaemia, hyperparathyroidism and be
referred for specialist management if required.

Patients with rapidly declining renal function or clinical features
to suggest that residual renal function may decline rapidly (ie.
hypertensive, proteinuric (>1g/24hours), significant comorbid
illness) should be considered for referral to a nephrologist well
before function declines to less than 30ml/min. (Draft CARI
Guidelines 2002. Australian Kidney Foundation). Patients in
whom the cause of renal impairment is uncertain should be
referred to a nephrologist for assessment.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Cardiovascular Data Working Group
National Diabetes Data Working Group

Caring for Australians with Renal Impairment (CARI)
Guidelines. Australian Kidney Foundation

Supersedes Person —creatinine serum level, micromoles per litre

NN[NN] Health, Superseded 01/10/2008
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Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009
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Date C-reactive protein level measured

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person— C-reactive protein level measured date, DDMMYYYY
Synonymous names: CRP measured date

METeOR identifier: 338280

Registration status: Health, Standard 01/10/2008

Definition: The date a person’s C-reactive protein (CRP) level is measured.
Data Element Concept: Person— C-reactive protein level measured date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Collection methods: The date C-reactive protein (CRP) is measured should be
recorded from the laboratory report.

Relational attributes

Related metadata references: See also Person — C-reactive protein level measured time, hhmm
Health, Standard 01/10/2008

See also Person — C-reactive protein level (measured), total
milligrams per litre N[NN].N Health, Standard 01/10/2008

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Date accuracy indicator

Identifying and definitional attributes

Metadata item type: Data Element
Technical name: Date —accuracy indicator, code AAA
METeOR identifier: 294429
Registration status: Health, Standard 04/05/2005
Community services, Standard 30/09/2005
Definition: An indicator of the accuracy of the components of a reported

date, as represented by a code.

Data Element Concept: Date —accuracy indicator

Value domain attributes

Representational attributes
Representation class: Code
Data type: String
Format: AAA
Maximum character length: 3
Permissible values: Value
AAA
AAE
AAU
AEE
AEU

AUU
AUA

AUE
AEA

EAA
EAE

EAU

EEA
EEE

EEU
EUA

Meaning

Day, month and year are accurate

Day and month are accurate, year is estimated
Day and month are accurate, year is unknown
Day is accurate, month and year are estimated

Day is accurate, month is estimated, year is
unknown

Day is accurate, month and year are unknown

Day is accurate, month is unknown, year is
accurate

Day is accurate, month is unknown, year is
estimated

Day is accurate, month is estimated, year is
accurate

Day is estimated, month and year are accurate

Day is estimated, month is accurate, year is
estimated

Day is estimated, month is accurate, year is
unknown

Day and month are estimated, year is accurate
Day, month and year are estimated
Day and month are estimated, year is unknown

Day is estimated, month is unknown, year is
accurate
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EUE Day is estimated, month is unknown, year is

estimated
EUU Day is estimated, month and year are unknown
UAA Day is unknown, month and year are accurate
UAE Day is unknown, month is accurate, year is
estimated
UAU Day is unknown, month is accurate, year is
unknown
UEA Day is unknown, month is estimated, year is
accurate
UEE Day is unknown, month and year are estimated
UEU Day is unknown, month is estimated, year is
unknown
UUA Day and month are unknown, year is accurate
UUE Day and month are unknown, year is estimated
Uuuu Day, month and year are unknown

Collection and usage attributes

Guide for use:

Any combination of the values A, E, U representing the
corresponding level of accuracy of each date component of the
reported date.

This data element consists of a combination of three codes, each
of which denotes the accuracy of one date component:

A - the referred date component is accurate
E - the referred date component is not known but is estimated
U - the referred date component is not known and not estimated.

This data element contains positional fields (DMY) that reflects
the order of the date components in the format (DDMMYYYY) of
the reported date:

Field 1 (D) - refers to the accuracy of the day component;
Field 2 (M) - refers to the accuracy of the month component;

Field 3 (Y) - refers to the accuracy of the year component.

Data Date component (for a
domain format DDMMYYYY)
(D)ay | (M)onth | (Y)ear
Accurate | A A A
Estimated | E E E
Unknown | U U U

This data element is valid only for use with dates that are
reported/exchanged in the format (DDMMYYYY).

Example 1: A date has been sourced from a reliable source and is
known as accurate then the Date accuracy indicator should be
informed as (AAA).
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Data element attributes

Example 2: If only the age of the person is known and there is no
certainty of the accuracy of this, then the Date accuracy indicator
should be informed as (UUE). That is the day and month are
“unknown” and the year is “estimated”.

Example 3: If a person was brought in unconscious to an
emergency department of a hospital and the only information
available was from a relative who was certain of the age and the
birthday’s “‘month’ then the Date accuracy indicator should be
informed as (UAA). A year derived from an accurate month and
accurate age is always an accurate year.

The Date accuracy indicator can be useful for operational
purposes to indicate the level of accuracy that a date has been
collected at any point in time. It can indicate whether the stored
date needs to be followed up until it reaches the intended
minimal required accuracy. For example, if a person was brought
in unconscious to an emergency department of a hospital the
level of accuracy of the date collected at that point may not be
satisfactory. It is likely that the correct date of birth can be
obtained at a later date. The Date accuracy indicator provides
information on the accuracy of the entered dates that may require
further action.

For future users of the data it may also be essential they know the
accuracy of the date components of a reported date.

Collection and usage attributes

Collection methods:

Comments:

Collection constraints:

If constraints for the collection of the date are imposed, such as ‘a
valid date must be input in an information system for unknown
date components’, the Date accuracy indicator should be used
along with the date as a way of avoiding the contamination of the
valid dates with the same value on the respective date
components.

Example:

Some jurisdictions use 0107YYYY and some use 0101YYYY when
only the year is known. When month and year are known some
use the 15th day as the date i.e. I5SMMYYYY. Where this occurs in
a data collection that is used for reporting or analysis purposes
there will be dates in the collection with the attributes 0107YYYY
etc that are accurate and some that are not accurate. Without a
corresponding flag to determine this accuracy the analysis or
report will be contaminated by those estimated dates.

Provision of a date is often a mandatory requirement in data
collections.

Most computer systems require a valid date to be recorded in a
date field i.e. the month part must be an integer between 1 and
12, the day part must be an integer between 1 and 31 with rules
about the months with less than 31 days, and the year part
should include the century. Also in many systems, significant
dates (e.g. date of birth) are mandatory requirements.

340



However, in actual practice, the date or date components are
often not known (e.g. date of birth, date of injury) but, as stated
above, computer systems require a valid date. This means that a
date MUST be included and it MUST follow the rules for a valid
date. It therefore follows that, while such a date will contain valid
values according to the rules for a date, the date is in fact an
‘unknown’ or ‘estimated’ date. For future users of the data it is
essential they know that a date is accurate, unknown or
estimated and which components of the date are accurate,
unknown or estimated.

Source and reference attributes

Submitting organisation: Standards Australia
Reference documents: AS5017 Health Care Client Identification, 2002, Sydney:
Standards Australia

Relational attributes

Related metadata references: See also Individual service provider — occupation start date,
DDMMYYYY Health, Standard 04/05/2005, Community
services, Standard 30/09/2005

See also Individual service provider — occupation end date,
DDMMYYYY Health, Standard 04/05/2005, Community
services, Standard 30/09/2005

See also Person —date of birth, MMYYYY Health, Standard
10/12/2009

See also Person —date of birth, DDMMYYYY Health, Standard
04/05/2005, Community services, Standard 25/08 /2005,
Housing assistance, Standard 20/06/2005

Implementation in Data Set Health care client identification DSS Health, Superseded
Specifications: 03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Health care provider identification DSS Health, Superseded
04/07 /2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Date creatine kinase MB isoenzyme measured

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person — creatine kinase myocardial band isoenzyme measured
date, DDMMYYYY

METeOR identifier: 284973

Registration status: Health, Standard 04/06/2004

Definition: The date on which the person’s creatine kinase myocardial band
isoenzyme (CK-MB) is measured.

Data Element Concept: Person — creatine kinase myocardial band isoenzyme measured
date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: This metadata item pertains to the measuring of creatine kinase
myocardial band (CK-MB) isoenzyme at any time point during
this current event.

Source and reference attributes
Submitting organisation: Acute coronary syndrome data working group

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Relational attributes

Related metadata references: Supersedes Date creatine kinase MB isoenzyme (CK-MB)
measured, version 1, DE, NHDD, NHIMG, Superseded
01/03/2005.pdf (13.7 KB)

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Superseded
Specifications: 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008
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Date creatinine serum level measured

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person — creatinine serum level measured date, DDMMYYYY
METeOR identifier: 343843

Registration status: Health, Standard 01/10/2008

Definition: The date when the person’s creatinine serum level was measured.
Data Element Concept: Person —creatinine serum level measured date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Collection methods: Record the date of the most recent creatinine serum level
measurement taken in the last 12 months.

Date to be recorded from documentation on the laboratory test
results and/or the medical record.

Relational attributes

Related metadata references: See also Person —creatinine serum level, micromoles per litre
NN[NN] Health, Superseded 01/10/2008

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard

Specifications: 01/10/2008
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Date of acute coronary syndrome related clinical event

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person with acute coronary syndrome —acute coronary
syndrome related clinical event date, DDMMYYYY

METeOR identifier: 349645

Registration status: Health, Standard 01/10/2008

Definition: The date a person experienced an acute coronary syndrome

related clinical event.

Data Element Concept: Person with acute coronary syndrome —acute coronary
syndrome related clinical event date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: A date should be recorded for each of the specified clinical events
that the person experiences while in hospital.

Comments: An acute coronary syndrome (ACS) related clinical event is a
clinical event which can affect the health outcomes of a person
with ACS.

Information on the occurrence of these clinical events in people
with ACS is required due to an emerging appreciation of their
relationship with late mortality.

Relational attributes
Implementation in Data Set Acute coronary syndrome clinical event cluster Health, Standard
Specifications: 01/10/2008

Conditional obligation:
If a clinical event has occurred, record the date when it was
experienced by the person.
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Date of birth

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:

Registration status:

Definition:
Data Element Concept:

Value domain attributes

Data Element
Person — date of birth, DDMMYYYY
287007

Health, Standard 04/05/2005
Community services, Standard 25/08 /2005
Housing assistance, Standard 20/06/2005

The date of birth of the person.
Person—date of birth

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Collection methods:

If date of birth is not known or cannot be obtained, provision
should be made to collect or estimate age. Collected or estimated
age would usually be in years for adults, and to the nearest three
months (or less) for children aged less than two years.
Additionally, an estimated date flag or a date accuracy indicator
should be reported in conjunction with all estimated dates of birth.

For data collections concerned with children’s services, it is
suggested that the estimated date of birth of children aged under
2 years should be reported to the nearest 3 month period, i.e.
0101, 0104, 0107, 0110 of the estimated year of birth. For example,
a child who is thought to be aged 18 months in October of one
year would have his/her estimated date of birth reported as 0104
of the previous year. Again, an estimated date flag or date
accuracy indicator should be reported in conjunction with all
estimated dates of birth.

Information on date of birth can be collected using the one
question:

What is your/ (the person’s) date of birth?

In self-reported data collections, it is recommended that the
following response format is used:

Dateofbirth: __/ __/____

This enables easy conversion to the preferred representational
layout (DDMMYYYY).
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Comments:

For record identification and/ or the derivation of other metadata
items that require accurate date of birth information, estimated
dates of birth should be identified by a date accuracy indicator to
prevent inappropriate use of date of birth data. The linking of
client records from diverse sources, the sharing of patient data,
and data analysis for research and planning all rely heavily on
the accuracy and integrity of the collected data. In order to
maintain data integrity and the greatest possible accuracy an
indication of the accuracy of the date collected is critical. The
collection of an indicator of the accuracy of the date may be
essential in confirming or refuting the positive identification of a
person. For this reason it is strongly recommended that the data
element Date —accuracy indicator, code AAA also be recorded at
the time of record creation to flag the accuracy of the data.

Privacy issues need to be taken into account in asking persons
their date of birth.

Wherever possible and wherever appropriate, date of birth
should be used rather than age because the actual date of birth
allows a more precise calculation of age.

When date of birth is an estimated or default value, national
health and community services collections typically use 0101 or
0107 or 3006 as the estimate or default for DDMM.

It is suggested that different rules for reporting data may apply
when estimating the date of birth of children aged under 2 years
because of the rapid growth and development of children within
this age group which means that a child’s development can vary
considerably over the course of a year. Thus, more specific
reporting of estimated age is suggested.

Source and reference attributes

Origin:

Reference documents:

Relational attributes

Related metadata references:

National Health Data Committee
National Community Services Data Committee

AS5017 Health Care Client Identification, 2002, Sydney:
Standards Australia

AS4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia

Supersedes Person —date of birth, DDMMYYYY Health,
Superseded 04/05/2005, Community services, Superseded
25/08/2005

See also Date —accuracy indicator, code AAA Health, Standard
04/05/2005, Community services, Standard 30/09/2005

Is used in the formation of Record —linkage key, code 581
XXXXXDDMMYYYYN Community services, Standard
21/05/2010

Is used in the formation of Episode of admitted patient care —
major diagnostic category, code (AR-DRG v 6) NN Health,
Standard 22/12/2009
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Implementation in Data Set
Specifications:

Is used in the formation of Episode of admitted patient care —
diagnosis related group, code (AR-DRG v 6) ANNA Health,
Standard 22/12/2009

Is used in the formation of Episode of admitted patient care —
diagnosis related group, code (AR-DRG v5.1) ANNA Health,
Superseded 22/12/2009

Is used in the formation of Episode of admitted patient care —
major diagnostic category, code (AR-DRG v5.1) NN Health,
Superseded 22/12/2009

Is used in the formation of Episode of admitted patient care —
length of stavy (including leave days) (postnatal), total N[NN]
Health, Standard 04/07 /2007

Is used in the formation of Episode of admitted patient care —
length of stavy (including leave days) (antenatal), total N[NN]
Health, Standard 04/07 /2007

Is used in the formation of Episode of admitted patient care
(postnatal) —length of stay (including leave days), total N[NN]
Health, Superseded 04/07/2007

Is used in the formation of Episode of admitted patient care
(antenatal) —length of stay (including leave days), total N[NN]
Health, Superseded 04/07/2007

Acute coronary syndrome (clinical) DSS Health, Superseded
01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008

Admitted patient care NMDS Health, Superseded 07/12/2005
Implementation start date: 01/07 /2005
Implementation end date: 30/06 /2006

Admitted patient care NMDS 2006-2007 Health, Superseded
23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Admitted patient care NMDS 2007-2008 Health, Superseded
05/02/2008

Implementation start date: 01/07/2007
Implementation end date: 30/06/2008

Admitted patient care NMDS 2008-2009 Health, Superseded
04,/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Admitted patient care NMDS 2009-2010 Health, Superseded
22/12/2009

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010
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Admitted patient care NMDS 2010-2011 Health, Standard
22/12/2009

Implementation start date: 01/07 /2010

Admitted patient mental health care NMDS Health, Superseded
23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Admitted patient mental health care NMDS Health, Superseded
07/12/2005

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Admitted patient mental health care NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Admitted patient mental health care NMDS 2008-2009 Health,
Superseded 04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Admitted patient mental health care NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07/2009
Implementation end date: 30/06,/2010

Admitted patient mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07/2010

Admitted patient palliative care NMDS Health, Superseded
07/12/2005

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Admitted patient palliative care NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06/2007

Admitted patient palliative care NMDS 2007-08 Health,
Superseded 05/02/2008

Implementation start date: 01/07/2007
Implementation end date: 30/06/2008

Admitted patient palliative care NMDS 2008-09 Health,
Superseded 04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Admitted patient palliative care NMDS 2009-10 Health,
Superseded 05/01/2010
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Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient palliative care NMDS 2010-11 Health, Standard
05/01/2010

Implementation start date: 01/07 /2010

Alcohol and other drug treatment services NMDS Health,
Superseded 21/03 /2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06 /2006

Alcohol and other drug treatment services NMDS Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Alcohol and other drug treatment services NMDS 2007-2008
Health, Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Alcohol and other drug treatment services NMDS 2008-2010
Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Alcohol and other drug treatment services NMDS 2010-2011
Health, Standard 22/12/2009

Implementation start date: 01/07 /2010
Cancer (clinical) DSS Health, Superseded 07/12/2005
Cancer (clinical) DSS Health, Superseded 06/03 /2009
Cancer (clinical) DSS Health, Superseded 22/12 /2009
Cancer (clinical) DSS Health, Standard 22/12/2009

Cardiovascular disease (clinical) DSS Health, Superseded
15/02/2006

Cardiovascular disease (clinical) DSS Health, Superseded
04/07 /2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009

Community mental health care 2004-2005 Health, Superseded
08/12/2004

Implementation start date: 01/07 /2004
Implementation end date: 30/06 /2005

Community mental health care NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005
Implementation end date: 30/06 /2006
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Community mental health care NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Community mental health care NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07/2007
Implementation end date: 30/06/2008

Community mental health care NMDS 2008-2009 Health,
Superseded 04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009

Community mental health care NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Community mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07/2010

Computer Assisted Telephone Interview demographic module
DSS Health, Superseded 03/12/2008

Computer Assisted Telephone Interview demographic module
DSS Health, Standard 03/12/2008

Diabetes (clinical) DSS Health, Superseded 21/09/2005
Diabetes (clinical) DSS Health, Standard 21/09/2005

Health care client identification DSS Health, Superseded
03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Health care provider identification DSS Health, Superseded
04/07/2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008

Health labour force NMDS Health, Standard 01/03/2005
Implementation start date: 01/07 /2005

Non-admitted patient emergency department care NMDS
Health, Superseded 24/03 /2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06 /2006

Non-admitted patient emergency department care NMDS
Health, Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007
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Non-admitted patient emergency department care NMDS
Health, Superseded 07/12/2005

Non-admitted patient emergency department care NMDS 2007-
2008 Health, Superseded 05/02/2008

Implementation start date: 01/07/2007
Implementation end date: 30/06/2008

Non-admitted patient emergency department care NMDS 2008-
2010 Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06,/2010

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12 /2009

Implementation start date: 01/07/2010

Perinatal NMDS Health, Superseded 06/09/2006
Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Perinatal NMDS Health, Superseded 07/12/2005
Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Perinatal NMDS 2007-2008 Health, Superseded 05/02/2008
Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Perinatal NMDS 2008-2010 Health, Superseded 02/12/2009
Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Perinatal NMDS 2010-2011 Health, Standard 02/12/2009
Implementation start date: 01/07/2010

Residential mental health care NMDS 2005-2006 Health,
Superseded 07/12/2005

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Residential mental health care NMDS 2006-2007 Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Residential mental health care NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06 /2008

Residential mental health care NMDS 2008-2009 Health,
Superseded 04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2009
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Residential mental health care NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Residential mental health care NMDS 2010-2011 Health, Standard
05/01/2010

Implementation start date: 01/07/2010
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Date of cessation of treatment episode for alcohol and

other drugs

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Episode of treatment for alcohol and other drugs — treatment
cessation date, DDMMYYYY

270067
Health, Standard 01/03 /2005

The date on which a treatment episode for alcohol and other
drugs ceases.

Episode of treatment for alcohol and other drugs — treatment
cessation date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Comments:

Refers to the date of the last service contact in a treatment episode
between the client and staff of the treatment provider. In
situations where the client has had no contact with the treatment
provider for three months, nor is there a plan in place for further
contact, the date of last service contact should be used. Refer to
the glossary item Cessation of treatment episode for alcohol and
other drugs to determine when a treatment episode ceases.

The date must be later than or the same as the treatment
commencement date for the episode of treatment for alcohol and
other drugs.

Required to identify the cessation of a treatment episode by an
alcohol and other drug treatment service.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Intergovernmental Committee on Drugs National Minimum Data
Set Working Group

Supersedes Date of cessation of treatment episode for alcohol and
other drugs, version 2, DE, NHDD, NHIMG, Superseded
01/03/2005.pdf (14.6 KB)
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Implementation in Data Set
Specifications:

Alcohol and other drug treatment services NMDS Health,
Superseded 21/03 /2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Alcohol and other drug treatment services NMDS Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06/2007

Alcohol and other drug treatment services NMDS 2007-2008
Health, Superseded 05/02/2008

Implementation start date: 01/07/2007
Implementation end date: 30/06/2008

Alcohol and other drug treatment services NMDS 2008-2010
Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Alcohol and other drug treatment services NMDS 2010-2011
Health, Standard 22/12/2009

Implementation start date: 01/07/2010
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Date of change to qualification status

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Episode of admitted patient care (newborn) —date of change to
qualification status, DDMMYYYY

270034
Health, Standard 01/03/2005

The date, within a newborn episode of care, on which the
newborn’s Qualification status changes from acute (qualified) to
unqualified or vice versa.

Episode of admitted patient care (newborn) — date of change to
qualification status

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Relational attributes

Related metadata references:

Record the date or dates on which the newborn’s Qualification
status changes from acute (qualified) to unqualified or vice versa.

If more than one change of qualification status occurs on a single
day, the day is counted against the final qualification status.

Must be greater than or equal to admission date.

Supersedes Date of change to qualification status, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (13.9 KB)

Is used in the formation of Episode of admitted patient care
(newborn) —number of qualified days, total N[NNNN] Health,
Standard 01/03/2005
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Date of commencement of treatment episode for alcohol

and other drugs

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Episode of treatment for alcohol and other drugs — treatment
commencement date, DDMMYYYY

270069
Health, Standard 01/03 /2005

The date on which the first service contact within the treatment
episode when assessment and/ or treatment occurs.

Episode of treatment for alcohol and other drugs — treatment
commencement date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Comments:

A client is identified as commencing a treatment episode if one or
more of the following apply:

e they are a new client,

e they are a client recommencing treatment after they have had
had no contact with the treatment provider for a period of
three months or had any plan in place for further contact,

e their principal drug of concern for alcohol and other drugs
has changed,

e their main treatment type for alcohol and other drugs has
changed,

e their treatment delivery setting for alcohol and other drugs
has changed.

Required to identify the commencement of a treatment episode
by an alcohol and other drug treatment service.

Source and reference attributes

Submitting organisation:

Intergovernmental Committee on Drugs National Minimum Data
Set Working Group
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Relational attributes

Related metadata references: Supersedes Date of commencement of treatment episode for
alcohol and other drugs, version 2, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (14.1 KB)

Supersedes Commencement of treatment episode for alcohol and
other drugs, version 2, DEC, NHDD, NHIMG, Superseded
01/03/2005.pdf (13.5 KB)

Implementation in Data Set Alcohol and other drug treatment services NMDS Health,
Specifications: Superseded 21/03/2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06 /2006

Alcohol and other drug treatment services NMDS Health,
Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Alcohol and other drug treatment services NMDS 2007-2008
Health, Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Alcohol and other drug treatment services NMDS 2008-2010
Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Alcohol and other drug treatment services NMDS 2010-2011
Health, Standard 22/12/2009

Implementation start date: 01/07 /2010
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http://meteor.aihw.gov.au/content/index.phtml/itemId/362318�

Date of completion of last previous pregnancy

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Pregnancy (last previous) — pregnancy completion date,
DDMMYYYY

270002
Health, Standard 01/03/2005

Date on which the pregnancy preceding the current pregnancy
was completed.

Pregnancy (last previous) — pregnancy completion date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Comments:

Estimate day of month (DD), if first day is unknown.

This metadata item is recommended by the World Health
Organization. It is currently collected in some states and
territories.

Interval between pregnancies may be an important risk factor for
the outcome of the current pregnancy, especially for preterm
birth and low birthweight.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

National Perinatal Data Development Committee

Supersedes Date of completion of last previous pregnancy,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(13.6 KB)
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Date of coronary artery bypass graft

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —coronary artery bypass graft date, DDMMYYYY
Synonymous names: CABG date

METeOR identifier: 344424

Registration status: Health, Standard 01/10/2008

Definition: The date on which a coronary artery bypass graft (CABG)

procedure is performed on a person.

Data Element Concept: Person— coronary artery bypass graft date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: Record the date of each CABG if more than one has been
performed.

CABG includes grafts and valve replacement, but does not
include valve replacement alone.

Collection methods: The date/s should be recorded from the medical record.

Relational attributes

Implementation in Data Set Coronary artery cluster Health, Standard 01/10/2008
Specifications:

Conditional obligation:
Record when a coronary artery bypass graft is performed.
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Date of death

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:

Registration status:

Definition:
Data Element Concept:

Value domain attributes

Data Element
Person —date of death, DDMMYYYY
287305

Health, Standard 04/05/2005
Community services, Standard 30/09/2005

The date of death of the person.
Person —date of death

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Collection methods:

Recorded for persons who have died.

Where Date of birth is collected, Date of death must be equal to
or greater than Date of birth for the same person.

It is recommended that in cases where all components of the date
of death are not known or where an estimate is arrived at from
age, a valid date be used together with a flag to indicate that it is
an estimate.

For record identification and/or the derivation of other metadata
items that require accurate date of death information, estimated
dates of death should be identified by a date accuracy indicator
to prevent inappropriate use of date of death data. The linking of
client records from diverse sources, the sharing of patient data,
and data analysis for research and planning all rely heavily on
the accuracy and integrity of the collected data. In order to
maintain data integrity and the greatest possible accuracy an
indication of the accuracy of the date collected is critical. The
collection of Date accuracy indicator may be essential in
confirming or refuting the positive identification of a person. For
this reason it is strongly recommended that the data element Date
accuracy indicator also be recorded at the time of record creation
to flag the accuracy of the data.
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Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Australian Institute of Health and Welfare
Health Data Standards Committee

Supersedes Date of death, version 1, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (13.5 KB)

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008

Cancer (clinical) DSS Health, Superseded 07/12/2005
Cancer (clinical) DSS Health, Superseded 06/03 /2009
Cancer (clinical) DSS Health, Superseded 22/12/2009
Cancer (clinical) DSS Health, Standard 22/12/2009

Health care provider identification DSS Health, Superseded
04/07/2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Date of diagnosis

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Patient — diagnosis date, DDMMYYYY

METeOR identifier: 270544

Registration status: Health, Standard 01/03/2005

Definition: The date on which a patient is diagnosed with a particular

condition or disease.

Data Element Concept: Patient— diagnosis date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Comments: Classification systems, which enable the allocation of a code to
the diagnostic information, can be used in conjunction with this
metadata item.

Source and reference attributes

Submitting organisation: Cardiovascular Data Working Group

Relational attributes

Related metadata references: Supersedes Date of diagnosis, version 1, DE, NHDD, NHIMG,
Superseded 01/03/2005 .pdf (13.9 KB)

Implementation in Data Set Cardiovascular disease (clinical) DSS Health, Superseded
Specifications: 15/02/2006

Cardiovascular disease (clinical) DSS Health, Superseded
04/07 /2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009
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Date of diagnosis of cancer

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:
Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Patient— diagnosis date (cancer), DDMMYYYY
270061

Health, Standard 01/03/2005

The date when the cancer was first diagnosed (whether at its
primary site or as a metastasis).

Patient administration system, cancer notification system,
population cancer statistics, research.

Patient —diagnosis date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Collection methods:

Date of diagnosis must be:

>= date of birth

<= date of death

Diagnosis of cancer after death:

If the patient is first diagnosed with the cancer in an autopsy
report the date of diagnosis is the date of death as stated on the
patient’s death certificate.

Incidental diagnosis of cancer:

If a patient is admitted for another condition (for example a
broken leg or pregnancy), and a cancer is diagnosed incidentally
then the date of diagnosis is the date the cancer was
diagnostically determined, not the admission date.

Reporting rules:

The date of diagnosis is the date of the pathology report, if any,
that first confirmed the diagnosis of cancer. This date may be
found attached to a letter of referral or a patient’s medical record
from another institution or hospital. If this date is unavailable, or
if no pathological test was done, then the date may be
determined from one of the sources listed in the following
sequence:
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Date of the consultation at, or admission to, the hospital, clinic or
institution when the cancer was first diagnosed. Note: DO NOT
use the admission date of the current admission if the patient had
a prior diagnosis of this cancer.

Date of first diagnosis as stated by a recognised medical
practitioner or dentist. Note: This date may be found attached to
a letter of referral or a patient’s medical record from an
institution or hospital.

Date the patient states they were first diagnosed with cancer.
Note: This may be the only date available in a few cases (for
example, patient was first diagnosed in a foreign country).

If components of the date are not known, an estimate should be
provided where possible with an estimated date flag to indicate
that it is estimated. If an estimated date is not possible, a standard
date of 15 June 1900 should be used with a flag to indicate the
date is not known.

Source and reference attributes

Origin:

Reference documents:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

International agency for research on cancer
World Health Organisation
International Association of Cancer Registries

Modified from the definition presented by the New South Wales
Inpatient Statistics Collection Manual 2000/2001

Supersedes Date of diagnosis of cancer, version 1, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (16.3 KB)

Breast cancer (Cancer registries) DSS Health, Standard
06,/03/2009

Cancer (clinical) DSS Health, Superseded 07/12/2005
Cancer (clinical) DSS Health, Superseded 06/03 /2009
Cancer (clinical) DSS Health, Superseded 22/12 /2009
Cancer (clinical) DSS Health, Standard 22/12/2009

364


http://meteor.aihw.gov.au/content/item.phtml?itemId=273789&nodeId=file41fd72fae8f45&fn=Date%20of%20diagnosis%20of%20cancer,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=273789&nodeId=file41fd72fae8f45&fn=Date%20of%20diagnosis%20of%20cancer,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/index.phtml/itemId/289280�
http://meteor.aihw.gov.au/content/index.phtml/itemId/334019�
http://meteor.aihw.gov.au/content/index.phtml/itemId/342187�

Date of diagnosis of first recurrence

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Patient— diagnosis date (first recurrence of cancer), DDMMYYYY
288596

Health, Standard 04/06/2004

The date a medical practitioner confirms the diagnosis of a
recurrent or metastatic cancer of the same histology.

Patient— diagnosis date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Comments:

The term ‘recurrence’ defines the return, reappearance or
metastasis of cancer (of the same histology) after a disease free
period.

This item is collected for determining the time interval from
diagnosis to recurrence, from treatment to recurrence and from
recurrence to death.

Source and reference attributes

Origin:

Reference documents:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Commission on Cancer, American College of Surgeons

Commission on Cancer, Standards of the Commission on Cancer
Registry Operations and Data Standards (ROADS) Volume II
(1998)

Supersedes Date of diagnosis of first recurrence, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (13.8 KB)

Cancer (clinical) DSS Health, Superseded 07/12/2005
Cancer (clinical) DSS Health, Superseded 06/03 /2009
Cancer (clinical) DSS Health, Superseded 22/12/2009
Cancer (clinical) DSS Health, Standard 22/12/2009
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Date of diagnostic cardiac catheterisation

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person— diagnostic cardiac catheterisation date, DDMMYYYY

Synonymous names: Date of coronary angiography

METeOR identifier: 359791

Registration status: Health, Standard 01/10/2008

Definition: The date when cardiac catheterisation is performed for diagnostic
purposes.

Data Element Concept: Person— diagnostic cardiac catheterisation date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: This metadata item includes coronary angiography which is
performed using a catheter.

Source and reference attributes

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Relational attributes

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Date of electrocardiogram

Identifying and definitional attributes

Metadata item type:
Technical name:
Synonymous names:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Electrocardiogram — electrocardiogram date, DDMMYYYY
Date of ECG

343820

Health, Standard 01/10/2008

The date an electrocardiogram (ECG) is performed for a person.

Electrocardiogram — electrocardiogram date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Collection methods:

Relational attributes

Implementation in Data Set
Specifications:

The date of ECG should be recorded irrespective of the setting
(e.g. pre-hospital setting, emergency department or inpatient
ward).

The date of ECG should be recorded each time an ECG is
performed.

Electrocardiogram cluster Health, Standard 01/10/2008
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Date of first contact

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Community nursing service episode —first contact date,
DDMMYYYY

270190
Health, Standard 01/03/2005

The date of first contact with the community nursing service for
an episode of care, between a staff member and a person or a
person’s family.

Community nursing service episode —first contact date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Collection methods:

This should occur after a previous last contact date of a previous
care episode and prior to or on the same as first service delivery
date.

Includes:

e visits made to a person in institutional settings such as liaison
visits or discharge planning visits, made in a hospital or
residential aged care service with the intent of planning for
the future delivery of service at home;

e telephone contacts when these are in lieu of a first home or
hospital visit for the purpose of preliminary assessment for
care at home;

e visits made to the person’s home prior to admission for the
purpose of assessing the suitability of the home environment
for the person’s care.

This applies irrespective of whether the person is present or not.
Excludes:

e first visits where the visit objective is not met, such as first
visit made where no one is home.

The first contact date can be the same as first service delivery
date and apply whether a person is entering care for the first time
or any subsequent episode. This date should be recorded when it
is the same as the first delivery of service date.
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Comments: This metadata item is recommended for use in community
services which are funded for liaison or discharge planning
positions or provide specialist consultancy or assessment
services. Further developments in community care, including
casemix and coordinated care will require collection of data
relating to resource expenditure across the sector.

To enable analysis of time periods throughout a care episode,
especially the pre-admission period and associated activities.
This metadata item enables the capture of the commencement of
care irrespective of the setting in which the activities took place.

Source and reference attributes

Submitting organisation: Australian Council of Community Nursing Services

Relational attributes

Related metadata references: Supersedes Date of first contact, version 2, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (15.9 KB)
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Date of first delivery of service

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Episode of care (community setting) —first service delivery date,
DDMMYYYY

270210
Health, Standard 01/03/2005

The date of first delivery of service to a person in a non-
institutional setting.

Episode of care —first service delivery date (community setting)

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Collection methods:

Comments:

This date may occur on the same day or prior to the Date of last
delivery of service, but must never occur after that date within
the current episode of care. The date may be the same as the
Community nursing service episode —first contact date,
DDMMYYYY.

As long as contact is made with the person in a non-institutional
setting, the Episode of care (community setting) — first service
delivery date, DDMMYYYY must be recorded. Normally this will
be the first home or clinic visit and is the date most often referred
to in a service agency as the admission. This date applies whether
a person is being admitted for the first time, or is being re-
admitted for care.

This metadata item is used for the analysis of time periods within
a care episode and to locate that episode in time. The date relates
to the first delivery of formal services within the community
setting.

This date marks the most standard event, which occurs at the
beginning of an episode of care in community setting. It should
not be confused with the Date of first contact with a community
nursing service; although they could be the same, the dates for
both items must be recorded. Agencies providing hospital-in-
the-home services should develop their own method of
distinguishing between the period the person remains a formal
patient of the hospital, with funding to receive services at home,
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and the discharge of the person into the care of the community
service.

Source and reference attributes

Submitting organisation: Australian Council of Community Nursing Services

Relational attributes

Related metadata references: Supersedes Date of first delivery of service, version 2, DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (16.2 KB)
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Date of functional stress test

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Functional stress test—test date, DDMMYYYY

METeOR identifier: 347054

Registration status: Health, Standard 01/10/2008

Definition: The date when a functional stress test is performed on a person.
Data Element Concept: Functional stress test— test date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: The date should always be recorded when a functional stress test
is performed.

Relational attributes

Implementation in Data Set Functional stress test cluster Health, Standard 01/10/2008
Specifications:

Conditional obligation:
To be provided when a functional stress test is performed.
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Date of implantable cardiac defibrillator procedure

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person—implantable cardiac defibrillator procedure date,
DDMMYYYY

Synonymous names: ICD procedure date

METeOR identifier: 359611

Registration status: Health, Standard 01/10/2008

Definition: The date when a procedure is performed for insertion of an

implantable cardiac defibrillator (ICD).

Data Element Concept: Person—implantable cardiac defibrillator procedure date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Source and reference attributes

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Relational attributes

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Date of intra-aortic balloon pump procedure

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person—intra-aortic balloon pump procedure date, DDMMYYYY
METeOR identifier: 359623

Registration status: Health, Standard 01/10/2008

Definition: The date when a procedure is performed for insertion of an intra-

aortic balloon pump.

Data Element Concept: Person —intra-aortic balloon pump procedure date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Source and reference attributes

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Relational attributes

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Date of intravenous fibrinolytic therapy

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person— intravenous fibrinolytic therapy date, DDMMYYYY
METeOR identifier: 356921

Registration status: Health, Standard 01/10/2008

Definition: The date intravenous (IV) fibrinolytic therapy was first

administered or initiated.

Data Element Concept: Person—intravenous fibrinolytic therapy date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: If initiated by a bolus dose whether in a pre-hospital setting,
emergency department or inpatient unit/ ward, the date the
initial bolus was administered should be recorded.

Source and reference attributes

Submitting organisation: Acute coronary syndrome data working group

Relational attributes

Related metadata references: Supersedes Person —intravenous fibrinolytic therapy date,
DDMMYYYY Health, Superseded 01/10/2008

Implementation in Data Set Acute coronary syndrome pharmacotherapy data cluster Health,

Specifications: Standard 01/10/2008

Conditional obligation:
If prescribed, provide the date when the fibrinolytic therapy
is administered.
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Date of last contact

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Community nursing service episode —last contact date,
DDMMYYYY

270191
Health, Standard 01/03/2005

Date of the last contact between a staff member of the community
service and a person in any setting.

Community nursing service episode —last contact date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Comments:

This could be the same as the date of discharge.
Includes:

e visits made to persons in institutional settings for the
purpose of handing over or otherwise completing a care
episode;

e bereavement visits in any setting;

e visits made to the person’s home to complete the service,
including the collection of equipment.

Excludes:

e visits made by liaison/discharge planning staff of a
community service for the purpose of assessment of need
related to a subsequent episode of care.

If service agencies are committed to monitoring all resource
utilisation associated with an episode of care, this post-discharge
date and the corresponding pre-admission metadata item Date of
first contact, have a place within an agency information system.
This is particularly true for those agencies providing discharge
planning service or specialist consultancy or assessment services.

To enable analysis of time periods throughout a care episode,
especially the bereavement period. This date has been included in
order to capture the end of a care episode in terms of
involvement of the community nursing service.

376



Source and reference attributes

Submitting organisation: Australian Council of Community Nursing Services

Relational attributes

Related metadata references: Supersedes Date of last contact, version 2, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (15.1 KB)

377


http://meteor.aihw.gov.au/content/item.phtml?itemId=273288&nodeId=file41fd72b43d71c&fn=Date%20of%20last%20contact,%20version%202,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=273288&nodeId=file41fd72b43d71c&fn=Date%20of%20last%20contact,%20version%202,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�

Date of most recent stroke

Identifying and definitional attributes

Metadata item type:
Technical name:
Synonymous names:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person —most recent stroke date, DDMMYYYY
CVA date

338263

Health, Standard 01/10/2008

The date of the most recent cerebrovascular accident or stroke
experienced by a person.

Person —most recent stroke date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Collection methods:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

The date should be self-reported by the person or recorded by the
clinician based on the notes in the medical record. The occurrence
of a stroke should be evidenced by a record of cerebral imaging
(CT or MRI).

See also Person —clinical evidence status (stroke), code N Health,
Superseded 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008
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Date of non-invasive ventilation administration

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —non-invasive ventilation administration date,
DDMMYYYY

METeOR identifier: 359637

Registration status: Health, Standard 01/10/2008

Definition: The date when non-invasive ventilation is administered.

Data Element Concept: Person —non-invasive ventilation administration date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Source and reference attributes

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Relational attributes

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Date of onset of acute coronary syndrome symptoms

Identifying and definitional attributes

Metadata item type:

Technical name:

Synonymous names:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person—acute coronary syndrome symptoms onset date,
DDMMYYYY

Date of onset of ACS symptoms
321201
Health, Standard 01/10/2008

The date on which a person experienced acute coronary
syndrome symptoms that prompted the person to seek medical
attention, either at the hospital or from a general practitioner.

Person—acute coronary syndrome symptoms onset date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Collection methods:

Relational attributes

Related metadata references:

Acute coronary syndrome symptoms may include:

e tightness, pressure, heaviness, fullness or squeezing in the
chest which may spread to the neck and throat, jaw,
shoulders, the back, upper abdomen, either or both arms and
even into the wrist and hands

e dyspnoea, nausea/vomiting, cold sweat or syncope.

Seeking medical attention could include the person presenting to
their GP who then refers them to hospital or the person
presenting directly to hospital (via ambulance or own form of
transport).

If the person is already a patient at the hospital for another
reason then the date would be when they advised hospital staff
of their symptoms.

Record the date that the person identifies as being when the most
significant acute coronary syndrome symptom/s occurred that
prompted them to seek medical attention.

See also Person —acute coronary syndrome risk stratum, code N
Health, Superseded 01/10/2008
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See also Person —acute coronary syndrome symptoms onset time,
hhmm Health, Standard 01/10/2008

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Date of pacemaker insertion

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person— pacemaker insertion date, DDMMYYYY

METeOR identifier: 359591

Registration status: Health, Standard 01/10/2008

Definition: The date when a procedure is performed for insertion of a
pacemaker.

Data Element Concept: Person — pacemaker insertion date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Source and reference attributes

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Relational attributes

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008
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Date of primary percutaneous coronary intervention

Identifying and definitional attributes

Metadata item type:

Technical name:

Synonymous names:
METeOR identifier:
Registration status:

Definition:

Data Element Concept:

Value domain attributes

Data Element

Person— primary percutaneous coronary intervention date,
DDMMYYYY

Primary PCI date

359175

Health, Standard 01/10/2008

Date of the primary percuatenous coronary intervention (PCI).

Person— primary percutaneous coronary intervention date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Primary PCl relates to the first balloon angioplasty inflation
and/ or stent implantation for reperfusion therapy of a ST-
segment-elevation myocardial infarction (STEMI).

The date or the first balloon angioplasty inflation should be
recorded, even if this includes implantation of a stent.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Acute coronary syndrome data working group

Supersedes Person — first angioplasty balloon inflation or stenting
date, DDMMYYYY Health, Superseded 01/10/2008

Coronary artery cluster Health, Standard 01/10/2008

Conditional obligation:
Record when a primary percutaneous coronary intervention
is performed.
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Date of procedure

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Episode of admitted patient care (procedure) — procedure
commencement date, DDMMYYYY

270298
Health, Standard 01/03/2005

The date on which a procedure commenced during an inpatient
episode of care.

Episode of admitted patient care (procedure) — procedure
commencement date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Guide for use:

Collection methods:

Comments:

Admitted patients:

Record date of procedure for all procedures undertaken during
an episode of care in accordance with the current edition of ICD-
10-AM.

Date of procedure >= admission date
Date of procedure <= separation date

The National Centre for Classification in Health advises the
Health Data Standards Committee of relevant changes to the
ICD-10-AM.

Required to provide information on the timing of the procedure
in relation to the episode of care.

Source and reference attributes

Origin:

Reference documents:

Relational attributes

Related metadata references:

National Centre for Classification in Health
National Health Data Committee

Australian Institute of Health and Welfare (AIHW) 2000.
Australian hospital statistics 1998-1999. AIHW cat. no. HSE 11.
Canberra: AIHW (Health Services Series no. 15)

Supersedes Date of procedure, version 1, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (14.1 KB)

384


http://meteor.aihw.gov.au/content/item.phtml?itemId=273790&nodeId=file41fd72fb09510&fn=Date%20of%20procedure,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=273790&nodeId=file41fd72fb09510&fn=Date%20of%20procedure,%20version%201,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�

Date of referral to rehabilitation

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Health service event—referral to rehabilitation service date,
DDMMYYYY

METeOR identifier: 269993

Registration status: Health, Standard 01/03/2005

Definition: The date on which a person is referred to a rehabilitation service.

Data Element Concept: Health service event—referral to rehabilitation service date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: If date of referral is not known then provision should be made to
collect month and year as a minimum, using 01 as DD (as the
date part) if only the month and year are known.

Collection methods: To be collected at the time of commencement of rehabilitation.

Source and reference attributes

Submitting organisation: Cardiovascular Data Working Group

Relational attributes

Related metadata references: Supersedes Date of referral to rehabilitation, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (14.2 KB)

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Superseded
Specifications: 01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008

Cardiovascular disease (clinical) DSS Health, Superseded
15/02/2006

Cardiovascular disease (clinical) DSS Health, Superseded
04/07 /2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009
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Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009
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Date of rescue percutaneous coronary intervention

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person—rescue percutaneous coronary intervention date,
DDMMYYYY

Synonymous names: Rescue PCI date

METeOR identifier: 359580

Registration status: Health, Standard 01/10/2008

Definition: The date when rescue percutaneous coronary intervention (PCI)

is performed.

Data Element Concept: Person—rescue percutaneous coronary intervention date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: Rescue PCl relates to balloon angioplasty inflation and/or stent
implantation performed following failed fibrinolysis in patients
with continuing or recurrent myocardial ischaemia.

Source and reference attributes

Reference documents: National Heart Foundation of Australia & Cardiac Society of
Australia and New Zealand. Guidelines for the management of
acute coronary syndromes 2006. Med ] Aust 2006; 184; S1-S32. ©
MJA 2006

Relational attributes

Implementation in Data Set Coronary artery cluster Health, Standard 01/10/2008
Specifications:

Conditional obligation:
Record when a rescue percutaneous coronary intervention is
performed.
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Date of revascularisation percutaneous coronary
intervention

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —revascularisation percutaneous coronary intervention
date, DDMMYYYY

Synonymous names: Revascularisation PCI date

METeOR identifier: 359731

Registration status: Health, Standard 01/10/2008

Definition: The date when a percutaneous coronary intervention (PCI) is
performed for revascularisation.

Data Element Concept: Person —revascularisation percutaneous coronary intervention
date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: Revascularisation PCI relates to balloon angioplasty inflation
and/or stent implantation performed for subsequent restoration
of blood flow.

Comments: Routine revascularisation PCI may be performed after ST-segment-

elevation myocardial infarction for people with objective
evidence of recurrent myocardial infarction in whom there is
spontaneous or inducible ischaemia or haemodynamic instability.
Revascularisation PCI may also be performed for treatment of
high-risk non-ST-segment-elevation acute coronary syndrome.

Source and reference attributes

Reference documents: National Heart Foundation of Australia & Cardiac Society of
Australia and New Zealand. Guidelines for the management of
acute coronary syndromes 2006. Med ] Aust 2006; 184; S1-S32. ©
MJA 2006

Relational attributes

Implementation in Data Set Coronary artery cluster Health, Standard 01/10/2008
Specifications:

Conditional obligation:
Record when a percutaneous coronary intervention is
performed for revascularisation.
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Date of surgical treatment for cancer

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Cancer treatment—surgical procedure date, DDMMYYYY

METeOR identifier: 288632

Registration status: Health, Standard 04/06/2004

Definition: The date on which the cancer-directed surgical treatment was
performed.

Data Element Concept: Cancer treatment —surgical procedure date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: The date of each surgical treatment episode should be entered
separately. Collected for curative and palliative surgery prior to
the first recurrence.

Source and reference attributes

Submitting organisation: National Cancer Control Initiative

Origin: Commission on Cancer, American College of Surgeons

Reference documents: Commission on Cancer, Standards of the Commission on Cancer
Registry Operations and Data Standards (ROADS) Volume II
(1998)

Relational attributes

Related metadata references: Supersedes Date of surgical treatment for cancer, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (13.5 KB)

Implementation in Data Set Cancer (clinical) DSS Health, Superseded 07/12/2005

Specifications: Cancer (clinical) DSS Health, Superseded 06,03 /2009

Cancer (clinical) DSS Health, Superseded 22/12 /2009
Cancer (clinical) DSS Health, Standard 22/12/2009
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Date of triage

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Non-admitted patient emergency department service episode —
triage date, DDMMYYYY

313815
Health, Standard 07/12/2005
The date on which the patient is triaged.

Non-admitted patient emergency department service episode —
triage date

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Date
Date/Time
DDMMYYYY
8

Collection and usage attributes

Collection methods:

Collected in conjunction with non-admitted patient emergency
department service episode —triage time.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Australian Government Department of Health and Ageing

Supersedes Triage —triage date, DDMMYYYY Health,
Superseded 07/12/2005

Acute coronary syndrome (clinical) DSS Health, Superseded
01/10/2008

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008

Non-admitted patient emergency department care NMDS
Health, Superseded 24/03 /2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Non-admitted patient emergency department care NMDS
Health, Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007
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Non-admitted patient emergency department care NMDS 2007-
2008 Health, Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Non-admitted patient emergency department care NMDS 2008-
2010 Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12/2009

Implementation start date: 01/07 /2010
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Date of ventricular ejection fraction test

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Ventricular ejection fraction test —test date, DDMMYYYY

Synonymous names: Date EF measured

METeOR identifier: 344274

Registration status: Health, Standard 01/10/2008

Definition: The date when a person’s ventricular ejection fraction is
measured.

Data Element Concept: Ventricular ejection fraction test—test date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Relational attributes

Implementation in Data Set Ventricular ejection fraction cluster Health, Standard 01/10/2008
Specifications:

Conditional obligation:
To be provided when the ventricular ejection fraction is
measured.
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Date patient presents

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Health service event— presentation date, DDMMYYYY

METeOR identifier: 270393

Registration status: Health, Standard 01/03/2005

Definition: The date on which the patient/client presents for the delivery of
a service.

Data Element Concept: Health service event— presentation date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: For community health care, outreach services and services
provided via telephone or telehealth, this may be the date on
which the service provider presents to the patient or the
telephone/ telehealth session commences.

The date of patient presentation at the Emergency department is
the earliest occasion of being registered clerically or triaged.

The date that the patient presents is not necessarily:
e the listing date for care (see listing date for care), nor
e the date on which care is scheduled to be provided, nor

e the date on which commencement of care actually occurs (for
admitted patients see admission date, for hospital non-
admitted patient care and community health care see service
commencement date).

Source and reference attributes
Submitting organisation: National Institution Based Ambulatory Model Reference Group

Origin: National Health Data Committee

Relational attributes

Related metadata references: Supersedes Date patient presents, version 2, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (16.3 KB)

Is used in the formation of Non-admitted patient emergency
department service episode —waiting time (to service delivery),
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Implementation in Data Set
Specifications:

total minutes NNNNN Health, Superseded 22/12/2009

Is used in the formation of Non-admitted patient emergency
department service episode — service episode length, total
minutes NNNNN Health, Standard 01/03 /2005

Is used in the formation of Non-admitted patient emergency
department service episode —waiting time (to hospital
admission), total hours and minutes NNNN Health, Standard
01/03/2005

Acute coronary syndrome (clinical) DSS Health, Superseded
01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008

Non-admitted patient emergency department care NMDS
Health, Superseded 24/03 /2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06 /2006

Non-admitted patient emergency department care NMDS
Health, Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Non-admitted patient emergency department care NMDS
Health, Superseded 07/12/2005

Non-admitted patient emergency department care NMDS 2007-
2008 Health, Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Non-admitted patient emergency department care NMDS 2008-
2010 Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06,/2010

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12/2009

Implementation start date: 01/07/2010
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Date troponin measured

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person — troponin level measured date, DDMMYYYY
METeOR identifier: 359422

Registration status: Health, Standard 01/10/2008

Definition: Date the person’s troponin assay is measured.

Data Element Concept: Person — troponin level measured date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: This metadata item pertains to the measuring of troponin at any
time point during this current event.

Source and reference attributes
Submitting organisation: Acute coronary syndrome data working group

Steward: The National Heart Foundation of Australia and The Cardiac
Society of Australia and New Zealand

Relational attributes

Related metadata references: Supersedes Person — troponin level measured date, DDMMYYYY
Health, Superseded 01/10/2008

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard

Specifications: 01/10/2008
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Day program attendances

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Establishment —number of day centre attendances, total
N[NNNN]

270245
Health, Standard 01/03/2005
A count of the number of patient/client visits to day centres.

Establishment —number of day centre attendances

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Unit of measure:

Data element attributes

Total
Number
N[NNNN]
5

Attendance

Collection and usage attributes

Comments:

This metadata item is derived from components that are not
currently specified in METeOR, but which are recorded in
various ways by hospitals and/or outpatient departments.
Examples include identifiers of individual consultations/ visits,
diagnostic tests, etc.

Required to measure adequately non-admitted patient services in
psychiatric hospitals and alcohol and drug hospitals.

Difficulties were envisaged in using the proposed definitions of
an individual or group occasion of service for clients attending
psychiatric day care centres. These individuals may receive both
types of services during a visit to a centre.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

National minimum data set working parties

Supersedes Day program attendances, version 1, Derived DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (13.9 KB)
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Degree of spread of cancer

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Person with cancer —degree of spread of a cancer, code N
270180

Health, Standard 01/03/2005

Degree of spread of cancer is a measure of the progression/extent
of cancer at a particular point in time, as represented by a code.

Person with cancer —degree of spread of a cancer

Representational attributes

Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Supplementary values:

Code
Number
N
1
Value Meaning
1 Localised to the tissue of origin
2 Invasion of adjacent tissue or organs
3 Regional lymph nodes
4 Distant metastases
5 Not Applicable
9 Unknown

Collection and usage attributes

Guide for use:

The valid values for the variable are listed below.
CODE1 Localised to the tissue of origin

Includes a primary cancer where the spread is contained within
the organ of origin. Note: this includes in situ breast (D05.0-
D05.9) and in situ melanoma (D03.0-D03.9)

Example 1: For colon cancer, the cancer has not progressed into
the adventitia (peritoneal layer) surrounding the colon.

Example 2: For breast cancer, the cancer has not progressed into
the underlying muscle layer (pectoral) or externally to the skin.

Example 3: For melanoma of the skin, the cancer has not invaded
the subcutaneous fat layer (that is, it is contained within the
dermis and epidermis).

Example 4: For lung cancer, the cancer has not invaded the
pleura.

CODE 2 Invasion of adjacent tissue or organs

A primary cancer has spread to adjacent organs or tissue not
forming part of the organ of origin. This category includes
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sub-cutaneous fat or muscle and organs adjacent to the primary
cancer site.

Example 1: For colon cancer, the cancer has progressed into the
adventitia (peritoneal layer) surrounding the colon.

Example 2:For breast cancer, the degree of spread has progressed
into the underlying muscle layer (pectoral) or externally into the
skin.

Example 3: For melanoma of the skin, the cancer has invaded into
subcutaneous fat or muscle.

Example 4: For lung cancer, the cancer has invaded the pleura or
tissues of the mediastinum.

CODE3 Regional lymph nodes

The primary cancer has metastasised to the nearby draining
lymph nodes. The list below shows the regional lymph nodes by
site of primary cancer (International Union Against Cancer’s
definition).

Head and neck - Cervical nodes

Larynx - Cervical nodes

Thyroid - Cervical and upper mediastinal nodes

Stomach - Perigastric nodes along the lesser and greater
curvatures

Colon and Rectum - Pericolic, perirectal, and those located along
the ileocolic, right colic, middle colic, left colic, inferior
mesenteric and superior rectal

Anal - Perirectal, internal iliac, and inguinal lymph nodes
Liver - Hilar nodes, e.g. the hepatoduodenal ligament
Pancreas - Peripancreatic nodes

Lung - Intrathoracic, scalene and supraclavicular

Breast - Axillary, interpectoral, internal mammary

Cervix - Paracervical, parametrial, hypogastric, common, internal
and external iliac, presacral and sacral

Ovary - Hypogastric (obturator), common iliac, external iliac,
lateral, sacral, para-aortic and inguinal

Prostate and bladder - Pelvic nodes below the bifurcation of the
common iliac arteries

Testes - Abdominal, para-aortic and paracaval nodes, the
intrapelvic and inguinal nodes

Kidney - Hilar, abdominal, para-aortic or paracaval.
CODE 4 Distant metastases

The primary cancer has spread to sites distant to the primary site,
for example liver and lung and bone, or any lymph nodes not
stated as regional to the site (see ‘3 - Regional lymph nodes’
above).

CODE5 Not applicable

This category applies for lymphatic and haematopoietic cancers,
e.g. myelomas, leukaemias and lymphomas (C81.0 - C96.9) only.
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CODE9 Unknown

No information is available on the degree of spread at this
episode or the available information is insufficient to allow
classification into one of the preceding categories.

Data element attributes

Source and reference attributes

Submitting organisation: World Health Organization
New South Wales Health Department

Origin: International Classification of Diseases for Oncology, Second
Edition (ICD-O-2) New South Wales Inpatient Statistics
Collection Manual-2000/2001

Relational attributes

Related metadata references: Supersedes Degree of spread of cancer, version 1, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (19.6 KB)
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Department of Veterans’ Affairs file number

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person — government funding identifier, Department of Veterans’
Affairs file number AAXXNNNNA

METeOR identifier: 339127

Registration status: Health, Standard 29/11/2006
Community services, Standard 31/08 /2007

Definition: A unique personal identifier issued to a veteran by the

Department of Veterans’ Affairs.

Data Element Concept: Person — government funding identifier

Value domain attributes

Representational attributes

Representation class: Identifier

Data type: String

Format: AAXXNNNNIA]
Maximum character length: 9

Collection and usage attributes

Guide for use: 1st character is the state code (an alphabetic character) - N, V, Q,
W, S or T for the appropriate state/ territory. Australian Capital
Territory is included in New South Wales (N) and Northern
Territory with South Australia (S).

Next 7 characters are the file number, made up of:

War code + numeric digits, where:

if War code is 1 alphabetic character, add 6 numeric characters
(ANNNNNN)

Where there is no war code as is the case with World War 1
veterans, insert a blank and add 6 numeric characters (
NNNNNN)

if War code is 2 alphabetic characters, add 5 numeric characters
(AANNNNN)
if War code is 3 alphabetic characters, add 4 numeric characters
(AAANNNN)

The 9th character is the segment link. For dependents of veterans,
the 9th character is always an alphabetic character. The
alphabetic code is generated in the order by which the cards are
issued. For example A, B, C, D etc.

CAUTIONARY NOTE: For veterans the 9th character is left blank
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Data element attributes

Collection and usage attributes

Collection methods:

Comments:

The Department of Veterans’ Affairs file number should only be
collected from persons eligible to receive health services that are
to be funded by the DVA. The number may be reported to the
appropriate government agency to reconcile payment for the
service provided.

DVA card number:

This number is the digitised version of the file number. If paper
claims are optically scanned by the Health Insurance
Commission, the digitised version of the file number is picked up
by the scanner and converted to the normal file number format.
For manual claims, the gold and white cards may be used in
conjunction with the data element and an imprinter. This method
records the DVA file number and other card details on a manual
voucher.

The data should not be used by private sector organisations for
any purpose unless specifically authorised by law. For example,
private sector organisations should not use the DVA file number
for data linking unless specifically authorised by relevant privacy
legislation.

This number must be recorded by a service provider each time a
service is provided to a person who holds the entitlement for
reimbursement purposes.

All veterans and veteran community clients are issued with a
DVA file number. The veteran community may access many
different benefits, ranging from pensions to health services,
through their DVA file number.

Note that Veterans may have a Medicare card number and a
Department of Veterans Affairs (DVA) number or only a DVA
number.

DVA has three (3) types of health cards:

e Gold Card

e  White Card

e Repatriation Pharmaceutical Benefits Card.

Each card indicates, to the health provider, the level of health
services the holder is eligible for, at the DVA expense.

The Gold card enables the holder to access a comprehensive
range of health care and related services, for all conditions,
whether they are related to war service or not.

The White card enables the holder to access health care and
associated services for war or service-related conditions. Veterans
of Australian forces may also be issued this card to receive
treatment for malignant cancer, pulmonary tuberculosis and post
traumatic stress disorder and, for Vietnam veterans only, anxiety
or depression, irrespective of whether these conditions are
related to war service or not.
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The white card holders are eligible to receive, for specific
conditions, treatment from registered medical, hospital,
pharmaceutical, dental and allied health care providers with
whom DVA has arrangements.

A white card is also issued to eligible ex-service personnel who
are from other countries, which enter into arrangements with the
Australian government for the treatment of the conditions that
these countries accept as war related.

When a gold/white card holder accesses health services at DVA
expense, the DV A File Number is critical and should be used. The
person’s Medicare card number is not required or relevant.

It should be noted that there are a number of gold card holders
who do not have a Medicare card.

The Repatriation Pharmaceutical Benefits card is an orange
coloured card issued to eligible veterans and merchant mariners
from Britain and the Commonwealth and other allied countries.
This card enables the holder to access the range of
pharmaceutical items available under the Repatriation
Pharmaceutical Benefits Scheme. It does not provide access to
other health services.

Source and reference attributes

Relational attributes

Related metadata references:

Department of Veterans’ Affairs

Supersedes Person — government funding identifier, Department
of Veterans’ Affairs file number AAXXNNNNJA] Health,
Superseded 29/11/2006
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Department of Veterans’ Affairs patient

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Episode of care —funding eligibility indicator (Department of
Veterans Affairs), code N

METeOR identifier: 270092

Registration status: Health, Standard 01/03/2005

Definition: Whether an eligible person’s charges for this hospital admission

are met by the Department of Veterans” Affairs (DVA), as
represented by a code.

Context: Health services

Data Element Concept: Episode of care —funding eligibility indicator

Value domain attributes

Representational attributes

Representation class: Code

Data type: Boolean

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Yes
2 No

Data element attributes

Collection and usage attributes

Guide for use: Refer to the Veterans’ Entitlements Act 1986 for details of eligible
DVA beneficiaries.

Collection methods: Whether or not charges for this episode of care are met by the
DVA is routinely established as part of hospital admission
processes.

Comments: Eligible veterans and war widow/widowers can receive free

treatment at any public hospital, former Repatriation Hospitals
(RHs) or a Veteran Partnering (VP) contracted private hospital as
a private patient in a shared ward, with the doctor of their choice.
Admission to a public hospital does not require prior approval
from the DVA.

When treatment cannot be provided within a reasonable time in
the public health system at a former RH or a private VP hospital,
there is a system of contracted non-VP private hospitals which
will provide care.

Admission to a contracted private hospital requires prior
financial authorisation from DVA. Approval may be given to
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Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

attend a non-contracted private hospital when the service is not
available at a public or contracted non-VP private hospital.

In an emergency a Repatriation patient can be admitted to the
nearest hospital, public or private, without reference to DVA.

If an eligible veteran or war widow/widower chooses to be
treated under Veterans” Affairs arrangements, which includes
obtaining prior approval for non-VP private hospital care, DVA
will meet the full cost of their treatment.

To assist in analyses of utilisation and health care funding.

Supersedes Department of Veterans” Affairs patient, version 1,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (15.9 KB)

Non-admitted patient emergency department care NMDS
Health, Superseded 24/03 /2006

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Non-admitted patient emergency department care NMDS
Health, Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Non-admitted patient emergency department care NMDS
Health, Superseded 07/12/2005

Non-admitted patient emergency department care NMDS 2007-
2008 Health, Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06 /2008

Non-admitted patient emergency department care NMDS 2008-
2010 Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12/2009

Implementation start date: 01/07/2010
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Dependency in activities of daily living—bathing

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Person—dependency in activities of daily living (bathing), code
N

270413
Health, Standard 01/03/2005

An indicator of a person’s need for assistance with bathing, as
represented by a code.

Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of ‘informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Person —dependency in activities of daily living

Representational attributes

Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Data element attributes

Code
Number
N
1
Value Meaning
1 Independent
2 Requires observation or rare physical assistance
3 Cannot perform the activity without some
assistance
4 Full assistance required (totally dependent)

Collection and usage attributes

Guide for use:

Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.
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Collection methods:

Comments:

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Commencement of care episode (there may be several visits in
which assessment data are gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/ or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Australian Council of Community Nursing Services

ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCNS

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Dependency in activities of daily living—bed mobility

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Person —dependency in activities of daily living (bed mobility),
code N

270416
Health, Standard 01/03/2005

An indicator of the level of a person’s need for assistance with
bed mobility, as represented by a code.

Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of ‘informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Person —dependency in activities of daily living

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Data element attributes

Code
Number
N
1
Value Meaning
1 Independent
2 Requires observation or rare physical assistance
3 Cannot perform the activity without some
assistance
4 Full assistance required (totally dependent) - a
hoist is used
5 2 persons physical assist is required

Collection and usage attributes

Guide for use:

Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
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Collection methods:

Comments:

such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores. Code 4: A hoist is used. Code 5: 2 persons
physical assist is required.

Commencement of care episode (there may be several visits in
which assessment data are gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/ or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Australian Council of Community Nursing Services

ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCNS

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Dependency in activities of daily living—bladder
continence

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —dependency in activities of daily living (bladder
continence), code N

METeOR identifier: 270417

Registration status: Health, Standard 01/03 /2005

Definition: An indicator of the level of a person’s bladder continence, as

represented by a code.

Context: Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of “informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Data Element Concept: Person—dependency in activities of daily living

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Continent of urine (includes independence in use
of device)
2 Incontinent less than daily
3 Incontinent once per 24 hour period
4 Incontinent 2-6 times per 24 hour period
5 Incontinent more than 6 times per 24 hour period
6 Incontinent more than once at night only
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Data element attributes

Collection and usage attributes

Guide for use: Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Collection methods: Commencement of care episode (there may be several visits in
which assessment data are gathered).

Comments: There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation: Australian Council of Community Nursing Services

Reference documents: ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCNS
Relational attributes

Related metadata references: Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Dependency in activities of daily living—bowel continence

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person—dependency in activities of daily living (bowel
continence), code N

METeOR identifier: 270418

Registration status: Health, Standard 01/03/2005

Definition: An indicator of the level of a person’s bowel continence, as

represented by a code.

Context: Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of ‘informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Data Element Concept: Person —dependency in activities of daily living

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Continent of faeces (includes independence in
use of device)
Incontinent less than daily
Incontinent once per 24 hour period
Incontinent regularly, more than once per 24
hour period
5 Incontinent more than once at night only

Data element attributes

Collection and usage attributes

Guide for use: Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,

411



Collection methods:

Comments:

such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Commencement of care episode (there may be several visits in
which assessment data are gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/ or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Australian Council of Community Nursing Services

ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCNS

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Dependency in activities of daily living—day-time technical
nursing care requirement

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Person — technical nursing care requirement (day-time), total
minutes NNN

270420
Health, Standard 01/03 /2005

An indicator of a person’s need for day-time technical nursing
care per week measured in minutes.

Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of ‘“informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Person — technical nursing care requirement

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Supplementary values:

Unit of measure:

Data element attributes

Total
Number
NNN
3
Value Meaning
1 No technical care requirements

Minute (m)

Collection and usage attributes

Guide for use:

Record the minutes of day-time technical care required per week.

Technical care refers to technical tasks and procedures for which
nurses receive specific education and which require nursing
knowledge of expected therapeutic effect, possible side-effects,
complications and appropriate actions related to each. In the
community nursing setting, carers may undertake some of these
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Collection methods:

Comments:

activities within, and under surveillance, of a nursing care-plan.
Some examples of technical care activities are:

e medication administration (including injections)
e dressings and other procedures

e venipuncture

e monitoring of dialysis

e implementation of pain management technology.

Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Commencement of care episode (there may be several visits in
which assessment data are gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Australian Council of Community Nursing Services

ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCNS

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Dependency in activities of daily living—dressing

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Person— dependency in activities of daily living (dressing), code
N

270414
Health, Standard 01/03/2005

An indicator of a person’s need for assistance with dressing, as
represented by a code.

Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of ‘informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Person —dependency in activities of daily living

Representational attributes

Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Data element attributes

Code
Number
N
1
Value Meaning
1 Independent
2 Requires observation or rare physical assistance
3 Cannot perform the activity without some
assistance
4 Full assistance required (totally dependent)

Collection and usage attributes

Guide for use:

Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.
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Collection methods:

Comments:

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Commencement of care episode (there may be several visits in
which assessment data are gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/ or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Australian Council of Community Nursing Services

ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCNS

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)

416


http://meteor.aihw.gov.au/content/item.phtml?itemId=273290&nodeId=file41fd72b480329&fn=Dependency%20in%20activities%20of%20daily%20living,%20version%202,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�
http://meteor.aihw.gov.au/content/item.phtml?itemId=273290&nodeId=file41fd72b480329&fn=Dependency%20in%20activities%20of%20daily%20living,%20version%202,%20DE,%20NHDD,%20NHIMG,%20Superseded%2001/03/2005.pdf�

Dependency in activities of daily living—eating

Identifying and definitional attributes

Metadata item type:
Technical name:
METeOR identifier:
Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Person— dependency in activities of daily living (eating), code N
270415

Health, Standard 01/03/2005

An indicator of a person’s need for assistance with eating, as
represented by a code.

Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of ‘informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Person —dependency in activities of daily living

Representational attributes

Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Data element attributes

Code
Number
N
1
Value Meaning
1 Independent
2 Requires observation or rare physical assistance
3 Cannot perform the activity without some
assistance
Full assistance required (totally dependent)
5 Tube-fed only

Collection and usage attributes

Guide for use:

Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.

417



Collection methods:

Comments:

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Commencement of care episode (there may be several visits in
which assessment data are gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/ or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Australian Council of Community Nursing Services

ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCNS

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Dependency in activities of daily living—evening technical
nursing care requirement

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Person — technical nursing care requirement (evening), total
minutes NNN

270421
Health, Standard 01/03 /2005

A person’s need for evening technical nursing care per week
measured in minutes.

Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of ‘“informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Person — technical nursing care requirement

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Supplementary values:

Unit of measure:

Data element attributes

Total
Number
NNN
3
Value Meaning
1 No technical care requirements

Minute (m)

Collection and usage attributes

Guide for use:

Record the minutes of evening technical care required per week.

Technical care refers to technical tasks and procedures for which
nurses receive specific education and which require nursing
knowledge of expected therapeutic effect, possible side-effects,
complications and appropriate actions related to each. In the
community nursing setting, carers may undertake some of these
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Collection methods:

Comments:

activities within, and under surveillance, of a nursing care-plan.
Some examples of technical care activities are:

e medication administration (including injections)
e dressings and other procedures

e venipuncture

e monitoring of dialysis

e implementation of pain management technology.

Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Commencement of care episode (there may be several visits in
which assessment data are gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Australian Council of Community Nursing Services

ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCNS

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Dependency in activities of daily living—extra surveillance

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —dependency in activities of daily living (extra
surveillance), code N

METeOR identifier: 270419

Registration status: Health, Standard 01/03/2005

Definition: An indicator of a person’s need for additional individual

attention and/or planned intervention in carrying out activities
of daily living, as represented by a code.

Context: Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of ‘informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Data Element Concept: Person—dependency in activities of daily living

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 No additional attention required
2 Less than 30 minutes individual attention per day
3 More than 30 and more than or equal to 90
minutes individual attention per day
4 Requires at least two hours intervention per week
on an episodic basis
5 More than 90 minutes but less than almost

constant individual attention
Requires almost constant individual attention

Cannot be left alone at all
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Data element attributes

Collection and usage attributes

Guide for use:

Collection methods:

Comments:

Extra surveillance refers to behaviour, which requires individual
attention and/or planned intervention. Some examples are:

e aggressiveness

e wandering

e impaired memory or attention

e disinhibition and other cognitive impairment.

Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Commencement of care episode (there may be several visits in
which assessment data are gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Australian Council of Community Nursing Services

ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCNS

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Dependency in activities of daily living—infrequent
technical nursing care requirement

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Person — technical nursing care requirement (infrequent), total
minutes NNN

270423
Health, Standard 01/03 /2005

A person’s need for infrequent technical nursing care per month
measured in minutes.

Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of ‘“informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Person — technical nursing care requirement

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Supplementary values:

Unit of measure:

Data element attributes

Total
Number
NNN
3
Value Meaning
1 No technical care requirements

Minute (m)

Collection and usage attributes

Guide for use:

Record the minutes of infrequent technical care required per
month.

Technical care refers to technical tasks and procedures for which
nurses receive specific education and which require nursing
knowledge of expected therapeutic effect, possible side-effects,
complications and appropriate actions related to each. In the
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Collection methods:

Comments:

community nursing setting, carers may undertake some of these
activities within, and under surveillance, of a nursing care-plan.
Some examples of technical care activities are:

e medication administration (including injections)
e dressings and other procedures

e venipuncture

e monitoring of dialysis

e implementation of pain management technology.

Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Commencement of care episode (there may be several visits in
which assessment data are gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/ or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Australian Council of Community Nursing Services

ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCNS

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Dependency in activities of daily living—mobility

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —dependency in activities of daily living (mobility), code
N

METeOR identifier: 270410

Registration status: Health, Standard 01/03/2005

Definition: An indicator of a person’s need for assistance with mobility, as

represented by a code.

Context: Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of ‘informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Data Element Concept: Person —dependency in activities of daily living

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Independent
2 Requires observation or rare physical assistance
3 Cannot perform the activity without some
assistance
4 Full assistance required (totally dependent)
Data element attributes
Collection and usage attributes
Guide for use: Applies to walking, walking aid or wheelchair.

Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.
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Collection methods:

Comments:

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Commencement of care episode (there may be several visits in
which assessment data are gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/ or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Australian Council of Community Nursing Services

ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCN

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Dependency in activities of daily living—night-time
technical nursing care requirement

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Person — technical nursing care requirement (night-time), total
minutes NNN

270422
Health, Standard 01/03 /2005

A person’s need for night-time technical nursing care per week
measured in minutes.

Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of “informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Person — technical nursing care requirement

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Supplementary values:

Unit of measure:

Data element attributes

Total
Number
NNN
3
Value Meaning
1 No technical care requirements

Minute (m)

Collection and usage attributes

Guide for use:

Record the minutes of night-time technical care required per
week.

Technical care refers to technical tasks and procedures for which
nurses receive specific education and which require nursing
knowledge of expected therapeutic effect, possible side-effects,
complications and appropriate actions related to each. In the
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Collection methods:

Comments:

community nursing setting, carers may undertake some of these
activities within, and under surveillance, of a nursing care-plan.
Some examples of technical care activities are:

e medication administration (including injections)
e dressings and other procedures

e venipuncture

e monitoring of dialysis

e implementation of pain management technology.

Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Commencement of care episode (there may be several visits in
which assessment data are gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/ or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Australian Council of Community Nursing Services

ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCNS

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Dependency in activities of daily living—toileting

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Person — dependency in activities of daily living (toileting), code
N

270411
Health, Standard 01/03/2005

An indicator of a person’s need for assistance with toileting, as
represented by a code.

Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of ‘informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Person —dependency in activities of daily living

Representational attributes

Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Data element attributes

Code
Number
N
1
Value Meaning
1 Independent
2 Requires observation or rare physical assistance
3 Cannot perform the activity without some
assistance
4 Full assistance required (totally dependent)

Collection and usage attributes

Guide for use:

Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups, etc.
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Collection methods:

Comments:

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Commencement of care episode (there may be several visits in
which assessment data is gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in the Guide for Use.

The Person - Dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/ or score from the majority of dependency
instruments.

Source and reference attributes

Reference documents:

Relational attributes

Related metadata references:

ACCNS 1997. Community nursing minimum data set Australian
version 2.0: data dictionary and guidelines. Melbourne: ACCNS.

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Dependency in activities of daily living—transferring

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —dependency in activities of daily living (transferring),
code N

METeOR identifier: 270412

Registration status: Health, Standard 01/03/2005

Definition: An indicator of a person’s need for assistance with transferring,

as represented by a code.

Context: Dependency reflects the person’s need, rather than the actual
service provision which addresses that need. This is essential
information in the community environment, where the
relationship between a person’s functional status and care
allocated is not direct. The involvement of ‘informal’ carers, the
possibility of resource allocation being driven by availability
rather than need, and the vulnerability of system to inequity, all
require a ‘standard’ view of the person. It is against this
background that resource allocation and carer burden can then be
monitored. It is important to distinguish between this view of
dependency and that of the institutional system, where a
dependency ‘measure’ may be used to predict or dictate staffing
needs or to allocate funding.

Data Element Concept: Person —dependency in activities of daily living

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Independent
2 Requires observation or rare physical assistance
3 Cannot perform the activity without some

assistance
Full assistance required (totally dependent)

Person is bedfast

Data element attributes

Collection and usage attributes

Guide for use: Services may elect to adopt the measures as defined in this
metadata item or adopt one of the following tools now available,
such as the Bryan, Barthel, Katz, Functional Independence
Measure, Resource Utilisation Groups etc.
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Collection methods:

Comments:

Each agency should seek to adopt a dependency classification,
which can be mapped to other classifications and produce
equivalent scores.

Code 5: Person is bedfast.

Commencement of care episode (there may be several visits in
which assessment data are gathered).

There are a significant number of dependency instruments in use
in the community and institutional care. The Community
Nursing Minimum Data Set Australia recommends the adoption
of a dependency tool from a limited range of options as outlined
in Guide for use.

The Person dependency in activities of daily living metadata
items consist of a number of standard elements, which can be
used to map to and/or score from the majority of dependency
instruments.

Source and reference attributes

Submitting organisation:

Reference documents:

Relational attributes

Related metadata references:

Australian Council of Community Nursing Services

ACCNS 1997. Community nursing minimum data set Australia
version 2.0: data dictionary and guidelines. Melbourne: ACCNS

Supersedes Dependency in activities of daily living, version 2,
DE, NHDD, NHIMG, Superseded 01/03/2005.pdf (22.7 KB)
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Diabetes status

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person — diabetes mellitus status, code NN

METeOR identifier: 270194

Registration status: Health, Standard 01/03/2005

Definition: Whether a person has or is at risk of diabetes, as represented by a
code.

Data Element Concept: Person — diabetes mellitus status

Value domain attributes

Representational attributes

Representation class: Code
Data type: String
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
01 Type 1 diabetes
02 Type 2 diabetes
03 Gestational diabetes mellitus (GDM)
04 Other (secondary diabetes)
05 Previous gestational diabetes mellitus (GDM)
06 Impaired fasting glucose (IFG)
07 Impaired glucose tolerance (IGT)
08 Not diagnosed with diabetes
09 Not assessed
Supplementary values: 99 Not stated /inadequately described

Collection and usage attributes

Guide for use: Note that where there is a Gestational diabetes mellitus (GDM) or
Previous GDM (i.e. permissible values 3 & 5) and a current
history of Type 2 diabetes then record ‘Code 2" Type 2 diabetes.

This same principle applies where a history of either Impaired
fasting glycaemia (IFG) or Impaired glucose tolerance (IGT) and a
current history and Type 2 diabetes, then record ‘Code 2’ Type 2
diabetes.

CODE 01 Type 1 diabetes

Beta-cell destruction, usually leading to absolute insulin
deficiency. Includes those cases attributed to an autoimmune
process, as well as those with beta-cell destruction and who are
prone to ketoacidosis for which neither an aetiology nor
pathogenesis is known (idiopathic). It does not include those
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forms of beta-cell destruction or failure to which specific causes
can be assigned (e.g. cystic fibrosis, mitochondrial defects). Some
subjects with Type 1 diabetes can be identified at earlier clinical
stages than ‘diabetes mellitus’.

CODE 02 Type 2 diabetes

Type 2 includes the common major form of diabetes, which
results from defect(s) in insulin secretion, almost always with a
major contribution from insulin resistance.

CODE 03  Gestational diabetes mellitus (GDM)

GDM is a carbohydrate intolerance resulting in hyperglycaemia
of variable severity with onset or first recognition during
pregnancy. The definition applies irrespective of whether or not
insulin is used for treatment or the condition persists after
pregnancy. Diagnosis is to be based on the Australian Diabetes in
Pregnancy Society (ADIPS) Guidelines.

CODE 04 Other (secondary diabetes)

This categorisation include less common causes of diabetes
mellitus, but are those in which the underlying defect or disease
process can be identified in a relatively specific manner. They
include, for example, genetic defects of beta-cell function, genetic
defects in insulin action, diseases of the exocrine pancreas,
endocrinopathies, drug or chemical-induced, infections,
uncommon forms of immune-mediated diabetes, other genetic
syndromes sometimes associated with diabetes.

CODE05 Previous GDM
Where the person has a history of GDM.
CODE 06 Impaired fasting glycaemia (IFG)

IFG or ‘non-diabetic fasting hyperglycaemia’ refers to fasting
glucose concentrations, which are lower than those required to
diagnose diabetes mellitus but higher than the normal reference
range. An individual is considered to have IFG if they have a
fasting plasma glucose of 6.1 or greater and less than 7.0 mmol/L
if challenged with an oral glucose load, they have a fasting
plasma glucose concentration of 6.1 mmol/L or greater, but less
than 7.0 mmol/L, AND the 2 hour value in the Oral Glucose
Tolerance Test (OGTT) is less than 7.8 mmol/L.

CODE 07 Impaired glucose tolerance (IGT)

IGT is categorised as a stage in the natural history of disordered
carbohydrate metabolism; subjects with IGT have an increased
risk of progressing to diabetes. IGT refers to a metabolic state
intermediate between normal glucose homeostasis and diabetes.
Those individuals with IGT manifest glucose intolerance only
when challenged with an oral glucose load. IGT is diagnosed if
the 2 hour value in the OGTT is greater than 7.8 mmol/L. and
less than 11.1 mmol/L AND the fasting plasma glucose
concentration is less than 7.0 mmol /L.

CODE 08 Not diagnosed with diabetes

The subject has no known diagnosis of Type 1, Type 2, GDM,
Previous GDM, IFG, IGT or Other (secondary diabetes).
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Collection methods:

CODE 09 Not assessed

The subject has not had their diabetes status assessed.
CODE 99 Not stated/inadequately described

This code is for unknown or information unavailable.

The diagnosis is derived from and must be substantiated by
clinical documentation.

Source and reference attributes

Origin:

Data element attributes

Developed based on Definition, Diagnosis and Classification of
Diabetes Mellitus and its Complications Part 1: Diagnosis and
Classifications of Diabetes Mellitus Provisional Report of a World
Health Organization Consultation (Alberti & Zimmet 1998).

Collection and usage attributes

Collection methods:

Diabetes (clinical):

A type of diabetes should be recorded and coded for each
episode of patient care.

Source and reference attributes

Submitting organisation:
Relational attributes
Related metadata references:

Implementation in Data Set
Specifications:

Cardiovascular Data Working Group
National Diabetes Data Working Group

Supersedes Diabetes status, version 1, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (27.3 KB)

Acute coronary syndrome (clinical) DSS Health, Superseded
01/10/2008

Acute coronary syndrome (clinical) DSS Health, Superseded
07/12/2005

Acute coronary syndrome (clinical) DSS Health, Standard
01/10/2008

Cardiovascular disease (clinical) DSS Health, Superseded
15/02/2006

Cardiovascular disease (clinical) DSS Health, Superseded
04/07 /2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009

Diabetes (clinical) DSS Health, Superseded 21/09/2005
Diabetes (clinical) DSS Health, Standard 21/09/2005
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Diabetes therapy type

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person— diabetes therapy type, code NN

METeOR identifier: 270236

Registration status: Health, Standard 01/03/2005

Definition: The type of diabetes therapy the person is currently receiving, as

represented by a code.

Data Element Concept: Person— diabetes therapy type

Value domain attributes

Representational attributes

Representation class: Code
Data type: String
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
01 Diet and exercise only
02 Oral hypoglycaemic - sulphonylurea only
03 Oral hypoglycaemic - biguanide (eg metformin)
only
04 Oral hypoglycaemic - alpha-glucosidase inhibitor
only
05 Oral hypoglycaemic - thiazolidinedione only
06 Oral hypoglycaemic - meglitinide only
07 Oral hypoglycaemic - combination (eg biguanide
& sulphonylurea)
08 Oral hypoglycaemic - other
09 Insulin only
10 Insulin plus oral hypoglycaemic
98 Nil - not currently receiving diabetes treatment
Supplementary values: 99 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE 01 Diet & exercise only

This code includes the options of generalised prescribed diet;
avoid added sugar/simple carbohydrates (CHOs); low joule diet;
portion exchange diet and uses glycaemic index and a
recommendation for increased exercise.

CODE 98 Nil - not currently receiving diabetes treatment

This code is used when there is no current diet, tablets or insulin
therapy(ies).
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CODE 99 Not stated/inadequately described

Use this code when missing information.

Data element attributes

Collection and usage attributes

Collection methods: To be collected at the commencement of treatment and at each
review.
Comments: In settings where the monitoring of a person’s health is ongoing

and where management can change over time (such as general
practice), the Service contact —service contact date, DDMMYYYY
should be recorded.

The main use of this data element is to enable categorisation of
management regimes against best practice for diabetes.

Source and reference attributes
Submitting organisation: National Diabetes Data Working Group
Cardiovascular Data Working Group

Reference documents: Berkow R, editor. The Merck Manual. 16th ed. Rahway (New
Jersey, USA): Merck Research Laboratories; 1992.

Relational attributes

Related metadata references: Supersedes Diabetes therapy type, version 1, DE, NHDD,
NHIMG, Superseded 01/03/2005.pdf (19.1 KB)

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008

Cardiovascular disease (clinical) DSS Health, Superseded
15/02/2006

Cardiovascular disease (clinical) DSS Health, Superseded
04/07/2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009

Diabetes (clinical) DSS Health, Superseded 21/09/2005
Diabetes (clinical) DSS Health, Standard 21/09/2005
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Diagnosis related group

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Episode of admitted patient care — diagnosis related group, code
(AR-DRG v 6) ANNA

391295
Health, Standard 22/12/2009

A patient classification scheme which provides a means of
relating the number and types of patients treated in a hospital to
the resources required by the hospital, as represented by a code.

Episode of admitted patient care — diagnosis related group

Representational attributes
Classification scheme:

Representation class:

Data type:

Format:

Maximum character length:

Data element attributes

Australian Refined Diagnosis Related Groups version 6
Code

String

ANNA

4

Collection and usage attributes

Comments:

The Australian Refined Diagnosis Related Group is derived from
a range of data collected on admitted patients, including
diagnosis and procedure information, classified using ICD-10-
AM. The data elements required are described in Related data
elements.

Source and reference attributes

Origin:
Relational attributes

Related metadata references:

National Centre for Classification in Health

See also Episode of admitted patient care —major diagnostic
category, code (AR-DRG v 6) NN Health, Standard 22/12/2009

Supersedes Episode of admitted patient care —diagnosis related
group, code (AR-DRG v5.1) ANNA Health, Superseded
22/12/2009

Is formed using Person—sex, code N Health, Standard
04/05/2005, Community services, Standard 25/08 /2005,
Housing assistance, Standard 10/02/2006

Is formed using Episode of admitted patient care —separation
date, DDMMYYYY Health, Standard 01/03/2005

Is formed using Episode of admitted patient care —separation
mode, code N Health, Standard 01/03/2005
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Implementation in Data Set
Specifications:

Is formed using Episode of admitted patient care —intended
length of hospital stay, code N Health, Standard 01/03/2005

Is formed using Episode of admitted patient care —admission
date, DDMMYYYY Health, Standard 01/03/2005

Is formed using Person—date of birth, DDMMYYYY Health,
Standard 04/05/2005, Community services, Standard
25/08/2005, Housing assistance, Standard 20/06/2005

Is formed using Person —weight (measured), total grams NNNN
Health, Standard 01/03 /2005

Is formed using Episode of admitted patient care —number of
leave days, total N[NN] Health, Standard 01/03/2005

Is formed using Episode of care —mental health legal status, code
N Health, Standard 01/03/2005

Is formed using Episode of admitted patient care —procedure,
code (ACHI 7th edn) NNNNN-NN Health, Standard 22/12 /2009

Is formed using Episode of care — principal diagnosis, code (ICD-
10-AM 7th edn) ANN{.N[N]} Health, Standard 22/12/2009

Is formed using Episode of care —additional diagnosis, code
(ICD-10-AM 7th edn) ANN{.N[N]} Health, Standard 22/12/2009

Admitted patient care NMDS 2010-2011 Health, Standard
22/12/2009

Implementation start date: 01/07/2010

Admitted patient mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07/2010
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Difficulty with activities

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:

Registration status:
Definition:

Context:

Data Element Concept:

Value domain attributes

Data Element

Person—level of difficulty with activities in life areas, code (ICF
2001) N

320120

Health, Standard 29/11/2006
Community services, Standard 16,/10/2006

The level of difficulty a person has in performing the tasks and
actions involved in specified life areas, as represented by a code.

Human functioning and disability

Person—level of difficulty with activities in a life area

Representational attributes

Classification scheme:

Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Supplementary values:

International Classification of Functioning, Disability and Health
2001

Code
Number
N
1
Value Meaning
0 No difficulty
1 Mild difficulty
2 Moderate difficulty
3 Severe difficulty
4 Complete difficulty
8 Not specified
9 Not applicable

Collection and usage attributes

Guide for use:

This metadata item contributes to the definition of the concept
‘Disability” and gives an indication of the experience of disability
for a person.

In the context of health, an activity is the execution of a task or
action by an individual. Activity limitations are difficulties an
individual may have in executing an activity.

Difficulties with activities can arise when there is a qualitative or
quantitative alteration in the way in which these activities are
carried out. Difficulty includes matters such as ‘“with pain’, ‘time
taken’, ‘number of errors’, ‘clumsiness’, ‘modification of manner
in which an activity is performed’ e.g. sitting to get dressed
instead of standing. ‘Difficulty” is a combination of the frequency
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with which the problem exists, the duration of the problem and
the intensity of the problem. Activity limitations are assessed
against a generally accepted population standard, relative to
cultural and social expectations.

Activity limitation varies with the environment and is assessed in
relation to a particular environment; the absence or presence of
assistance, including aids and equipment, is an aspect of the
environment.

The user will select the code that most closely summarises, in
terms of duration, frequency, manner or outcome, the level of
difficulty of the person for whom the data is recorded.

CODE 0 No difficulty in this life area

Is used when there is no difficulty in performing this activity.
This scale has a margin of error of 5%. [0-4%]

CODE 1 Mild difficulty

Is recorded for example, when the level of difficulty is below the
threshold for medical intervention, the difficulty is experienced
less than 25% of the time, and/or with a low alteration in
functioning which may happen occasionally over the last 30 days.

[5-24%]
CODE 2 Moderate difficulty

Is used for example when the level of difficulty is experienced
less than 50% of the time and/or with a significant, but moderate
effect on functioning (Up to half the scale of total performance)
which may happen regularly over the last 30 days. [25-49%]

CODE 3 Severe difficulty

Is used for example when performance in this life area can be
achieved, but with only extreme difficulty, and/or with an
extreme effect on functioning which may happen often over the
last 30 days. [50-95%]

CODE 4 Complete difficulty

Is used when the person can not perform in this life area due of

the difficulty in doing so. This scale has a margin of error of 5%.
[96-100%]

CODE 8 Not specified

Is used where a person has difficulty with activities in a life area
but there is insufficient information to use codes 0-4.

CODE 9 Not applicable

Is used where a life area is not applicable to this person, e.g.
domestic life for a child under 5.

Source and reference attributes

Submitting organisation:

Origin:

Australian Institute of Health and Welfare (AIHW) which is the
Australian Collaborating Centre for the World Health
Organization Family of International Classifications.

WHO 2001. ICF: International Classification of Functioning,
Disability and Health. Geneva: WHO
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ATHW 2003. ICF Australian User Guide Version 1.0. Canberra:
ATHW

Reference documents: Further information on the ICF, including more detailed codes,
can be found in the ICF itself and the ICF Australian User Guide
(AIHW 2003), at the following websites:

e  WHO ICF website
http:/ /www.who.int/ classifications /icf/en/

e Australian Collaborating Centre ICF website
http:/ /www.aihw.gov.au/disability /icf /index.cfm

Data element attributes

Collection and usage attributes

Guide for use: This data element, in conjunction with Person —activities and
participation life area, code (ICF 2001) AN[NNN], indicates the
presence and extent of activity limitation in a given domain of
activity.

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare (AIHW) which is the
Australian Collaborating Centre for the World Health
Organization Family of International Classifications.

Relational attributes

Related metadata references: See also Person —activity and participation life area, code (ICF
2001) AN[NNN] Health, Standard 29/11/2006, Community
services, Standard 16/10/2006

Implementation in Data Set Activities and Participation cluster Health, Standard 29/11/2006
Specifications: Community services, Standard 16/10/2006
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Division of General Practice number

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Division of general practice —organisation identifier, NNN
METeOR identifier: 270014

Registration status: Health, Standard 01/03/2005

Definition: The unique identifier for the Division of general practice number

as designated by the Commonwealth Government of Australia.
Each separately administered Division of general practice has a
unique identifying number.

Data Element Concept: Division of general practice —organisation identifier

Value domain attributes

Representational attributes

Representation class: Identifier
Data type: Number
Format: NNN
Maximum character length: 3

Data element attributes

Source and reference attributes
Submitting organisation: Cardiovascular Data Working Group

Origin: The actual Division of General Practice numbers can be obtained
by selecting the individual State or Territory from the Divisions
Directory found within the Australian Division of General
Practice website

Relational attributes

Related metadata references: Supersedes Division of general practice number, version 1, DE,
NHDD, NHIMG, Superseded 01/03/2005.pdf (14.2 KB)

Implementation in Data Set Cardiovascular disease (clinical) DSS Health, Superseded
Specifications: 15/02/2006
Cardiovascular disease (clinical) DSS Health, Superseded
04/07 /2007

Cardiovascular disease (clinical) DSS Health, Superseded
22/12/2009

Cardiovascular disease (clinical) DSS Health, Standard
22/12/2009
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Dyslipidaemia treatment indicator

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person—dyslipidaemia treatment with anti-lipid medication
indicator (current), code N

METeOR identifier: 302440

Registration status: Health, Standard 21/09/2005

Definition: Whether a person is being currently treated for dyslipidaemia
using anti-lipid medication, as represented by a code.

Data Element Concept: Person—dyslipidaemia treatment with anti-lipid medication
indicator

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Yes
2 No
Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE 9 Not stated/inadequately described

This code is not for use in primary data collections.

Data element attributes

Collection and usage attributes

Guide for use: CODE 1 Yes: Record if a person is being treated for
dyslipidaemia using anti-lipid medication.

CODE 2 No: Record if a person is not being treated for
dyslipidaemia using anti-lipid medication.

Collection methods: Ask the individual if he/she is currently treated with anti-lipid
medication. Alternatively obtain the relevant information from
appropriate documentation.

Source and reference attributes
Submitting organisation: National diabetes data working group

Origin: National Diabetes Outcomes Quality Review Initiative
(NDOQRIN) data dictionary.
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Relational attributes

Related metadata references: Supersedes Person — dyslipidaemia treatment status (anti-lipid

medication), code N Health, Superseded 21/09/2005
Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard
Specifications: 01/10/2008

Diabetes (clinical) DSS Health, Standard 21/09/2005
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ECG—Q waves indicator

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —electrocardiogram Q waves indicator, yes/no code N
METeOR identifier: 347711

Registration status: Health, Standard 01/10/2008

Definition: An indicator of whether Q waves are present on a person’s

follow-up electrocardiogram (ECG), as represented by a code.

Data Element Concept: Person— electrocardiogram Q waves indicator

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Yes
2 No
Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE 9 Not stated/inadequately described

This code is not for use in primary data collections.

Data element attributes

Collection and usage attributes
Guide for use: Code1l Yes

Record if Q waves are identified on the follow-up
electrocardiogram.

Code2 No

Record if no Q waves are identified on the follow-up
electrocardiogram.

Collection methods: Do not record the presence of Q waves for the initial ECG. This
data element should only be collected for follow-up ECGs.

Relational attributes

Related metadata references: See also Electrocardiogram —new Q waves indicator, ves/no
code N Health, Standard 01/10/2008

Implementation in Data Set Electrocardiogram cluster Health, Standard 01/10/2008

Specifications:

Conditional obligation:
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Record for all follow up electrocardiograms performed after
the initial electrocardiogram.
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Electrocardiogram—new Q waves indicator

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Electrocardiogram —new Q waves indicator, yes/no code N
Synonymous names: ECG - new Q waves

METeOR identifier: 343902

Registration status: Health, Standard 01/10/2008

Definition: Whether the Q waves identified on a person’s follow-up

electrocardiogram (ECG) is new, as represented by a code.

Data Element Concept: Electrocardiogram —new Q waves indicator

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Yes
2 No
Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE9 Not stated/inadequately described

This code is not for use in primary data collections.

Data element attributes

Collection and usage attributes
Guide for use: CODE1 Yes (New Q waves)

Use this code where the follow-up ECG identifies Q waves
>=0.03 seconds in width and >=1mm (0.1mV) in depth in at least
2 contiguous leads that were not seen on the initial ECG

CODE 2 No (Pre-existing Q waves)

Use this code where the follow-up ECG identifies Q waves
>=0.03 seconds in width and >=1mm (0.1mV) in depth in at least
2 contiguous leads that were already seen on the initial ECG

CODE9 Not stated/inadequately described
Includes unknown

Collection methods: Do not record whether the Q waves are new or not on the initial
ECG. This data element should only be recorded for follow-up
ECGs.
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Comments:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

This data element identifies if new Q waves are present on the
follow-up ECG. This information is valuable in coding
transmural myocardial infarction.

See also Person —electrocardiogram Q waves indicator, yes/no
code N Health, Standard 01/10/2008

Electrocardiogram cluster Health, Standard 01/10/2008

Conditional obligation:
Record if Q waves are present on the follow up
electrocardiogram.
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Electrocardiogram—ST-segment-elevation in lead V4R

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Electrocardiogram — ST-segment-elevation in lead V4R indicator,
yes/no code N

Synonymous names: ECG - ST-segment-elevation lead V4R

METeOR identifier: 343889

Registration status: Health, Standard 01/10/2008

Definition: An indicator of whether ST-segment-elevation of greater than or

equal to Imm (0.1mV) in lead V4R of the electrocardiogram
(ECG) is present, as represented by a code.

Data Element Concept: Electrocardiogram —electrocardiogram ST-segment-elevation in
lead V4R indicator

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Yes
2 No
Supplementary values: 9 Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE 9 Not stated/inadequately described

This code is not for use in primary data collections.

Data element attributes

Collection and usage attributes

Guide for use: CODE1 Yes
ST-segment-elevation >=1 mm (0.1 mV) in lead V4R
CODE2 No

ST-segment-elevation in lead V4R of <=1 mm (0.1 mV) or no ST-
segment-elevation in lead V4R

CODE9 Not stated/inadequately described
Includes unknown

Collection methods: The presence (or absence) of ST-segment elevation in lead V4R
should be recorded when right-sided precordial leads are
performed in the ECG.
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Comments:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

ST-segment elevation in lead V4R represents right ventricular
infarction.

See also Electrocardiogram —lead V4R presence indicator, yves/no
code N Health, Standard 01/10/2008

Electrocardiogram cluster Health, Standard 01/10/2008

Conditional obligation:
Record when lead V4R was performed on the
electrocardiogram.
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Electrocardiogram—Ilead V4R presence indicator

Identifying and definitional attributes

Metadata item type:
Technical name:
Synonymous names:
METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Electrocardiogram —lead V4R presence indicator, yes/no code N
ECG - lead V4R indicator

349656

Health, Standard 01/10/2008

An indicator of whether lead V4R was performed on a person’s
electrocardiogram (ECG), as represented by a code.

Electrocardiogram —lead V4R presence indicator

Representational attributes

Representation class:

Data type:

Format:

Maximum character length:

Permissible values:

Supplementary values:

Code
Number
N
1
Value Meaning
1 Yes
2 No
9 Not stated /inadequately described

Collection and usage attributes

Guide for use:

Data element attributes

CODE9 Not stated/inadequately described

This code is not for use in primary data collections.

Collection and usage attributes

Comments:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Lead V4R represents a lead placed on the chest aligned with the
right mid-clavicular line, in the 5th intercostal space. The
measurements from this lead can identify right ventricular
infarction.

Lead V4R should be performed in the context of inferior
infarction, especially in the presence of haemodynamic
comprommise.

See also Electrocardiogram — ST-segment-elevation in lead V4R
indicator, yes/no code N Health, Standard 01/10/2008

Electrocardiogram cluster Health, Standard 01/10/2008
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Electrocardiogram change location

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Electrocardiogram — change location, code N

METeOR identifier: 356835

Registration status: Health, Standard 01/10/2008

Definition: The area in which the change is located on the electrocardiogram

(ECG), as represented by a code.

Data Element Concept: Electrocardiogram — change location

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Inferior leads: II, III, aVF

2 Anterior leads: V1 to V4

3 Lateral leads: I, aVL, V5 to V6
4 True posterior: V1 V2
9

Supplementary values: Not stated /inadequately described

Collection and usage attributes
Guide for use: CODE4 True posterior: V1 V2

True posterior is relevant only for tall R waves.

Data element attributes

Collection and usage attributes
Guide for use: More than one code may be recorded.
Report in order of significance.

Where a change is located in all leads of the ECG codes 1, 2 and 3
should be recorded.

Record all codes that apply (code 9 is excluded from multiple
coding).

Source and reference attributes

Submitting organisation: Acute coronary syndrome data working group
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Relational attributes

Related metadata references: Supersedes Person — electrocardiogram change location, code N
Health, Superseded 01/10/2008

Implementation in Data Set Electrocardiogram cluster Health, Standard 01/10/2008

Specifications:
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Electrocardiogram change type

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Electrocardiogram — change type, code N

METeOR identifier: 356856

Registration status: Health, Standard 01/10/2008

Definition: The type of change to the heart rhythm seen on a person’s

electrocardiogram (ECG), as represented by a code.

Data Element Concept: Electrocardiogram —change type

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: NN
Maximum character length: 2
Permissible values: Value Meaning
10 ST-segment-elevation >=1 mm (0.1 mV) in >=2
contiguous limb leads
11 ST-segment-elevation >= 2 mm (0.2 mV) in >=2
contiguous chest leads
12 ST-segment depression >= 0.5 mm (0.05 mV) in
>= 2 contiguous leads (includes reciprocal
changes)
20 T-wave inversion >= 2 mm (0.1 mV)
30 Significant Q waves
40 Left bundle-branch block (BBB)
41 Right bundle-branch block (BBB)
42 Indeterminate bundle-branch block (BBB)
90 Non specific
Supplementary values: 99 Not stated /inadequately described

Collection and usage attributes
Guide for use: ST-segment changes

CODE 10 ST-segment-elevation >=1 mm (0.1 mV) in >=2
contiguous limb leads

ST-segment-elevation indicates greater than or equal to 1 mm (0.1
mV) elevation in 2 or more contiguous limb leads.

CODE 11 ST-segment-elevation >=2 mm (0.2 mV) in >=2
contiguous chest leads

ST-segment-elevation indicates greater than or equal to 2 mm (0.2
mV) elevation in 2 or more contiguous chest leads.
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Data element attributes

CODE 12 ST-segment depression >= 0.5 mm (0.05 mV) in >=2
contiguous leads (includes reciprocal changes)

ST-segment depression of at least 0.5 mm (0.05 mV) in 2 or more
contiguous leads (includes reciprocal changes).

T-wave changes
CODE 20 T-wave inversion >=2 mm (0.2 mV)

T-wave inversion of at least 2 mm (0.2 mV) including inverted T
waves that are not indicative of acute ML

Q wave changes
CODE 30 Significant Q waves

Q waves refer to the presence of Q waves that are greater than or
equal to 0.03 seconds in width and greater than or equal to 1 mm
(0.1 mV) in depth in at least 2 contiguous leads.

Bundle-branch block changes

CODE 40 Left bundle branch block (BBB)

Diffuse left bundle-branch block pattern.

CODE 41 Right bundle-branch block (BBB)

Diffuse right bundle-branch block pattern.

CODE 42 Indeterminate bundle-branch block (BBB)

Bundle-branch block pattern identified, but left or right location
is unclear.

CODE 90 Non-specific
Changes not meeting the above criteria.
CODE 99 Not stated/inadequately described

Includes unknown.

Collection and usage attributes

Guide for use:

Collection methods:

More than one code may be recorded.

Record all that apply (codes 90 and 99 are excluded from
multiple coding).

Where codes 40, 41 or 42 are recorded Electrocardiogram -
bundle-branch block status, code N must also be recorded.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Acute coronary syndrome data working group

Supersedes Person —electrocardiogram change type, code N
Health, Superseded 01/10/2008

Electrocardiogram cluster Health, Standard 01/10/2008
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Electronic communication address (person)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person (address) —electronic communication address, text
[X(250)]

Synonymous names: Electronic communication details

METeOR identifier: 287469

Registration status: Health, Standard 04/05/2005
Community services, Standard 30/09/2005

Definition: A unique combination of characters used as input to electronic

communication equipment for the purpose of contacting a
person, as represented by text.

Data Element Concept: Person (address) — electronic communication address

Value domain attributes

Representational attributes

Representation class: Text
Data type: String
Format: [X(250)]
Maximum character length: 250

Data element attributes

Collection and usage attributes

Guide for use: Multiple electronic communication addresses (for example,
multiple phone numbers, fax numbers and e-mail) may be
recorded as required. Each instance should have an appropriate
Electronic communication medium and usage code assigned.

Universal Resource Locator (URL)

One form of electronic address used as a locator for an internet-
based web site.

Example: http:/ /www.aihw.gov.au This is the full address,
however, it is not essential to record ‘http:/ /www’ as the
commonly used internet browsers assume these characters are
included. Therefore, the URL address could be recorded as
‘aihw.gov.au’.

Email addresses

Email addresses are a combination of a username and an internet
domain name (URL) joined by an @ symbol. The use of the full
URL is not valid in an email address.

Example: myuserid@bigpond.net.au

Telephone numbers

e Record the prefix plus telephone number. For example, 08
8226 6000 or 0417 123456.
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¢ Do not record punctuation in telephone numbers. For
example, (08) 8226 6000 or 08-8226 6000 would not be correct.

Unknown contact details
Leave the field blank.

Source and reference attributes

Submitting organisation:

Origin:

Reference documents:

Relational attributes

Implementation in Data Set
Specifications:

Standards Australia

AS 4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia

AS5017 Health Care Client Identification, 2002, Sydney:
Standards Australia

AS4846 Health Care Provider Identification, 2006, Sydney:
Standards Australia

Health care client identification DSS Health, Superseded
03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Health care provider identification DSS Health, Superseded
04/07 /2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Electronic communication address (service provider
organisation)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Service provider organisation (address) — electronic
communication address, text [X(250)]

METeOR identifier: 287480

Registration status: Health, Standard 04/05/2005
Community services, Standard 30/09/2005

Definition: A unique combination of characters used as input to electronic

communication equipment for the purpose of contacting an
organisation, as represented by text.

Data Element Concept: Service provider organisation (address) — electronic
communication address

Value domain attributes

Representational attributes

Representation class: Text
Data type: String
Format: [X(250)]
Maximum character length: 250

Data element attributes

Collection and usage attributes

Guide for use: Multiple electronic communication addresses (for example,
multiple phone numbers, fax numbers and e-mail) may be
recorded as required. Each instance should have an appropriate
Electronic communication medium and usage code assigned.

Universal Resource Locator (URL)

One form of electronic address used as a locator for an internet-
based web site.

Example: http:/ /www.aihw.gov.au This is the full address,
however, it is not essential to record “http:/ /www” as the
commonly used internet browsers assume these characters are
included. Therefore, the URL address could be recorded as
‘aihw.gov.au’.

Email addresses

Email addresses are a combination of a username and an internet
domain name (URL) joined by an @ symbol. The use of the full
URL is not valid in an email address.

Example: myuserid@bigpond.net.au

Telephone numbers
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Record the prefix plus telephone number. For example, 08 8226
6000 or 0417 123456.

Do not record punctuation in telephone numbers. For example,
(08) 8226 6000 or 08-8226 6000 would not be correct.

Unknown contact details

Leave the field blank.

Source and reference attributes

Submitting organisation:

Origin:

Reference documents:

Relational attributes

Implementation in Data Set
Specifications:

Standards Australia

AS 4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia

AS4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia

AS5017 Health Care Client Identification, 2002, Sydney:
Standards Australia

In AS5017 this data element is represented by ‘Telephone number
(client)’. In AS4846 this data element is represented by ‘Provider
electronic communication details’. Refer to the current standard
for more details.

Health care provider identification DSS Health, Superseded
04/07/2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Electronic communication medium (person)

Identifying and definitional attributes

Metadata item type: Data Element
Technical name: Person (address) — electronic communication medium, code N
METeOR identifier: 287519
Registration status: Health, Standard 04/05/2005
Community services, Standard 30/09/2005
Definition: A type of communication mechanism used by a person, as

represented by a code.

Data Element Concept: Person (address) — electronic communication medium

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Telephone (excluding mobile telephone)
2 Mobile (cellular) telephone
3 Facsimile machine
4 Pager
5 e-mail
6 URL
8 Other
Data element attributes
Source and reference attributes
Submitting organisation: Standards Australia
Origin: AS 4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia
Reference documents: AS4846 Health Care Provider Identification, 2006, Sydney:

Standards Australia

Relational attributes

Implementation in Data Set Health care client identification DSS Health, Superseded
Specifications: 03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Health care provider identification DSS Health, Superseded
04/07/2007
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Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Electronic communication medium (service provider
organisation)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Service provider organisation (address) — electronic
communication medium, code N

METeOR identifier: 287521

Registration status: Health, Standard 04/05/2005
Community services, Standard 30/09/2005

Definition: A type of communication mechanism used by an organisation, as

represented by a code.

Data Element Concept: Service provider organisation (address)—electronic
communication medium

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Telephone (excluding mobile telephone)
2 Mobile (cellular) telephone
3 Facsimile machine
4 Pager
5 e-mail
6 URL
8 Other
Data element attributes
Collection and usage attributes
Guide for use: Multiple electronic communication addresses (for example,

multiple phone numbers, fax numbers and e-mail) may be
recorded as required. Each instance should have an appropriate
Electronic communication medium and Electronic
communication usage code assigned.

Source and reference attributes
Submitting organisation: Standards Australia

Origin: AS 4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia
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Reference documents:

Relational attributes

Implementation in Data Set
Specifications:

AS4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia

In AS4846 alternative alphabetic codes are presented. Refer to the
current standard for more details.

Health care provider identification DSS Health, Superseded
04/07 /2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Electronic communication usage code (person)

Identifying and definitional attributes

Metadata item type: Data Element
Technical name: Person (address) — electronic communication usage, code N
METeOR identifier: 287579
Registration status: Health, Standard 04/05/2005
Community services, Standard 30/09/2005
Definition: The manner of use that a person applies to an electronic

communication address, as represented by a code.

Data Element Concept: Person (address) — electronic communication usage code

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Business use only
2 Personal use only
3 Both business and personal use

Data element attributes

Collection and usage attributes

Guide for use: Only applicable to individuals, and not organisations.

Source and reference attributes

Submitting organisation: Australian Institute of Health and Welfare

Origin: AS 4846 Health Care Provider Identification, 2004, Sydney:
Standards Australia

Reference documents: AS4846 Health Care Provider Identification, 2004, Sydney:

Standards Australia

AS5017 Health Care Client Identification, 2002, Sydney:
Standards Australia

In AS5017 an alternative data element is presented as ‘“Telephone
number type (client)’. In AS4846 this data element is called
‘Provider electronic communication type’. In both instances
alternative alphabetic codes are presented. Refer to the current
standard for more details.
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Relational attributes

Implementation in Data Set
Specifications:

Health care client identification DSS Health, Superseded
03/12/2008

Health care client identification DSS Health, Standard
03/12/2008

Health care provider identification DSS Health, Superseded
04/07 /2007

Health care provider identification DSS Health, Superseded
03/12/2008

Health care provider identification DSS Health, Standard
03/12/2008
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Emergency department arrival mode—transport

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Non-admitted patient emergency department service episode —
transport mode (arrival), code N

METeOR identifier: 270000

Registration status: Health, Standard 01/03/2005

Definition: The mode of transport by which the person arrives at the

emergency department, as represented by a code.

Data Element Concept: Non-admitted patient emergency department service episode —
transport mode

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Ambulance, air ambulance or helicopter rescue
service
Police/ correctional services vehicle
Other
Supplementary values: 9 Not stated /unknown

Collection and usage attributes
Guide for use: CODE 8 Other

Includes walking, private transport, public transport, community
transport, and taxi.

Data element attributes

Source and reference attributes

Submitting organisation: National reference group for non-admitted patient data
development, 2001-02

Relational attributes

Related metadata references: Supersedes Emergency department arrival mode - transport,
version 1, DE, NHDD, NHIMG, Superseded 01/03/2005.pdf
(13.8 KB)

Implementation in Data Set Acute coronary syndrome (clinical) DSS Health, Standard

Specifications: 01/10/2008

Non-admitted patient emergency department care NMDS
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Health, Superseded 24/03/2006
Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Non-admitted patient emergency department care NMDS
Health, Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06/2007

Non-admitted patient emergency department care NMDS
Health, Superseded 07/12/2005

Non-admitted patient emergency department care NMDS 2007-
2008 Health, Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Non-admitted patient emergency department care NMDS 2008-
2010 Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12 /2009

Implementation start date: 01/07/2010
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Emergency department date of commencement of service
event

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Non-admitted patient emergency department service episode —
service commencement date, DDMMYYYY

METeOR identifier: 390398

Registration status: Health, Standard 22/12/2009

Definition: The date on which a non-admitted emergency department
service event commences.

Context: Emergency Department care

Data Element Concept: Non-admitted patient emergency department service episode —

service commencement date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: An Emergency Department service event can be commenced by a
doctor, nurse, mental health practitioner or other health
professional, when investigation, care and/or treatment is
provided in accordance with an established clinical pathway
defined by the Emergency Department. Placement of a patient in
a cubicle and observations taken to monitor a patient pending a
clinical decision regarding commencement of a clinical pathway,
do not constitute commencement.

The following examples illustrate the commencement of an
Emergency Department service event.

Example 1

e A patient presents at the Emergency Department with mild
asthma. At triage, the patient is categorised as category three
and returns to the waiting area.

e The patient has a more severe asthma attack in the waiting
area, is re-triaged to category two and shown to a cubicle
where standard observations are taken.

e A nurse comes to the cubicle and commences treatment
based on an acknowledged clinical pathway of the
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Emergency Department. At this point : Emergency
Department service event has commenced.

Example 2

A patient presents at the Emergency Department in an
agitated, delusional state. At triage, the patient is categorised
as category two and placed in a cubicle and the mental health
practitioner notified.

Observations are taken and nursing staff continue to observe
the patient.

The mental health practitioner arrives, assesses the patient
and develops a management plan. At this point : Emergency
Department service event has commenced.

Example 3

A patient presents at the Emergency Department with an
ankle injury from football. At triage, the patient is categorised
as category four and moved to the ‘fast track area’.

The physiotherapist attends, examines the patient, makes an
assessment (including diagnostic imaging requirements) and
determines a treatment plan. At this point : Emergency
Department service event has commenced.

Example 4

A patient presents at the Emergency Department with a sore
arm, following a fall, with limited arm movement possible.

The patient is categorised as category three at triage and
placed in a cubicle.

A nurse provides analgesia and assesses the patient,
including ordering diagnostic imaging. At this point :
Emergency Department service event has commenced.

Example 5

A patient presents at the Emergency Department feeling
vague and having been generally unwell for a day or two.
The patient has a slight cough. At triage, the patient is
categorised as category three.

The patient is placed in a cubicle where standard
observations are taken. Respiration is 26 bpm, BP is 90/60
and the patient is hypoxic. The patient is given oxygen, and
the treating clinician attends and provides instruction
regarding patient care. At this point : Emergency
Department service event has commenced.

Example 6

A patient presents at the Emergency Department with chest
pain. Triage category two is allocated. The patient is placed
in a cubicle and a nurse gives oxygen and Anginine, takes
blood samples and conducts an ECG. The ECG is reviewed.
At this point : Emergency Department service event has
commenced.

A doctor subsequently arrives and the patient is transferred
to the catheter lab after examination.
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Example 7

e The Emergency Department is notified by ambulance that a
patient is being transported having severe behavioural
problems.

e The patient is taken to an appropriate cubicle and restrained.

¢ A clinician administers sedation and requests the attendance
of a mental health practitioner. At this point : Emergency
Department service event has commenced.

Collection methods: Collected in conjunction with emergency department service
commencement time.

Source and reference attributes

Submitting organisation: Australian Government Department of Health and Ageing

Relational attributes

Related metadata references: Supersedes Non-admitted patient emergency department service
episode —service commencement date, DDMMYYYY Health,
Superseded 22/12/2009

Implementation in Data Set Non-admitted patient emergency department care NMDS 2010-

Specifications: 2011 Health, Standard 22/12/2009

Implementation start date: 01/07/2010
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Emergency department departure date

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Emergency department stay — physical departure date,
DDMMYYYY

METeOR identifier: 322597

Registration status: Health, Standard 24 /03 /2006

Definition: The date on which a patient departs an emergency department
after a stay.

Context: Emergency department care.

Data Element Concept: Emergency department stay — physical departure date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: Each emergency department stay should include a non-admitted
patient emergency department service episode component. The
value of the episode end status code should guide the selection of
the value to be recorded in this field:

e If the patient is subsequently admitted then record the date
the patient leaves the Emergency Department to go to the
admitted patient facility. Physically moving the patient to a
bed in an emergency department specialist care unit
(including EMU, short stay ward, emergency care unit or
observation unit) is defined as representing departure from
the emergency department.

e If the service episode is completed without the patient being
admitted, including referral to another hospital, record the
date the patient leaves the Emergency Department.

e If the patient did not wait record the date the patient leaves
the Emergency Department or was first noticed as having left.

e If the patient left at their own risk record the date the patient
leaves the Emergency Department.

e If the patient died in the Emergency Department record the
date of death.

e If the patient was dead on arrival then record the date of
presentation at the Emergency Department.
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Collection methods:

Comments:

Collected in conjunction with emergency department stay
physical departure time.

This data element has been developed for the purpose of State
and Territory compliance with the Australian Health Care
Agreement and the agreed national access performance
indicator.

Source and reference attributes

Submitting organisation:

Relational attributes

Implementation in Data Set
Specifications:

Australian Government Department of Health and Ageing

Non-admitted patient emergency department care NMDS
Health, Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Non-admitted patient emergency department care NMDS 2007-
2008 Health, Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06 /2008

Non-admitted patient emergency department care NMDS 2008-
2010 Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12/2009

Implementation start date: 01/07/2010
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Emergency department departure time

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Emergency department stay — physical departure time, hhmm

METeOR identifier: 322610

Registration status: Health, Standard 24 /03 /2006

Definition: The time at which a patient departs an emergency department
after a stay.

Context: Emergency department care.

Data Element Concept: Emergency department stay — physical departure time

Value domain attributes

Representational attributes

Representation class: Time

Data type: Date/Time
Format: hhmm
Maximum character length: 4

Source and reference attributes

Reference documents: ISO 8601:2000 : Data elements and interchange formats -
Information interchange - Representation of dates and times

Data element attributes

Collection and usage attributes

Guide for use: Each emergency department stay should include a non-admitted
patient emergency department service episode component. The
value of the episode end status code should guide the selection of
the value to be recorded in this field:

e If the patient is subsequently admitted then record the time
the patient leaves the Emergency Department to go to the
admitted patient facility. Physically moving the patient to a
bed in an emergency department specialist care unit
(including EMU, short stay ward, emergency care unit or
observation unit) is defined as representing departure from
the emergency department.

e If the service episode is completed without the patient being
admitted, including referral to another hospital, record the
time the patient leaves the Emergency Department.

e If the patient did not wait record the time the patient leaves

the Emergency Department or was first noticed as having
left.

e If the patient left at their own risk record the time the patient
leaves the Emergency Department.
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Collection methods:

Comments:

e If the patient died in the Emergency Department record the
time of death.

e If the patient was dead on arrival then record the time of
presentation at the Emergency Department.

Collected in conjunction with emergency department stay
physical departure date.

This data element has been developed for the purpose of State
and Territory compliance with the Australian Health Care
Agreement and the agreed national access performance
indicator.

Source and reference attributes

Submitting organisation:

Relational attributes

Implementation in Data Set
Specifications:

Australian Government Department of Health and Ageing

Non-admitted patient emergency department care NMDS
Health, Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Non-admitted patient emergency department care NMDS 2007-
2008 Health, Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Non-admitted patient emergency department care NMDS 2008-
2010 Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12/2009

Implementation start date: 01/07 /2010
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Emergency department episode end date

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Non-admitted patient emergency department service episode —
episode end date, DDMMYYYY

METeOR identifier: 322616

Registration status: Health, Standard 24 /03 /2006

Definition: The date on which the non-admitted patient emergency

department service episode ends.

Data Element Concept: Non-admitted patient emergency department service episode —
episode end date

Value domain attributes

Representational attributes

Representation class: Date

Data type: Date/Time
Format: DDMMYYYY
Maximum character length: 8

Data element attributes

Collection and usage attributes

Guide for use: A non-admitted patient emergency department service episode
ends when either the patient is admitted or, if the patient is not to
be admitted, when the patient is recorded as ready to leave the
emergency department or when they are recorded as having left
at their own risk.

For patients who subsequently undergo a formal admission an
admitted patient episode of care should be recorded. The end of
the non-admitted patient emergency department service episode
should indicate the commencement of the admitted episode of
care.

Source and reference attributes

Submitting organisation: Australian Government Department of Health and Ageing

Relational attributes

Implementation in Data Set Non-admitted patient emergency department care NMDS
Specifications: Health, Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06/2007

Non-admitted patient emergency department care NMDS 2007-
2008 Health, Superseded 05/02/2008
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Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Non-admitted patient emergency department care NMDS 2008-
2010 Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12/2009

Implementation start date: 01/07 /2010
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Emergency department episode end time

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Non-admitted patient emergency department service episode —
episode end time, hhmm

METeOR identifier: 322621

Registration status: Health, Standard 24 /03 /2006

Definition: The time at which the non-admitted patient emergency

department service episode ends.

Data Element Concept: Non-admitted patient emergency department service episode —
episode end time

Value domain attributes

Representational attributes

Representation class: Time

Data type: Date/Time
Format: hhmm
Maximum character length: 4

Source and reference attributes

Reference documents: ISO 8601:2000 : Data elements and interchange formats -
Information interchange - Representation of dates and times

Data element attributes

Collection and usage attributes

Guide for use: A non-admitted patient emergency department service episode
ends when either the patient is admitted or, if the patient is not to
be admitted, when the patient is recorded as ready to leave the
emergency department or when they are recorded as having left
at their own risk.

For patients who subsequently undergo a formal admission an
admitted patient episode of care should be recorded. The end of
the non-admitted patient emergency department service episode
should indicate the commencement of the admitted episode of
care.

Source and reference attributes

Submitting organisation: Australian Government Department of Health and Ageing

Relational attributes

Implementation in Data Set Non-admitted patient emergency department care NMDS
Specifications: Health, Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007
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Non-admitted patient emergency department care NMDS 2007-
2008 Health, Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Non-admitted patient emergency department care NMDS 2008-
2010 Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06,/2010

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12/2009

Implementation start date: 01/07/2010
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Emergency department service episode end status

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Non-admitted patient emergency department service episode —
episode end status, code N

METeOR identifier: 322641

Registration status: Health, Standard 24 /03 /2006

Definition: The status of the patient at the end of the non-admitted patient

emergency department service episode, as represented by a code.

Data Element Concept: Non-admitted patient emergency department service episode —
episode end status

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning

1 Admitted to this hospital (including to units or
beds within the emergency department)

2 Non-admitted patient emergency department
service episode completed - departed without
being admitted or referred to another hospital

3 Non-admitted patient emergency department
service episode completed - referred to another
hospital for admission

4 Did not wait to be attended by a health care
professional

5 Left at own risk after being attended by a health
care professional but before the non-admitted
patient emergency department service episode
was completed

6 Died in emergency department as a non-
admitted patient

7 Dead on arrival, not treated in emergency
department

Collection and usage attributes
Guide for use: CODE 2 Non-admitted patient emergency department service

episode completed - departed without being admitted or referred
to another hospital

This code includes patients who departed under their own care,
under police custody, under the care of a residential aged care

480



facility or other carer. Code 2 excludes those who died in the
emergency department, which should be coded to Code 6.

Source and reference attributes

Submitting organisation:

Data element attributes

Australian Government Department of Health and Ageing

Collection and usage attributes

Guide for use:

Collection methods:

A non-admitted patient emergency department service episode
ends when either the patient is admitted or, if the patient is not to
be admitted, when the patient is recorded as ready to leave the
emergency department or when they are recorded as having left
at their own risk.

Some data systems may refer to this data element as ‘Departure
status’.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Australian Government Department of Health and Ageing

Supersedes Non-admitted patient emergency department service
episode — patient departure status, code N Health, Superseded
24/03 /2006

Non-admitted patient emergency department care NMDS
Health, Superseded 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Non-admitted patient emergency department care NMDS 2007-
2008 Health, Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06 /2008

Non-admitted patient emergency department care NMDS 2008-
2010 Health, Superseded 22/12/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06/2010

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12 /2009

Implementation start date: 01/07/2010
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Emergency department time of commencement of service
event

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Non-admitted patient emergency department service episode —
service commencement time, hhmm

METeOR identifier: 390401

Registration status: Health, Standard 22/12/2009

Definition: The time at which a non-admitted emergency department service
event commences.

Context: Emergency Department care

Data Element Concept: Non-admitted patient emergency department service episode —

service commencement time

Value domain attributes

Representational attributes

Representation class: Time

Data type: Date/Time
Format: hhmm
Maximum character length: 4

Source and reference attributes

Reference documents: ISO 8601:2000 : Data elements and interchange formats -
Information interchange - Representation of dates and times

Data element attributes

Collection and usage attributes

Guide for use: An Emergency Department service event can be commenced by a
doctor, nurse, mental health practitioner or other health
professional, when investigation, care and/or treatment is
provided in accordance with an established clinical pathway
defined by the Emergency Department. Placement of a patient in
a cubicle and observations taken to monitor a patient pending a
clinical decision regarding commencement of a clinical pathway,
do not constitute commencement.

The following examples illustrate the commencement of an
Emergency Department service event.

Example 1

e A patient presents at the Emergency Department with mild
asthma. At triage, the patient is categorised as category three
and returns to the waiting area.

e The patient has a more severe asthma attack in the waiting
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area, is re-triaged to category two and shown to a cubicle
where standard observations are taken.

A nurse comes to the cubicle and commences treatment
based on an acknowledged clinical pathway of the
Emergency Department. At this point : Emergency
Department service event has commenced.

Example 2

A patient presents at the Emergency Department in an
agitated, delusional state. At triage, the patient is categorised
as category two and placed in a cubicle and the mental health
practitioner notified.

Observations are taken and nursing staff continue to observe
the patient.

The mental health practitioner arrives, assesses the patient
and develops a management plan. At this point : Emergency
Department service event has commenced.

Example 3

A patient presents at the Emergency Department with an
ankle injury from football. At triage, the patient is categorised
as category four and moved to the ‘fast track area’.

The physiotherapist attends, examines the patient, makes an
assessment (including diagnostic imaging requirements) and
determines a treatment plan. At this point : Emergency
Department service event has commenced.

Example 4

A patient presents at the Emergency Department with a sore
arm, following a fall, with limited arm movement possible.

The patient is categorised as category three at triage and
placed in a cubicle.

A nurse provides analgesia and assesses the patient,
including ordering diagnostic imaging. At this point :
Emergency Department service event has commenced.

Example 5

A patient presents at the Emergency Department feeling
vague and having been generally unwell for a day or two.
The patient has a slight cough. At triage, the patient is
categorised as category three.

The patient is placed in a cubicle where standard
observations are taken. Respiration is 26 bpm, BP is 90/60
and the patient is hypoxic. The patient is given oxygen, and
the treating clinician attends and provides instruction
regarding patient care. At this point : Emergency
Department service event has commenced.

Example 6

A patient presents at the Emergency Department with chest
pain. Triage category two is allocated. The patient is placed
in a cubicle and a nurse gives oxygen and Anginine, takes
blood samples and conducts an ECG. The ECG is reviewed.
At this point : Emergency Department service event has
commenced.
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Collection methods:

e A doctor subsequently arrives and the patient is transferred
to the catheter lab after examination.

Example 7

e The Emergency Department is notified by ambulance that a
patient is being transported having severe behavioural
problems.

e The patient is taken to an appropriate cubicle and restrained.

¢ A clinician administers sedation and requests the attendance
of a mental health practitioner. At this point : Emergency
Department service event has commenced.

Collected in conjunction with emergency department service
episode service commencement date.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Australian Government Department of Health and Ageing

Supersedes Non-admitted patient emergency department service

episode —service commencement time, hhmm Health,
Superseded 22/12/2009

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12/2009

Implementation start date: 01/07/2010
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Emergency department waiting time to admission

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Non-admitted patient emergency department service episode —
waiting time (to hospital admission), total hours and minutes
NNNN

270004
Health, Standard 01/03 /2005

The time elapsed for each patient from presentation to the
emergency department to admission to hospital.

Non-admitted patient emergency department service episode —
waiting time (to hospital admission)

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Unit of measure:

Total
Number
NNNN
4

Hour and minute

Collection and usage attributes

Guide for use:

Data element attributes

HHMM

Collection and usage attributes

Guide for use:

Collection methods:

Comments:

Calculated from admission date and time minus date and time
patient presents for those emergency department patients who
are admitted.

To be collected on patients presenting to emergency department
for unplanned care in public hospitals with emergency
department and private hospitals providing contracted services
for the public sector.

This is a critical waiting times metadata item. It is used to
examine the length of waiting time, for performance indicators
and benchmarking. Information based on this metadata item will
have many uses including to assist in the planning and
management of hospitals and in health care research.

Source and reference attributes

Origin:

National Health Data Committee
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Relational attributes

Related metadata references:

Is formed using Episode of admitted patient care —admission
date, DDMMYYYY Health, Standard 01/03/2005

Is formed using Health service event— presentation time, hhmm
Health, Standard 01/03 /2005

Is formed using Non-admitted patient emergency department
service episode — patient departure status, code N Health,
Superseded 24/03 /2006

Is formed using Episode of admitted patient care —admission
time, hhmm Health, Standard 01/03/2005

Is formed using Health service event— presentation date,
DDMMYYYY Health, Standard 01/03/2005

Supersedes Emergency department waiting time to admission,
version 1, Derived DE, NHDD, NHIMG, Superseded
01/03/2005.pdf (14.6 KB)
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Emergency department waiting time to service delivery

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Non-admitted patient emergency department service episode —
waiting time (to service delivery), total minutes NNNNN

390412
Health, Standard 22/12/2009

The time elapsed in minutes for each patient from presentation in
the emergency department to the commencement of the
Emergency Department service event.

Non-admitted patient emergency department service episode —
waiting time

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Unit of measure:

Data element attributes

Total
Number
NNNNN

5

Minute (m)

Collection and usage attributes

Guide for use:

Comments:

Calculated by subtracting date and time the patient presents from
Emergency Department date and time of commencement of
service event. Although triage category 1 is measured in seconds,
it is recognised that the data will not be collected with this
precision.

It is recognised that at times of extreme urgency or multiple
synchronous presentations, or if no medical officer is on duty in the
emergency department, this service may be provided by a nurse.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

National reference group for non-admitted patient data
development, 2001-02

Supersedes Non-admitted patient emergency department service
episode —waiting time (to service delivery), total minutes
NNNNN Health, Superseded 22/12/2009

Non-admitted patient emergency department care NMDS 2010-
2011 Health, Standard 22/12 /2009

Implementation start date: 01/07/2010
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Employee expenses

Identifying and definitional attributes

Metadata item type:

Technical name:

METeOR identifier:
Registration status:
Definition:

Data Element Concept:

Value domain attributes

Data Element

Organisation —employee related expenses, total Australian
currency NNNNN.N

359947
Health, Standard 05/12/2007

Expenses of an organisation consisting mainly of wages, salaries
and supplements, superannuation employer contributions, and
workers compensation premiums and payouts, in Australian
currency.

Organisation —employee related expenses

Representational attributes
Representation class:

Data type:

Format:

Maximum character length:

Unit of measure:

Total

Currency

NNNNN.N

6

Australian currency (AU$)

Source and reference attributes

Submitting organisation:

Data element attributes

Health Expenditure Advisory Committee

Collection and usage attributes

Guide for use:

Data are collected and nationally collated for the reporting period
- the financial year ending 30th June each year.

Employee related expenses are to be reported in millions to the
nearest 100,000 e.g. $4,064,000 should be reported as $4.1 million.

When revenue from transactions are offset against expenses from
transactions, the result equates to the net operating balance in
accordance with Australian Accounting Standards Board 1049
(September 2006).

Includes:

e Salaries, wages and supplements for all employees of the
organisation (including contract staff employed by an
agency, provided staffing data is also available). This is to
include all paid leave (recreation, sick and long-service) and
salary and wage payments relating to workers compensation
leave.

e Superannuation employer contributions paid or, for an
emerging cost scheme, that should be paid (as determined by
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Collection methods:

Comments:

an actuary) on behalf of establishment employees either by
the establishment or a central administration such as a state
health authority, to a superannuation fund providing
retirement and related benefits to establishment employees,
for a financial year.

e  Workers compensation premiums and payments

Employee related expenses are to be reported for the Health
industry relevant organisation type and Typeof health and health
related functions data elements.

Health industry relevant organisation type

State and territory health authorities are NOT to report the
following codes:

Codes 106-109; 111; 115-119; 123; 201 and 203
Type of health and health related functions

State and territory health authorities are NOT to report the
following codes:

Codes 199; 299; 303-305; 307; 499; 503-504; 599; 601-603; 688; 699

In accounting terms, expenses are consumptions or losses of
future economic benefits in the form of reductions in assets or
increases in liabilities of the entity (other than those relating to
distributions to owners) that result in a decrease in equity or net
worth during the reporting period.

Source and reference attributes

Submitting organisation:

Origin:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

Health Expenditure Advisory Committee
Australian Bureau of Statistics: Government Finance Statistics
1998, Cat. No. 5514.0.

Australian Bureau of Statistics 2006. Australian System of
Government Finance Statistics: Concepts, sources and methods,
2005. Cat. no. 5514.0.55.001 Canberra: ABS.

Australian Accounting Standards Board 1049, September 2006,
<www.aasb.com.au>

Is used in the formation of Organisation — expenses, total
Australian currency NNNNN.N Health, Standard 05/12/2007

Government health expenditure organisation expenditure data
cluster Health, Superseded 03/12/2008

Government health expenditure organisation expenditure data
element cluster Health, Standard 01/04 /2009

Government health expenditure organisation expenditure
employee related data element cluster Health, Superseded
01/04,/2009

Government health expenditure organisation expenditure
emplovee related data element cluster Health, Standard
01/04/2009
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Employment status (admitted patient)

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —labour force status, acute hospital and private
psychiatric hospital admission code N

METeOR identifier: 269948

Registration status: Health, Standard 01/03/2005

Definition: Self-reported employment status of a person, immediately prior

to admission to an acute or private psychiatric hospital, as
represented by a code.

Context: The Australian Health Ministers” Advisory Council Health
Targets and Implementation Committee (1988) identified
socioeconomic status as the most important factor explaining
health differentials in the Australian population. The committee
recommended that national health statistics routinely identify the
various groups of concern. This requires routine recording in all
collections of indicators of socioeconomic status. In order of
priority, these would be: employment status, income, occupation
and education.

Data Element Concept: Person —labour force status

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Unemployed / pensioner
2 Other

Data element attributes

Collection and usage attributes

Collection methods: In practice, this metadata item and current or last occupation
could probably be collected with a single question, as is done in
Western Australia:

Occupation?

For example:

e housewife or home duties
e pensioner miner

e tree feller
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e retired electrician

e unemployed trades assistant
e child

e student

e accountant

However, for national reporting purposes it is preferable to
distinguish these two data items logically.

Source and reference attributes

Submitting organisation: National minimum data set working parties

Relational attributes

Related metadata references: Supersedes Employment status - acute hospital and private
psychiatric hospital admissions, version 2, DE, NHDD, NHIMG,
Superseded 01/03/2005.pdf (15.1 KB)

Implementation in Data Set Admitted patient mental health care NMDS Health, Superseded
Specifications: 23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06 /2007

Admitted patient mental health care NMDS Health, Superseded
07/12/2005

Implementation start date: 01/07 /2005
Implementation end date: 30/06 /2006

Admitted patient mental health care NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06 /2008

Admitted patient mental health care NMDS 2008-2009 Health,
Superseded 04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06 /2009

Admitted patient mental health care NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07 /2010
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Employment status—health professional

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Registered health professional —labour force status, registered
health professional code N

METeOR identifier: 383389

Registration status: Health, Standard 10/12/2009

Definition: An indicator of whether a registered health professional is in paid

employment, and if so whether the employment is within their
registered profession.

Data Element Concept: Registered health professional —labour force status

Value domain attributes

Representational attributes

Representation class: Code

Data type: Number

Format: N

Maximum character length: 1

Permissible values: Value Meaning
1 Employed in the registered profession
2 Employed outside the registered profession
3 Not employed

Supplementary values: 9 Unknown/inadequately described

Collection and usage attributes
Guide for use: CODE1 EMPLOYED IN THE REGISTERED PROFESSION

Health professionals employed in the registered profession may
be working in Australia or they may be working overseas.

CODE 2 EMPLOYED OUTSIDE OF THE REGISTERED
PROFESSION

Health professionals who are employed in Australia or overseas,
but not in the registered profession.

CODE 3 NOT EMPLOYED

Health professionals in this category may be unemployed (not
employed and seeking work) or not in the labour force (not
employed and not seeking work). This is consistent with the ABS
Labour Force standard which allows the aggregation of
‘Unemployed” and ‘Not in the labour force” to form the category
‘Not employed’.

FURTHER DEFINITIONS

The term ‘employed” includes employees, employers, own
account workers and contributing family workers.
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The definitions of employed and unemployed in this data
element differ slightly from Australian Bureau of Statistics (ABS)
definitions. The main differences are:

The labour force collection includes health professionals
working in the Defence Forces. ABS does not, with the
exception of the population census.

ABS uses a tightly defined reference period for employment
and unemployment; the labour force collection reference
period is self-defined by the respondent as his/her usual
status during the week before registration.

The scope of the labour force collection is all health
professionals listed by the Australian Health Practitioner
Regulation Agency, regardless of their residential status in
Australia. The scope of the ABS Labour Force Survey is usual
residents of Australia. That is, those persons who will be
living in Australia for at least 12 months.

Source and reference attributes
Australian Institute of Health and Welfare

Submitting organisation:

Data element attributes

Collection and usage attributes

Guide for use:

Data is self-reported based on the health professional’s status in
the registered profession in the week before registration.

Source and reference attributes
Australian Institute of Health and Welfare

Australian Bureau of Statistics 1996 Standards for Labour Force
Statistics Cat.no. 1288.0 Canberra: ABS

Submitting organisation:

Reference documents:

Relational attributes
Related metadata references:

Implementation in Data Set
Specifications:

Supersedes Health professional —labour force status, code N{.N}
Labour force status cluster Health, Standard 10/12/2009
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Employment status—public psychiatric hospital
admissions

Identifying and definitional attributes

Metadata item type: Data Element

Technical name: Person —labour force status, public psychiatric hospital
admission code N

METeOR identifier: 269955

Registration status: Health, Standard 01/03 /2005

Definition: Self-reported employment status of a person, immediately prior
to admission to a public psychiatric hospital, as represented by a
code.

Context: The Australian Health Ministers” Advisory Council Health

Targets and Implementation Committee (1988) identified
socioeconomic status as the most important factor explaining
health differentials in the Australian population. The committee
recommended that national health statistics routinely identify the
various groups of concern. This requires routine recording in all
collections of indicators of socioeconomic status. In order of
priority, these would be: employment status, income, occupation
and education.

Data Element Concept: Person—labour force status

Value domain attributes

Representational attributes

Representation class: Code
Data type: Number
Format: N
Maximum character length: 1
Permissible values: Value Meaning
1 Child not at school
2 Student
3 Employed
4 Unemployed
5 Home duties
6 Other
Data element attributes
Collection and usage attributes
Collection methods: In practice, this data item and current or last occupation could

probably be collected with a single question, as is done in
Western Australia:
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Occupation?

For example:

e housewife or home duties

e pensioner miner

o tree feller

e retired electrician

e unemployed trades assistant
e child

e student

e accountant

However, for national reporting purposes it is preferable to
distinguish these two data items logically.

Source and reference attributes

Submitting organisation:

Relational attributes

Related metadata references:

Implementation in Data Set
Specifications:

National minimum data set working parties

Supersedes Employment status - public psychiatric hospital
admissions, version 2, DE, NHDD, NHIMG, Superseded

01/03/2005.pdf (15.6 KB)

Admitted patient mental health care NMDS Health, Superseded
23/10/2006

Implementation start date: 01/07 /2006
Implementation end date: 30/06/2007

Admitted patient mental health care NMDS Health, Superseded
07/12/2005

Implementation start date: 01/07 /2005
Implementation end date: 30/06/2006

Admitted patient mental health care NMDS 2007-2008 Health,
Superseded 05/02/2008

Implementation start date: 01/07 /2007
Implementation end date: 30/06/2008

Admitted patient mental health care NMDS 2008-2009 Health,
Superseded 04/02/2009

Implementation start date: 01/07 /2008
Implementation end date: 30/06 /2009

Admitted patient mental health care NMDS 2009-2010 Health,
Superseded 05/01/2010

Implementation start date: 01/07 /2009
Implementation end date: 30/06/2010

Admitted patient mental health care NMDS 2010-2011 Health,
Standard 05/01/2010

Implementation start date: 01/07/2010
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