6 Administrative data for admitted
patients
Introduction
This chapter presents a summary of patient-level administrative information, including
admitted patient election status, Medicare eligibility status, funding source, cross border
flows, care type, urgency of admission, mode of admission, mode of separation and interhospital contracted patient status. The data are derived from the Institute’s National
Hospital Morbidity Database, a compilation of patient-level data for separations from public
and private hospitals in Australia. The tables in this chapter present separation, patient day,
average cost weight and average length of stay statistics for these administrative elements.
Separations were included for all care types except Hospital boarders, Organ procurement—
posthumous and Newborn episodes that did not include qualified days. Tables 6.10 and 6.11
also include Newborn episodes without qualified days and records provided optionally by
the States and Territories for episodes of Organ procurement—posthumous.
For Australian Hospital Statistics 1999–00 (AIHW 2001a) the first five tables were based on the
data element ‘Patient accommodation eligibility status’. This data element has been replaced
by three different data elements for version 9 of the National Health Data Dictionary (NHDC
2000). The new data elements are ‘Admitted patient election status’, ‘Department of
Veterans’ Affairs patient’ and ‘Medicare eligibility status’. These data are as supplied by the
States and Territories and, in the case of Department of Veterans’ Affairs (DVA) patients,
their eligibility to receive hospital treatment as a DVA patient may not necessarily have
been confirmed by DVA.
States and Territories also supplied data on the ‘Compensable status’ of each patient. A
compensable patient is defined as any person who is entitled to receive a compensation
payment with respect to an injury or disease for which he or she is receiving care and
treatment (i.e. compensation payment for claims for damages under Motor Vehicle Third
Party Insurance, worker’s compensation, or under public liability or common law damages).
A new data element, ‘Funding source for hospital patient’ was included in version 10 of the
National Health Data Dictionary (NHDC 2001) and was implemented from July 2001. This
data element is designed to provide information about the principal source of funds for an
admitted patient episode or non-admitted patient service event. To provide some continuity
between this and subsequent publications, the information in Tables 6.1 to 6.5 has been
presented to reflect the structure of the National Health Data Dictionary version 10 data
element ‘Funding source for hospital patients’, using the National Health Data Dictionary
version 9 data elements; ‘Admitted patient election status’, ‘Department of Veterans’ Affairs
patient’, ‘Medicare eligibility status’ and ‘Compensable status’. Thus:
·

separations are first categorised as Medicare eligible or otherwise (using ‘Medicare
eligibility status’);

·

Medicare eligible separations were categorised as public (Medicare) patients or private
patients (using ‘Admitted patient election status’);
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·

private patients were categorised as compensable, DVA or other (using ‘Department of
Veterans’ Affairs patient’ and ‘Compensable status’).

‘Other private patient’ in this structure therefore refers to patients whose ‘Admitted patient
election status’ is private and who were not DVA or compensable patients. These patients
would include those who paid for hospital treatment themselves or used private hospital
insurance
For cross-border flow information, the State or Territory of usual residence is reported as
one of the six States, the Australian Capital Territory, the Northern Territory, other
Australian territories (including Cocos (Keeling) Islands, Christmas Island, Jervis Bay
Territory) or other (including resident overseas, at sea, no fixed address) (see Tables 6.6 to
6.8). More detailed information on the area of usual residence of the patient is stored in the
National Hospital Morbidity Database as the Statistical Local Area of residence and has been
used to generate the maps in Chapter 7 (Figures 7.8 and 7.9).
Care type was reported for most separations, but was not available for almost half of the
private hospital separations in Tasmania. The care type defines the overall nature of a
clinical service provided to an admitted patient during an episode of care. Definitions of
each care type are contained in the National Health Data Dictionary version 9 and are
summarised in the Glossary. They are:
·

acute care

·

rehabilitation care—delivered in a designated unit

·

rehabilitation care—according to a designated program

·

rehabilitation care—principal clinical intent

·

palliative care—delivered in a designated unit

·

palliative care—according to a designated program

·

palliative care—principal clinical intent

·

geriatric evaluation and management

·

psychogeriatric care

·

maintenance care

·

newborn care

·

other admitted patient care.

Not all States and Territories supplied information to this level of detail for rehabilitation
and palliative care. For rehabilitation, a category of Rehabilitation, not further specified was
used by some States and Territories and is included in the tables in this chapter. Due to the
small number of separations reported in the palliative care categories, only Palliative care, not
further specified has been used in Tables 6.10 and 6.11. Victoria also did not use the
Psychogeriatric care or Maintenance care categories.
The Newborn care type is used for all patients aged 9 days or less at admission. Newborn
episodes of care comprise separations with qualified days only, separations with a mixture
of qualified and unqualified days and separations with unqualified days only. Most States
and Territories have implemented this Newborn definition; however, Tasmania reported all
Newborns as Newborns with unqualified days and the Northern Territory only reported
Newborns with qualified days and Newborns with unqualified days (see the Glossary and
Appendix 3 for more information). Therefore a new episode of care would have been
reported for each change in qualification status for these records. The care type Organ
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procurement—posthumous is not regarded as the care or treatment of an admitted patient, but
this activity is registered by the hospital.
The mode of admission element records the mechanism by which a patient begins an
episode of care (transferred from another hospital, statistical admission – care type change,
other planned and unplanned admissions), as shown in Table 6.12.
The mode of separation records the status of the patient (discharged, transferred, care type
change, died) at the time of separation and for some categories the place to which the
person was discharged or transferred, as shown in Table 6.13.
Table 6.15 reports on the element ‘Inter-hospital contracted patient’. Data on inter-hospital
contracted patient status were provided by six jurisdictions. An inter-hospital contracted
patient is defined in the National Health Data Dictionary version 9 as an episode of care for an
admitted patient whose treatment and/or care is provided under an arrangement between a
hospital purchaser of hospital care and a provider of an admitted service and for which the
activity is recorded by both hospitals. Separations can be reported as Inter-hospital contracted
patient from public sector, Inter-hospital contracted patient from private sector, Not contracted or
Not reported. Some States supplied this element as Inter-hospital contracted patient from
unspecified sector, Other or Not reported. This data element provides information on whether
the contracted care episodes were purchased by public or private hospitals and indicates the
extent to which double counting occurs for contracted patients.
A table (Table 6.16) has been included on ‘Insurance status’ for private patients who were
not reported as compensable or Department of Veterans’ Affairs patients (i.e. ‘Other private
patient’). Data on insurance status indicates whether a patient has hospital insurance; that is,
insurance providing benefits related to charges for hospital accommodation and services.
Individuals can elect to be admitted in public hospitals as public or private patients
irrespective of their insurance status, and may or may not have used their insurance to fund
the reported episodes of care.
Table 6.17 reports on the new data element ‘Urgency of admission’. It shows whether the
admission was assigned an urgency status, and if so, whether the admission occurred on an
emergency or an elective basis.

Medicare eligibility and funding source
Medicare eligible patients accounted for 99.0% of all separations from all hospitals in
Australia, with 0.4% recorded as not eligible for Medicare; eligibility status was not reported
for the remaining 0.6% (Table 6.1).
For the Medicare eligible separations, 56.8% elected to be treated as public patients and
43.2% elected to be treated as private patients. Medicare eligible public patients accounted
for 86.7% of separations from public hospitals (3,353,250), compared with 12.9% for private
patients (497,113). The two major categories were reversed in private hospitals, with
Medicare eligible public patients making up 4.5% (101,612) and private patients 93.7%
(2,127,023) of all separations. Department of Veterans’ Affairs patients (classified as private
patients, see above) made up 5.1% of all separations. 26.9% of private patients attending
public sector hospitals were Department of Veterans’ Affairs patients as were 8.6% of
private patients attending private sector hospitals.
Overall, around 2% of patients (122,252) were compensable in 2000–01. In the public sector,
1.1% of patients (40,719) fell into this category, while in the private sector 3.6% of patients
(81,533) were compensable.
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For both sectors combined there were 174.2 separations per 1,000 population (agestandardised) for Medicare eligible public patients, compared with 127.4 for Medicare
eligible private patients (Table 6.2). The latter figure is underestimated because separations
were not available for the Northern Territory private hospital, nor for a number of private
hospitals and/or private free-standing day hospital facilities in Victoria, the Australian
Capital Territory and South Australia (see Appendix 5 for further details). The Northern
Territory recorded the highest Medicare eligible public patient separation rate (340.6 per
1,000). The separation rates for Medicare eligible public patients in private hospitals in
Western Australia (23.8 per 1,000) and Tasmania (26.1 per 1,000) were markedly higher than
those recorded for other States and Territories. The private sector in the Australian Capital
Territory and Tasmania had not implemented separate episodes of care in 2000–01 and this
would have had the effect of reducing the number of separations and the separation rates
for these hospitals in comparison with the others.
Table 6.3 presents the average cost weight of separations in each State and Territory by
hospital sector, Medicare eligibility and funding source. The table has been restricted to
separations with a care type of Acute, Newborn (with at least one qualified patient day) or
Not reported. In all States and Territories, the average cost weights for Medicare eligible
private patients were higher than that for Medicare eligible public patients in public
hospitals. In the public sector, compensable patients had average cost weights markedly
higher than these hospitals’ main patient groups of eligible public and eligible private
patients respectively. More detail about the AR-DRG classification and cost weights is
included in Chapter 11 and, in reference to the effects of the integration of public psychiatric
services into public hospital systems, in Chapter 2.
Table 6.4 shows the number of patient days reported for each funding source category, by
State or Territory and hospital sector. Medicare eligible public patients accounted for 59.9%
of total patient days, compensable patients 2.0%, Department of Veterans’ Affairs patients 7.8%,
and ‘other private’ patients 28.7% of patient days. Of the Medicare eligible patients, 60.8% of
patient days recorded were for public patients and 39.2% were for private patients.
Between 1996–97 and 2000–01, the number of separations for private patients increased each
year, as did the number of separations for private patients who were not compensable or
DVA patients (Table 6.5). Separations for public patients increased each year until 1999–00,
and then declined by 0.4%. The decline in the numbers of separations recorded by Medicare
eligible private patients in public hospitals was also reversed for the latest year, when an
increase of 6.6% was recorded. The number of separations and patient days attributable to
Medicare eligible public patients in private hospitals increased each year, to account for
4.5% and 4.7%, respectively, of private hospital activity in 2000–01. Private hospitals also
showed steady growth in DVA patients treated, increasing from 10.3% of patient days in
1996–97 to 13.8% in 2000–01.
During this period, the Department of Veterans’ Affairs either integrated its repatriation
hospitals into State public systems or sold them to private companies. Many veterans
continue to access former repatriation hospitals, including the two privatised hospitals in
Western Australia and Queensland. In addition, as each repatriation hospital was integrated
or sold, the Repatriation Private Patient Scheme was introduced in that State. The
Repatriation Private Patient Scheme allows veterans easier access to the private sector if
public hospital services are not available. The rising numbers of people entitled to treatment
at Department of Veterans’ Affairs expense, in conjunction with easier access to the private
system, have also contributed to more veterans being treated in the private sector.
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Cross-border flows
Table 6.6 shows how many separations in each State and Territory were for patients who
were interstate residents. Overall, 97.7% (5,995,353) of separations were for patients who
resided in the State or Territory where they were treated (Table 6.8). However, in the
Australian Capital Territory only about 76.8% were for Australian Capital Territory
residents (65,991), with the majority of the remainder resident in New South Wales. This is
mainly because the Australian Capital Territory acts as a referral centre for the surrounding
districts, which are part of New South Wales.
Age-standardised separation rates per 1,000 population for each State and Territory, by
hospital sector and State or Territory of usual residence, are presented in Table 6.7. The
cross-border flow rate was highest for Northern Territory residents attending South
Australian hospitals and was also high for Australian Capital Territory residents attending
New South Wales hospitals.
The average cost weight of separations in each State and Territory by each hospital sector
and State or Territory of usual residence is presented in Table 6.9. As for Table 6.3, this table
has been restricted to separations with a care type of Acute, Newborn (with at least one
qualified day) or Not reported (for more detail see Chapter 2 and Chapter 11). Public
hospitals generally had average cost weights that were higher for interstate patients than for
patients from their own state. Separations for Northern Territory residents had higher
average cost weights for the public sector in most States (except the Australian Capital
Territory) than in the Northern Territory, consistent with a tendency for movement of
Territory residents with more complex treatment requirements to hospitals in other States.
Tasmanian residents also had higher average cost weights provided by the private sector in
most other States and Territories than in their own State. The high average cost weight for
Other Australian territories residents in Queensland public hospitals was caused by the
small number of separations (12) in this category, two of which were classified into very
high cost weight Diagnosis Related Groups (DRGs) (see Chapter 11 for more information on
DRGs).

Care type
Table 6.10 presents separations by care type. For public and private sectors together, 92.6%
of separations were classified as episodes of Acute care, 3.9% as Newborn and 1.8% as
Rehabilitation care. There was some variation among the States and Territories and between
the public and private sectors. For example, the proportion of public hospital separations
that was for Rehabilitation care ranged from 0.6% (374) in the Northern Territory to 2.8% in
Queensland (20,097). Almost half of all private hospital separations for Tasmania had a care
type of Not reported.
Newborn separations with all unqualified days (see Appendix 3 for more information) have
only been included in Tables 6.10 and 6.11 in this report and, as such, will cause total
separations in Table 6.10 to differ from those of other tables. They accounted for an
additional 194,406 separations, the majority (154,984 or 79.7%) in the public sector. Victoria
did not provide data for Newborn separations with unqualified days only in the private
sector, which means that the total number of newborn episodes is incomplete in this State.
The same is true for South Australia, for which the such Newborn separations are
significantly unreported.

89

Average length of stay for episodes of Acute care in private hospitals (2.7 days) was shorter
than in public hospitals (3.4 days) (Table 6.11). The average length of stay for Newborn
episodes with a mixture of qualified and unqualified days has been presented split into the
average number of qualified days and the average number of unqualified days. In the
public sector, the average length of stay overall for these ‘mixed’ separations was 3.0
qualified days and 2.5 unqualified days, compared with 10.3 days for newborns with
qualified days only and 2.9 days for newborns with no qualified days. In the private sector,
the average length of stay overall for these ‘mixed’ separations was 5.4 qualified days and
4.2 unqualified days, compared with 6.9 days for qualified newborns and 4.7 days for
unqualified newborns.

Mode of admission
In both public and private hospitals (Table 6.12), most separations had a mode of admission
of Other (95.5%, 5,861,976), the term used to refer to all planned and unplanned admissions,
except transfers from other hospitals and statistical admissions. Public hospitals recorded
higher proportions of both Admitted patient transferred from another hospital (4.1%, 158,582)
and Statistical admission: type change (1.1%, 44,449) than were reported for private hospitals
(2.7%, 61,424 and 0.3%, 6,027, respectively). New South Wales had the highest proportion
(4.4%) of Admitted patient transferred from another hospital.

Mode of separation
The majority of patients (5,648,010, 92.0%) were included in the Other category, suggesting
that most patients go home after separation from hospital. This was particularly the case in
the private sector, where 95.4% of separations (2,166,784) were categorised as Other; in the
public sector, this figure was 90.0% (3,481,226) (Table 6.13). The main difference between the
sectors was that more patients were transferred to other hospitals in the public sector (5.2%)
than in the private sector (1.8%). There were also greater proportions of separations in the
public sector for Died and the Left against medical advice/discharge at own risk category.
Tasmania recorded a very high proportion of private hospital patients with a mode of
separation of Statistical discharge: type change (29.4%) and also for Discharge/transfer to other
health care accommodation (13.3%).
There is a discrepancy between the number of patients reporting a mode of separation of
Discharged/transferred to an(other) hospital (acute and psychiatric) (241,315) and the number of
patients who recorded a mode of admission of Admitted patient transferred from another
hospital (220,006) (Tables 6.12, 6.13). This may indicate that not all patients who are
transferred from one hospital to another are having this recorded as their mode of
admission.
Data on patients aged over 70 years may provide information that is useful to assess
continuity of care. Table 6.14 presents information by care type and mode of separation for
patients aged over 70 years. For most care types, the mode of separation with the highest
number of separations reported was Other, which includes discharge to usual
residence/own accommodation/welfare institution (84.5%). For separations where care type
was Palliative care, the most frequent mode of separation was Died (7,156, 55.8%). Of the
patients whose mode of separation was Discharge/transfer to a residential aged care service,
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73.1% (31,546) had an acute care type, 7.4% (3,210) had a care type of rehabilitation, 1.0%
(413) had a palliative care type and 18.5% (7,967) were for other care.

Inter-hospital contracted patient status
Table 6.15 presents information on separations by inter-hospital contracted patient status
and hospital sector for each State and Territory and also provides information on whether
the contracted care episodes were purchased by public or private hospitals. This data
element was previously reported only for same day patients and should now be reported
for all separations.
A number of States and Territories did not employ the National Health Data Dictionary
version 9 definition of ‘Inter-hospital contracted patient’, while Tasmania and the Australian
Capital Territory did not provide the data. Queensland expressed concern over the quality
of their data for this data element. The national data should be interpreted with these
caveats in mind.
For the six States and Territories which reported these data, 0.8% of all separations were for
contracted care. The number of inter-hospital contracted patients was higher for private
hospitals (42,620) than for public hospitals (5,609).
Four States and Territories specified the sector of the hospital purchasing the contracted
care. For these States and Territories, 29.5% (633 separations) of contracted care provided by
public hospitals was purchased by the private sector and 93.3% (8,153 separations) of
contracted care provided by private hospitals was purchased by the public sector.
As inter-hospital contracted patients are admitted patients of both the contracting and
contracted hospital, these separations represent double counting of hospital activity in the
National Hospital Morbidity Database.

Insurance status for private patients
Data on insurance status determines whether a patient has hospital insurance—that is,
insurance providing benefits related to charges for hospital accommodation and services.
These codes are assigned: Hospital insurance (if they have hospital insurance with either a
registered health insurance fund or a general insurance company), No hospital insurance, or
Not reported. These data do not necessarily indicate the funding source for the patient’s
episode of care. Individuals can elect to be admitted in public hospitals as public or private
patients irrespective of their insurance status, and private patients may use their insurance
or other sources to pay for care as a private patient. The data reported on insurance status is
likely to be more accurate for private patients other than compensable and DVA patients
(that is, for patients who could use their insurance to meet the hospital charges for the
episode of care), so the data in Table 6.16 is restricted to separations for those patients.
These patients could also have met the hospital charges as out-of-pocket expenses, or they
could have been met by family, friends or other benefactors.
Approximately 84.2% (1,840,651) of ‘other private’ patients were recorded as having
hospital insurance. The proportion of ‘other private’ patients with hospital insurance was
higher for private hospitals (85.3%, 1,589,540 separations) than for public hospitals (77.8%,
251,111 separations). For the States and Territories for which these data were
comprehensively reported, Western Australia reported the highest percentage of
separations for patients with hospital insurance (92.6%, 189,485 separations).
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Urgency of admission
Table 6.17 reports on the new data element ‘Urgency of admission’. This element shows
whether the admission was assigned an urgency status, and if so, whether the admission
occurred on an emergency or an elective basis. Separations may be coded as Emergency,
Elective, Not assigned or Not reported. For 2000–01 the Northern Territory did not report on
this data element (but will report next year) while the Australian Capital Territory did not
report this data for private hospitals. Tasmania reported a large proportion of private
hospital separations as Not reported and South Australia did not use the code Not assigned,
which would be expected to be applied to statistical admissions, scheduled readmissions for
treatment, admissions for normal deliveries, or admissions that include the birth of the
patient.
Six States and Territories (New South Wales, Victoria, Queensland, Western Australia,
Tasmania and the Australian Capital Territory) reported separations for all three categories
of urgency of admission (in Tasmania and the Australian Capital Territory, only for public
hospitals). For both the private and public sectors combined, these States and Territories
reported that 28.9% (1,601,257) of all separations were assigned an Emergency status, 59.7%
of all separations (3,305,893) were assigned an Elective status and the Not assigned status was
recorded for 10.5% of all separations. In the public hospital sector 41.5% of separations
(1,431,099) were assigned an Emergency status and 45.6% (1,574,367 separations) were
assigned an Elective status. In the private sector (excludes Tasmania and the Australian
Capital Territory) only 8.5% of separations (170,158 separations) were assigned an
Emergency status, while 84.7% of separations (1,692,079) were assigned an Elective status.
Figure 6.1 illustrates urgency of admission by month of the year for the public sector for
New South Wales, Victoria, Queensland, Western Australia, Tasmania and the Australian
Capital Territory. The fewest separations for the public sector was recorded for January 2001
(257,267) while the highest number of separations was for August 2000 (310,819)—a
difference of 53,552 separations. Elective admissions represented 76.9% of this difference
(41,202 additional separations) and Emergency admissions represented 20.5% (10,969
additional separations). The monthly separations for Elective admissions in the public sector
showed greater variance (ranging from 103,749 to 144,951) than for Emergency admissions
(ranging from 109,709 to 127,734) and contributed most to the variation in total monthly
separations.
Figure 6.2 illustrates urgency of admission by month of the year for the private sector for
New South Wales, Victoria, Queensland and Western Australia. The fewest separations for
the private sector was recorded in January 2001 (143,565) while the highest number of
separations was for May 2001 (184,452)—a difference of 40,887 separations. As Elective
admissions represent 84.7% of total separations for the private sector, variations in this
category are the major cause of this difference (92.9% or an additional 37,998 separations in
May 2001 compared with January 2001). The monthly separations for Elective admissions in
the private sector ranged from 118,984 to 156,982, while Emergency admissions ranged from
13,046 to 15,017.
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