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1. [bookmark: _Toc25759682]Purpose of the NHCDC Report
The purpose of this report is to provide an overview of the results from the Round 22 National Hospital Cost Data Collection (NHCDC). The report gives a clear picture of hospital cost data submitted by jurisdictions to the Independent Hospital Pricing Authority (IHPA) for the financial year 2017-18.
After each round of the NHCDC, IHPA publishes the NHCDC Report. The report allows benchmarking across hospitals and jurisdictions and, through reporting multiple years of cost data, identifies change over time.
Specifically, the NHCDC Round 22 Report answers the following questions:
· What is the NHCDC?
· How does IHPA use the NHCDC? 
· How many hospitals participated?
· What was the level of hospital expenditure?
· How much cost data was provided (i.e. costed activity)?
· What was the average cost of hospital patient episodes?
· What was the average cost of patient episodes across the different hospital activity streams?
All data presented in the NHCDC Report are included in Appendix B. The complete list of tables included in this report is shown in Table 1. Note to readers

The scope of the NHCDC Report includes costs related to public hospital activities. Due to differing methodologies and data sources used, the costs reported here may differ from cost data published by other organisations. Such differences apply to data presented in the following Australian Institute of Health and Welfare (AIHW) report series: Health expenditure Australia; Costs of acute admitted patients in public hospitals; and Australian Hospital statistics. The reader is advised to take care when comparing these data.

[bookmark: _Ref527368587]


[bookmark: _Toc19209240][bookmark: _Toc31880531]Table 1 NHCDC Report Appendix Tables, Round 22 (Appendix B)
	[bookmark: _Toc524173847]No
	Table title

	1
	NHCDC Round 20 to 22 summary, by jurisdiction and stream

	2
	NHCDC Round 20 to 22 Direct and Overhead Expenditure, by stream

	3
	Cost weights for AR-DRG Version 10.0, Round 22 (2017-18) national sample

	4
	NHCDC Round 20 to 22 admitted acute summary, by jurisdiction

	5
	NHCDC Round 20 to 22 admitted acute summary, by peer group

	6
	NHCDC Round 20 to 22 admitted acute cost bucket average cost per separation, by jurisdiction

	7
	NHCDC Round 20 to 22 admitted acute line item average cost per separation, by jurisdiction

	8
	NHCDC Round 20 to 22 admitted acute overnight and same day, by jurisdiction

	9
	NHCDC Round 20 to 22 admitted acute urgency of admission, by jurisdiction

	10
	NHCDC Round 20 to 22 admitted acute same day and overnight, Indigenous and non-Indigenous, by jurisdiction

	11
	NHCDC Round 20 to 22 admitted acute paediatric, by jurisdiction

	12
	NHCDC Round 20 to 22 admitted acute geographic location, by jurisdiction

	13
	NHCDC Round 20 to 22 Emergency Department by jurisdiction 

	14
	Emergency care summary, Urgency Related Groups (URG) Version 1.45, Round 22 

	15
	NHCDC Round 20 to 22 emergency department cost bucket average cost per separation, by jurisdiction

	16
	NHCDC Round 20 to 22 admitted Emergency Department line item average cost per separation, by jurisdiction

	17
	Non-admitted summary table, Tier 2 Version 4.1,

	18
	NHCDC Round 20 to 22 Non-admitted summary by Tier 2 class

	19
	NHCDC Round 20 to 22 Non-admitted summary by jurisdiction

	20
	NHCDC Round 20 to 22 non-admitted cost bucket per service event by jurisdiction

	21
	NHCDC Round 20 to 22 non-admitted line item average cost per separation, by jurisdiction

	22
	NHCDC Round 20 to 22 sub-acute summary care type, by jurisdiction

	23
	Sub-acute summary table, ANSNAP Version 4, Round 22

	24
	NHCDC Round 20 to 22 admitted subacute cost bucket average cost per separation, by jurisdiction

	25
	NHCDC Round 20 to 22 subacute line item average cost per separation, by jurisdiction

	26
	NHCDC Round 20 to 22 Other stream summary, by jurisdiction

	27
	NHCDC Round 20 to 22 Organ Procurement cost bucket average per separation by jurisdiction

	28
	NHCDC Round 22 Mental health summary table

	29
	NHCDC Round 20 to 22 mental health cost bucket average cost per separation, by jurisdiction

	30
	NHCDC Round 20 to 22 mental health line item average cost per separation, by jurisdiction




2. [bookmark: _Toc25759683]What is the NHCDC?
The National Hospital Cost Data Collection (NHCDC) is an annual collection of public hospital cost data. This remarkable evidence base is used across the Australian health system. 
The collection matches patient level activity data with the costs incurred by the patient’s hospital. These data are submitted to IHPA by the health departments of Australia’s states and territories and represent the key source of information about the cost of treating patients in Australian hospitals.
The NHCDC was established in 1996 with the primary objective of providing Australian governments and the health care industry with a nationally consistent method of costing all types of hospital activity related to the care of patients. 
Under the National Health Reform Act 2011, IHPA was established and assumed responsibility for the governance of the NHCDC. Through the national health reform process, a range of developments to the NHCDC have been implemented, including data quality controls, the introduction of a submission portal and developments in the Australian Hospital Patient Costing Standards (AHPCS) [footnoteRef:1]. These improvements have all provided increased confidence in the collection for the purpose of national reporting. [1:  https://www.ihpa.gov.au/publications/australian-hospital-patient-costing-standards-version-40] 

Each year, IHPA aims to produce a NHCDC dataset comprised of data that has been submitted according to nationally consistent methods of costing hospital activity. 
A robust NHCDC dataset is an essential requirement for the funding of public hospital services. Once IHPA finalises the NHCDC dataset, it uses it to develop the National Efficient Price (NEP).
The Round 22 NHCDC contains hospital cost data for the 2017-18 financial year and IHPA will use it to inform the NEP 2020-21.
3. [bookmark: _Toc524173848][bookmark: _Toc25759684]What is Activity Based Funding?
Activity Based Funding (ABF) is the process by which hospitals are paid for the number and complexity of patients they treat. ABF takes into account the fact that some patients are more complicated to treat than others. This type of funding model aims to improve the value of public investment in hospital care, improve transparency of funding, ensure a sustainable and efficient network of public hospital services, and provide a tool to benchmark the cost of public hospitals. 
The annual National Efficient Price (NEP) and National Efficient Cost (NEC) determine the amount of funding the Commonwealth Government contributes to public hospitals. The funding is then distributed by the Administrator of the National Health Funding Pool. 
The building blocks required for an ABF system are: classification systems, data collection, costing and pricing.
[bookmark: _Toc524173849]

4. [bookmark: _Toc25759685]Scope of Round 22
The data in scope for the NHCDC includes all patient level activity for all public hospital facilities across Australia, and the costs incurred by the hospital in relation to this activity in financial year 2017-18 (Round 22). Admitted activity is required to have an end date before the end of the financial year.
Reporting requirements 
To ensure consistency in the approach to costing nationally, NHCDC data is costed in accordance with the Australian Hospital Patient Costing Standards Version 4.0 (the Standards), available on IHPA’s website. 
Version 4.0 of the Standards was released in February 2018 and applied for the first time in Round 22 of the NHCDC.  The Standards documentation comprises three parts:
· Part 1: Standards – provides the underlying costing principles.
· Part 2: Business Rules – provides practical guidance on how the Standards are translated into action.
· Part 3: Costing Guidelines – provides step-by-step guidance on how to cost particular services.
The Standards also prescribe the set of line items and cost centres used for mapping hospital costs in the costing process, to ensure that there is a consistent treatment of costs between hospitals. These costs are allocated to, and reported under, the NHCDC-defined ‘cost buckets’[footnoteRef:2]. Cost buckets represent different combinations of the NHCDC line items and costs centres and can be considered as cost pools within the hospital.  [2:  Tab 12 of the Round 23 Data Request Specifications includes the cost bucket matrix for Round 23: https://www.ihpa.gov.au/sites/default/files/publications/national_hospital_cost_data_collection_-_data_request_specifications_round_23.xlsx ] 

Please refer to the Standards for the reference tables of line items and cost centre groups. Costed results are produced at the episode level, per cost centre and per line item. These results are provided to IHPA and are collated and analysed to produce this report. 
Classifications
IHPA uses classifications to categorise, cost and fund hospital activity. 
Hospital activity refers to the resources used by the patient in relation to their treatment. Classification systems are used to describe activity related to the following types of patient care: Admitted acute care, sub-acute and non-acute care, non-admitted care, emergency care, mental health care.
Each classification system is comprised of codes that provide clinically meaningful ways of relating the types of patients treated by a hospital to the resources required. 
Effective clinical classification systems ensure that hospital data is grouped into outputs reflective of their resource use. Table 2 describes the different types of activity streams (i.e. patient care types) and the associated classification applied by IHPA for funding purposes. The NHCDC Report uses these activity streams to present the cost data. 


[bookmark: _Ref527368604][bookmark: _Toc19209241][bookmark: _Toc31880532]Table 2 IHPA classifications for key activity collections, Round 22 NHCDC
	Activity Stream
	Description
	Classification

	Admitted 
acute care
	Admitted acute care is provided to patients who are formally admitted to hospital to receive active but short-term treatment with a goal to:

cure, treat or relieve symptoms of illness or injury
reduce severity of an illness or injury
perform surgery
perform diagnostic or therapeutic procedures
manage childbirth
	Australian Refined Diagnosis Related Groups (AR-DRG) Version 10

	Subacute and non-acute care
	Specialised multidisciplinary care in which the primary need for care is optimisation of the patient’s functioning and quality of life. 
	Australian National Subacute and Non-Acute Patient (AN-SNAP) classification Version 4

	
	Sub-acute care includes the following care types:

Rehabilitation care
Palliative care
Geriatric evaluation and management (GEM) care
Psychogeriatric care
	

	
	Non-acute care relates to maintenance care in which the treatment goal is to support a patient with impairment, activity limitation or participation restriction due to a health condition. 
	

	Non-admitted care
	Services provided to patients who do not undergo a formal admission process and do not occupy a hospital bed. 
	Non-admitted Tier 2 Classification Version 4

	
	Includes:
Hospital outpatient clinics
Community based clinics
Patients’ homes
	

	Emergency care
	Services provided to patients in a hospital’s emergency department
	Urgency Related Groups (URG) 
Version 1.45

	Mental Health care
	Mental Health services provided to patients. Includes services provided both in admitted and community settings.
	Australian Mental Health Care Classification (AMHCC) v1.0

	
	
	

	Teaching Training and Research
	Teaching and training activities which occur in public hospital services. 
	Australian Teaching and Training Classification (released 1 July 2018)



Admitted activity reporting scope
Work in Progress patients
A Work in Progress (WIP) patient is defined as a patient that is not admitted and discharged within the reference financial year. For the Round 22 NHCDC, the only WIP patients that are in-scope are the ones admitted in the previous financial year (2016-17) and discharged in 2017-18. Patients who were not discharged in 2017-18 are ‘out-of-scope’.


Admitted via emergency department patients
In past NHCDC Reports, the total reported cost of an acute or sub-acute patient who was admitted to hospital via the emergency department included all costs associated with the patient’s emergency department (ED) treatment. This meant that an admitted acute patient’s ED costs were reported twice: in the admitted acute activity stream[footnoteRef:3] and the emergency department activity stream.  [3:  Within the Emergency Department cost bucket] 

The purpose was to a) reflect in the admitted cost record the full cost of treatment for patients admitted to hospital following a presentation at ED, and b) address challenges faced by some jurisdictions in separately identifying hospital costs between ED and admitted areas. 
For Round 22, IHPA has adjusted the method it uses to calculate the total cost of admitted patients. In this report, the ED cost of a patient who was subsequently admitted to hospital is reported on solely in the ED activity stream. The change reflects improvements in the quality of costing data. Jurisdictions and hospitals have developed costing processes to enable both activities to be counted and costed separately. 
As a result of this change, the total admitted costs presented in this report for past years (i.e. figures for Rounds 20 and 21) do not reconcile to the figures presented in past reports. For example, the Round 21 NHCDC Report reported that the average cost for admitted acute patients in 2016-17 was $5,171 (including $379 of EDPro costs). This is now reported as $4,792.
Unqualified baby adjustment 
IHPA includes the costs associated with unqualified babies (UQBs) on an adjusted basis. Unqualified babies are those without care interventions following birth, and are less than ten days old when they are discharged. Unqualified babies with lengths of stay over ten days incur ‘qualified’ days which need to be recorded for the activity data submission within the NB care type. 
IHPA links costs associated with UQBs to the mother’s separation. This results in UQB activity being removed from the newborn (NB) care type and the costs transferred from the newborn care to the mother’s admitted care separation. 
Independent Financial Review 
[bookmark: _Toc524173850]The Independent Financial Review is a data review, performed by an independent consultancy, based on a sample selection of hospitals within each jurisdiction. Activity and financial data is reviewed from source systems within hospitals and followed through the costing and submission process, leading to its inclusion in the national cost data set. The Independent Financial Review report is published on IHPA’s website each year alongside the NHCDC Report.


5. [bookmark: _Toc25759686]Key results in Round 22	
In Round 22:
The NHCDC sample comprised 453 public hospitals, an increase of two from Round 21.
In total, $47.15 billion of hospital expenditure was submitted for the financial year 
1 July 2017 – 30 June 2018.
This expenditure was linked to 35,857,766 patient-level encounters across all hospital activity streams.
Table 3 Summary NHCDC results by activity stream, Round 22 summarises the Round 22 results at the national level for each activity stream.
[bookmark: _Ref524337061][bookmark: _Ref527368699][bookmark: _Toc31880533]Table 3 Summary NHCDC results by activity stream, Round 22
	 
	Number of Hospitals
	Number of Episodes
	Total Expenditure
	Average Cost per Episode
	Percent Change in Average Cost Since Round 21

	 
	 
	 
	($m)
	($)
	(%)

	Admitted Acute
	342
	6,019,172
	29,406
	4,885
	1.9

	Emergency Department
	274
	7,877,053
	5,554
	705
	5.9

	Non-Admitted
	315
	21,529,952
	6,820
	317
	2.6

	Sub-Acute
	333
	218,482
	2,927
	13,397
	-4.2

	Mental Health
	
	
	
	
	

	  Admitted Mental Health
	169
	134,613
	2,050
	15,229
	-5.7

	  Community Mental Health
	80
	58,545
	335
	5,725
	n/a[footnoteRef:4] [4:  Note that different counting rules led to a change in the denominator for Community mental health activity between Round 21 and 22.  Round 21 included phases and service contacts, while Round 22 included only phases. As such, the results for this category are not directly comparable. 
] 


	Other activity
	167
	19,949
	       55 
	2,773
	79.2


[bookmark: _Toc524173851][bookmark: _Toc25759687]5.1 Participation	
Between Round 21 and Round 22, the number of unique hospitals that submitted cost data to the NHCDC increased from 451 to 453. Despite the small overall increase, the group of submitting hospitals changed considerably– particularly from Queensland. Twenty-one of the 453 hospitals which participated in Round 22 did not participate in Round 21. Of these hospitals, 19 were located in Queensland. Similarly, Queensland’s Round 22 submission did not include 17 of the hospitals included in their Round 21 submission. Between the rounds, the number of Public Community Mental Health facilities submitted by Queensland decreased from 79 to 65, and the number of Primary Health Centres increased from 6 to 22.

[bookmark: _Toc31880534]Table 4 Number of hospitals, by jurisdiction, Round 20-22
	 
	Number of participating hospitals

	Jurisdiction
	Round 20
	Round 21
	Round 22

	NSW
	98
	95
	95

	Vic
	73
	79
	79

	Qld
	111
	195
	196

	SA
	16
	20
	20

	WA
	34
	33
	33

	Tas
	4
	22
	23

	NT
	5
	5
	5

	ACT
	2
	2
	2

	National
	343
	451
	453


[bookmark: _Toc524173852][bookmark: _Toc25759688]5.2 Costed activity
To report on the NHCDC’s level of completeness, IHPA examines the linkage between the patient activity for which cost data were submitted via the NHCDC and records for which activity data were submitted to IHPA (using the Activity Based Funding Data Request Specifications[footnoteRef:5]). IHPA receives the following types of episode level data: [5:  https://www.ihpa.gov.au/what-we-do/abf-data-request-specifications-2017-18] 

1. Cost data, submitted annually via the NHCDC, which contains detailed information about the actual costs associated with a patient’s episode. 
2. Activity data, which is submitted quarterly in line with data set specifications unique to each activity stream[footnoteRef:6]. From these data, patient episodes are categorised according to IHPA’s classifications which represent each of the activity streams.  [6:  For more information about IHPA’s hospital activity collection visit: https://www.ihpa.gov.au/what-we-do/data-collection ] 

When both activity and cost data relating to a particular patient episode are submitted, IHPA links the data. ‘Costed Activity’ refers to this linkage. The ‘percent of Costed Activity’ represents the number of public sector episodes in the activity data with costs submitted via the NHCDC.
In Round 22, 96 percent of the admitted acute activity data had matching cost data. Table 5 shows the completeness of the NHCDC data for four activity streams. This is represented by the percentage of activity with costs over the past three rounds. The greater variation in the non-admitted stream reflects ongoing development of the definitions of the Tier 2 classes. 
[bookmark: _Toc31880535]Table 5 Percentage of submitted activity data with matching cost data, Round 20-22
	Activity stream
	Round 20
	Round 21
	Round 22

	
	(%)
	(%)
	(%)

	Acute admitted
	93
	96
	96

	Sub-acute
	69
	69
	66

	Emergency Department
	90
	92
	90

	Non-admitted
	73
	57
	73


[bookmark: _Toc524173853][bookmark: _Toc25759689]5.3 Total expenditure
In Round 22 of the NHCDC, $47.15 billion of hospital expenditure was submitted for the 2017-18 financial year. This represents a 7.7 percent increase over the total for Round 21 ($43.8 billion). Table 6 shows the change in expenditure by activity stream. 
[bookmark: _Toc31880536]Table 6 Total national expenditure, by activity stream, Round 21-22
	 
	Round 21
	Round 22
	Percent Change in Total Expenditure

	 
	Number of Hospitals
	Total Expenditure
	Number of Hospitals
	Total Expenditure
	

	 
	 
	($m)
	 
	($m)
	(%)

	Admitted Acute
	344
	27,666
	342
	29,406
	6.3

	Emergency Department
	265
	5,100
	274
	5,554
	8.9

	Non-Admitted
	273
	5,742
	315
	6,820
	18.8

	Sub-Acute
	331
	2,796
	333
	2,927
	4.7

	Mental Health
	242
	2,436
	234
	2,385
	-2.1

	  Admitted Mental Health
	163
	2,116
	169
	2050
	-3.1

	  Community Mental Health
	99
	320
	80
	335
	4.7

	Other Expenditure
	138
	         35 
	167
	55 
	59.0

	Total
	451
	43,775
	453
	47,147
	7.7



Table 7 presents the total hospital expenditure submitted by jurisdictions across the past three NHCDC rounds. While the national reported expenditure increased by 17 percent since Round 20, the share of this expenditure at the jurisdictional level has remained consistent. In each round, NSW, Queensland and Victoria have collectively submitted around 75 percent of the national hospital expenditure. 


[bookmark: _Toc31880537]Table 7 Total expenditure, by jurisdiction, Round 20-22
	 
	Round 20
	Round 21
	Round 22

	Jurisdiction
	Total Expenditure
	% of Total Expenditure
	Total Expenditure
	% of Total Expenditure
	Total Expenditure
	% of Total Expenditure

	 
	($m)
	(%)
	($m)
	(%)
	($m)
	(%)

	NSW
	12,158
	30
	12,757
	29
	13,753
	29

	Vic
	8,765
	22
	9,818
	22
	10,723
	23

	Qld
	8,571
	21
	10,117
	23
	10,849
	23

	SA
	3,255
	8
	3,345
	8
	3,752
	8

	WA
	4,622
	11
	4,860
	11
	4,955
	11

	Tas
	906
	2
	948
	2
	1,137
	2

	NT
	834
	2
	919
	2
	965
	2

	ACT
	1,182
	3
	1,011
	2
	1,013
	2

	Total
	40,292
	
	43,775
	
	47,147
	


[bookmark: _Toc524173854][bookmark: _Toc25759690]5.4 Average cost
This report provides the average cost information for all hospital activity captured by the different IHPA classifications. Table 8 summarises these results by presenting the average cost at the activity stream level. While each activity stream is broad and represents a wide variety of different hospital procedures and services provided, the categories enable the reporting of useful summary statistics.
Between Round 21 and 22, the average cost per episode increased for each of the activity streams except for sub-acute, which fell by 4.2 percent (from $13,987 to $13,397). While the total national expenditure grew significantly for admitted acute episodes (6 percent), emergency department episodes (9 percent) and non-admitted episodes (19 percent), the growth in average cost for these episode types was much lower (1.9 percent, 5.9 percent and 2.6 percent respectively).
[bookmark: _Toc31880538]Table 8 Average cost per episode, by activity stream, Round 21-22
	 
	Round 21
	Round 22
	

	 
	Number of Episodes
	Average Cost per Episode
	Number of Episodes
	Average Cost per Episode
	Change in Average Cost Since Previous Round

	 
	
	($)
	
	($)
	(%)

	Admitted acute
	5,773,102
	4,792
	6,019,172
	4,885
	1.9

	Emergency department
	7,662,322
	666
	7,877,053
	705
	5.9

	Non-admitted
	18,592,529
	309
	21,529,952
	317
	2.6

	Sub-acute
	199,911
	13,987
	218,482
	13,397
	-4.2

	Mental health
	
	
	
	
	

	  Admitted Mental Health
	131,083
	16,141
	134.613
	15,229
	-5.7

	  Community Mental Health
	106,743
	3,000
	58,545
	5,725
	n/a*


*See footnote for Table 3.
In determining the final funding amount per service, various adjustments are applied based on patient characteristics that influence the cost of service delivery (such as indigenous status, age and remoteness). The appendix to this report includes an analysis of the cost data used to inform these adjustments.
[bookmark: _Toc524173855][bookmark: _Toc25759691]5.5 Line items and cost buckets
Cost data submitted to the NHCDC is reported by line items and cost centres. Line items represent types of costs (e.g. salaries and wages or goods and services) incurred by hospitals. Cost centres represent departmental cost objects within a hospital that relate to a particular function of the hospital – for example, the hospital operating room. Further information relating to the Round 22 NHCDC line items and cost centres are available in costing standards.  
IHPA combines the line items and cost centres to create cost buckets. Cost buckets can be considered as cost pools within the hospital.
Table 9 presents the total average cost (in dollars) for each line item by each activity stream.
In all streams, the line items linked to salaries and wages accounted for approximately two-thirds of all costs. Within the salary and wages categories, however, there is considerable variation in the costs assigned. For example, the nursing wages line item accounts for 32 percent of sub-acute patient costs but only 15 percent of non-admitted patient costs.
Similarly, the share of costs attributed to allied health salaries is higher for non-admitted patients (12 percent) and sub-acute patients (10 percent) compared with acute and Emergency Department patients (four percent and three percent respectively). This reflects the type of care provided.


[bookmark: _Toc31880539]Table 9 National average cost per line item, by activity stream, Round 22
	Line Item
	Acute
	Sub-acute
	Emergency Department
	Non-admitted
	Mental Health

	
	
	
	
	
	

	 
	($)
	($)
	($)
	($)
	($)

	 Salary & Wages Nursing 
	1,340
	4,338
	156
	47
	4,479

	 Salary & Wages Medical (nonVMO) 
	719
	1,412
	168
	52
	1,619

	 Salary & Wages Medical (VMO) 
	201
	224
	24
	11
	256

	 Salary & Wages Allied Health 
	189
	1,345
	21
	38
	955

	 Salary & Wages  Other 
	509
	1,746
	77
	40
	1,476

	 On-costs 
	372
	1,287
	56
	24
	1,119

	 Pathology 
	98
	100
	34
	6
	70

	 Imaging 
	26
	32
	21
	2
	11

	 Prostheses 
	156
	8
	0
	1
	2

	 Medical supplies 
	250
	229
	17
	9
	70

	 Goods and services 
	442
	1,285
	69
	33
	1,230

	 Pharmaceuticals PBS 
	54
	34
	3
	25
	14

	 Pharmaceuticals nonPBS 
	133
	179
	6
	6
	127

	 Blood 
	36
	11
	2
	2
	2

	 Depreciation building 
	102
	288
	16
	7
	309

	 Depreciation equipment 
	43
	70
	6
	4
	47

	 Hotel 
	150
	619
	15
	4
	449

	 Corporate 
	22
	67
	5
	2
	58

	 Lease 
	14
	41
	2
	1
	23

	 Patient Travel 
	32
	82
	9
	1
	32

	Total ($)
	4,885
	13,397
	705
	317
	12,348



At the cost bucket level, the Ward Nursing cost bucket accounted for the biggest share of the costs for the admitted acute (18 percent of costs), sub-acute (32 percent) and mental health (35 percent) activity streams. Similarly, the Ward Medical cost bucket accounted for a high share of costs in all activity streams except the emergency department. 
Table 10 presents the total average cost (in dollars) for each cost bucket by each activity stream.


[bookmark: _Toc31880540]Table 10 National average cost per cost bucket, by activity stream, Round 22
	Cost Bucket
	Acute
	Sub-acute 
	Emergency Department
	Non-admitted

	
	
	
	
	

	
	($)
	($)
	($)
	($)

	Ward Medical
	560
	1,598
	8
	56

	Ward Nursing
	903
	4,296
	7
	43

	Allied Health
	153
	1,577
	3
	37

	Non Clinical
	320
	1,511
	7
	31

	On-costs
	372
	1,287
	56
	24

	Pathology
	176
	148
	45
	14

	Imaging
	117
	105
	67
	16

	Prosthesis
	156
	8
	0
	1

	Ward Supplies
	362
	1,382
	9
	32

	Pharmacy
	192
	344
	4
	33

	Critical Care
	398
	10
	0
	0

	Operating Room
	748
	23
	1
	5

	Patient Travel
	32
	82
	9
	1

	Special Procedure Suite
	59
	6
	0
	5

	Emergency Department
	28
	2
	449
	0

	Hotel
	150
	619
	15
	4

	Depreciation
	159
	400
	24
	13

	Total ($)
	4,885
	13,397
	705
	317



6. [bookmark: _Toc524173856][bookmark: _Toc25759692]Admitted acute care
Of the six activity streams, the admitted acute care stream accounts for the major share of all hospital costs: in Round 22, $29.4 billion of hospital costs were associated with admitted acute care separations. Admitted acute care has the most developed classification system[footnoteRef:7], which in turn generates the most robust cost data results.  [7:  Australian Revised –Diagnosis Related Groups Version 10.0] 

[bookmark: _Toc524173857][bookmark: _Toc25759693]6.1 Average cost per weighted separation
The average cost per acute separation in Round 22 is $4,885. The average cost at the jurisdiction level varied from $3,697 (Northern Territory) to $6,032 (South Australia). The variation in average cost is caused by the admission policies of the jurisdictions and the complexity of the treatment required and other factors such as location and age.
To compare the average cost of admitted acute care separations between jurisdictions, the complexity of each jurisdiction’s work profile should be considered. 
To do this, IHPA creates weighted separations. A weighted separation considers the complexity of the acute activity each type of separation relative to the average of all activity for the year. The level of complexity is based on the resources required to treat that patient. 
Admitted acute cost weight tables are included in the appendix of this report. These tables include the cost weights for all Diagnosis Related Groups (DRGs) in Round 22, which are used to compare resource utilisation based on the national level.
The average cost per separation is $4,885 has a weight of 1. In Round 22, a single heart transplant patient separation[footnoteRef:8], for example, corresponds to 38.74 weighted separations[footnoteRef:9]. In contrast, a single colonoscopy patient separation[footnoteRef:10] corresponds to 0.45 of a weighted separation. The difference reflects the significantly greater complexity associated with a heart transplant operation.  [8:  DRG: F23Z]  [9:  This figure is also referred to as the cost weight. Cost Weights are included for all acute admitted care separation types in the Appendix Tables.]  [10:  DRG: G48B] 

By summing the weighted separations for each jurisdiction, we can compare the volume of jurisdictions’ acute admitted activity.
Table 11 compares the average cost and average cost per weighted separation by jurisdiction. The ‘average cost per weighted separation’ accounts for the relative complexity of each jurisdiction’s work profile. If a jurisdiction’s average cost per weighted separation is lower than its average cost, the jurisdiction’s hospital activity comprised a higher proportion of complex Diagnosis Related Groups. 
The Northern Territory has the biggest variance, with a low average cost ($3,697) and a high average cost per weighted separation ($6,231). This reflects that the complexity of separations is quite low relative to the national case-mix.
[bookmark: _Toc31880541]Table 11 Average cost per weighted separation (admitted acute), by jurisdiction, Round 22
	Jurisdiction
	Number of separations
	Number of weighted separations
	Complexity factor (1)
	Average cost per separation
	Average cost per weighted separation

	 
	 
	 
	 
	($)
	($)

	NSW
	1,635,575
	1,818,488
	1.11
	5,267
	4,737

	Vic
	1,675,397
	1,572,290
	0.94
	4,282
	4,563

	Qld
	1,400,536
	1,342,059
	0.96
	4,523
	4,720

	SA
	379,772
	405,894
	1.07
	6,032
	5,644

	WA
	531,540
	532,146
	1.00
	5,827
	5,821

	Tas
	121,513
	135,195
	1.11
	5,772
	5,188

	NT
	165,704
	98,297
	0.59
	3,697
	6,231

	ACT
	109,135
	114,802
	1.05
	5,319
	5,057

	National
	6,019,172
	6,019,172
	1.00
	4,885
	4,885


(1) Determined by dividing the jurisdiction’s number of weighted separations by number of separations.

Table 12 further highlights the varied case-mix complexity between the jurisdictions by showing the count of haemodialysis and chemotherapy separations. In Round 22, these were the two most common admitted acute separations and each had a relatively low complexity: haemodialysis had a cost weight of 0.12 and chemotherapy 0.36. The low complexity factor in the Northern Territory is driven largely by the high share of separations which were haemodialysis (50%). 
[bookmark: _Toc31880542]Table 12 Number of separations, haemodialysis and chemotherapy, by jurisdiction, Round 22

	
	Haemodialysis
	
	Chemotherapy

	 
	 Number of separations
	Percentage of jurisdiction's total separations
	
	 Number of separations
	Percentage of jurisdiction's total separations

	NSW
	353,945
	22%
	
	3,240
	0%

	Vic
	289,605
	17%
	
	114,202
	7%

	Qld
	196,334
	14%
	
	90,738
	6%

	SA
	83,711
	22%
	
	11
	0%

	WA
	125,083
	24%
	
	32,560
	6%

	Tas
	17,648
	15%
	
	3,257
	3%

	NT
	82,718
	50%
	
	3,091
	2%

	ACT
	20,432
	19%
	
	643
	1%

	National
	1,169,476
	19%
	
	247,742
	4%


[bookmark: _Toc524173859][bookmark: _Toc25759694]6.2 Patient length of stay
In Round 22, the national average length of stay (ALOS) for admitted acute patients is 2.40 days, continuing a downward trend from Round 21 (2.43 days) and Round 20 (2.56 days).
Two factors are contributing to this trend: an increased share of same-day patients, and shorter average stays for overnight patients.
An increasing share of admitted acute separations represents patients admitted and separated from the hospital on the same day. In Round 22, 56.3 percent of patients (3.4 million) were same-day separations, an increase from Round 21 (55.7 percent) and Round 20 (54.6 percent).
For patients who stayed overnight in hospital, the national average length of stay was 4.19 days, down from Round 21 (4.24 days) and Round 20 (4.45 days).
Figure 1 compares the average length of stay of all patients and overnight patients between jurisdictions. 
[bookmark: _Ref524337294][bookmark: _Toc524359557]Figure 1 Admitted acute average length of stay of all separations and all overnight separations, by jurisdiction, Round 22
Days


The Northern Territory, which had the highest share of same-day patients (72 percent), had the lowest average length of stay (1.93 days). Conversely, New South Wales, which had the lowest share of same-day patients (48 percent), had the highest average length of stay (2.86 days).

[bookmark: _Toc524173860]

7. [bookmark: _Toc25759695]Supplementary material
More information about the Round 22 NHCDC results is available in the following supplementary material:
Round 22 NHCDC Report Appendix tables – Detailed multi-year NHCDC results by activity stream and jurisdiction. 

8. [bookmark: _Toc25759696]Data Quality Statements
Each jurisdiction provides IHPA with a Data Quality Statement (Appendix A) to highlight key aspects that may impact on a jurisdiction’s results. This may include variations with respect to costs, practices, participation and coverage of results that have occurred in the Round.
These Data Quality Statements should be considered when reading the NHCDC Report and when using data included in the report.


[bookmark: _Toc15451631][bookmark: _Toc25759697]Appendix A. Data Quality Statements 
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Office of the Director-General

Mr James Downle
Chief Executive Officer

Independent Hospital Pricing Authority
PO Box 483

DARLINGHURST NSW 1300

Dear Mr Downie
ROUND 22 National Hospital Cost Data Collection Data Quality Statement

‘Thank you for your letter of 31 May 2019 requesting that ACT Health provide a Data
Quality Statement regarding data provided to the Independent Hospital Pricing Authority.
for the 2017-18 (Round 22) National Hospital Cost Data Collection (NHCDC)

As requested, please find attached ACT Health's Data Quality Statement. The response
provides commentary on all areas as requested, and information on changes in process
adopted between NHCDC rounds.

All data provided by ACT Health as part of Round 22 of the NHCDC has been prepared in
accordance with the Australian Hospital Patient Costing Standards. We look forward to
further validating our approach through the Independent Financial Review process,

We thank the IHPA for their ongoing work n the collation of the NHCDC. If you wish to
discuss this statement further, please do not hesitate to contact Emily Harper, Executive
Branch Manager, Performance Reporting and Data on (02) 512 49541, or

Yours sincerely

o> 2.

Michael De'Ath
irector-General
243June 2019

6P B 525 Canberra ACT 2601 | Ph: 62050823 | Emal: DGACTHeakh @actgov.a | wan act g
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ACT DATA QUALITY STATEMENT ‘ A(”I ‘ ACT Health

ROUND 22 (2017-18) NATIONAL HOSPITAL COST DATA COLLECTION

The 2017-18 National Hospital Cost Data Collection (NHCDC) submission s produced by the
ACT Health Directorate. The maintenance of the costing software and processing of the
costing data is undertaken on advice from health service representatives with reference to
the Australian Hospital Patient Costing Standards (AHPCS) Version 4.0.

To ensure accurate Information i submitted to the NHCDC and subsequently available for the
National Efficient Price determination, there are robust validation and quality assurance
processes in place. All data provided by ACT Health to Round 22 (2017-18) of the NHCDC has
been prepared in adherence with the AHPCS.

The following data quality statement describes the scope of the collection and costing
allocation processes for the NHCDC R22 (2017-2018) data for the ACT.

Reporting hospitals and Coverage

ACT Health's submission to Round 22 (2017-18) of the NHCDC included Canberra Health
Services (CHS) and Calvary Public Hospital Bruce (CPHB).

Only patient level data that s in-scope for Activity Based Funding is submitted. No aggregate
non-admitted patient, teaching, training and research and Community Mental Health data
was submitted for the 2017-18 NHCDC.

Work in Progress

Patients are allocated costs based on their consumption of resources during the reporting
year (L July 2017 - 30 June 2018). Patients admitted in the collection year but et to be
discharged were costed and will be included in the Round 23 submission.

Blood Products

National Blood Authority expenses are held within ACT Health's General Ledger. ACT Health
then provides both public hospitals with that blood expenditure data to be allocated and
reported to the NHCDC. The cost of blood products supplied to private hospitals is out of
scope for NHCDC and is ot reported.

Pharmacy and Diagnostic Data

Pathology, Imaging and Pharmacy datasets, Including Highly Specialised Drugs are linked
according to the data matching rules. Where records were not matched, these records have
been costed but considered out of scope and excluded from the 2017-18 NHCDC submission
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Changes to costing between Round 21 and 22 NHCDC collections

CPHB continued to refine the cost allocation methodologies for the 2017-18 NHCDC and this
has resulted in better allocation of costs towards non-admitted and teaching, training and
research.

Exceptions to the 2017-18 NHCDC Submission

ACT did not include Depreciation costs in the 2017-18 NHCDC submission,

Assurance

Assurance s given that to the best of my knowledge the data provided are suitable to be used
for the primary purpose of the NHCDC, which includes development of the National Efficient
Price and National Efficient Cost.

0

Michael DeAth
Director-General
24 June 2019

2| e
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Mr James Downie

Chief Execuive

Independent Hospital Pricing Authority

PO Box 483 Your ref D19.6738

DARLINGHURST NSW 1300 Ourref 197231
Does

Dear Mr Dywnie

Thank you for your letter about the Round 22 National Hospital Cost Data Collection
(NHCDC) Data Quality Statement (DQS)

Please find attached the NSW Health DQS for Round 22 (2017-18) of the NHCDC.

Data provided by NSW Health for Round 22 of the NHCDC has been prepared in adherence
with the Australian Hospital Patient Costing Standards (AHPCS) (Version 3.1) and is
complete and free of material errors. Adnerence to the AHPCS is qualified by:

« Cost 3A02 - allocation of medical costs for private and public patients. NSW
included medical costs reported in the general ledger. Expenses that sit outside of the.
general ledger paid from private practice trust funds have not been included.

Assurance s given that to the best of my knowledge, data provided is suitable to be used for
the primary purpose of the NHCDC, including development of the National Efficient Price and
National Effcient Cost.

If you would ike more information, please contact Neville Onley, Executive Director, Activity
Based Management at neville.onley@health. nsw.gov.au or on 9391 9855.

Yours sincerely

(P

4. g
Dr N Lyors
Acting/Secretary, NSW Health

NSW Minitry of Health
BN 52 697 869 630

100 Crrise S, S Loonarcs NSW 2065
Locked il B30 961 Noth Syaney NSW 2059
e (02) 391 5000 Fa (09531 9101
‘Webste, unnwneath nsw gov.au
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NSW Health Data Quality Statement
National Hospital Cost Data Collection Round 22 (2017-18)

Overview
The NSW Health Round 22 (2017-18) National Hospital Cost Data Collection (NHCDC) is
based on the NSW Health District and Network Retum (DNR).

The DNR is prepared and submitted by each NSW Local Health District and Specialty Health
Network (District/Network). In NSW, financial results are published and audited at
District/Network level and not at hospital level

NSW submitted patient level data for all hospitals considered in-scope for activity based
funding for 2017-18. This was a total of 95 hospitals.

Data Quality
Guidelines for preparing and submitting the DNR are published in the NSW Cost Accounting
Guidelines (CAG). The NSW CAG aligns to Version 3.1 of the Australian Hospital Patient
Costing Standards (AHPCS). NSW is implementing Version 4.0 of the AHPCS for 2018-19.

NSW has in place a robust govemance and data quality process to ensure that the NHCDC.
submission is fit for purpose.

A mandatory audit program was implemented for the 201718 DNR. Completion of this audit
program is part of a robust governance framework. Audit reports are submitted to local Audit
and Risk Board Subcommittees and District/Network Chief Executives.

Technical Detail

Work in Progress (WIP) encounters were included in Round 22 where the admission yea
was prior to 2017-18 and discharge in 2017-18. Other WIP encounters will be included in
future submissions.

Only general fund expense is allocated at the patient level in the DNR. Restricted funds
asset expenditure is included but not allocated at patient level in the DNR. Custodial fund
expenditure is not included in the DNR.

Professional indemnity costs are held centrally by NSW Health, not distributed to
Districts/Networks and not reported in the financial statements. To ensure compliance with
AHPCS SCP 2.003 Expenditure in Scope, this expense is distributed to Districts/Networks
and added to the general ledger loaded into PPM2. The adjustment is noted in each
reconciliation schedule submitted as part of the DNR.

NSW submitted Australian Mental Health Care Classification (AMHCC) admitted phase of

care costing for the first time in 2017-18. NSW will submit AMHCC non-admitted data in
Round 23 (2018-19)

11Pa
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Many critcal care services in NSW have critical care and step down beds in the one ward.
Examples of this include ICUHDU, CICU/CCU. Typically these services have one cost
centre and one ward set up in the Patient Administration System (PAS) with two or more bed
types to distinguish the ICU hours /bed days separately to the HDU hours/bed days. The bed
type is used to calculate ICU hours.

‘The final cost allocation reflects appropriate nursing ratios such s 1:2 for ICU/HDU patients.
In some instances where a patient only has HDU hours, the cost centre will map to critical
care, but there will be no ICU hours. Additionally, only facilties with Level 3 ICUs will map
their cost centre to critical care, even though locally they may use the ICU bed type.

Non-admitted oral health (dental) and renal dialysis home delivered services costs were
submitted for the first time for Round 22 (2017-18) due to the availabilty of patient level data.

Organ retrieval costs have been submitted for 2017-18.

Teaching and training costs are not allocated at patient level and are excluded from the
NHCDC,

2|Page
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James Dounie
Chiof Exccuive Offcer
Independent Hospial Pricing Authorty
PO Box 483
'DARLINGHURST NSW 1300

Doar i Downie
Round 22 National Hospital Cost Data Collaction Data Quaity Statement

1 am please o provide this Data Qualty Statement o be pubished as partof e Round 22 (2017-18)
National Hospital Data Gost Data Gallecton (NHCDIC) Gost Report, a requesied In comrespondence
dated 31 May 2010,

1 confirm tha data provided by the Northor Terrtory (NT) o Round 22 of the NHCDC has been
prepared in adherence with Ausiratan Hospial Patien! Costing Standards (AHPCS) version 40
quafed by the folowing flems:

- NT includes medical costs reportad i the General Lodger (GL), however expenses in rust
‘accounts that it outside he GL have not e included, bt urher work i being undertaken
o ensure expenses may be fuly recognised where praciicable and material

- NT undertakes costing at thejurisdctonal loveland therefore underiakes roviow and
reconciiaton a hs eve.

- T does not currently cost at the phase of carelevel (aliative care and menial heaith care)
and costs ar refected al th episod eval
NT does not follow the costing guideine et outfor Teaching and Training, Research,
Posihumous Organ Donation and Menta Health Services as thess are not practicable o
implement n the NT dus 1o system and data lmations, noting that the principle in the
Standards have been folowed to alacato costs appropritaly.

Assurance Is given tha o the best of my knowledge the data provided e suitabie o be used for the.

primary purpose ofthe NHCDC, which ncludes development of e National Efficent Price and
Nationa Effient Cost

Yours sincerely

Professor Catherne Stoddart

%, Aupust2019
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Mr James Downie
Chief Execuive Officer

Independent Hospital Pricing Authority
PO Box483
DARLINGHURST NSW 1300

Email: james downie@ihpa gov.au

Dear Mr Downie,

Thank you for your letter dated 31 May 2019, regarding the Round 22 National Hospital
Cost Data Collection Data Qualty Statement

I am pleased to provide (enclosed) the Data Quality Statement for the Queensiand
submission to the Round 22 of the National Hospital Cost Data.

Should you_require further information, the Department of Health's contact is
Mr Colin McCrow, Manager Activity Costing, Healthcare Purchasing and Funding Branch,
on telephone (07) 3708 5894

Yours sincerely

e

LizLea
Acting Senior Director

Healthcare Purchasing and Funding Branch
12/08/2019
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NHCDC R22 Data Quality Statement

Healthcare Purchasing and Funding Branch

National Hospital Cost Data Collection Round 22

Data Quality Statement

The National Hospital Cost Data Collection (NHCDC) is the primary data collection used to develop the
National Efficient Price (NEP). To ensure accurate information is submitted to the NHCDC and
subsequently available for the NEP determination, there are validation and quality assurance processes
conducted.

Guidelines for preparing cost data are published in the Queensland Clinical Costing Guidelines (QCCG). It
is a supplementary document to the Australian Hospital Patient Costing Standards (AHPCS) and is a guide
to the Hospital and Health Services' (HHS) costing teams in the application of the AHPCS within the
technical environment of the costing systems used within Queensland Health.

HHSs provide health services to the community in admitted and non-admitted settings (acute, sub-acute,
non-acute, emergency, facility-based outpatient ambulatory ciinics and community-based heath intervention
and support services).

Costing data are prepared for 16 HHSs and the Mater Public Hospitals (Brisbane). Once costing is finalised
by the HHS a financial reconciliation is undertaken, and the data transformed into the NHCDC specification
format. All data are validated by the Department of Health and the HHS prior to submission to the
Independent Hospital Pricing Authority (IHPA).

The following data qualty statement describes changes in the scape of the collection, costing processes
and issues that have been identified in the NHCDC Round 22 (R22) (2017-2018) data for Queensland.

Data Submission

Of the 507 facilties which have been costed at patient or service level data in the 2017-2018 fiscal year
(including several facilties that are out of scope for the NHCDC such as nursing homes for which cost data
are held by the Department of Health), 196 were submitted as part of the NHCDC in R22. The excluded
facilties accounted for 11.8 per cent of costs and are all out of scope for the NEP determination

Changes in Reported Facilities

There were 196 facilties reported in R22, a net increase of one facilty over Round 21. The table below
shows the changes between Rounds by funding type and facilty type. The ABF hospitals were consistent
between Rounds, with changes occurring in the block funded facilfies
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Funding Round | Round
Type Faciity Type 2 | 2

3 LICENSED PRIVATE ACUTE HOSPITAL - PUBLICLY FUNDED ACTVITY | 2 2
neF RECOGNISED PUBLIC HOSPITAL | 3w
BLOCK | PUBLIC COMMUNITY MENTAL HEALTH FACILTY | 7
BLOCK | PUBLIC PSYCHIATRIC HOSPITAL FACILITY 3 3
BLOCK | RECOGNISED PUBLICHOSPITAL | 7
BLOCK | PRIVARY HEALTH CENTRE 2 5
Total 1] 195

Mental Health

Prior to R22 mental health expenditure was reported at the encounter level, with the mental health
‘expenditure data submitted at the phase level for the first time in R22.

A matching process was undertaken to ink the cost data to the activity data. A twostep process was used,
firstly the cost data were matched to a package of care i e. to records in the Mental Health Care Episode
dataset, then to a phase of care i e. to records in the Mental Health Care Phase level dataset, using the
datetime stamp of the service record_Of the $829 million submitted mental health data, 5629 millon (76 per
cent) was allocated to a phase. The $200 millon difference is for encounter level records that have no.
phase level information. This can arise due to several reasons including no ciinical outcomes data recorded
or not complete, or a combination of data quality and matching rules in the source data. These records are
‘submitted to IHPA at the encounter level

Darling Downs Hospital and Health Service made the decision not to cost Community Mental Health
services at the patient level this year. Last year they contributed data from 17 faciities with a total cost of
‘approximately $26 million. This should be taken into consideration when interpreting and comparing results
between Rounds

Non-Admitted activity reporting and encounter costing

‘The counting rules for activity-based funding (ABF) purposes involving muliple health care providers
stipulate that irrespective of whether the patient was seen jointly or separately by multiple providers, only
‘one non-admitted patient service event may be counted for a patient at a clinic on a given calendar day. In
the costing system, the data come through as separate service events. To be consistent with the ABF
counting rules the costs of patients with multiple ciinic records on the same day are rolled up into a single
clinic visit.

This is the second year where the rollup of multple non-admitted patient service events at  clinic on a
given calendar day has been applied. This Round 139,133 outpatient records were rolled up comprising a
fotal cost of $41 million. Overall, the total cost of non-admitted data submitted has increased by 14.3 per
cent between the two Rounds.

Unlinked Diagnostic data

Pathology, Imaging and Pharmacy data that were not able to be matched or linked through the data
matching process have been excluded from the NHCDC. For R22, there were approximately 320,000
unlinked utiisation records which account for $143 millon of cost. There is no significant change from the
previous Round

NHCDC R22 Data Quality Statement Page2ors
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For R22, the unlinked diagnostic data comprised approximately 5.0 per cent of total non-adnitted
‘encounters and 6.7 per cent of non-admitted costs, similar proportions to [ast year. The table below shows.
‘abreakdown of unlinked utiisation for ABF verses block funded faciities for R22.

ABF Number of Unlinked Unlinked Unlinked

Facility unlinked Diagnostics | Diagnostics Cost | Diagnostics Cost
Diagnostics () (s) ]

No 61,75 1932 21750926 FeEE)

Yes 258,114 80,68 122,017,656 5457

Total 319908 100.00 143,768,582 10000

“This should be taken into consideration when comparing the costs of diagnostic clinics between rounds.

Patient Travel

Patient travel costs in Queensland are significant but are not fully reflected in the NHCDC submission. This
is due to the absence of patient level feeder data in all hospitals and as such the costs are reported as
virtual patients and therefore excluded from the NHCDC. The addition of the new NHCDC Item *PafTray’in
R22 means that for the first-fime patient travel can be separately identified in the NHCDC submission.

Of the $208 million recorded as patient travel n the initial NHCDC extract, the majority (§102 million) are
allocated to system-generated patients and excluded. The $95.5 milion of patient transport costs included
in the submission are where patient level patient transport data was available to the Hospital costing teams.

‘Several HHSs have started to include inter-hospital transferftransport costs provided by the Queensland
Ambulance Service to patients where previously these were not reported. This accounted for an additional
$17.5 million of costs in the initial costing system extract

Blood products

Blood product costs have been included at patient level in the NHCDC for R20, R21 and R22. There was
‘approximately a 10 per cent increase this year over the previous round, with $44.3 million included in this.
‘submission, compared with $40.5 million last year.

New Feeder Systems for Clinical Costing

Queensland HHSs continually monitor the implementation of new clinical data collection systems to assess
‘whether they can be utilised for ciiical costing, and they also work collaboratively with data managers to
improve existing systems to attain minimum requirements for costing.

Improvements have been made in the costing of the rural and remote HHSs using utiisation data from
several new systems in R22:

« Endoscopy

« Patient Retrieval and Transport
« Oral Health

« Breast Screening

NHCDC R22 Data Quality Statement Page3ors
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e ST

RE:  ROUND 22 NATIONAL HOSPITAL COST DATA COLLECTION DATA
QUALITY STATEMENT

“Thank you for your letter of 31 May 2019 concerning the release of the 2017-18
NHCDC cost data 5o s to support the produstion of the Round 22 (2017-18)
National Hospital Cost Data Collection Cost Report,

As requested, attached are South Australia’s Data Quality Statement and Data
Collection Sign Off Statement o be included in the report,

Shouid you require any further information, in the firstinstance your officers are
‘welcome to contact Krystyna Parrott, Senior Manager, Funding Models on
(08) 8226 7263

Yours sincerely

Vb

LYNNE COWAN
Deputy Chief Executive
Commissioning and Performance, SA Health

11 1712009

For Offcialuse Only-12.A1
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Round 22 National Hospital Cost Data Collection Sign-Off Statement

Al data provided by South Austialia to Round 22 (2017 -18) of the National Hospal Cost
Data Colecton (NHCDC) has been prepared where possible (o adhere with the Austialian
Hospilal Patient Costing Standards (AHPCS) Version 4.0.

Data provided to this submission has been reviewed for adherence o the AHPCS
Version 4.0 and is materally complote and free of material orors excopt whero qualied by
the folowing tems:
1. Medical Rights of Private Pracice are excluded as they are reported oulside the
Pospials operational accounis due fo expenses not being legally controlled by the
LHN entiy and associated dificulies inmaiching 1o patients
2. Private pathology costs are exciuded and have not been able o be reliaby identifed.
3. Blood product expenses thal do not o part of the NEP and NEC are excluded.

Assurance is given that o the best of my knowledge the data provided are suitable (0 be.
used for the primary purpose of the NHCDC, which includes development of the National
Efficint Prce and National Effcient Cos!.

Soned
% s

LYNNE COWAN
Deputy Chiel Executive
Commissioring and Performance

11 1y12019
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South Australia 2017-18 Data Quality Statement
Participation and Coverage

‘South Australa's 2017-18 cost data is produced by the Department for Health and
Welbeing (DHW) using one instance of the patient casting system. The
maintenance of the patient costing system and the processing of data are
undertaken centrally by staff within the DHW based on advice from Local Hospital
Network (LHN) representatives and with reference to the Australian Hospital Patient
Costing Standards vA.0 wherever possible given this standard was endorsed midway
through 2017-18.

In Round 22, cost data was submitted for ten metropoiitan hospitals and ten large
‘country hospitals and this number was unchanged from Round 21. Stand-alone
rehabiltation hospitals are not included in the South Ausiralian cost data.

The data was extensively reviewed by fhe DHW staff. n conjunction wih the LHNs
and signed off by the LHNs, before submission to the National Hospital Cost Data
Collecton (NHCDC). The costing data was subjected to considerable scrutiny, with
‘appropriate corrections and resubmissions as required to ansura that itwas fi for
purpose.

Teaching, Training and Research (TTR)

Teaching, Training and Research (TTR) direct costs are not reported al the patient
level, however they are reported in the reconciliation of total costs. TTR costs have
been teated in compliance with the Australian Hospital Patient Costing Standards.
4.0,

Blood products

Consistent with prior years, blood product costs were not included in the cost data
submitted,

Work in Progress

In the patient costing process, all work in progress is costed, however only work in
progress for patients that were admitted prior lo 1 July 2017 and discharged during
2017-18 were submitied. As directed by IHPA, the escalation factor was not applied
o all work in progress records.

Changes to costing or admission policies between Round 21 and 22
NHCDC collections

SA's LHNs continued to refine their costing processes during 2017-18, however
there were no material changes in the overall costing process.

Asin previous years, SA has not been able to comply with the costing business rule
1.1 Medical expenses for private and public patients. Only medical costs that are
reported in the hospitals operational accounts have been included in the costing
process. Non payover rights to private practice and private pathology are therefore

For Offcal use Ony-12-A1
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excluded from submitted costing data. Public and private patients are treated the
‘same in the allocation of medical costs to patients.

“There was o change to the admission policy between the two founds.
Other

South Australia has a common chart of accounts and one general ledger from which
each hospital's financial data is extracted for processing. Other data such as
pharmacy, radiology and pathology are sourced from central data coloctions where
passible And | HNS provide an extensive array of cosfing feeder files that support
acourate cost alribution to patients.

In addiion, there is extensive application of the costing business rule 1.2 Third Party
Expenses (o ensure costs for centralised senvices such as [CT, procurement,
finance, human resources etc are included in the costing process (o provide a fuller
representation of costs associated with patient services.

Pathology services are provided to the hospitals by SA Pathology and hospitals are
€Nargaa Tor the Services Provided (o puUblic patlents buL s Ues 1oL cove Ure full
cost of the service. An additional loading is applied fo the hospital's pathology cost in
an attempt to reflect the full cost of the service. Different methodologies but with
similar effects are applied for radiology and pharmacy costs.

“The costing data submitted has been reconciled to the Public Hospital Expenditure
(PHE) with work contining to minimise the variation between the two data sources.

For Offical use Only-2-A1
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GPO Box 125, HOBART TAS 7001, Australa Tasmanian
Web: wwow.health tas gov.au Government
Contace: Mohammed Huque

Phone: 036166 1096

E-mai: mohammed huque@health.as govau

Fle:

WITSNo: 110450

James Downie:

Chief Executive Officer

Independent Hospital Pricing Authority
Level 6, | Oxford Street
SYDNEY NSW 2000

Dear Mr Downie,

Subject: Round 22 National Hospital Cost Data Collection Data Quality
Statement

I refer to your letzer cated 31 May 2019, requesting that Tasmania provide a ‘Data Quality Satement to
be publshed as part of the Round 22 Nadonal Hospical Cost Data Collection (NHCDC) Cost Report.
As requested, attached s Tasmanias Data Quality Statement to be included in the NHCDC Cost Report.

Should you require any further information, please contact Mohammed Huque, Manager - Health
Informatics, Information Governance and Clinical Costing on telephone (03) 6166 1096 or email
mohammed huque@health s gov.au

Preputy Secretary
24 June 209

enc Acachment |
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NHCDC Data Quality Statement - Tasmania Attachment 1

Overview
Tasmania's 2017-2018 submission of the Round 22 National Hospital Data Collection (NHCDC)
‘was produced by the Department of Health based on advice from appropriate Local Hospital
Necwork (LHN) staff. Round 22 was undertaken using the Department’s best efforts in accordance
with the Australin Hospital Costing Standards Version 4.

Data submitted as part of the NHCDC covered 23 establishments, an increase by ane from the
previous round due to the inclusion of the Staewide Mental Health Service establishment.

Expenditure used in the costing process aligns with the ‘Department of Health and Human Services
Annual report 2017-2018'.

Data was extensively reviewed over the submission period by the department's Clnical Costing
Urit, relevant LHN Business Managers and a newly formed Clinical Costing Working Group to
ensure that data was accurate before submission. As wel,an internal Data Quality Stacement was
prepared as part of all major data submissions.

Mental Health

Mendl Health Communicy (MS) Residential Mental Health (MR) were included for the 2017-2018
submission. Aditted Mental Health (MC) was submitced but did not include phase of care.

Teacher Training and Research was not included as part of the Round 22 submission.

Work in Progress

Episodes that were admitted prior to the 30 June 2017 and discharged in 2017-2018 are included in
the Round 22 submission. Episodes admicted in 2017-2018 but nor discharged are costed and will be
included in the Round 23 submission.

Intermediate Products

Imaging, Pathology and Pharmacy data are linked according to the data matching rules, udlsation that
is not able to be matched is assigned to an unlinked episode and excluded from the data submission.

Blood Products

Tasmania reported the blood costs that could be matched to an episode of care. Blood supplied to
private hospitals blood wastage or unmatched utiisation was excluded from the data submission.

Changes to the costing process between Round 21 and Round 22

The major change becween Round 21 and Round 22 was the inclusion of Mental Health Community
and Residentil Mental Health data.
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Department of Health and Human Services

Streetsress or PO Bax
Stours Vicora 300
Telephone:

s i g
Do

estagst1
HHSDI19/253380

Mr James Downie
Chief Executive Officer

Independent Hospital Pricing Authority
PO Box 483

DARLINGHURST NSW 1300

Dear Mr Dw?ie/ \/ Ader

Victoria's submission to the 2017-18 Round 22 National Hospital Cost Data Collection
(NHCDC) has been finalized

Please find attached a copy of the 2017-18 Round 22 Victorian Data Quality Statement (DQS)
at Attachment 1 including the sign off statement. Consistent with advice provided in prior
years, there are several key factors regarding Round 22 National Cost Data Collection cost
data and activily data linked to the cost data.

Victoria supports the publication of the Round 22 National Cost Data Collection for the
Australian Public Hospilals Cost Report 2017-18 by the Independent Hospital Pricing Authority.

If you have queries regarding this advice, please contact Richard Bolitho, Acting Assistant
ctor, Funding Policy and Systems Development on 03 9096 7132 or via email
Richard bolitho@dhhs.vic.gov.au.

Yours sincerely

Symonds
puty Secretary

2 12019

Encl.
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VICTORIAN DATA QUALITY
STATEMENT

ROUND 22 (2017-18) NATIONAL HOSPITAL COST DATA
COLLECTION

Al data provided by Victoria to Round 22 (2017-18) of the National Hospital Cost Data Colection (NHCDC) has
been prepared in adherence with the Australian Hospital Patient Costing Standards (AHPCS) Version 4.0.

Data provided o this submission has been reviewed for acherence to the AHPCS Version 4.0 and is complete and
free of material errors.

Adherence to the AHPCS Version 4.0 is qualfied by the defals below.

Overview
Vicoran public hospials are required 0 epert coss for ol actity and are expected o mainain pairt evel
costing systems that monior service provison fo patients and determine acorat patintevel costs

Victorian health services are required to adhere, where possible, to the Ausiralian Hospital Patient Costing
Standards (AHPCS) - version 4.0 (or the most recent version n the Instance that a successor becomes availabis),
the Victorian Cost Data Collection (VCDC) business rules and specifications and any other guidance provided by
the department n tho coming year.

Business Rules

Compliance to standards

The Victorian submission o the Round 22 (2017-18) National Hospital Cost Data Collection (NHCDC) is based on
the Victorian Cost Data Collection 2017-18,

‘The business rules for the VCDC colection are publishied annually by the Department of Health and Human
Services, Vicloria and provides guidance (o health services in the costing and reporting of patient level cost data to
the VCDC (hte:{fwery. healihvic. 9oy aulhdssivedclindex him).

Exceptions

Exceptions o the AHPCS standards include the following:

- Capital and Depreciation - Victoria does not include non-cash expenditures such as depreciation as it does
ot impact upon operational costs and comparisons should not be driven by an asse's estimated If.

~ Teaching and Training costs - where the sole purpose of the activity is teaching, and training Victoria
includes these costs as an overhead. Where teaching and training cannot be separated from routine work
undertaken, t has been included as a salary and wages expense.

~ Research costs - these activilies and costs are excluded from Victoria's submission pending further
evelopments in the Activty Based Funding work siream,

- Posthumous organ donation - the appication of this standard is being considered within the Victorian cost
group however extensive updates 1o the development of the specific guidance in V.0 of the AHPCS is

required to ensure ull costing of Posthumous organ donations.
anu e
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Transitioning to AHPCS standards for:
~ Allocation of Medical costs for private and public patients - Victorian health services wil allocate.
medical expenses only relaing to private patients where thess can be distinguished from medical expenses
relating to public. Otherwise all medical expenses are allocated to patients regardless of funing source.

+ Victoria's department is currently working with health services to determine their capabilty to comply with
this standard as outlined in V4.0, However, Victoria will be reliant on further development of the V4 to the
AHPCS to provide clarfcation and specic guidance an ths standards application.

- Information requirements ~ Victoria s partially compliant as we do not align to specifications in a elated
nalional data collection for Mental Helth phase of care and Teaching, Training and Research. We are
working towards aligning to these datasets in future submissions,

- Data quality framework - Victoria continuously stives to ensure that the costed actvties are accurale and
fitfor purpose and regularly refines data qually frameworks.

Activity

‘There were no significant changes to admission policies from Round 21 to 22. For further details please refer fo the
Victorian Hospital Admission Policy 2017-18 at

hilps:liwwwi2 health.vic.gov.aulaboutipublications(policiesandouidelinesivistorian-hosoltal-admission:pelicy-2015:
16,

“The patient demographics that are linked 1o the cost data collection are collected based on the specifications
outined in the following manuals:

+ Victorian Admitted Episodes Dataset (VAED) 271th Edition (Adnmitted)
+ Victorian Emergency Minimum Dataset (VEMD) 22nd Edition (Emergency)
+ Victorian Integrated Non-Admited Health Minimum Dataset (VINAH) 13" version

‘These patient demographics are then converted to the relevant national minimum dataset of IHPA data set
specification based on the Victorian department's interpretation of the specifications.

For further details please refer {0 Victoria's health data standards and systems link at
hitps:/ww2.health vic. gov.2ulhaspials-and:healihservices/dala-reperinghealth-data:standards-systems

Scope

Reporting hospitals
e number of health servces submiting fo the NHCDC:can vary from year fo year due fo th timing of the
submission date required by the IHPA.

For 2017-18 establshmont ID: 210301022: NHCDC ID: 3BAC - Bendigo Healih Cars Group - Anne Caucls cost
ater v been e Unough s it s of B Husl,

Activities reported costs

Al costs n Victoria's NHCDC submission have accompanying activiy that s ecognised. Speciic areas 0 nte are
outined belon

Palliative Phase of Care

For the 2017-18 NHODC caleton, Vitora has submited phase of care costdatafor Pallative Care records

Victoria s transitioning to report the cost data at a phase of care for Mental Health at both a bed based and
community level.

Name of document 2
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Non-admitted

Victoria allocates a cost to all non-adritied activity however only those that report to a Tier2 andlor are used n the
pricing model are submitted.

Emergency

All emergency department costs been allocated to emergency activiy only.

Expenses
Al expensos st o th restment ofpatient have been allcated i acordanca wih the AHPCS v4.0.

Ao year cost elatng o patiens discharged il he submission year howover adnitad i ror years have
been ncluded and o escaaton ofcosts have been appled

Bloo procuct costshave been ncuded as a I e n e subrmission as has he ssparaton of PBS and NPBS
angs,

Medical costs associated with private patients have been included in the submission. However Eastern Health is
the only health service to exclude private patient medical costs for thei non-admitted services only.

Ancillary costs for private patients

The majorty of Victorian Heslth Services include anclary costsfo private patients n their NHCDC subrmission
with the excepton o

+ Nortver Heaith (Private patiet pathology and radiclogy costs are excluded from the VCDC)

+ Barwon Healt (Private patint pathology costs are excluded from ths VCDC)

« Ballarat Health (Private patient pathology and radiology costs are excluded from the VCDC)

+ Paninsula Hoalth (Private ptient pathology costs are excluded ffom the VCDC)

+ Western Health (Private patisnt pathology costs are excluded rom the VCOC)

+ Alred Health Caulfild Campus (Prvate patien raiology costs are exciuded fom the VCDC)

g of ICU and mechas

Repol al ventilation hours

ICU hours ~Where ICU and CCU coexist, Victoria is unable to distinguish the time spent in a CCU or ICU.

PICU hours and NICU hours - PICUs are located at Monash Medical Cenre and the Royal Chidren's
Hospital only. NICUs located within four Victorian hospitals - Mercy Hospital for Women, Monash Medical Centre,
Royal Women's Hospital and the Royal Chilren's Hospital

However, where a patient spends time in a PICU and NICU, Victoria Is unable to distinguish PICU from NICU
hours.

PsyICU hours - Victoria does not collect the amount of time measured in hours that a patient spends i a state:
of psychosis while in an ICU.

WMechanical ventilation hours - Victoria only collects the total duration of Mechanical Ventiation (MV) in
hours provided in an approved ICU or NICU only. MV hours provided in a non-approved ICU are not collected.
Mental health legal status — Only patients in Approved Mental Health Service or Psychogeriatric Program in
public hospitals whose care is funded by Mental Health Services can report the status. Patients in al other care
types, reportthe ot applicable code.

Narme of document 3
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Reconciliation

Viclorie's reconciiation repor s designed to assist the department to understand the completeness of a health
service's final submission including the source data by which the VCDC is created and its reconcilation. The data
entered info this reportis o represent the data used for the final VCDC and NHCDC submissions for FY2017-18.

I accordance vith ocal and natonsl financial reviews it s recommended that  direstors atestation wil oed to
e signed when submiting th reconilatin report. This will acknowiedge the valdity and comploteness of the
ata o be submited and used through th localand national cost colectons.

Data quality assurance

Victoria ensures the cost data s relevant, reliable and fit for purpose based on a set of validations and qualiy
assurance checks performed. These enhance communication with health sorvices by gaining knowledge of the
reasons for some of the quality and completeness inconsistencies of the cost data across all service streams.

“The continuous use of the quality assurance checks has led to improvemens in the cost data. This in turn has
increased the use of the cost data within health services by assisting in their decision making and understanding
the implications that changes in practices/procedures/policies have on the resource consumptions of patients
andlor services.

Assurance
Assurance is given tha fo he best of my knowledge the data provided are sultabe fo be used fo the primary
purpose of the NHCDC, which includes development of the National Effcient Price and National Efcent Cost.
Signed:

e~

eputy Secrotary
12018

Neme of document




image26.png
Government of Western Australia

Department of Health

Office of the Director General

Your Ref. D19.7544
Our R F-AA62246.291
Contact: Kevin Frost (222 2260)

Mr James Downie
Chief Executive Officer

Independent Hospital Pricing Authority

PO Box 483
DARLINGHURST NSW 1300

Via email: James.Downie@ihpa.gov.au

“

Jares

Dear Mr D

ROUND 22 NATIONAL HOSPITAL COST DATA COLLECTION DATA QUALITY

STATEMENT

Thank you for your letter dated 31 May 2019 requesting a Data Quality Statement
and Sign-Off Statement to be published in the Round 22 National Hospital Cost Data

Collection Cost Report.

Please find the Data Quality and Sign-Off Statements attached.

Yours sincerely.

S

Dr D J RussellWeisz
DIRECTOR GENERAL

Lo June 2019

Attachments
At 1: WA Data Qually Statoment
At 2: WA Sign-Of Statomont

189 Royal Stral East Perth iestern Ausialia 6004
Telophone (08) 9222 4222 TTY 1800 067 211

Lelters PO Box 8172 Perth Business Cenlre Western Austalia 6849
BN 28 684 750 332

i s healthwa gov.au

Department of Health - proming a smae free environment
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Western Australia Round 22 Data Quality Statement

P: tion and coy

Wester Australia (WA) contributed patient level data for thirty-three public hospital sites,
from five Area Health Services (AHS), for Round 22 (2017-18) of the National Hospital Cost
Data Colection (NHCDC). Al hospitals that are considered in scope for Activity Based
Funding are currently part of the NHCDC submission for WA,

‘The Round 22 submission had the same number of participating hospitls as the previous
round, however, the costs submitted for the Child and Adolescent Health Service did not
represent a full year. This was due to the closure of Princess Margaret Hospital in May of
2018. Activity at the new Perth Chidren’s Hospital was costed but withheld from Round 22
as it had been operational for less than two months.

Data Quality

WA's Round 22 costing submission was based on individual submissions from the five
AHS's. This cost data was completed in compliance with the Australian Hospital Patient
Costing Standards Version 4.0 (AHPCS) and reconciles to each AHSs audited financial
stetements. Data submissions were extonsively roviewed by thie AHSS, prior (o officlal sign
off and submission to the Department of Health (the Department). Reconcilation statements
were supplied for each site

On submission to the Department, the AHS costs were further tested and reconciled, with
AHSs making further refinements if required. The Department then made adjustments o the
data including incorporating Work in Progress (WIP) from previous rounds, before the data
was consolidated and formatted in accordance with the Independent Hospital Pricing
Authority (IHPA) specifications. Data matching and validation aiso occurred to ensure the
costed data sets aligned with the activity data submitted to IHPA for other patient collections.

WA has not had any major changes in the costing process however work has been ongoing
in terms of enhancing data quality and standardisation.

Products costed

WA has provided its most extensive NHCDC submission with patient level coverage of
Inpatient, Emergency and Non Adnitted patients in accordance with the IHPA data
specifications. WA's Outpatient activity was predominantly costed at a patient level however
work s continuing on disaggregating and costing the small amount of activity that remains
non patient costed and is excluded from the submission.

For Round 22, Teaching and Research costs were idenified by site and allocated at a
patient level for the purpose of local management use. In accordance with the relevant
AHPCS these costs were removed from the costing submission but identified in the
reconciliation process.

The costs of centralised services provided by Health Support Services (HSS), including
payrol, human resources and information technology, are charged to the AHSs and included
inthe costing submission.
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Blood product costs are managed by the Department and are not included in the Round 22
submission.

Costs of ancillary services including pathology, imaging and pharmacy, that have not been
able to be linked to patient episodes have been costed but excluded from the submissions.

Only costs for those patients that were discharged in the reference year (2017-18) were
included in the Round 22 submission. These included WIP costs incurred in previous years.
End of year work in progress, that is, patients admitted during the reference year but not
discharged during that year are fully costed and will form part of future submissions. No
escalation has been applied to the prior year work in progress.
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Western Australia
Round 22 National Hospital Cost Data Collection Sign-Off Statement.

Al data provided by Wester Australia to Round 22 (2017 -18) of the National Hospital Cost
Data Collection (NHCDC) has been prepared where possible to adhere with the Australian
Hospital Patient Costing Standards (AHPCS) Version 4.0.

Data provided in this submission has been reviewed for adherence to the AHPCS Version
4.0 and in accordance the Data Quality Statement provided, and is complete and free of
material errors.

Adherence to the AHPCS Version 4.0 is qualifid by the following items:

1. Blood product costs were not included in the costing submission as required by
Costing Guideline 6 - Biood Products

Assurance is given that o the best of my knowiedge the data provided are suitable to be
used for the primary purpose of the NHCDC, which icludes development of the National
Eficient Price and National Efficient Cost

Sianed

DrD J Russell-Weisz
DIRECTOR GENERAL

Do June 2019
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