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Disclaimer 

Inherent Limitations 

This report has been prepared as outlined in Section 1.3 ï Project Methodology. The services 

provided in connection with this review comprise an advisory engagement, which is not subject 

to assurance or other standards issued by the Australian Auditing and Assurance Standards 

Board and, consequently, no opinions or conclusions intended to convey assurance have been 

expressed. 

The findings in this report are based on a qualitative study and the reported results reflect a 

perception of the Department of Health and Ageing and other stakeholders consulted but only 

to the extent of the sample surveyed (being the Department of Health and Ageing ôs approved 

representative sample of stakeholders). Any projection to the wider health sector is influenced 

by the representativeness or otherwise of the views of the stakeholders consulted. 

No warranty of completeness, accuracy or reliability is given in relation to the statements and 

representations made by, and the information and documentation provided by, stakeholders 

consulted as part of the review. 

KPMG have indicated within this report the sources of the information provided. We have not 

sought to independently verify those sources unless otherwise noted within the report. 

KPMG is under no obligation in any circumstance to update this report, in either oral or 

written form, for events occurring after the report has been issued in final form. 

The findings in this report have been formed on the above basis. 

Third Party Reliance 

This report is solely for the purpose set out in Section 1 ï Purpose and for the Department of 

Health and Ageingôs information. 

This report has been prepared at the request of the Department of Health and Ageing, in 

accordance with the terms of KPMGôs work order dated 11January 2012. Other than our 

responsibility to the Department of Health and Ageing, neither KPMG nor any member or 

employee of KPMG undertakes responsibility arising in any way from reliance placed by a third 

party on this report. Any reliance placed is that partyôs sole responsibility. 
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Executive Summary 

The Department of Health and Ageing (DoHA) has commissioned this report to examine the 

feasibility of aligning the data sets into one set. 

1 National Admitted Patient Care Dataset (APC), established 1991-92; 

2 Hospital Casemix Protocol (HCP), established 1995; and 

3 Private Hospital Data Bureau (PHDB), established 1997-98. 

Why Harmonise the Datasets? 

Simplification and harmonisation of private hospital data collections will enable the health reforms to 

be based on accurate, timely and relevant data. Such data will inform decision-making and planning at 

all levels of the health system. Private hospitals are actively participating in the accountability and 

transparency reforms, including the hospital performance reports that will be prepared by the National 

Health Performance Authority (NHPA), at the hospital and local hospital network levels. Achieving 

some greater commonality, transparency and accountability in private hospital data collections will 

reduce the effort required to collect the data and enable performance comparisons to be made across 

all Australian hospitals, both public and private. 

Since the establishment of collections between fifteen and twenty years ago, developments in 

information technology across the Australian economy have enabled more sophisticated and timely 

analysis to support substantial increases in productivity. However the Australian health sector and 

data collection processes in particular, has not yet taken full advantage of this technological 

revolution, with some elements of the collection process still being manual and paper based. Annual 

collections of APC data are now no longer timely enough to support the movement towards greater 

efficiency through adoption of activity based funding. 

What does the Harmonisation Process Involve? 

Harmonising the data set involves getting as much alignment as possible in the data items contained 

in each dataset and then examining the issues involved in getting greater standardisation in collection 

methods. The second factor is the more difficult given the collection methods involve different parties 

(DoHA, eight jurisdictions, the Australian Institute of Health and Welfare (AIHW), Department of 

Human Services Medicare Australia (DHS Medicare Australia and over forty private health insurers). 

Also the datasets each have different purposes and coverage. 

A Staged Approach 

Harmonising the existing collection methods requires obtaining the agreement of the range of parties 

that manage and use the data collected, while continuing to meet their separate purposes. It will be 

difficult and take considerable time and effort, as well as active collaboration from a range of different 

parties. This necessitates a staged approach that will require at least three years to achieve full 

harmony between the three data sets. 

The project team has divided the task that would harmonise the HCP/ PHDB and APC data sets into 

three stages. 

 Stage 1 requires harmonising of the HCP/PHDB using an enhanced DHS Medicare Australia 

ECLIPSE system and Stage 2 involves adding the APC using a more sophisticated Transmission Hub 

initially for use for Private Hospitals reporting, that would build on the ECLIPSE functionality, but 

would not necessarily be ECLIPSE. Stage 3 would incorporate APC reporting from Public Hospitals 

and would involve major changes in information flows for APC data (through the Hub instead of 

through the jurisdictions). It might also involve efforts to further harmonise private hospital data 

collections by developing a National Private Hospitals Common Data Set with the ultimate aim of 

substantially reducing and eventually eliminating jurisdiction based private hospital data collections. 

Findings from Consultation Process 
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The consultation process involved direct face to face consultation where possible, telephone 

consultations, a workshop with key stakeholders once initial findings were formulated and invitations 

to comment from others. The parties consulted included all jurisdictions, the Australian Institute of 

Health and Welfare (AIHW), Private Health Insurersô peak bodies plus some individual insurers, 

Private Hospitalsô peak bodies plus some individual private hospitals, the Department of Human 

Services (DHS) Medicare Australia and relevant officers of the Department of Health and Ageing 

(DoHA). 

The project team found a general consensus across all stakeholders that changes are needed to 

streamline the collection process and the use of electronic transmission hubs, such as the DHS 

Medicare Australia ECLIPSE hub, should replace manual, paper based collection systems and legacy 

computer information systems, which are inflexible, reliant on batch processing and less capable of 

meeting the changing information needs of the health system. 

It was universally recognised that accurate, timely, relevant data needs to be available transparently to 

authorised users and annual reporting of activity in arrears is becoming no longer acceptable. There 

was also universal recognition that requirements for private hospitals to provide separate returns for 

similar information to different jurisdictions and other stakeholders is an impost which reduces overall 

health system efficiency and action needs to be taken to reduce private hospital data collection efforts. 

All parties consulted indicated a willingness to collaborate to find acceptable ways to harmonise the 

three datasets and improve overall efficiency. A consensus existed to work towards this end within an 

overall set of principles: 

¶ Streamlining measures should ensure there is no overall loss of data that is currently available to 

stakeholders through the datasets; 

¶ Governance structures need to ensure that privacy and commercial information is safeguarded; 

and 

¶ All  parties need to have confidence in, and input into validity and error checking processes and 

processes to follow up late or missing returns. 

However each stakeholder group raised their own concerns which centred on complexities and detail 

relating to data ownership, access control and collection methods. These issues are described in more 

detail in the following sections. The degree of complexity involved in working through these concerns 

again highlighted the need for a staged, collaborative and consensus based approach that will take a 

minimum of three years to fully harmonise the datasets. 

Jurisdictions expressed reservations about initiatives beyond the HCP/ PHDB harmonisation to 

encompass the APC NMDS. Merging the APC with either or both of those collections as proposed 

was seen as presenting a risk without a clear return (to the jurisdictions). The reasons given for these 

reservations centred on a view that the current jurisdictional arrangements with private hospitals for 

managing data collections from them are working well. 

Feasibility 

The project found that Stage 1 is feasible and promises considerable benefits around reduced data 

collection efforts, improved data integrity and more timely and therefore more actionable data. The 

efforts involved to implement Stage 1 are minor in comparison to the likely benefits. 

Stage 2 is feasible. While requiring changes to information flows, error and validity checking 

processes which will depend upon agreement from a range of different parties, it holds out the 

promise of having a single collection from private hospitals. Stage 3 is more difficult and complex as 

it will require close collaboration with States and Territories and a balancing of their interests. While 

Stage 3 will involve changes to information flows for privately insured patients in public hospitals and 

further changes to datasets, it remains feasible. 
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A roadmap has been produced which identifies the tasks required and gives an indicative timeframe 

with milestones. Further work will be required to justify the project, especially Stages 2 and 3. This 

work will require a detailed cost benefit analysis and business case. 

Recommendations 

The recommendations from the investigation are listed in priority order below: 

1 HCP and PHDB collection alignment should be proceeded with as an extension to the current 

HCP ECLIPSE enablement project as it requires only marginal changes to the datasets to allow 

collection and minor enhancements ECLIPSE Hub, is feasible and 

2 Ali gnment of the HCP/ PHDB and APC into a single dataset, collected once from private 

hospitals through an electronic transmission hub should be pursued subject to a cost benefit 

analysis and associated business case. 

3 A cost / benefit analysis and associated business case should be conducted to investigate in detail 

and report on the viability and potential for APC data collection for private hospitals being 

incorporated in a single process with HCP/ PHDB collection within a three year timeframe. 

4 DoHA should initiate discussions with NHISSC to establish a working group to look at a national 

Common Data Set Specification (DSS) for private hospitals data items not already in APC. 

5 Additional checking points should be implemented into the software at the private hospitals level 

before information flows elsewhere. 

6 Data checking and validation should be performed through accessing views of data, once collected 

within the Transmission Hub. Jurisdictions should retain the right to check/ validate and release 

the data they receive more widely, consistent with their current powers in this regard. 

7 Governance structures need to be set up early in the project and be an extension of current 

structures. The governance structure will include working groups to define access rules to 

consolidated database, set policies and resolve disputes. 

8 The governance structure needs to be based on an agreement between the stakeholders on the 

scope and objectives of the harmonisation process and should identify the likely parties to such an 

agreement. Funding responsibilities will need to be dealt with in such an agreement 

9 The governance structure will need to be developed in a staged way as States & Territories do not 

need to be a party to arrangements initially but will need to join in later. 

10 ICT enablement will be required for a small number of systems in Health Funds and Private 

Hospitals. 

11 All dataset metadata should be managed in the AIHW MeTEOR data dictionary. 

12 A Reference Group should be set up to agree on ways to rationalise jurisdictions data collections 

from private hospitals. The Reference Group should develop a national private hospitals data set 

and encourage jurisdictions to use this vehicle instead of initiating their own collections. 

13 ECLIPSE should be enhanced to manage non-claim related private hospital episode data and to 

direct/ re-direct information flows to support an on-line, real time data checking, validation and 

authorisation processes for PHDB/HCP Stage 1 alignment. 

14 The market should be tested for a transmission hub for a Stage 2 HCP/PHDB/APC alignment 

aligned process (provided a decision is made after the cost/ benefit study to proceed). 

15 Additional helpdesk support and training should be put in place for private hospitals and insurers. 

Documentation could be produced centrally, but one option is for day-to-day contact to remain 

local, as the relationships already held with the jurisdictions should be considered. 
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1 Introduction  

This report aims to further progress the 2008, 2010 and 2011 COAG agreed health reforms by 

providing a roadmap for simplifying datasets from private hospitals and in the process improving data 

quality and timeliness. The datasets this report focuses on are: 

1 National Admitted Patient Care Dataset (APC), established 1991-92; 

2 Hospital Casemix Protocol (HCP), established 1995; and 

3 Private Hospital Data Bureau (PHDB), established 1997-98. 

The Department of Health and Ageing (DoHA) has commissioned this report to examine the 

feasibility of aligning the data sets into one set. 

Simplification and harmonisation of private hospital data collections will enable the health reforms to 

be based on accurate, timely, relevant data. Such data will inform decision-making and planning at all 

levels of the health system. Private hospitals are actively participating in the accountability and 

transparency reforms, including the hospital performance reports that will be prepared by the National 

Health Performance Authority (NHPA), at the hospital and local hospital network levels. Achieving 

some greater commonality, transparency and accountability in private hospital data collections will 

reduce the effort required to collect the data and enable performance comparisons to be made across 

all Australian hospitals, both public and private. 

Since the establishment of collections between fifteen and twenty years ago, developments in 

information technology across the Australian economy have enabled more sophisticated and timely 

analysis to support substantial increases in productivity. However the Australian health sector and its 

data collection processes in particular, have not yet taken full advantage of this technological 

revolution, with some elements of the collection process still being manual and paper based. Annual 

collections of APC data are now no longer timely enough to support the movement towards greater 

efficiency through adoption of activity based funding. Evidence of this fact is that the NHPA is 

requiring quarterly data submissions. 

The Report does not consider changing or reducing the information collected. Rather, it examines 

opportunities to harmonise data items across the three datasets that have definitional issues, such as 

homonyms or synonyms. The major focus is on streamlining the data collection methods and applying 

information technology to automate and reduce manual handling and paper based approaches. 

1.1 Scope and Purpose 

This section gives a brief description of the scope and purpose of each dataset and examines areas of 

congruence and divergence. The two factors it considers are: 

¶ Overlap of data items contained in each dataset; and 

¶ Collection methods. 

Harmonising the data set involves getting as much alignment as possible in the data items contained 

in each dataset and then examining the issues involved in getting greater standardisation in collection 

methods. The second factor is the more difficult;  given the collection methods involve different 

parties (DoHA, eight jurisdictions, the Australian Institute of Health and Welfare (AIHW), 

Department of Human Services Medicare Australia (DHS Medicare Australia and over forty private 

health insurers). Also the datasets each have different purposes and coverage. 

1.1.1 APC NMDS 

The purpose of this National Minimum Data Set (NMDS) is to collect information about care 

provided to admitted patients in Australian hospitals. It is used extensively for benchmarking hospital 
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performance and informing policy development by all levels of government. In particular, it is used 

for reporting performance under a number of National Agreements and in myHospitals. 

1.1.2 HCP 

The purpose of the HCP is to monitor the deregulation of the private health industry. It involves all 

activity where there is a claim involved. The collection includes clinical, demographic and financial 

information for privately insured admitted patient services. The collection has episodic, benefit and 

charge data for privately insured admitted patient episodes nationally from 1996/97. The collection is 

a valuable tool for services evaluation and research for both industry and Government and is used by 

Health Insurers to assist in setting benefit levels and validating claims. 

1.1.3 PHDB 

The PHDB data collection contains de-identified information on all private hospital separations, 

including patient demographics, hospital episode, clinical information (ICD-10-AM) and hospital 

charges for all patients in private hospitals. Reports based on PHDB data are used by health funds, 

private hospitals and day surgeries during contract reviews. The data is also used extensively for 

benchmarking and clinical analysis. 

1.2 Harmonisation Process 

Harmonising the existing collection methods requires obtaining the agreement of the range of parties 

that manage and use the data collected, while continuing to meet their separate purposes. It will be 

difficult and take considerable time and effort plus active collaboration from a range of different 

parties. This necessitates a staged approach that will require at least three years to achieve full 

harmony among the three data sets. This staged approach is described in Section 3. 

1.3 Project Methodology 

The methodology that has been used to develop the report and the associated roadmap is shown below 

in Figure 1. The process involved extensive consultation and workshopping with the stakeholders 

affected. At each stage of the process those consulted had the opportunity to provide comment and 

feedback. 
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Figure 1: Overview Project Methodology 
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The approach involved the following steps: 

1 Production of a Candidate Aligned MDS (Appendix C) and an accompanying Explanatory Guide 

and Discussion Paper compared the three datasets in terms of scope, data item flow and data items 

collected; 

2 Circulating the Candidate Aligned MDS to key stakeholders to discuss the benefits and limitations 

of harmonising the collections; 

3 Consolidating feedback from key stakeholders; 

4 Presenting the feedback at a workshop of key stakeholders; 

5 Circulating the workshop proceedings to those stakeholders who attended; 

6 Incorporating the agreed way forward from the workshop and subsequent stakeholder comments 

into the draft report and associated roadmap; and 

7 Developing a final report which incorporated feedback from the Department of Health and Ageing 

(DoHA). 
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2 Findings 

This section describes the views expressed by those stakeholders consulted. It includes views gathered 

from: 

¶ Jurisdictions; 

¶ Australian Institute of Health and Welfare (AIHW); 

¶ Private Health Insurers ï Peak Bodies plus some individual insurers; 

¶ Private Hospitals ï Peak Bodies plus some individual private hospitals; 

¶ Department of Human Services (DHS) Medicare Australia; and 

¶ Department of Health and Ageing. 

In summary, the project team found a general consensus across all stakeholder groups that changes 

are needed to streamline the collection process. That consensus extended to and the use of electronic 

transmission hubs, such as the DHS Medicare Australia ECLIPSE hub, replacing manual, paper based 

collection systems and legacy computer information systems that are inflexible, reliant on batch 

processing and less capable of meeting the changing information needs of the health system. 

It was universally recognised that accurate, timely and relevant data needs to be available 

transparently to authorised users and that annual reporting of activity in arrears is becoming no longer 

acceptable. In a new Australian hospital sector environment, where funding is based on activity, all 

parties need a sound evidence base for benchmarking, performance management and improving 

quality and safety. There was also universal recognition that requirements for private hospitals to 

provide separate returns, for similar information to different jurisdictions and other stakeholders, is an 

impost which reduces overall health system efficiency and action needs to be taken to reduce private 

hospital data collection efforts. 

All parties consulted indicated a willingness to collaborate, so that universally acceptable ways to 

harmonise the three datasets and improve overall efficiency may be found. A consensus existed to 

work towards this end within an overall set of principles: 

¶ Streamlining measures should ensure there is no overall loss of data that is currently available to 

stakeholders through the datasets; 

¶ Governance structures need to ensure that privacy and commercial information are safeguarded; 

and 

¶ All parties need to have confidence in, and input into, validity and error checking processes and 

processes for following up late or missing returns. 

However, each stakeholder group raised their own concerns which centred on complexities and detail 

relating to data ownership, access control and collection methods. These issues are described in more 

detail in the following sections. 

The degree of complexity involved in working through these concerns again highlighted the need for 

a staged, collaborative and consensus based approach that will take a minimum of three years to 

achieve full harmony among the datasets. 

2.1 Jurisdictions 

During the consultation process, the project team met with most jurisdictions and all were invited to 

comment. The only jurisdiction that did not provide extensive input was the Northern Territory. 

All of the jurisdictions who were consulted supported the best practice information management 

principle of ñcollect once, use many timesò and recognised that it was desirable to reduce the data 
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collection effort currently required from private hospitals across Australia to respond to eight different 

sets of requirements. The jurisdictions were generally supportive of a HCP/ PHDB harmonisation 

initiative, although none saw it as directly affecting them. Jurisdictions indicated they have very 

limited involvement with the HCP and PHDB collections and feel that they are not really relevant to 

them. 

Reservations were expressed by most jurisdictions about initiatives beyond HCP/ PHDB 

harmonisation to encompass the APC NMDS. Merging the APC with either or both of those 

collections, as proposed, was seen as presenting a risk without a clear return (to the jurisdictions). The 

reasons given for these reservations centred around a view that current jurisdictionsô arrangements 

with private hospitals for managing data collections from them are working well. 

2.1.1 Jurisdiction Error and Validity Checking  

The first risk identified centred around the jurisdictionsô need to maintain direct contact with private 

hospitals in their State or Territory to validate or correct data from private hospitals or to follow up 

late or missing data collection returns. The location of checking/ data validation processes at the 

jurisdiction level was valued, because having direct relationships with private hospitals better enables 

and does not delay local checking, validation and follow up. 

2.1.2 Supporting Jurisdiction Responsibilities 

The second risk identified was one of losing data needed to meet a specific local jurisdiction 

responsibility, often mandated by legislation. For example, Queensland collects a code values relating 

to Indigenous Status of ñSouth Sea Islanderò to help identify and meet the health needs of that 

particular ethnic group. No other jurisdiction collects that data item. It may be possible to work 

around such issues by mapping up to a higher level code value in a national collection but similar 

issues would need to be worked through at a national level. Any harmonised data collection 

arrangement that removed the direct data submission relationship would need to consider how 

jurisdiction licensing or legislative requirements could be affected. 

Jurisdictions collect data from private hospitals for multiple purposes, and sometimes bundle other 

data sets into the one collection. Examples include data items relating to palliative care, mental health 

or cancer. Queensland collects the same data set for both public and private hospitals. Therefore, any 

nationally harmonised data collection for private hospitals would need to be also collected from 

public hospitals within Queensland. 

Jurisdictions also collect identified information for internal purposes, such as inter-hospital transfers 

where a patient may be first admitted to a public hospital, then have a particular procedure done in a 

private hospital, after which they are transferred back to a public hospital. In this instance, identifying 

information such as names and addresses would need to be removed from datasets sent beyond the 

jurisdiction. 

2.1.3 Ensuring Jurisdictionsô Data Sovereignty 

A strong and consistent message from the consultations was the importance to States and Territories 

of their sovereignty over data they receive from private hospitals and over public hospital data relating 

to insured, private patients. Agreement of States and Territories to a single, National data collection 

process affecting these data flows would have to maintain jurisdictionsô control over what they 

collect, what they release more widely and when such releases would happen. 

It is technically feasible to achieve this outcome with a single (logical) national repository by 

implementing access control methods. Such methods would control who can view or modify 

particular information sets at different stages of the data collection cycle. For the jurisdictions to agree 

to such an arrangement the access control methods would need to be transparent and flexible enough 
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to meet changing Commonwealth, State and Territory needs and views. One mechanism for 

delivering this transparency and flexibility may be the use of a trusted third party, which would be 

controlled through a shared and agreed governance structure. 

2.1.4 Unified Private Hospital Data Set Feasibility 

While expressing those reservations describe in the previous section, the jurisdictions indicated they 

would consider working on a national private hospitals dataset. However, they are reluctant to lose 

any data items and are some jurisdictions are sceptical about the prospects of any data working party 

to get an agreed unified dataset. It is also likely that jurisdictions will still need to collect some 

additional items, especially data items related to any contracts which jurisdictions may have locally 

with private hospitals. 

Any working party seeking to achieve a unified private hospital data set outside the NMDS needs to 

take account of NHPA performance indicator setting process. Such a party should start with a 

minimum dataset on what is absolutely essential and then negotiate on the less essential items. While 

there are moves to rationalise the indicators required, there will be additional data requirements that 

may have implications for private hospital collections. 

The move towards quarterly reporting from the National Health Performance Authority (NHPA) has 

implications for jurisdictions capability to resource national initiatives. All jurisdictions are moving to 

reduce central health administration resources and devolving responsibility to Local Health Networks 

which may hamper their ability to resource such national initiatives. 

Jurisdictions tend to favour the AIHW as a trusted third party, but have no real objections to use of 

ECLIPSE as a transitional hub for the HCP/ PHDB harmonisation initiative. However, they are 

sceptical about (1) the use of ECLIPSE for the initial collection of the APC and (2) having the 

jurisdictions manage the error checking/ validation process before releasing the data more widely, 

although they are prepared to be involved in further investigation. 

2.1.5 Benefits for Jurisdictions 

In the short term, jurisdictions saw limited scope for them to receive direct benefits from changes to 

private hospitalsô data flows. One area where jurisdictions did see potential benefit was in the cost 

savings from a single national process for private hospital data collection. Such a process would 

reduce the amount of data collection infrastructure and associated staffing required at the State and 

Territory level. 

There was also acceptance and appreciation of the advantages that a single, national set of privately 

insured patient episodes could bring to performance benchmarking and evidence based analysis 

efforts to improve safety and quality. See Section 3.2.1 for further discussion and analysis regarding 

the likely national benefits and specific benefits for jurisdictions of a unified approach to data 

collection for privately insured patient episodes in both public and private hospitals. 

2.2 Australian Institute of Health and Welfare 

While the HCP/ PHDB harmonisation using ECLIPSE does not directly involve the AIHW, the 

Institute stated its in-principle support. This support was given within the context of the move towards 

Activity Based Funding and the information management implications that the move generated. One 

area where action is already occurring is a move from annual reporting of APC data to quarterly 

reporting. Quarterly reporting to the NHPA within two months of the end of each quarter has now 

been legislated. 
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Activity Based Funding will require more items to be added to the NMDS as well as probable changes 

to definitions and codes sets over time. Processes will need to be revised to accommodate these 

changes. 

The AIHW indicated that it did not favour the use of ECLIPSE for the complete solution. For later 

stages which will involve more extensive changes to a transmission hub, the AIHW favoured the 

work for this solution to be contested. While ECLIPSE to be used to pass on PHDB originated data to 

the AIHW to partially populate the APC NMDS, this would result in more than one data flow to the 

APC, which would be difficult to coordinate (See Section 2.5 and Figure 2 below for a more detailed 

discussion) and this would be less desirable. 

2.2.1 Managing AIHW Relationships with Private Hospitals 
 

The APC is currently collected from private hospitals via State and Territory Health Departments. 

Changing the collection methods to have data flow directly from the private hospitals to one central 

point, such as DoHA, the AIHW or DHS Medicare Australia, will reduce duplication and streamline 

the process for the private hospitals. However, the AIHW does not see any incentives for the States 

and Territories to change their current collection methods, as they are directly getting the data they 

want to meet their own legislative requirements. 

Under any new centralised arrangement the jurisdictions would have to go through a third party to 

make requests to the private hospitals in their own jurisdiction. This would not be acceptable to the 

jurisdictions. If the change is implemented there is also a risk that a jurisdiction, if not satisfied with 

the outcome, could insist that private hospitals within the jurisdiction report directly to them. Any 

investment would be lost and arrangements would have to change again. It is better to have the 

jurisdictions continue to deal directly with their own private hospitals. 

2.2.2 AIHW Error and Validity Checking  

The AIHW currently uses a sophisticated error and validity checking software engine known as 

CHECK-IT for validation. Validation and error checking is a complex process involving cross-

validation across jurisdictions and reasonableness checks. While the jurisdictions manage format 

checking and local validation, the AIHW carries out its own checks from a national perspective. 

Transmission hubs like ECLIPSE do not have that kind of functionality, nor is there any manual 

examination of the data to ensure its reasonableness. In addition, there are frequently errors in 

mapping data items within jurisdiction originated collections to the NMDS. Since correcting these 

errors is not a neat, straightforward process, the correction needs to be done by the AIHW.. 

It was also the view of the AIHW that the jurisdictions would still need to carry out their own validity 

and error checking processes, together with requesting re-supply of data from some private hospitals. 

The AIHW would be reluctant to take on such a direct role with the over five hundred private 

hospitals across Australia. 

2.2.3 AIHW  Access Management 

The AIHW already plays a role in the release of data and associated reports to a wider audience, once 

authorisation has been given by those responsible for its collection. This role could be further 

extended in a world of electronic collections to data warehouses. The technology exists to manage 

access control and release in accordance with very complex sets of rules that are determined by an 

appropriate governance process. 

The AIHW has more control and more flexibility than government departments and agencies to pass 

information (with consent) on to third parties. The ABS is governed by strict legislative bounds that 

prevent it sharing detailed data with other entities, regardless of the consent or otherwise of the data 



 

 

15 

© 2012 KPMG, an Australian partnership and a member firm of the KPMG network of independent member firms 
affiliated with KPMG International Cooperative (ñKPMG Internationalò), a Swiss entity. All rights reserved.                                     

 KPMG and the KPMG logo are registered trademarks of KPMG International. 

Liability limited by a scheme approved under Professional Standards Legislation. 

providers. Meanwhile, Government departments are subject to Freedom of Information requirements 

that can affect the willingness of private hospitals to provide data. However, the AIHW has specific 

safeguards built into its legislation that have permitted it to establish effective and trusted processes 

for sharing data, based on informed consent of the data providers. 

2.2.4 AIHW Trusted Third Party Role 

This section discusses the AIHW trusted third party role. The AIHW sees itself as being in a suitable 

position to manage conflicts of interest, privacy and commercial considerations. This is a related but 

additional role to the staging role in releasing data described in the preceding section. The role would 

focus on managing conflicts of interest and implementing measures to address privacy and 

commercial considerations. Related to this role is one of maintaining the reference data and metadata 

and advising all parties on data names, definitions and classifications. To manage the task of reference 

and metadata management adequately, the AIHW would need to be given access to reference data, 

such as Private Hospital Establishment Identifiers. Currently, they need to request this from the 

jurisdictions, even though some States already provide this directly to the AIHW. 

2.2.5 AIHW Information System Solution Views 

While the AIHW supports in principle the use of ECLIPSE for transmitting HCP and PHDB data, it 

does not necessarily see ECLIPSE as the vehicle of choice for the management of the long term 

harmonisation of HCP/ PHDB and APC data. Such a vehicle, for use in the long term, could be a new 

product and it is preferable to test the market for other, more cost effective solutions. Depending on 

the requirement and AIHW capability, it may be an option for the AIHW itself to advance a solution. 

It is important to carefully consider processes where information provision is tied to payments (such 

as claims), as some information is still essential and does not relate to a payment. It is also important 

to be clear on any potential conflict of interest in potential role of DHS Medicare Australia as a more 

prominent provider of information hub services ï as the owner/ manager of ECLIPSE they have one 

role and also another as payer of claims. 

These solution alternatives should also include a clearly stated role for the DoHA Enterprise Data 

Warehouse and the AIHW as repository options, together with any potential alternatives to ECLIPSE 

as a hub/ transmission medium. 

2.3 Private Health Insurers 

In the course of preparing this report the project team met with the Australian Health Service 

Alliance, Private HealthCare Australia as well as with individual private health insurers, including 

BUPA and MediBank Private. Comments were invited from other private health insurance peak 

bodies and individual health insurers. 

Consultations revealed a broad consensus among private health insurers who are enthusiastic about 

implementing electronic information collection capability. The main driver being the view that 

replacing remaining manual, paper based systems will lead to more accurate, timely submissions of 

data from private hospitals and less subsequent checking and error correction, especially when the 

data is tied to a claim. 

With regard to the HCP and PHDB collections, the private health insurers were enthusiastic about the 

use of ECLIPSE, as planned in late 2012 or early 2013 for HCP collection and then for a combined 

HCP/PHDB as the next stage. The use of ECLIPSE, or another information system that could act as a 

hub, was also supported for collecting the APC NMDS. However, the APC NMDS process was seen 

by the private health insurance peak bodies as less effective for their needs. A lack of timeliness (data 
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becoming available over 12 months after the activity occurred) was seen as a major limiter on the 

value of this approach in supporting activities such as continuous improvement. 

The Private Health Insurers and their peak bodies consulted saw major advantages around speed, 

accuracy and reduced data remediation effort through electronic submission. They felt that the smaller 

Private Health Insurers will , at some stage, move to electronic submission. The actions of the 

Department of Veteransô Affairs to now require the use of ECLIPSE for claims management is seen 

as a major step towards delivering this outcome. 

However, some barriers were identified which will need work to be overcome. These include: 

¶ Some further encouragement and education is needed to bring the last few private health insurers 

towards adopting ECLIPSE. This is important as all private health Insurers need to adopt 

electronic submission them if the full benefits of an electronic community are to be obtained. 

¶ Information flows between private hospitals, insurers and DoHA will need to be re-examined. For 

example, HCP/ PHDB common information could go through ECLIPSE to DoHA without the 

HCP data first going to private health insurers as it does now. There also needs to be an additional 

electronic flow for paper based HCP information that cannot presently go through ECLIPSE (e.g. 

Manual Claims). This information should still be able to go to DoHA. 

¶ ECLIPSE currently caters for provider-to-health-fund claims processing. There is no requirement 

(or intention) to exchange ECLIPSE-based claims data with workersô compensation insurers, third 

party/ compensable insurers and/or overseas insurers. It is estimated by the private health insurer 

peak bodies that non-health-fund, non-DVA payers contribute around 10% of all private hospital 

episodes. More investigation is needed on how these transaction types could go through 

ECLIPSE. 

¶ Concerns exist in about lack of timeliness and quality in data submitted to funds by some private 

and also public hospitals. Currently one fund uses three tools to ensure quality, as a single tool, 

such as Check-It, is not comprehensive. One large fund stated that content is currently up to 18% 

erroneous. Feedback from other consultations, including the workshop held as part of the process, 

suggested that the error rate is much higher. There appears to be considerable scope for data 

quality and timeliness improvements through accelerating the move towards electronic data 

collections. This should result in efficiency benefits from less data remediation work, less time 

spent checking or validating submitted data from hospitals and more expeditious payment of 

claims. More detailed work needs to occur to measure potential benefits. 

2.4 Department of Human Services Medicare Australia 

Questions explored with Department of Human Services Medicare Australia (DHS Medicare 

Australia) included the feasibility of using ECLIPSE to harmonise the collection of HCP and PHDB 

data as a first stage and then PHDB data as a second stage. Inclusion and supply of data items to 

populate the APC NMDS was also explored. The investigation revealed the following barriers and 

enablers to greater use of information system hubs (like ECLIPSE) to collect HCP, PHDB and APC 

NMDS data: 

¶ ECLIPSE is not a payment claiming facility but a communication process/tool. ECLIPSE is 

designed as a transmission medium, not as a repository. This means that for purposes beyond 

using ECLIPSE as a hub with some temporary storage capability for data in transit between the 

parties, one or more longer duration repositories will be needed. Repository possibilities include 

the DoHA Enterprise Data Warehouse (EDW), repositories at the AIHW or NeHTA; 

¶ DHS Medicare Australia is in principle, willing to act as the trusted 3
rd

 party for transmission of 

data collected from private hospitals. However, further enhancement of the ECLIPSE system or 

the potential development of other information systems, for the purpose of harmonising HCP/ 

PHDB (and at a later stage APC NMDS data) needs to be carefully considered. While electronic 
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transmission of HCP data through ECLIPSE is scheduled for late 2012/ early 2013, the addition of 

PHDB is still some distance away. 

¶ There are no major technical issues in enhancing ECLIPSE to take on a wider data collection 

role with a broader range of stakeholders. It would even be possible, for example, to use data 

collected using ECLIPSE to populate the Personally Controlled Electronic Health Record 

(PCEHR) with discharge summaries from private hospitals. Also, all stakeholders (excluding state 

health departments) already own/have certificates to access ECLIPSE and it is a relatively small 

step to extend them to state health departments. 

¶ The ECLIPSE Application must ensure backward compatibility for users who may not have the 

latest client adapter. The general principle should be to minimise the software needed on client 

(private hospital) machines and ideally be web enabled. 

¶ Currently, edit assurances (error and validity checking) are performed by an assessment 

tool/engine. It is not done by ECLIPSE itself. Logic checking is done separately and in the 

background. Wherever the repository lies, there needs to be an edit checking system at the origin 

of the information. DHS Medicare Australia does not see it as its role to check/ validate data 

beyond basic format checking. More sophisticated validity and error checking including 

reasonableness checks (such as rejecting married 2 year olds), as a general principle, should either 

be done at source or by a data user. 

¶ Any pilot must require production and therefore cost. There is no difference to a real launch, as 

the same enhancements will need to be made to support a trial as changes to support a production 

system. Given the changes will be expensive, the focus of any trial should revolve around 

implementation not systems development. 

¶ It was suggested that legislative change may be needed to combine the HCP and PHDB as the 

HCP collection is for only episodes involving private hospital insurance claims while PHDB is for 

all episodes of care in private hospitals. Many of the PHDB episodes, such as treatment of 

overseas visitors, workers compensation, motor accidents and people electing to self-insure will 

not have a claim matching the episode. However, subsequent discussion with the DoHA indicated 

that, provided the scope and purposes of the HCP and PHDB remained the same, it will be 

possible to change the collection method (to one which collects the data required for both through 

a common process), without requiring legislative change. 

¶ There will be effort and associated cost involved and DHS Medicare Australia will need to 

prioritise any enhancement work to ECLIPSE and other systems in accordance with government 

priorities and allocated budget. 

2.4.1 DHS Medicare Australia Error and Validity Checking  

¶ DHS Medicare Australiaôs ECLIPSE error and validity checking process focuses on basic format 
checks around claims. 

2.5 Private Hospitals 

Private Hospitals are progressively improving their capability to manage claims and associated 

information collections electronically and are generally very supportive of an electronic hub, such as 

ECLIPSE, but see implementation difficulties. These difficulties include: 

¶ Some private hospitals, especially the smaller ones that are not part of a wider group, are still 

more reliant on paper based systems. These hospitals may be more suited in the short term, to 

entering data through a web portal, possibly using file transfer rather than through ECLIPSE. 
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¶ Manual claims still make up around 20% of volume and, while it was relatively easy to achieve 

65% electronic submission, the process is getting progressively more difficult with now over 80% 

of claims submitted electronically. It will be more difficult to get the remaining claim types, 

which involve more manual intervention, to be migrated from paper to electronic. 

¶ Some unique ñfunding modelsò are inconsistent with the ECLIPSE transaction model. These 

include Prospective Payment Model/Block Funding/EMUs, which will need some further 

enhancements to ECLIPSE before they can be transmitted electronically. 

¶ Cardiac rehabilitation funding arrangements are traditionally funded on an out-patient basis, 

although hospitals continue to admit them for HCP purposes. This will require some changes to 

existing business rules but should not require any changes to ECLIPSE; 

¶ The Australian Private Hospitals Association indicated a preference for AIHW to act as the 3
rd
 

party for the storage and management of collected information as the current protections provided 

and governance arrangements are more robust and trusted. Such existing arrangements could 

easily be extended to a situation where the HCP, PHDB collections and the APC NMDS are 

managed electronically. However, there was in principle support for the use of the ECLIPSE or 

another suitably secure electronic system, for data collection and temporary storage. 

¶ Collections from private hospitals should not duplicate in the HCP any of the data items collected 

through the APC NMDS. Although it was recognised that different jurisdictions in Australia have 

different requirements, the majority map data items in jurisdiction based collections to the APC 

NMDS. It will take some years to get to a point where information is collected once from private 

hospitals and used multiple times for different purposes by different jurisdictions and other 

stakeholders. 

¶ ECLIPSE caters for provider-to-health-fund claims processing. There is no requirement (or 

intention) to exchange ECLIPSE-based claims data with Workersô Compensation insurers, Third 

Party/ Compensable insurers, and/or overseas insurers. However, it would be possible as a future 

enhancement to do this. 

¶ It was suggested that ECLIPSE could also be used to pass on PHDB data to the AIHW to partially 

populate the APC NMDS (see Figure 2 below). Doing this would simplify APC NMDS 

collections, as some of the data items in the APC NMDS could be supplied through the PHDB. 

This would still mean that data items not in the PHDB but in the APC NMDS would need to be 

collected from private hospitals through the jurisdictions, as they are now. While this is a possible, 

partial solution, the data matching task involved (of matching PHDB data items to equivalent 

APC NMDS data items) is likely to be onerous and there is a risk of a loss of coverage as different 

numbers (most likely an incomplete set) of private hospital separations may be reported through 

the PHDB as are reported through the current APC (see Table 1 in Section 2.7.1). The additional 

matching tasks and the coverage risks involved suggest this approach will generate more problems 

than it solves. For this reason, the partial solution suggested is not feasible. 
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Figure 2: Partial Supply of APC data through ECLIPSE 

 

¶ There is jurisdictional legislation that prevents individual private hospitals being identified in 

some situations; however, controls must be developed so that private hospitals can be identified in 

the end reporting. Not being able to individually identify private hospitals is a major barrier to 

data alignment. 

¶ It was reported that DRG versions need to be standardised. Some current contracts with insurers 

based on different DRG Versions. However, this was not seen as a major barrier by the parties 

attending the workshop, as activity can be mapped from earlier DRG versions to later ones with 

little loss of granularity. 

2.6 Department of Health and Ageing 
 

DoHA works closely with all stakeholders in private hospital data collections towards the objective of 

achieving more accurate, timely, comparable data to support greater efficiency and transparency 

across the Australian hospital system. The movement towards activity based funding requires a 

considerable improvement in the quality and timeliness of data collected from Australian hospitals, to 

support the activities of the Independent Hospital Pricing Authority (IHPA) and the NHPA. DoHA is 

coordinating an industry wide effort to harmonise data collections. 

2.6.1 DoHA Error and Validity Checking  

DoHA is responsible for checking data and data validity for the PHDB. The Department sources the 

HCP data from insurers after much of the checking has already been done. In any future scenario this 

situation is unlikely to change. 

2.6.2 DoHA Reporting Needs 

The IHPA will be responsible for critical aspects of a new nationally consistent approach to activity-

based funding of public hospitals. More information will be made available to the compare the 
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performance of individual hospitals against national benchmarks. The benchmarks for Hospitals will 

be derived from the Performance and Accountability Framework, which measures 17 indicators of 

hospital performance. The data items currently collected through the PHDB and HCP will be key 

contributors to the 17 indicators. 

The National Health Performance Authority has a wider role to report on the performance of health 

services through the hospital performance and the healthy communities reports. These reports will be 

delivered in line with the Performance and Accountability Framework. 

Key to this process will be accurate and timely data (data available closer to the time the activity 

occurs). In keeping with the objectives of the National Health Reform Agreement, DoHA is 

encouraging data collected to be more widely used for performance management at the hospital, and 

jurisdictional level, as well as at a National level. Greater localised use will improve the quality and 

timeliness of data collected. Because it is easier to take actions to remedy situations highlighted by 

timely data, it can be better used for addressing safety and quality issues. 

2.7 Current Situation  

The current situation with HCP, PHDB and APC data collections is characterised by redundancy, 

information flows of very similar sets of data items through different entities (PHDB information 

directly from Private Hospitals to DoHA, HCP information through private health insurers to DoHA 

and Private Hospital activity information through the jurisdictions to the AIHW), and an excessive 

time period for APC data to be made available (over 12 months in arrears as Jurisdictions submit the 

data annually). See Figure 3 below for an overview of the current information flows. 
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Figure 3: Current Process Overview 
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2.7.1 Data Collection Scope Overlap 

There is overlap, not only in the items collected by the APC, HCP and PHDB, but in the scope of 

these collections. Between the PHDB and the HCP there are two overall differences. They are: 

¶ The scope of the collections; 

¶ Minor differences within the data specifications, in particular: 

- 1 item within the respective header records; 

- 4 items within the respective episode records; and 

- HCP collects Australian National Sub Acute and Non Acute Patient Classification System 

information (AN-SNAP) whereas PHDB does not. 

In terms of scope, a PHDB submission contains data for all private hospital separations, while an HCP 

submission contains data only for insured patients for whom a benefit is being claimed. 

The scope of the APC is 

ñto collect information about care provided to admitted patients in Australian hospitals. 

The scope is episodes of care for admitted patients in all public and private acute and 

psychiatric hospitals, free standing day hospital facilities and alcohol and drug treatment 

centres in Australia. Hospitals operated by the Australian Defence Force, corrections 

authorities and in Australia's off-shore territories may also be included. Hospitals 

specialising in dental, ophthalmic aids and other specialised acute medical or surgical care 

are included. 

Hospital boarders and still births are not included as they are not admitted to hospital. 

Posthumous organ procurement episodes are also not included.ò
1
 

Below is a table that shows the total number of separations in each of the three collections. This 

provides a broad overview as to the scope, and obviously the size, of each of the collections. 

 

Table 1. Total separations in APC, HCP and PHDB for 2009-10 (Source: KPMG) 

Episode APC HCP PHDB 

All separations  8,535,000
2
 2,755,192

3
 2,599,163

4
 

 

The respective scopes of the HCP, PHDB and APC are also visualised in Figure 4 below. 

  

                                                      
1 http://meteor.aihw.gov.au/content/index.phtml/itemId/426861, [Viewed 3 January 2012] 
2 Australian Institute of Health and Welfare 2011. Australian hospital statistics 2009ï10. Health services series no. 40. Cat. 

no. HSE 107. Canberra: AIHW. 
3 Department of Health and Ageing 2011, Hospital Casemix Protocol 2009-10, DoHA, Canberra. 
4 Department of Health and Ageing 2011, Private Hospitals Data Bureau 2009-10, DoHA, Canberra. 

http://meteor.aihw.gov.au/content/index.phtml/itemId/426861
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Figure 4: Current Scope 

 

2.7.2 Data Set Overlap 

Table 2 summarises the key data specification differences between the HCP and PHDB episode 

records. Aside from these key differences, the two datasets capture essentially the same data items. 

The flow of information from private hospitals to the final custodian (i.e. DoHA) is different for the 

two collections (See Figure 3 above). 

 

 

Table 2. Differences between HCP and PHDB episode records (Source: KPMG) 

Field No 

or issue 

HCP PHDB 

1 Insurer Membership Identifier ï 

valid value added 

Insurer Membership Identifier ï blank filled 

2 Insurer identifier ï the health 

fund registered three character 

code. Example: 

AHB - Defence Health 

AUF ï Australian Unity 

Etc. 

Payer Identifier ï indicator of the type of funder 

of the episode: 

IH ï Insured with Agreement with Hospital 

IN ï Insured with no Agreement with Hospital 

SI ï Self Insured 

WC ï Workerôs Compensation 

TP ï Third Party 

CP ï Contracted to Public Sector 

CV ï Department of Veteransô Affairs patient 
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Field No 

or issue 

HCP PHDB 

DE ï Department of Defence patient 

SE - Seaman 

OT - Other 

3 Family Name Family Name ï Blank filled, as not required for 

reporting to DoHA 

4 Given Name Given Name ï Blank filled, as not required for 

reporting to DoHA 

 
 

Comparing the APC to PHDB and HCP shows that there are three data items in APC that are not in 

either of the HCP or PHDB. This is outlined in Table 3. 

 

Table 3. Comparison between APC NMDS and PHDB (and HCP) (Source: KPMG) 

Comparison  Count and description of APC NMDS items 

 

 

 

Identical 18 items. Activity when injured, Additional diagnosis, Admission date, 

Care type, Date of birth, Inter-hospital contracted patient, Mental health 

legal status, Number of days of hospital-in-the-home care, Number of 

qualified days for newborns, Place of occurrence of external cause of injury 

(ICD-10-AM), Principal diagnosis, Procedure, Separation date, Sex, Total 

leave days, Total psychiatric care days, Urgency of admission, Weight in 

grams (measured) 

Mappable 16 items. Admitted patient election status, Area of usual residence, 

Australian State/Territory identifier (establishment), Diagnosis related 

group, Establishment number, Establishment sector, External cause, 

Hospital insurance status, Intended length of hospital stay, Major diagnostic 

category, Mode of admission, Mode of separation, Person identifier, Region 

code, condition onset flag 

In APC not 

PHDB (or HCP) 

3 items. Country of Birth, Indigenous Status, Source of referral to public 

psychiatric hospital 

In PHDB not 

APC (or HCP) 

43 items. HCP collects Given Name and Family Name (PHDB does not). 

For both HCP and PHDB the remaining information is about particular 

types of care e.g. Coronary care unit charges, coronary care unit days etc. 

 

A more detailed item by item comparison of APC items to items in the HCP/PHDB episode records 

can be found in APPENDIX B. This table also includes brief comments about the items in the APC 

and the two specifications (e.g. ñMapabilityò of items). 
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3 Harmonising Data Sets 

Harmonising the HCP, PHDB and APC datasets is one essential step required to help provide a 

timely, reliable evidence base to implement the National Health Reform Agreement. The outcomes 

from a such a project will be to: 

¶ Improve data quality and timeliness. This will be achieved through capturing data electronically, 

taking advantage of improved techniques to validate data at source reducing the need to return it 

weeks or months later for correction and by directing information through a single stream to end 

users, rather than multiple streams. 

¶ Support transparency and comparability. This will be done by standardising names, definitions 

and classifications using working groups drawn from existing governance arrangements. Holding 

the data in the one place (a transitional repository) for initial error and validity checking, then 

authorising release to a wider set of stakeholders will reduce the chances of data integrity 

problems occurring and improve comparability 

¶ Reduce collection effort. This will be done by private hospitals having to submit the same data 

once per month to a single destination, instead of multiple times per month of slightly different 

datasets to multiple destinations. Greater use of upfront error/ validity checking plus faster 

feedback in the event of an error will mean less follow up effort. 

3.1 A Harmonised HCP, PHDB and APC 

Figure 5 below illustrates the vision of how the harmonised HCP/PHDB/ APC NMDS collection 

processes will ultimately look. Achieving the vision will require a staged approach over at least three 

years, starting with harmonising HCP with PHDB, then with the APC. 

In the envisioned scenario the HCP/ PHDB/ APC data sets are collected from private hospitals 

through a transmission hub. While the current transmission hub is the DHS Medicare Australia owned 

ECLIPSE, it may be another system. The feasibility of extending the ECLIPSE system in preference 

to developing or acquiring a new purpose built system should be the subject of further cost benefit 

analysis and may require testing in the market. The collection and validation steps using a 

transmission hub are: 

1 A consolidated set of PHDB/ HCP and APC NMDS episode data is transmitted from private 

hospitals to the transmission hub. In the majority of episodes this will be accompanied by a claim. 

Also transmitted to the hub will be a ñsupersetò of all data items currently collected from private 

hospitals by jurisdictions. Where necessary, these jurisdiction specific data items can be mapped 

to the APC by mapping software in the hub. 

2 The information is temporarily stored in a holding database. The PHDB/HCP related data would 

be split into respective datasets and flow to the Private Health Insurers in the case of the HCP then 

de-identified data checked by the Health Insurers would flow to DoHA. The PHDB specific data 

items would flow directly to DoHA. 

3 At the initial transmission stage only, jurisdictions are allowed to access APC related data 

collected from private hospitals within that jurisdiction. They use that access to validate/ correct 

data and, if necessary, to contact their private hospitals to correct data or to chase up late 

submissions. Jurisdictions, when satisfied with the APC data, release it to the AIHW. 

4 The AIHW receives the data via the hub and cross checks/ validates it and makes it more widely 

available. 
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Figure 5: Stage 3 Final Vision 
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The effect of this new collection, management and distribution process is that: 

¶ HCP/ PHDB/ APC data is collected by episode not periodically as it is done now, which means it 

is available for analysis much closer to the time the activity it refers to occurred. 

¶ Sending the episodic information to one destination as part of the normal patient management 

process should reduce the data collection burden on private hospitals. 

¶ Validation/Error correction is now built into different stages of the collection, management and 

distribution process at: 

- source (mostly for missing fields, format checking); 

- the hub (again for completeness and formatting); 

- jurisdiction level (with more emphasis on reasonableness checks); and 

- the AIHW (for cross checking and reasonableness checks). 

Much of this validation/ error checking can be automated leaving manual intervention to focus on 

reasonableness and other qualitative checking. This should result in greatly improved data quality. 

¶ Jurisdictions still maintain control of data items submitted by private hospitals within their area 

and only release the information more widely when they have completed their own validation. 

Moving towards an approach where data is initially collected and then validated in a single 

transition hub, then made available to existing users (States and Territories, the Commonwealth 

EDW and the AIHW) presents an opportunity for jurisdictions to harmonise their own data 

collections. 

3.2 Harmonisation Benefits for Each Party  

The harmonisation benefits for each party are summarised in Table 4 below. 

3.2.1 Benefits to Jurisdictions 

One benefit for jurisdictions would be the cost savings achieved through no longer needing to employ 

local infrastructure and staff to manage private hospital data collections. Another potential benefit to 

jurisdictions is that working within a National data collection and information management 

framework provides the opportunity to learn from the experience of other jurisdictions to improve 

local hospital performance and improve quality and safety. Participation will also provide a much 

larger pool of data for benchmarking local hospitals against. 

While jurisdictions felt they have less to gain out of the changes, they will still enjoy the significant 

benefits described above. They will need to adjust to dealing with the private hospitals in their 

jurisdiction through a national hub, instead of directly. However, ensuring the hub is established and 

operated to be transparent and responsive to jurisdictions, it should not be a major issue. 

The second issue for jurisdictions is that for the APC harmonisation to work most effectively, they 

will need to work through a National process to specify data items collected from private hospitals 

instead of exercising direct control. As discussed in Section 2.1.3 such a process should start with a 

minimum dataset on what is absolutely essential and then negotiate on the less essential items. Getting 

such initial commonality (which could gradually be expanded and negotiated) would still be 

beneficial in reducing the data collection burden on private hospitals. 
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3.2.2 Benefits to Private Hospitals 

Private Hospitals will have to spend substantially less effort collecting data and answering queries 

some time after the episode has occurred.  A greater level of electronic submission of data from 

private hospitals will help reduce the length of time insurers sometimes take to request clarification or 

corrections to already submitted data. There will also be  further benefits from a single set of data 

definitions resulting in reduced effort to update systems when new data items are added or existing 

ones changed.  

3.2.3 Benefits to Private Health Insurers 
 

Private Health Insurers will benefit by having to deal with fewer manual claims and all will be 

received more quickly. Insurers also will not have to manage data feeds from multiple hospitals. Any 

technical issues with data submission will be handled by the hub, so insurers will be able to focus 

solely on the business processes (i.e. claimsô management).  

 

Stage 3 implementation will also make it possible to provide Private Health Insurers with access to 

more information about procedures carried out on private patients in public hospitals.  

3.2.4 Benefits to Other Parties 
 

All parties will benefit from being able to access a wider range of information (currently held in the 

HCP) about privately insured patient episodes in both public and private hospitals . Commonwealth 

agencies will be able to more easily identify private hospitals within the APC which is difficult to do 

at present.   

3.2.5 Benefits to the Australian Health System 
 

Harmonisation of data collections using an approach where collection is managed through a single, 

initial point of collection is a classic case where the benefits to the whole system will exceed the sum 

of the parts. The changes will result in less overall collection effort, thereby leading to efficiency 

gains for private hospitals and other parties, as well as more complete data, which will be much more 

usable to support continuous improvement than the current data sets which are often available over 12 

months after the episode in question has occurred. 

More importantly the collaboration process between the Commonwealth, States and Territories, 

Private Health Insurers and the Private Hospital sector is likely to generate many opportunities to 

more effectively use accurate, timely and validated information to support evidence based 

improvements to the Australian health system. It will also facilitate and expedite delivery of many of 

the planned monitoring and reporting requirements under the current national health reforms. 
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Table 4: Harmonisation Benefits 

Stakeholder Collection Validation Use 

DoHA No major change No major change More timely, accurate 

data 

Jurisdictions Have to deal with a 

third party hub instead 

of direct collection 

No major change More timely 

availability of APC 

data. 

Private Hospitals Reduced effort 

preparing multiple 

returns for multiple 

destinations 

Less effort spent on 

answering data collection 

queries from multiple 

destinations 

Better performance 

benchmarking 

Private Health 

Insurers 

Less manual claims 

received faster 

No major change More timely, accurate 

data 

Access to procedure 

information for 

privately insured 

episodes in public 

hospitals 

AIHW Private Hospital APC 

data now comes 

through Hub 

Reduced effort to correct/ 

validate data 

More timely, accurate 

data 

IHPA/ NHPA Not applicable Reduced effort to correct/ 

validate data 

More timely, accurate 

data 

Australian Health 

System 

Less overall collection 

effort leading to more 

efficient private 

hospitals. 

Electronic collection 

processes mean greater 

overall flexibility 

Reduced effort to correct/ 

validate data 

More timely, accurate 

data supports 

continuous 

improvement. 

Generation of a 

collaborative 

environment to 

support evidence 

based service 

delivery. 

3.3 Staging 

For the purposes of this report, the project team has divided the project that would fully harmonise the 

HCP/ PHDB and APC data sets into three stages. It could be seen as comprising four stages, with the 

work currently underway to use ECLIPSE to submit HCP data was included. However, given this 

work has already been scoped, specified, contracted and is scheduled for completion in late 2012 or 

early 2013, there did not appear to be a enough added value to include it within the scope of this 

report. 
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This section discusses what needs to be done to align the different components of each stage into an 

overall electronic reporting framework including: 

¶ data checking/validation/ editing; 

¶ managing secure transmission and temporary storage; 

¶ directing information flows; 

¶ determining rules for data management and access control; and 

¶ reporting capability. information flows, data validation processes within an overall electronic 

reporting framework. 

This section also provides high level analyses of benefits and risks of the project in its different 

stages. 

3.3.1 Stage 1 HCP/ PHDB Harmonisation 

Implementing a data collection that combines the HCP/ PHDB NMDS is a relatively straight forward 

design exercise and is an incremental step on the existing project to implement the HCP through 

ECLIPSE. Figure 6 below shows an overview of the Stage 1 ï HCP/ PHDB harmonisation process. 

Stage 1 involves: 

¶ Private Hospitals now only providing information for HCP/PHDB through the ECLIPSE 

transmission hub; and 

¶ The ECLIPSE transmission hub separating the data flows into those (PHDB) to DoHA and HCP 

with claims data to the Health Insurers, then the Health Insurers sending the de-identified HCP 

data on to DoHA. 

Data Changes 

While both collections are for different purposes and are grounded in legislation, the high congruence 

between the data items collected means that a union of the two datasets and alignment of the data 

names, definitions and code values can occur with relatively little change. 

The changes are confined to four data items: 

¶ Insurer Membership Identifier in the HCP, which is blank filled in the PHDB; 

¶ Insurer identifier in the HCP, which is equivalent to Payer Identifier in the PHDB. One of these 

names needs to change and the code values need to be harmonised (so there is an agreed single set 

of codes); 

¶ Family Name in the HCP is blank, filled in the PHDB; and 

¶ Given Name in the HCP is blank, filled in the PHDB. 

Collection Method Changes 

The blank filled items will be collected in the unified collection. The information collected in the 

unified collection can then be temporarily stored in the ECLIPSE hub and then separated into the 

HCP and the PHDB, where identifying information in the HCP can be de-identified. This will involve 

business rule changes and there is no need for legislation changes, given the scope of the HCP and 

PHDB remains the same and only the collection method has changed. 

The information flow for the PHDB is different, as this information will go from private hospitals to 

the Hub as a single, combined information flow with the HCP and then be sent to DoHA. Previously 

the PHDB data items went directly to DoHA. The HCP information flow will remain from private 
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hospitals through ECLIPSE to the private health insurers and then de-identified information will be 

passed back, now through the ECLIPSE hub, to DoHA. 

Figure 6: Stage 1 HCP/ PHDB Harmonisation 

 

 

ECLIPSE Enhancements Needed 

¶ The ECLIPSE transmission hub will need to be enhanced to handle non claim related episodes (as 

the PHDB collects information about private hospital episodes regardless of whether a claim is 

involved). 

¶ ECLIPSE will need to be enhanced to separate out each single dataset collected into HCP and 

PHDB streams and be able to direct each stream appropriately. 

¶ For those smaller hospitals that do not have PAS/ Clinical Management systems it will be 

necessary to enhance ECLIPSE to enable them to upload files through a web portal. 

IT Enablement Needed 

The relatively small number of hospitals and private health insurers not using ECLIPSE will need to 

take it up to enable them to send information electronically. This will require them to be connected to 

broadband Internet and have means to extract the information out of their local systems and export it 

in a format suitable for ECLIPSE or to transfer the file through a web portal. 

Benefits 

¶ Will do away with the need for private hospitals to submit two separate collections; 

¶ Will yield increased speed, greater accuracy of data and support shorter feedback loops; and 

¶ Will eliminate any inconsistencies between the HCP and PHDB as they are sourced from the 

same unified data set. 

Risks 

¶ Risk is confined to private hospital and private health insurance sector, as it does not affect 

public hospitals and jurisdictions; 

¶ Incremental development of the HCP ECLIPSE initiative means that Stage 1 can build upon 

this earlier project; and 
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¶ Care will need to be taken and appropriate governance processes will need to be put in place to 

ensure that the new unified dataset and changed collection method can continue to meet the 

objectives of the HCP and PHDB. 

3.3.2 Stage 2 APC NMDS Harmonisation for Private Hospitals 

Stage 2 involves: 

¶ Private Hospitals now only providing information for HCP/PHDB and APC through a single 

transmission hub; 

¶ Jurisdictions accessing Private Hospitals data submissions collected through the transmission hub 

and checking/ validating it before releasing it more widely; and 

¶ APC NMDS data from Private Hospitals is passed on to the AIHW via the transmission hub after 

the jurisdiction checking / validating process is complete. 

Stage 2 is more difficult and complex as it involves greater changes to datasets, information flows, 

error and validity checking processes which will require agreement from a range of different parties. 

It especially involves the need to obtain the agreement of the jurisdictions, which could present some 

challenges given they have expressed views (see Section 2.1) that they see considerable risk involved 

with limited benefit for them. 

Data Changes 

The data changes required are: 

¶ Adding the three data items in the PHDB that are not in the APC. These are Country of Birth, 

Indigenous Status and Source of Referral to Public Psychiatric Hospital. This would require a 

national agreement to change the NMDS. 

¶ Mapping (using software in the transmission hub) the sixteen data items that are directly 

mappable between the PHDB/ HCP and the APC. 

¶ Mapping (again using software in the transmission hub) the jurisdiction specific collected data 

items that map to the APC (as some jurisdictions do not collect the APC NMDS data item but 

map locally required data items to it, then submit to the AIHW). 

The effect of these changes would still be beneficial as it would harmonise national collections and 

reduce some of the burden on private hospitals. 

Collection Method Changes 

Figure 7 below shows the changed collection information flows. For the purposes of clarity, it only 

focuses on the APC NMDS. Figure 4 shows the complete picture with the HCP and the PHDB. 

Instead of the APC data items being submitted by private hospitals directly to the jurisdictions, it is 

proposed to go to the transmission hub and be temporarily stored in as a discrete set for that particular 

jurisdiction. At the initial transmission stage, only jurisdictions are allowed to access APC related data 

collected from private hospitals within that jurisdiction. They use that access to validate/ correct data 

and if necessary to contact their private hospitals to correct data or to chase up late submissions. 

Jurisdictions, when satisfied with the APC data, release it to the AIHW. 

The transmission hub has a temporary holding database and does not hold data on a semi permanent 

basis for reporting and querying, but holds (while the validation process is occurring) and maintains a 

Transitional Validation status, such as ñAwaiting Validationò, ñBack with Originatorò, ñValidated by 

Jurisdictionò, ñWith the Health Insurerò and ñValidated by AIHWò. 

Once validated, the episode is sent on to its final destination. 
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This method has the advantage of unifying the currently separate HCP/ PHDB and APC information 

flows so that they are submitted once into one collection point, with all the associated improvements 

in data integrity and reduction in effort by private hospitals. 

Benefits 

¶ Will do away with the need for private hospitals to submit separate collections to multiple 

destinations at different times; 

¶ Will eliminate any inconsistencies between the HCP, PHDB and APC, as they are sourced from 

the same unified data set; and 

¶ Will provide a unified platform that can be flexible enough to more effectively support changes 

over time to private hospital data collections. Given the advent of IHPA and NHPA and their 

emerging requirements, these changes are inevitable and provision needs to be made for them 

now. 

Risks 

¶ The investment to achieve this state will be considerable and will be at risk if jurisdictions 

initially agree to it and at some later date withdraw their support. 

¶ The risk identified by the AIHW (see Section 2.2.1) that a jurisdiction, if not satisfied with the 

outcome of a National process, could insist that private hospitals within their jurisdiction report 

directly to them. Any investment in a National process would be undermined and arrangements 

would have to change again. For this reason jurisdictions would need to agree to abide by 

decisions made by a National governance process and commit to a National solution for long 

enough to recover the cost of any investment in a national solution. 

¶ Jurisdictions are reducing their state or territory based information management staffing 

resources and re-deploying some to the Local Hospital Networks. This means the resources 

they can marshal to be involved in working parties at a national level will be limited. 



 

 

34 

© 2012 KPMG, an Australian partnership and a member firm of the KPMG network of independent member firms 
affiliated with KPMG International Cooperative (ñKPMG Internationalò), a Swiss entity. All rights reserved.                                     

 KPMG and the KPMG logo are registered trademarks of KPMG International. 

Liability limited by a scheme approved under Professional Standards Legislation. 

Figure 7: Stage 2 ï APC NMDS Harmonisation 
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3.3.3 Stage 3 APC NMDS Harmonisation Private Episodes in Public Hospitals 

Stage 3 involves: 

¶ Collection of privately insured patient episodes in public hospitals through the transition hub; and 

¶ Adding to the Aligned Candidate MDS (union of APC, PHDB and HCP) all of the data items 

currently collected by the jurisdictions and then rationalising them over time, through the agency 

of a national working party 

There is no inherent reason why the enhanced ECLIPSE could not be used to collect privately insured 

patient episodes in public hospitals. Under Commonwealth legislation, States and Territories are 

required to supply this information. However it has been recognised that jurisdictions would need 

some lead time (of two to three years) to make changes to ICT systems. 

Most jurisdictions have historically separated clinical systems from billing systems within public 

hospitals, as there has not been a strong business case to closely link the two. This separation would 

need to be addressed, through system changes. For this reason the inclusion of privately insured 

patient episodes in public hospitals is best placed in Stage 3. 

Data Changes 

The data change involves adding to the Aligned Candidate MDS (union of APC, PHDB and HCP) all 

of the data items currently collected by the jurisdictions and then rationalising them. This process 

would need to happen over a period of time and would require engagement of all jurisdictions, the 

private hospitalsô and insurers. As such, it would be best achieved through the agency of a suitably 

convened, national working party.  

If this data change were to occur it will mean: 

¶ The benefits of a single collection will provide an incentive for States and Territories to agree to 

harmonising; 

¶ Harmonising requires this step of data rationalisation; and 

¶  This process makes sure the harmonisation process proceeds in a way that preserves the level of 

information required by States and Territories while making sure they have a good rationale for 

wanting the data in addition to requiring private hospital collections to be the same as collections 

from public hospitals because it is more costly to maintain separate systems for different 

collection types. 

Benefits 

¶ Implementing this data change would be beneficial in reducing the number and range of data 

items private hospitals would need to collect. It would be most beneficial if all jurisdictions 

agreed to take part in the process, but even if only some of the jurisdictions agreed to it, it would 

beneficial to private hospitals. 

¶ The unified platform (developed in Stage 2) could be built upon to implement a ñCommon 

National Private Hospital Data Setò, which could vastly reduce and perhaps eliminate jurisdiction 

based data collections. 

Risks 

¶ Implementing a dataset that incorporates the sum of all currently collected datasets by 

jurisdictions and other parties will be a complex exercise in specification. The associated sets of 

business rules needed (one for each jurisdiction) will be complex and provides an incentive to 

reduce and simplify such a superset. 
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¶ Jurisdictions may still implement their own jurisdiction specific collections, reducing the 

overall benefits (of reduced data collection and validation burden on Private Hospitals) to be 

obtained by harmonising the HCP, PHDB and APC. 

3.4 Data validation and Edit Requirements 

In Stage 2 Validation/Error correction will be built into different stages of the collection, management 

and distribution process: 

¶ at source (mostly for missing fields, format checking); 

¶ at the hub for hub (again for completeness and formatting); 

¶ at jurisdiction level (with more emphasis on reasonableness checks); and 

¶ at the AIHW (for cross checking and reasonableness checks). 

Much of this validation/ error checking can be automated leaving manual intervention to focus on 

reasonableness and other qualitative checking. This should result in greatly improved data quality. 

3.5 Achieving Data Item Commonality 

This section describes the actions that need to be taken to achieve data item commonality across the 

HCP/ PHDB/ APC. The actions include: 

¶ Establishing a Private Hospital Common Data Set Reference Group with representatives from the 

jurisdictions, DoHA, private hospitals and the AIHW. The Reference Group would oversee the 

data changes to be implemented in each of the three stages. The AIHW could provide the 

secretariat and maintain the CDS in Meteor. See Section 4.3 Governance for further details. 

¶ Adding to the APC the three data items currently in the PHDB, but not in the APC. These are 

Country of Birth, Indigenous Status and Source of Referral to Public Psychiatric Hospital. This 

would require a national agreement to change the NMDS. The justification for adding it to the 

APC is about the benefits to the private hospital sector of getting commonality. 

¶ Mapping the sixteen data items that are directly mappable between the PHDB/ HCP and the APC 

and then using the mappings as a basis for a specification for mapping software in the 

transmission hub. 

¶ Mapping the jurisdiction specific collected data items that map to the APC (as some jurisdictions 

do not collect the APC NMDS data item but map locally required data items to it, before 

submitting data to the AIHW). This would be needed to develop a specification for mapping 

software in the transmission hub. 

¶ Establishing a project, preferably under the auspices of the National Health Information Steering 

Committee (NHISSC), to achieve a single Private Hospital Common Data Set (CDS) to help 

reduce data collection burden on Private Hospitals by standardising different jurisdiction 

requirements. 

¶ The project referred to above would initially assess the feasibility of adding to the Aligned 

Candidate MDS (union of APC, PHDB and HCP) all of the data items currently collected by the 

jurisdictions to an Interim Private Hospital Common Data Set (to quickly progress reduce the data 

collection effort on private hospitals) and then reducing them over time. While NHISSCôs role is 

focused on public hospital data specification under the National Health Information Agreement, 

the reality is that the parties that would need to agree on a CDS are the NHISSC members. This 

makes it the most sensible auspice for such a project. 
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¶ Encourage the reduction of multiple DRG versions. While this is not a major barrier to an 

electronic transmission hub adoption, as the software can handle multiple versions, a simpler 

process generally has less problems in such situations. 

3.6 Choice of Transmission Hub Application 

The DHS Medicare Australia ECLIPSE hub, currently used for transmitting claim information from 

over 80% of private hospitals to private health insurers, had the original HCP specification in it. It is 

now being upgraded to the latest HCP version and will be used from late 2012/ early 2013 to transmit 

this information after being de-identified to DoHA. 

ECLIPSE is the appropriate vehicle for Stage 1 because it requires relatively little enhancement. Stage 

2 and potential following stages are likely to require more extensive change and it may be appropriate 

to test the market to see if there are more cost effective solutions. 

In any case, provisions will  need to be considered for hospitals not planning to use ECLIPSE. Some 

private hospitals use the THELMA transmission hub. However, THELMA does support electronic 

transmission of private hospital claims through ECLIPSE, which means that to align with the HCP 

changes, THELMA would need to be upgraded just like any other ECLIPSE integrated software. 

Other organisations besides DHS Medicare Australia, such as the AIHW or a commercial software 

provider (such as THELMA) may be in a position to provide such a service and it may be more cost 

effective than further enhancing ECLIPSE. This is another reason to test the market for a Stage 2 

transmission hub solution. 
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4 Steps to Achieve Harmonisation 

This section examines the steps needed to achieve harmonisation, including barriers and enablers, 

governance, dependencies and a high level roadmap is shown in Roadmap Timing Figure 8 below. 

Harmonisation of APC NMDS, HCP and PHDB is a complex process involving considerable change 

from the current arrangements. As the simplified roadmap overview above (Figure 7) shows, it will 

require a minimum of three years. The timeframe needs to take into account the time required to 

obtain agreement between the Commonwealth, other jurisdictions, private hospitals and health 

insurers. Once agreement is reached, those parties also need time to incorporate the changes into their 

own IT system update cycles. In addition, a significant (parallel) task will be to enhance the 

transmission hub.  
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Figure 8: APC/ HCP/ PHDB Harmonisation 
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4.1 Barriers and Enablers 

This section explores what needs to be addressed for each of the stakeholders to support the proposed 

staged approach. The pre-requisites that need to be in place before the project can go ahead are shown 

in Figure 9 below: 

Figure 9: Prerequisites for harmonisation 

 

 

Table 5 below summarises those barriers and enablers. 

  

States & Territories
ÅContinued data sovereignty
ÅMust address jurisdiction legislation 
ÅNo additional collection costs 
ÅNo loss of existing data

Health Insurers
ÅIT enablement for all claim processing
ÅMaintain commercial confidentiality
Sufficient return on investment  including:
ÅPrivate & public hospital benchmarks
ÅAccess to data on procedures
ÅNear real time data 
ÅAlmost all data received electronically
ÅReduced data validation effort.

Private Hospitals 
ÅWeb portal for non IT enabled hospitals
ÅMaintain commercial confidentiality
ÅIndividual IDs for all private hospitals
Sufficient return on investment including:   
ÅLess burden of data 
submission/validation
ÅComparative benchmarking with peers
ÅAbility to submit all data electronically

National
Åsolution complies with legislation
Åno loss of data
ÅAIHW continue s as metadata custodian
Sufficient return on investment including:
Åmovement to electronic data submission
Åmore timely  (near real time) data
Åless burden of data collection/ validation
Åcomparative benchmarking of hospitals

.
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Table 5: Barriers and Enablers 

Stakeholder Collection Validation Storage & 

Management  

Use 

Private Hospitals Not all using 

ECLIPSE. Will 

need to ñeò enable 

small number 

Legislation 

prevents individual 

private hospitals 

being identified in 

some situations 

May need to 

view/edit own data 

on transmission 

hub after sending 

Not affected as 

once submitted 

data is managed 

externally 

Access to de-

identified peer 

hospital data will 

improve 

performance 

benchmarking 

Private hospitals 

must be able to be 

identified in end 

reporting.  

Private Health 

Insurers 

Not all using 

ECLIPSE. Will 

need to ñeò enable 

small number 

Will validate/ error 

check as they do 

now. Will get 

more rapid 

turnaround 

Not affected as 

they will still 

receive data 

electronically from 

the Hub 

Faster turnaround, 

better quality data 

should improve 

analytic capability 

Jurisdictions Will need to agree 

to not directly 

collect but get 

from Hub (Stage 

2) 

Will need to agree 

to take part in 

Working Group 

for National CDS 

and abide by 

decisions 

Will validate/ error 

check viewing 

local data on Hub. 

Can still contact 

Private Hospital. 

Will need to 

depend on access 

through Hub to 

view and validate 

jurisdiction 

specific data 

Will need to 

download own 

jurisdiction private 

hospital data from 

hub 

No real issue if the 

Jurisdiction agrees 

to the collection 

and validation 

changes 

Faster turnaround, 

better quality data 

should improve 

analytic capability 

 

Will be 

constrained in 

specifying new 

jurisdiction 

specific data items  

AIHW Will need to agree 

to get Private 

Hospital APC data 

from Hub NOT 

Jurisdictions direct 

Will still need to 

cross-check/ 

validate data using 

CHECK-IT 

Not affected as 

they will still store 

and manage data 

internally but now 

will get from Hub 

Faster turnaround, 

better quality data 

should improve 

analytic capability 

DoHA Will need to agree 

to get PHDB data 

from Hub NOT 

Jurisdictions direct 

Will validate/ error 

check viewing 

local data on Hub. 

Can still contact 

Private Hospital. 

Not affected as 

they will still store 

and manage data 

internally but now 

will get from Hub 

Faster turnaround, 

better quality data 

should improve 

analytic capability 

DHS Medicare 

Australia 

Will need to agree 

to manage Hub for 

collection process. 

Will require 

compensation 

Will validate/ error 

check format 

compliance using 

automated 

software on Hub. 

Not affected Not affected 
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The major barriers centre on the jurisdictions. While in Stage 1 jurisdictions are not affected as the 

HCP and PHDB are not collected by them, they are pivotal to Stage 2, as the current APC is collected 

through them. Local legislation and requirements necessitate jurisdictions to collect their own local 

data items, which may only be able to be partially reduced by a national common data set. 

4.2 Governance 

Governance will be critical to the success of any project to harmonise the APC/ PHDB and HCP. For 

this reason, an urgent first task is to establish a Reference Group to advise on the harmonisation 

process. In the interests of getting the process underway quickly, a preferred course of action would 

be to extend the terms of reference and membership of the existing Reference Group which is 

overseeing the collection of the HCP through ECLIPSE. 

This extended reference group would: 

¶ Define information flows (where information flows, when and the conditions that need to be 

present before the flow can take place); 

¶ Define access rules (who can access what, when and what safeguards are in place); 

¶ Approve dataset content (within the framework of existing legislation and business requirements); 

¶ Establish Error/ Validity Checks and KPIs; 

¶ Set up change control, configuration management and dispute resolution processes given the 

complexity of the process and the number of stakeholders there will inevitably be disputes which 

need to be rapidly resolved); 

¶ Determine how the overall collection processes will be managed and kept up to date; and 

¶ Consider the data ownership and accessibility issues and how should they be resolved. 

Once the governance structure is established, the first task would be to formulate an agreement 

between parties representing the State and Territories, the Commonwealth, private hospitals, private 

health insurer, the AIHW and DHS Medicare Australia. That group would the guide the cost/ benefit 

study and business case and following consideration of the studyôs findings, make recommendations 

on whether or not to proceed with Stage 2. If Stage 2 was proceeded with, that group would guide the 

development of Stage 2 

 

The governance structure will need to be developed in a staged way. The States & Territories do not 

need to be a party to arrangements initially (for Stage 1 HCP/ PHDB harmonisation but will need to 

join in later for Stage 2. 

4.3 Costs and Benefits 

The cost of developing the Transmission Hub to a point where it can meet such a diverse set of 

requirements, plus the cost of time for all those involved in getting to a solution will be considerable. 

While there are indications of major productivity benefits, these still need to be quantified. The 

question of how the capital and recurrent costs of the solution will be shared also needs to be resolved. 

These issues are best dealt with through a comprehensive cost/ benefit analysis that is incorporated 

within an overall business case. The cost/ benefit analysis should examine the risks and complexities 

associated with proceeding with the Stage 2 HCP/ PHDB and APC alignment. The analysis should 

also examine where the (different types of) costs would be incurred and recommend how they be met. 

This would address jurisdictions expressed concern about having to pay for a data collection process 

they currently do themselves. 
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Cost benefit study should look at current data harmonisation issues closely but also provide a more 

strategic approach to information management 

4.4 Steps for Each Stage 

This section identifies, at a high level, the steps that would need to occur and the order in which they 

should occur to make harmonisation a reality. Figure 7 above gives a high level overview. 

4.4.1 Stage One Steps 

1 As discussed in Section 4.3, a Governance structure and associated processes need to be set up 

that will manage both Stage 1 and 2. 

2 The HCP/ PHDB (Stage 1) dataset needs to be aligned. This process is relatively straightforward 

with only four data items involved. This is described in detail in Section 3.2.1. 

3 Changes will need to be made to ECLIPSE; to manage the changes in data items and to enable it 

to handle not claims related data. Again this should be a relatively straightforward task. Such 

changes will need to be tested. 

4 Implement the HCP/ PHDB/ (Stage 1) single dataset, with associated training and change 

management provided to private hospitals. Similarly, changes will need to be made to DoHA 

processes, as DoHA will now receive PHDB data from ECLIPSE, rather than directly. It may also 

involve setting up a Help Desk and other support facilities for callers from private hospitals. 

Stage 1 is simple enough to implement, without any trial or staged implementation. 

4.4.2 Stage Two Steps 

Stage 2 is more complicated and will involve a trial and a staged implementation. It will also use the 

governance structure already implemented for Stage 1. 

1. Align HCP/ PHDB/ APC (Stage 2) dataset, which includes mapped local items to the APC 

NMDS, but still excludes those jurisdiction specific data items that neither are in the APC 

NMDS nor map to items within it. From the national point of view, this alignment reduces the 

three collections to one but does not eliminate nor even reduce jurisdiction specific 

collections. 

2. Specify and contract out requirements for a Transmission Hub and temporary storage solution 

that will implement the Stage 2 APC/PHDB / HCP Alignment and manage the changed 

information flows between the participants. 

3. Once specified, a development effort is needed for the contracted provider to develop & test 

the Stage 2 Transition Hub that will implement the HCP/ PHDB/ APC (Stage 2) single 

dataset. 

4. Trial the aligned HCP/ PHDB/ APC dataset and changed collection method. This Stage 2 

should be trialled within a single jurisdiction before broader implementation. Subsequent 

implementation in the remaining jurisdictions will occur after the effectiveness and reliability 

of the changed methods are demonstrated through the trial. There will most likely be risks and 

problems emerging during implementation. Trialling the solution in one jurisdiction identifies 

any unexpected complications and solutions to these complications, limits risk and potentially 

smooths the overall implementation. 
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4.4.3 Stage Three Steps 

Stage 3 will involve working with the States and Territories to agree on a timeframe for them to 

enable their information systems to be capable of extracting information about privately insured 

patient episodes in public hospitals and transmitting it via the hub. Adequate lead time will need to be 

allowed for this activity as most States and Territories separate the patient administration and 

financial management functions into different systems and some integration effort will be required to 

provide the information needed. 

To go a further step in the reduction and perhaps elimination of variation in jurisdictionsô data 

specifications for private hospitals, it will be necessary to extend the role of the Reference Group that 

oversees data changes in Stages 2 and 3 to develop a Private Hospitals CDS. Ideally this should be 

done as soon as the decision is made to go down this path and the process should parallel the 

processes to align the HCP/ PHDB/ APC and to develop the enhanced Transmission Hub. Once set up 

the group would: 

1 Develop Private Hospitals CDS and rationalise jurisdiction specific data items. 

2 Implement the National Private Hospitals Common Data Set. 

3 Continue work to reduce and eliminate jurisdiction specific data collections from private 

hospitals. 
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5 Concluding Analysis 

The National hospital reforms will need access to accurate, timely and relevant data. Having it 

available is essential to inform decision-making and planning at all levels of the health system. 

Standing still is not an option. Annual collections of APC data are no longer frequent enough to 

support the movement towards a more efficient hospital system, delivering high quality care, through 

adoption of activity based funding and ongoing, public reporting of hospitalsô performance. The 

simplest evidence of this fact is the NHPA requirement for quarterly data submissions. 

The proposed approach will allow each of the participants in the hospital system to have controlled 

access to a standardised set of data that can be a national knowledge resource to support better 

benchmarking, continuous improvement and better quality and safety. 

Harmonisation of the HCP/ PHDB and APC is feasible and should be proceeded with. However, the 

incremental benefit substantially reducing or replacing jurisdiction based data collections with a 

National Private Hospitals Common Dataset (DSS) is likely to involve considerable effort and 

negotiation. 

Figure 10 below overviews the relative efforts and anticipated benefits associated with each stage. At 

this stage of the process, they are only indicative and a more detailed cost benefit analysis and 

business case should be conducted to confirm these findings. 

5.1 Stage 1 Feasibility 
 

Stage 1 is feasible and promises considerable benefits around reduced data collection efforts, 

improved data integrity and more timely and therefore more actionable data. 

 

Minor changes will be required to align the HCP and PHDB datasets, enabling the union of the two to 

be collected through a unified process. This will consolidate the two currently separate data collection 

processes into a single process while still producing separate HCP and PHDB datasets for end users. 

 

There will also need to be a minor change in information flow (PHDB comes through ECLIPSE to 

DoHA and not directly from private hospitals as it does now). It will also be necessary to undertake 

incremental enhancement of ECLIPSE, to support the changes in information flows through better 

routing capability. ECLIPSE will also need to be enhanced to handle non-claim related private 

hospital episodic data. Catering for non-claiming episodes will also require some business process 

changes at private hospitals, which will need to be worked through for managing episodes for events 

such as workers compensation, motor vehicle accidents and treatment of overseas visitors. 

5.2 Stage 2 Feasibility 

Stage 2 is technically feasible but will require some careful negotiation to ensure there is no loss of 

data or sovereignty at the jurisdiction level. Implementation will require a more sophisticated 

governance structure than is currently in existence. Stage 2 is more difficult and complex, but still 

remains feasible. While Stage 2 involves greater changes to datasets, information flows, error and 

validity checking processes, all of which will require agreement from a range of different parties, it 

holds out the promise of having a single collection process from private hospitals. 

5.2.1 APC Incorporation  

Incorporating the APC will greatly reduce data their data collection effort and will mean greater data 

integrity as the HCP, PHDB and APC will be sourced from the same collection. 
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The major barrier is the need to obtain the agreement of the jurisdictions, which could present 

significant challenges. However, the key to obtaining those agreements will be designing a process 

that permits jurisdictions to retain: 

¶ the right to first access the data they require for validation and correction purposes; 

¶ the right to release the data they receive more widely in accordance with their current powers in 

this regard; 

¶ the necessary level of access and control over the data they receive to allow them to carry out their 

licensing and legislative responsibilities with respect to private hospitals within their jurisdiction; 

and 

¶ the ability to deal directly with private hospitals in their jurisdiction with respect to data collection 

matters. 

Designing such a process is feasible. It will involve some detailed work from a national working 

party. 

5.3 Stage 3 Feasibility 

Stage 3 involves further complexity and should be possible if a sufficient spirit of collaboration and 

goodwill is built in earlier stages of the project. It will involve further development of a sophisticated 

governance structure that will provide a National ñbig pictureò view but will also allow States and 

Territories to maintain local sovereignty and flexibility. Again it is technically possible to build an 

electronic information system that will cater for a National Private Hospitals Common Data Set and 

the combination of access controls to make it work for all stakeholders. 

5.3.1 National Common Data Set Specification (DSS) 

The incorporation into Stage 3 of a National Common Data Set Specification (DSS) for private 

hospitals data items not already in APC would be a major benefit to private hospitals, as they would 

not have to maintain different specifications if their operations extend across jurisdictions. 

Ideally, it would mean that submission of data conforming to the DSS would satisfy all data collection 

requirements for National and jurisdictional requirements. However, considerable effort will be 

needed to rationalise data items across jurisdictions to reach this point. Also, there will still be specific 

jurisdictional requirements, such as managing service agreements with private hospitals and local 

legislative requirements. 

This will mean it is unlikely to ever be able to eliminate all jurisdictional differences in data needs. 

However, pursuing this option will still greatly reduce the data collection effort required from private 

hospitals. More generally, it means better comparability and transparency for those data items 

collected by jurisdictions (which are likely to have many common items). 
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Figure 10: Relative Efforts and Benefits 
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6 Recommendations 

The recommendations from the investigation are listed in priority order below. 

1 HCP and PHDB alignment should be proceeded with as an extension to the current HCP 

ECLIPSE enablement project as it requires only marginal changes to the datasets to allow 

collection and minor enhancements ECLIPSE Hub, is feasible and 

2 Alignment of the HCP/ PHDB and APC into a single dataset, collected once from private 

hospitals through an electronic transmission hub should be pursued subject to a cost benefit 

analysis and associated business case. 

3 A cost / benefit analysis and associated business case should be conducted to investigate in detail 

and report on the viability and potential for APC data collection for private hospitals being 

incorporated in a single process with HCP/ PHDB collection within a three year timeframe. 

4 DoHA should initiate discussions with NHISSC to establish a working group to look at a national 

Common Data Set Specification (DSS) for private hospitals data items not already in APC. 

5 Additional checking points should be implemented into the software at the private hospitals level 

before information flows elsewhere. 

6 Data checking and validation should be performed through accessing views of data, once collected 

within the Transmission Hub. Jurisdictions should retain the right to check/ validate and release 

the data they receive more widely, consistent with their current powers in this regard. 

7 Governance structures need to be set up early in the project and be an extension of current 

structures. The governance structure will include working groups to define access rules to 

consolidated database, set policies and resolve disputes. 

8 The governance structure needs to be based on an agreement between the stakeholders on the 

scope and objectives of the harmonisation process and should identify the likely parties to such an 

agreement. Funding responsibilities will need to be dealt with in such an agreement 

9 The governance structure will need to be developed in a staged way as States & Territories do not 

need to be a party to arrangements initially but will need to join in later. 

10 ICT enablement will be required for a small number of systems in Health Funds and Private 

Hospitals. 

11 All dataset metadata should be managed in the AIHW MeTEOR data dictionary. 

12 A Reference Group should be set up to agree on ways to rationalise jurisdictions data collections 

from private hospitals. The Reference Group should develop a national private hospitals data set 

and encourage jurisdictions to use this vehicle instead of initiating their own collections. 

13 ECLIPSE should be enhanced to manage non-claim related private hospital episode data and to 

direct/ re-direct information flows to support an on-line, real time data checking, validation and 

authorisation processes for PHDB/HCP Stage 1 alignment. 

14 The market should be tested for a transmission hub for a Stage 2 HCP/PHDB/APC alignment 

aligned process (provided a decision is made after the cost/ benefit study to proceed). 

15 Additional helpdesk support and training should be put in place for private hospitals and insurers. 

Documentation could be produced centrally, but one option is for day-to-day contact to remain 

local, as the relationships already held with the jurisdictions should be considered. 
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A Stakeholder List 

Stakeholder Organisation Consultation Type 

Nicole Predl Australian Health Service Alliance Telephone Interview 

and Workshop attendee 

Kate Steer Australian Health Service Alliance Telephone Interview 

Sally Smith HAMBS Invited to Comment 

James Harrison St Lukes Invited to Comment 

Mia Horrigan Private Healthcare Australia Telephone Interview 

and Workshop attendee 

Malgosia Gorska Private Healthcare Australia Telephone Interview 

and Workshop attendee 

David MacQueen Medibank Private Telephone Interview 

John Robinson Medibank Private Telephone Interview 

and Workshop attendee 

Mark Kasmarek Department of Veterans Affairs Invited to Comment 

Wendy Gill LHS Invited to Comment 

Tammy Were GMHBA Invited to Comment 

Yolanda Leddy BUPA Face to Face Interview 

Michael Douman BUPA Face to Face Interview 

Julie Searle ACT Health Face to Face Interview 

Phil Ghiradello ACT Health Face to Face Interview 

Dr Jo Wright NT Health Invited to Comment 

Alan Went NSW Health Face to Face Interview 

and Workshop attendee 

Don Bahr Qld Health Face to Face Interview 

Suzanne Cornes Qld Health Face to Face Interview 

Paul Basso SA Health Face to Face Interview 

Peter Mansfield Tasmania Health Face to Face Interview 

and Workshop attendee 

Jim Smith DHS Medicare Australia Workshop attendee 

Jane Crowe DHS Medicare Australia Face to Face Interview 

and Workshop attendee 

Sheldon White DHS Medicare Australia Face to Face Interview 

Michelle Dixon HealthScope Invited to Comment 

Kylie Keates Catholic Negotiating Alliance Invited to Comment 

Matt Tabur Catholic Health Australia Telephone Interview 
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Stakeholder Organisation Consultation Type 

Dr Mehrdad Khodal Australian Private Hospitals 

Association 

Face to Face Interview 

George Neale Australian Private Hospitals 

Association 

Face to Face Interview 

and Workshop attendee 

George Bodilsen Australian Institute of Health and 

Welfare 

Face to Face Interview 

and Workshop attendee 

Jenny Hargreaves Australian Institute of Health and 

Welfare 

Face to Face Interview 

and Workshop attendee 

Neville Board Australian Commission for Safety 

and Quality in Health Care 

Telephone Interview 

Erica Knight Department of Health and Ageing Face to Face Interview 

Peter Broadhead Department of Health and Ageing Face to Face Interview 

Lindsay Barton Department of Health and Ageing Face to Face Interview 

and Workshop attendee  

Andrew Goodall Department of Health and Ageing Face to Face Interview 

and Workshop attendee 

Sue Geddes Department of Health and Ageing Face to Face Interview 

and Workshop attendee 

Amy Chang Department of Health and Ageing Workshop attendee 

Patrick Nicholas Department of Health Victoria Face to Face Interview 
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B I tem correspondence between APC, HCP and PHDB. Candidate 

Aligned MDS for APC, HCP and PHDB. 

Table 6. APC vs. HCP and PHDB 
APC NMDS 

Metadata 

Item 

APC 

Obligation 

DoHA 

HCP 

Name 

Commentary Categorise 

Activity when 

injured 

Mandatory Additional 

Diagnosis  

While specified as a separate metadata item in the APC 

NMDS the activity when injured is just a subset of the 

ICD-10-AM codeset and collected in the additional 

diganoses fields. 

Identical 

Additional 

diagnosis 

Conditional Additional 

Diagnosis  

Need to ensure the ICD-10-AM is same version. AIHW 

APC is currently using version 7.  

Generally, external cause, place of occurrence and activity 

codes will be included in the string of additional diagnosis 

codes. In some data collections these codes may also be 

copied into specific fields. 

The diagnosis can include a disease, condition, injury, 

poisoning, sign, symptom, abnormal finding, complaint, or 

other factor influencing health status. 

Identical 

Place of 

occurrence of 

external cause 

of injury 

(ICD-10-AM)  

Mandatory Additional 

Diagnosis  

While specified as a separate metadata item in the APC 

NMDS the activity when injured is just a subset of the 

ICD-10-AM codeset and collected in the additional 

diganoses fields. 

Identical 

Condition 

onset flag 

Mandatory Additional 

Diagnosis  

Not collected but diagnosis codes are. All diagnosis codes 

require a prefix. The prefixes in diagnosis codes indicate 

whether the condition was present on, or arose during 

admission. These prefixes (P,A,C,M) can be mapped can be 

mapped to the condition onset flag. 

Mappable 

External cause Mandatory Additional 

Diagnosis  

While specified as a separate metadata item in the APC 

NMDS the activity when injured is just a subset of the 

ICD-10-AM codeset and collected in the additional 

diganoses fields. 

Mappable 

Admission 

date 

Mandatory Admission 

Date (and 

Admission 

Time) 

Admission Date is a datetime field for AIHW. Admission 

Date and Admission Time are collected separately for the 

HCP collection 

Identical 

Care type Mandatory Care Type The meanings of the codesets are the same but the codesets 

have different character lengths. 

Identical 

Date of birth Mandatory Date of 

Birth 

Identical to Meteor Identical 

Diagnosis 

related group 

Mandatory Diagnosis 

Related 

Group  

APC only ICD-10AM v7.0 whereas HCP accepts many 

versions 

Mappable 

Admitted 

patient 

election status 

Mandatory Hospital 

Type 

This item can be mapped as HCP collects more detail than 

NMDS 

Mappable 

Establishment 

sector 

Mandatory Hospital 

Type 

APC has  

1=Public,  

2=Private.  

HCP has  

1 = public,  

2 = private,  

3 = private day facility,  

4 = public day facility,  

9 = other/unknown.  

Mappable 

http://meteor.aihw.gov.au/content/index.phtml/itemId/391320
http://meteor.aihw.gov.au/content/index.phtml/itemId/391320
http://meteor.aihw.gov.au/content/index.phtml/itemId/391322
http://meteor.aihw.gov.au/content/index.phtml/itemId/391322
http://meteor.aihw.gov.au/content/index.phtml/itemId/391334
http://meteor.aihw.gov.au/content/index.phtml/itemId/391334
http://meteor.aihw.gov.au/content/index.phtml/itemId/391334
http://meteor.aihw.gov.au/content/index.phtml/itemId/391334
http://meteor.aihw.gov.au/content/index.phtml/itemId/391334
http://meteor.aihw.gov.au/content/index.phtml/itemId/354816
http://meteor.aihw.gov.au/content/index.phtml/itemId/354816
http://meteor.aihw.gov.au/content/index.phtml/itemId/391330
http://meteor.aihw.gov.au/content/index.phtml/itemId/269967
http://meteor.aihw.gov.au/content/index.phtml/itemId/269967
http://meteor.aihw.gov.au/content/index.phtml/itemId/270174
http://meteor.aihw.gov.au/content/index.phtml/itemId/287007
http://meteor.aihw.gov.au/content/index.phtml/itemId/391295
http://meteor.aihw.gov.au/content/index.phtml/itemId/391295
http://meteor.aihw.gov.au/content/index.phtml/itemId/326619
http://meteor.aihw.gov.au/content/index.phtml/itemId/326619
http://meteor.aihw.gov.au/content/index.phtml/itemId/326619
http://meteor.aihw.gov.au/content/index.phtml/itemId/269977
http://meteor.aihw.gov.au/content/index.phtml/itemId/269977
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APC NMDS 

Metadata 

Item 

APC 

Obligation 

DoHA 

HCP 

Name 

Commentary Categorise 

Number of 

days of 

hospital-in-

the-home care 

Mandatory Hospital-

in-the-

Home Care 

Number of 

Days  

Identical to Meteor Identical 

Weight in 

grams 

(measured) 

Conditional Infant 

Weight, 

neonate, 

stillborn 

The AIHW synonymous names match the item name in the 

collection 

Identical 

Inter-hospital 

contracted 

patient 

Mandatory Inter-

hospital 

Contracted 

Patient  

Identical to Meteor Identical 

Mental health 

legal status 

Mandatory Mental 

Health 

Legal 

Status 

Identical to Meteor Identical 

Mode of 

separation 

Mandatory Mode of 

Separation  

Not a direct one to one mapping. 

APC has 

1 Discharge/transfer to (an)other acute hospital  

2 Discharge/transfer to a residential aged care service, 

unless this is the usual place of residence  

3 Discharge/transfer to (an)other psychiatric hospital  

4 Discharge/transfer to other health care accommodation 

(includes mothercraft hospitals)  

5 Statistical discharge - type change  

6 Left against medical advice/discharge at own risk  

7 Statistical discharge from leave  

8 Died  

9 Other (includes discharge to usual residence, own 

accommodation/welfare institution (includes prisons, 

hostels and group homes providing primarily welfare 

services))  

HCP/PHDB has 

1 Discharge to an(other) acute hospital 

2 Discharge to a nursing home 

3 Discharge to a psychiatric hospital 

4 Discharge to palliative care unit / hospice 

5 Discharge to other health care accommodation 

8 To pass away 

9 Discharge to usual residence 

Mappable 

Number of 

qualified days 

for newborns 

Conditional Number of 

Qualified 

Days for 

Newborns  

Identical to Meteor Identical 

Person 

identifier 

Mandatory Person 

Identifier 

(Insurer) 

APC has 

Person identifier unique within an establishment or agency 

HCP has 

This is an insurer-specific person identifier unique within 

an establishment or agency, regardless of any change in 

membership 

Mappable 

Area of usual 

residence 

Mandatory Postcodeð

Australian 

(person) 

Postcode to SLA mapping can be utilised Mappable 

Principal 

diagnosis 

Mandatory Principal 

Diagnosis  

Identical to Meteor Identical 

Procedure Mandatory Procedure Identical to Meteor Identical 

http://meteor.aihw.gov.au/content/index.phtml/itemId/270305
http://meteor.aihw.gov.au/content/index.phtml/itemId/270305
http://meteor.aihw.gov.au/content/index.phtml/itemId/270305
http://meteor.aihw.gov.au/content/index.phtml/itemId/270305
http://meteor.aihw.gov.au/content/index.phtml/itemId/310245
http://meteor.aihw.gov.au/content/index.phtml/itemId/310245
http://meteor.aihw.gov.au/content/index.phtml/itemId/310245
http://meteor.aihw.gov.au/content/index.phtml/itemId/270409
http://meteor.aihw.gov.au/content/index.phtml/itemId/270409
http://meteor.aihw.gov.au/content/index.phtml/itemId/270409
http://meteor.aihw.gov.au/content/index.phtml/itemId/270351
http://meteor.aihw.gov.au/content/index.phtml/itemId/270351
http://meteor.aihw.gov.au/content/index.phtml/itemId/270094
http://meteor.aihw.gov.au/content/index.phtml/itemId/270094
http://meteor.aihw.gov.au/content/index.phtml/itemId/270033
http://meteor.aihw.gov.au/content/index.phtml/itemId/270033
http://meteor.aihw.gov.au/content/index.phtml/itemId/270033
http://meteor.aihw.gov.au/content/index.phtml/itemId/290046
http://meteor.aihw.gov.au/content/index.phtml/itemId/290046
http://meteor.aihw.gov.au/content/index.phtml/itemId/386783
http://meteor.aihw.gov.au/content/index.phtml/itemId/386783
http://meteor.aihw.gov.au/content/index.phtml/itemId/391326
http://meteor.aihw.gov.au/content/index.phtml/itemId/391326
http://meteor.aihw.gov.au/content/index.phtml/itemId/391349
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APC NMDS 

Metadata 

Item 

APC 

Obligation 

DoHA 

HCP 

Name 

Commentary Categorise 

Australian 

State/Territory 

identifier 

(establishment

) 

Mandatory Provider 

Number 

Can use the DoHA Hospital Provider Number to derive the 

state identifier 

Mappable 

Establishment 

number 

Mandatory Provider 

number 

Opportunity to align hospital provider number and 

establishment identifier 

Mappable 

Intended 

length of 

hospital stay 

Mandatory Same-day 

Status 

APC has  

1=Intended same-day  

2=Intended overnight.  

HCP has  

0 = patient with a valid arrangement allowing an overnight 

stay for the procedure normally performed on a same-day 

basis 

1 = same-day patient 

2 = overnight patient other than type 0 above 

Mappable 

Separation 

date 

Mandatory Separation 

Date (and 

Separation 

Time) 

Separation Date is a datetime field for AIHW. Separation 

Date and Separation Time are collected separately for the 

collection. 

Identical 

Sex Mandatory Sex Identical to Meteor Identical 

Mode of 

admission 

Mandatory Source of 

Referral  

APC has 

1=Admitted patient transferred from another hospital  

2=Statistical admission - episode type change  

3=Other  

HCP/PHDB 

0 = born in Hospital 

1 = Admitted patient transferred from another hospital 

2 = Statistical admission ï care type change 

4 = from Accident/Emergency 

5 = from Community Health Service 

6 = from Outpatients Department 

7 = from Nursing Home 

8 = by outside Medical Practitioner 

9 = Other 

Mappable 

Total leave 

days 

Mandatory Total 

Leave 

Days  

Identical to Meteor Identical 

Total 

psychiatric 

care days 

Mandatory Total 

Psychiatric 

Care Days  

Identical to Meteor Identical 

Urgency of 

admission 

Mandatory Urgency of 

Admission 

Identical to Meteor Identical 

Hospital 

insurance 

status 

Mandatory   As HCP must include a valid insurer identifier (see 

http://www.privatehealth.gov.au/dynamic/healthfundlist.as

px) then value is always 1 (i.e. Hospital insurance) 

Mappable 

http://meteor.aihw.gov.au/content/index.phtml/itemId/269941
http://meteor.aihw.gov.au/content/index.phtml/itemId/269941
http://meteor.aihw.gov.au/content/index.phtml/itemId/269941
http://meteor.aihw.gov.au/content/index.phtml/itemId/269941
http://meteor.aihw.gov.au/content/index.phtml/itemId/269941
http://meteor.aihw.gov.au/content/index.phtml/itemId/269975
http://meteor.aihw.gov.au/content/index.phtml/itemId/269975
http://meteor.aihw.gov.au/content/index.phtml/itemId/270399
http://meteor.aihw.gov.au/content/index.phtml/itemId/270399
http://meteor.aihw.gov.au/content/index.phtml/itemId/270399
http://meteor.aihw.gov.au/content/index.phtml/itemId/270025
http://meteor.aihw.gov.au/content/index.phtml/itemId/270025
http://meteor.aihw.gov.au/content/index.phtml/itemId/287316
http://meteor.aihw.gov.au/content/index.phtml/itemId/269976
http://meteor.aihw.gov.au/content/index.phtml/itemId/269976
http://meteor.aihw.gov.au/content/index.phtml/itemId/270251
http://meteor.aihw.gov.au/content/index.phtml/itemId/270251
http://meteor.aihw.gov.au/content/index.phtml/itemId/270300
http://meteor.aihw.gov.au/content/index.phtml/itemId/270300
http://meteor.aihw.gov.au/content/index.phtml/itemId/270300
http://meteor.aihw.gov.au/content/index.phtml/itemId/269986
http://meteor.aihw.gov.au/content/index.phtml/itemId/269986
http://meteor.aihw.gov.au/content/index.phtml/itemId/270253
http://meteor.aihw.gov.au/content/index.phtml/itemId/270253
http://meteor.aihw.gov.au/content/index.phtml/itemId/270253
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APC NMDS 

Metadata 

Item 

APC 

Obligation 

DoHA 

HCP 

Name 

Commentary Categorise 

Major 

diagnostic 

category 

Mandatory   As HCP collects principal diagnosis it can derive Major 

diagnostic categories (MDCs). MDCs are 23 mutually 

exclusive categories into which all possible principal 

diagnoses fall. The diagnoses in each category correspond 

to a single body system or aetiology, broadly reflecting the 

speciality providing care. Each category is partitioned 

according to whether or not a surgical procedure was 

performed. This preliminary partitioning into major 

diagnostic categories occurs before a diagnosis related 

group is assigned. 

Mappable 

Region code Mandatory   This item can be derived based on the spatial location of 

the establishment. 

Mappable 

Country of 

birth 

Mandatory   Country of birth is not collected in HCP. However it is a 

mandatory reporting item specified in legislation for many 

jurisdictions (e.g. Victoria). As such many private hospitals 

would collect Country of birth from their patients but it is 

simply not included in HCP.  

Not collected 

Funding 

source for 

hospital 

patient 

Mandatory   APC has 

01 Australian Health Care Agreements  

02 Private health insurance  

03 Self-funded  

04 Worker's compensation  

05 Motor vehicle third party personal claim  

06 Other compensation (e.g. public liability, common law, 

medical negligence)  

07 Department of Veterans' Affairs  

08 Department of Defence  

09 Correctional facility  

10 Other hospital or public authority (contracted care)  

11 Reciprocal health care agreements (with other countries)  

12 Other  

13 No charge raised  

99 Not known  

As HCP is for "privately insured admitted patient services" 

the value is 02. PHDB has  

Payer Identifier with values  

IH = Insured with agreement with hospital 

IN = Insured with no agreement with hospital 

SI = Self Insured 

WC = Workers Compensation 

TP = Third Party 

CP = Contracted to Public Sector 

DV = Department of Veterans Affairs patient 

DE = Department of Defence patient 

SE = Seaman 

OT = Other 

Mappable 

Indigenous 

status 

Mandatory   Indigenous status is not collected in HCP. However it is a 

mandatory reporting item specified in legislation for many 

jurisdictions (e.g. Victoria). As such many private hospitals 

would collect Indigenous status from their patients but it is 

simply not included in HCP.  

Not collected 

http://meteor.aihw.gov.au/content/index.phtml/itemId/391298
http://meteor.aihw.gov.au/content/index.phtml/itemId/391298
http://meteor.aihw.gov.au/content/index.phtml/itemId/391298
http://meteor.aihw.gov.au/content/index.phtml/itemId/269940
http://meteor.aihw.gov.au/content/index.phtml/itemId/370943
http://meteor.aihw.gov.au/content/index.phtml/itemId/370943
http://meteor.aihw.gov.au/content/index.phtml/itemId/339080
http://meteor.aihw.gov.au/content/index.phtml/itemId/339080
http://meteor.aihw.gov.au/content/index.phtml/itemId/339080
http://meteor.aihw.gov.au/content/index.phtml/itemId/339080
http://meteor.aihw.gov.au/content/index.phtml/itemId/291036
http://meteor.aihw.gov.au/content/index.phtml/itemId/291036
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APC NMDS 

Metadata 

Item 

APC 

Obligation 

DoHA 

HCP 

Name 

Commentary Categorise 

Source of 

referral to 

public 

psychiatric 

hospital 

Conditional   Not collected and not applicable to HCP. Not collected 

http://meteor.aihw.gov.au/content/index.phtml/itemId/269947
http://meteor.aihw.gov.au/content/index.phtml/itemId/269947
http://meteor.aihw.gov.au/content/index.phtml/itemId/269947
http://meteor.aihw.gov.au/content/index.phtml/itemId/269947
http://meteor.aihw.gov.au/content/index.phtml/itemId/269947
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C Candidate Aligned MDS for APC, HCP and PHDB. 

This section contains summary information about a Candidate Aligned MDS. While MDS is included 

in the title, it does not meet the definition of an MDS as specified by AIHW i.e. there has not been 

agreement reached between the parties that would be involved in either data extraction (i.e. private 

hospitals) and data receipt (i.e. DoHA, health insurers or state health departments). 

Candidate Aligned MDS 

Scope 

The proposed scope of the Candidate Aligned MDS is the union of all private hospital separations and 

all (privately insured) separations where a benefit is paid (i.e. privately insured patients that separate 

from public hospitals). 

Header and Episode Records 

The Candidate Aligned MDS consists of a header record, an episode record and an AN-SNAP record. 

The AN-SNAP header and episode record is identical to the specification in HCP. Additionally the 

scope for the submission of AN-SNAP information remains unchanged and as such no further 

discussion on AN-SNAP is presented here. 

The header record acts as a way of validating information in the episode record. It validates 

information both for the recipient and the supplier. There are some items within the header record e.g. 

Disk Reference Number that may no longer need to be used. However these items have remained 

within the Candidate Aligned MDS. 

The Episode Record contains 69 data items. The main change to the HCP and PHDB episode records 

is that the items Country of Birth, Indigenous Status, Source of referral to public psychiatric hospital 

are included on the episode record. Submitting HCP would no longer involve developing a separate 

HCP submissions for BUPA and MediBank Private. These can just be within the one file and the 

ñThird Partyò would split out the individual HCP submissions for these two private health insurers. 

In terms of ñscope applicationò there are two main options for the submission of information from 

private hospitals to the trusted third party. 

1 Option 1 would involve private hospitals (and those public hospitals where the patient is privately 

insured) to apply the existing scope of HCP and PHDB rules to the Candidate Aligned MDS 

submission. For example if the patient staying at the private hospital was not privately insured 

then the Candidate Aligned MDS submission would be blank filled for the Family Name and 

Given Name data items, much like the PHDB submission. 

2 Option 2 would involve the private hospital extracting all separations and data items and the 

trusted third party could apply the scope rules. That is to say that Family Name and Given Name 

information would be supplied for the patient at the private hospital that was not privately insured 

but it would be removed by the trusted third party when the information is sent on to DoHA. 

At this stage KPMGôs Candidate Aligned MDS assumes that Option 1 would be utilised. The reason 

for this is that if information that identifies an individual is not required there is no need for that 

information to be submitted (even if it would be stored temporarily by the third party). 

Data Flow Implications 

Figure 11 is a diagram of APC, HCP and PHDB data flows for two private hospitals in Victoria and 

Queensland. In contrast Figure 11 presents an option for the data flows for the Candidate Aligned 

MDS from a single private hospital 

No organisation is suggested here as to who would act as the trusted third party. This Candidate 

Aligned MDS would then be split according to the scope of the existing collections. For example 

details of the separation for patients in a private hospital that were insured with BUPA would be sent 

through to BUPA. BUPA would not receive information on patients insured with other providers. 
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For episodes where there is no benefit paid private hospitals only need to supply two additional data 

items beyond what is in the current PHDB specifications. These two data items are Country of Birth 

and Indigenous Status. Private hospitals would not need to supply, for example, Family Name and 

Given Name information. 

Figure 11: Proposed data flows for Candidate Aligned MDS 

 

 

Issues Needing Resolution 

Other issues that need to be resolved to implement a more harmonised collection of the information 

currently collected through the HCP, PHDB and APC NMDS include: 

¶ The use of ECLIPSE to collect the required information; 

¶ How to cater for different versions of ICD, DRG and ACHI; 

¶ How to manage Edit Rules and Feedback Loops; and 

¶ The benefits, costs, barriers and enablers to Public Hospitals submitting information on privately 

insured patients 

These are discussed briefly below and will be further explored with stakeholders in the consultation 

process that will accompany distribution of this document. 

ECLIPSE stands for Electronic Claim Lodgement and Information Processing Service Environment 

and is an online claiming system developed by Medicare Australia (now part of the Australian 

Department of Human Services). It is used by private hospitals to lodge claims electronically with a 

health insurer and facilitates the checking of eligibility and payment of the claim by the insurer. 

ECLIPSE contains within its file specification, the HCP data specification, but this part of the record 

specification remains unused. According to Medicare Australia all health insurers are using ECLIPSE 

for online claiming and eligibility checking. 

 

Trusted third party where 

data submission remains 

temporarily

Private 

Hospital 

Monthly

Candidate 

MDS

HCP

HCP

HCP

Monthly

Monthly
Monthly

PHDBMonthly

VAED

Monthly
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The main health classifications in the three collections are the International Classification of Disease 

(ICD), Australian Refined Diagnosis Related Groups (AR-DRG) and Australian Classification of 

Health Interventions (ACHI). Each of these classifications has different versions. The APC NMDS 

only accepts one version of each of these ñhealth classificationsò (generally it is the most recent). 

HCP and PHDB have additional fields within either the header records or episode records allowing 

for private hospitals to state, for example, the DRG version that with which the episodes have been 

coded. 

The HCP and PHDB have a number of basic edit (or validation) rules. These edit rules are primarily 

related to the format e.g. reject admission date if format not DDMMYYY or code set related e.g. 

reject record if hospital type not in 2, 3 or 9.At this stage no edit rules have been specified for the 

candidate aligned MDS. However it is highly likely similar edits/validations as already exist for HCP 

and PHDB submissions would remain in place. 

No consideration has yet been given to the state health department based edits and feedback loops that 

underpin their admitted patient collections. These collections ultimately feed into the APC. These 

edits and feedback loops are generally more numerous and complex than those outlined within the 

HCP and PHDB header and episode records. 

For example the Victorian admitted patient collection is the Victorian Admitted Episode Dataset. 

There are automated and ñmanualò edits and feedback loops. There are 403 automated edits or 

ñbusiness rulesò for which a VAED submission is checked. These edits are classified as rejection, 

fatal, warning and notifiable. Examples of these edits include where a hospital submits an invalid 

Medicare number (rejection) or a 14 year old is listed as being married (warning). A rejection edit 

requires the hospital to check, correct and re-transmit that particular episode. 

There are a number of manual feedback loops between state health departments hospitals. These can 

include processes such as following up with private hospitals that have not submitted the data within 

the legislated timeframe, placing hospitals through a ñtesting phaseò for data submission (this can 

occur when a hospital opens, changes patient software systems or undertakes a major update) and 

developing ad hoc reports for the hospital. 

In a situation where the HCP/ PHDB and APC data was transmitted from private hospitals through a 

temporary transition hub, the jurisdictions would need to perform the checks in the paragraphs above 

by accessing the hub and not their own data management systems. 

Currently insurers generally do not obtain HCP information from public hospitals on privately insured 

patient stays. Simply having a Candidate Aligned MDS does not specifically resolve this issue. 

However if insurers were able to gain access to information about episodes of care where privately 

insured patients elect to be treated as private patients in a public hospital, this will greatly improve 

comparability and transparency across the hospital system. It will enable more detailed comparative 

information to be made available about cost of stays by private patients whether they be in public or 

private hospitals. 
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D Overview of ECLIPSE 

ECLIPSE is an infrastructure extension to Medicare Australiaôs online claiming services. It provides a 

secure connection for complete, accurate and timely information transfer between general practices, 

public hospitals, private hospitals, billing agents, Medicare Australia, Department of Veteransô Affairs 

and private health insurance funds. Almost all private health insurers use the ECLIPSE electronic 

system to some degree. When originally designed, capture of HCP data by ECLIPSE was apparently 

one of the aims, but this aspect was not fully implemented or finalised, and the HCP specification 

used at the time is now obsolete. 

The HCP Working Group has for some time recommended using Medicare Australiaôs reporting tool, 

Electronic Claim Lodgement and Information Processing Service Environment (ECLIPSE), for the 

transmission of HCP data by private hospitals to private health insurers. The current HCP 

specification within ECLIPSE is obsolete and needs to be updated to capture and transmit the new 

HCP data specification. This part of the ECLIPSE record is not effectively utilised by private health 

insurers and is not reliably populated by private hospitals. 

It is consequently been decided to update ECLIPSE to enable capture and transmission of HCP data to 

health insurers. This will happen with the 1 November 2012 ECLIPSE update, and the HCP dataset 

specification update will occur simultaneously with that release. The ECLIPSE HCP specification will 

thereafter be maintained to ensure its capability to transmit HCP data remains current. It is then 

proposed to examine the potential for capturing and submitting Private Hospital Data Bureau (PHDB) 

data, automating the HCP reporting by the health insurers and the automated reporting of some 

exceptions (such as resubmissions of failed claims, manual claims). 

Stage 1 ï ECLIPSE Update 

The initial ECLIPSE update, to capture the current HCP data specification, will be a significant 

change, while the ongoing maintenance effort should be more modest as year-on-year HCP changes 

are limited. The hospital-based software will require matching modification and modification will also 

be required in terms of the messages to and from health funds. 

Hospitals using the most recent version of ECLIPSE will then be able to transmit their HCP data to 

private health insurers via the ECLIPSE system and then to the Commonwealth. Use of ECLIPSE is 

not being mandated, and hospitals can still choose to collect, cleanse and submit HCP data separately. 

In this Stage 1 project ECLIPSE will be rendered capable of both collecting the initial data, 

transmitting it to the health fund AND transmitting the final data directly to the Department but this 

final step will not be enabled until Stage 2. 

The automated data collection should provide benefits to private hospitals, primarily relating to a 

reduction in data burden and associated resource usage associated with the submission of HCP data 

and should improve quality, timeliness and response rates. (The reduction in data burden should 

improve further with Stage 2 as PHDB data collection/submission is automated.) For insurers it will 

alleviate the need to match up HCP data with claims submissions as they will arrive already linked 

It is proposed that the Stage 1 will be implemented on 1 November 2012, concurrent with the next 

HCP specification update. Further updates could be included in the 1 May or 1 November 2013 

ECLIPSE releases. These are the only release dates each year. 

This initial cost of updating ECLIPSE is being met by the Department. Some implementation costs 

will be incurred by private hospitals and private health insurers in moving to use the HCP-capable 

ECLIPSE. This approach is also consistent with the approach under the National Health Reform 

Agreement clauses B86 and B96: 

¶ supporting the concept of ósingle provision, multiple useô of information to maximise efficiency 

of data provision and validation; and that 
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¶ over time data should be streamlined and rationalised to reduce administrative overheads and 

facilitate data sharing. 

Implementation arrangements are being progressively refined with stakeholders. 

An overview of ECLIPSE and how it will transmit HCP data, is shown in Figure 12 below. 

Stage2 

As well as potentially implementing the functionality to enable automated reporting through to the 

Department, there are other enhancements, building on Stage 1, that could create further efficiencies. 

Automated PHDB data collection/submission. With only a few fields difference between the HCP and 

PHDB datasets the modifications to capture and transmit PHDB data by Hospitals, at the same time as 

HCP data, should be comparatively modest, although it need not go through a Health Fund. This 

harmonisation would make the business case for hospitals to move to using ECLIPSE and taking up 

this functionality increasingly compelling - for example this would mean that a hospital no longer has 

to run separate queries to collect, cleanse and submit HCP and PHDB data. The logic tests built into 

ECLIPSE will ensure that data submitted is almost invariably fit for purpose, and the quality and 

timeliness of submitted PHDB data will be significantly improved. 

Two further aspects which need further work to enable ECLIPSE to present a reasonably complete 

package for HCP reporting a and submission are the ability to incorporate claims which are submitted 

manually to the health fund, and the ability to update data to reflect rejections and 

resubmissions/amendments. For example the full data for rehabilitation episodes is often received 

after the claim has been lodged and paid. 

These aspects are yet to be scoped, costed or developed. The latter two aspects reflect functionality 

which has been sought by health funds and/or hospitals for some time. 

The Horizon 

Automating the collection and reporting of the PHDB and HCP data from Private Hospitals will 

create an infrastructure that has the potential to both alleviate the data burden and improve the data 

quality and timeliness, for a range of stakeholders ï hospitals, insurers, jurisdictions and the 

Commonwealth. This will require consideration of the data flows and uses currently associated with 

these datasets, and also the additional varied state-by-state hospital reporting requirements and 

definitional variants between jurisdictions. This would be a very long term option, requiring extensive 

consultation and further development work, but has the potential to significantly reduce the data 

burden on all parties while producing faster, richer, more useful data and reporting. 
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Figure 12: In Hospital Claim with HCP Data ï Flow Diagram 
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E Glossary  

 

ABF Activity Based Funding 

ACHI Australian Classification of Health Interventions 

AHSA Australian Health Service Alliance 

AIHW Australian Institute of Health and Welfare 

APC NMDS  Admitted Patient Care National Minimum Data Set 

APRA Australian Private Hospitals Association 

CDS Common Data Set 

DHS Department of Human Services 

DoHA Department of Health and Ageing 

DRG Diagnosis Related Group 

DSS Data Set Specification 

ECLIPSE Electronic Claim Lodgement and Information Processing Service Environment 

EDW Electronic Data Warehouse 

HCP Hospital Casemix Protocol 

ICT information and  communication technology 

IHPA Independent Hospitals Pricing Authority 

MDS Minimum Data Set 

NHPA National Health Performance Authority 

NHISSC National Health Information Standards and Statistics Committee 

PAS Patient Administration System 

PCEHR Personally Controlled Electronic Health Record 

PHDB Private Hospitals Data Bureau 

SNAP Sub-Acute and Non-Acute Patient classification 

 


