Australian Hospital Patient Costing Standards


	[image: image1.png]Australian Government

Department of Health and Ageing





	Australian Hospital Patient Costing Standards
Version 1.1 –  22 September 2010

	


ISBN: 978-1-74241-292-4

Online ISBN: 978-1-74241-293-1

Publication Number P3-6849

Paper-based publications

© Commonwealth of Australia 2010

This work is copyright.  Apart from any use as permitted under the Copyright

Act 1968, no part may be reproduced by any process without prior written

permission from the Commonwealth.  Requests and inquiries concerning

reproduction and rights should be addressed to the Commonwealth Copyright Administration, Attorney-General’s Department, Robert Garran Offices, 

National Circuit, Barton ACT 2600 or posted at hhtp://www.ag.gov.au/cca

Internet sites

© Commonwealth of Australia 2010

This work is copyright.  You may download, display, print and reproduce this 

material in unaltered form only (retaining this notice) for your personal,

non-commercial use or use within your organisation.  Apart from any use as 

permitted under the Copyright Act 1968, all other rights are reserved.  

Requests and inquiries concerning reproduction and rights should be addressed to the Commonwealth Copyright Administration, Attorney-General’s Department, Robert Garran Offices, National Circuit, Barton ACT 2600 or posted at hhtp://www.ag.gov.au/cca

Disclaimer

These standards are presented by the Commonwealth Department of Health and Ageing for the purposes of disseminating health information free of charge for the benefit of the public.  The Department cannot guarantee and assumes no legal responsibility for the accuracy, currency or completeness of the standards. 

Contents

1About the Standards


1Introduction


2Hospital patient costing standards


2Purpose and intended audience


3Governance structure


4Standards governance committee structure and membership


5Standards may be considered at additional meetings throughout the year as appropriate. Standards development process


6Standards development process


7Australian Hospital Patient Costing Standards


7Standards description


7Standard Numbering


7Version Numbering


8Master List


8Master List


9SCP 1.002 - Scope of Hospital Activity


16SCP 1A.002 - Management of Long Stay Patients


17SCP 2.002 Expenditure in Scope


19SCP 2A.001 – Teaching Costs


20SCP 2B.001 - Research Costs


21GL1.001 – Accrual Accounting


22GL 2.002 – Account Code Mapping to Line Items


23GL 3.001 – Specific Adjustments


24GL 3A.001 – Specific Adjustments - Matching Activity and Costs


25GL 3B.001 – Specific Adjustments – Commercial Business Entities


26GL 3C.001 – Specific Adjustments - Negative costs


27GL 3D.001 – Specific Adjustments - Expenditure Offsets


28GL 4.002 - Cost Centre Mapping


35GL 4A.001 – Critical Care Definition


36GL 4B.001 – Emergency Department Definition


37GL 4C.001 – Operating Room Definition


38COST 1.001 - Overhead Allocation Method


39COST 2.002 - Overhead Allocation Statistics


42COST 3.002 – Final Cost Allocation


45FDR 1.001 - Encounter Matching Method


48FDR 2.001 - Relative Value Units


49QA 1.001 – Reconciliation to the General Ledger


50QA 2.001 - Encounter matching validation


51REP 1.001 – Reporting of Patient Costs


52Glossary of Terms


56Related Links





About the Standards

Introduction

The National Hospital Cost Data Collection (NHCDC) has been producing national hospital costing results since 1995-96 as a voluntary collection.  On 29 November 2008, the Council of Australian Governments (COAG) agreed to a National Partnership Agreement on Hospital and Health Workforce Reform
 (the National Partnership) involving $1.383 billion in Commonwealth payments to states and territories to improve efficiency and capacity in public hospitals through four key reform components, one of which is the development of a nationally consistent approach to Activity Based Funding.  The Activity Based Funding component of the National Partnership Agreement formalises the 26 March 2008 COAG commitment “for jurisdictions, as appropriate, to move to a more nationally consistent approach to activity-based funding for services provided in public hospitals – but one which also reflects the Community Service Obligations required for the maintenance of small and regional hospital services” and is the instrument by which the commitment will be put into effect. 

Under the National Partnership Agreement, all jurisdictions are committed to: 

· The development and implementation of patient classification and costing methodologies to enable activity based costing of public hospital services

· The development and implementation of funding strategies for training, research and development and other activities not directly related to the treatment of individual patients, and the establishment of a common public and private funding framework for teaching and research

· The development of an activity based funding methodology, including for setting price, incentives and transition arrangements, and to the implementation of these methodologies, should COAG agree to their implementation
All jurisdictions agreed to the costing model being built on the National Hospital Cost Data Collection.

For the private sector the NHCDC is the main vehicle by which relativities are developed to inform negotiations between private hospitals and health insurers.  These standards will impact on the results of the NHCDC in the private sector, recognising that to date the majority of private hospitals are costed using nationally derived service weights.
The task of developing nationally consistent costing standards was delegated to the NHCDC Technical Reference Group by the National Partnership Agreement Implementation Steering Committee and builds on the existing NHCDC standards.  However, this task has a broader application than just the NHCDC and has therefore drawn on a wide range of sources for the methodological content rather than focussing on reporting requirements.  Many of the standards relevant to patient costing systems did not previously exist within the NHCDC, and some of the existing NHCDC standards will need to be modified to align with these standards.
 
This document only considers the most technically correct standards and does not consider implementation issues.  These will be specific to individual hospitals and jurisdictions and it is not expected that compliance with these standards will occur overnight, or at no cost. However, $133 million funding has been provided under the National Partnership Agreement to jurisdictions to enable changes to be made over an agreed period of time. 

Comments on the standards are welcome.  These can be provided through your current NHCDC jurisdictional Co-ordinator.

Hospital patient costing standards

In simple terms hospital patient costing is the process of identifying the inputs used in a hospital and applying the costs of those inputs to the delivery of patient care i.e. the outputs. In practice this is not a simple process and requires expertise in identifying inputs and outputs, guidance for allocating the costs, and considerable complex numerical processing.

This document aims to provide direction for hospital patient costing through the development and publication of standards for specific elements of the costing process and reporting requirements. It also includes standards for data quality checks to ensure that each hospital can be confident that it has applied the standards correctly.

The National Hospital Cost Data Collection (NHCDC) is an annual collection of Australian hospital patient costing data. Its purpose is to produce benchmark data for use by hospitals in comparing their costs to other similar hospitals.  The NHCDC also produces national cost weights for Australian Refined Diagnosis Related Groups (AR-DRGs) and other statistics relevant for hospital service costing and planning. The Australian Hospital Patient Costing Standards are designed to underpin the consistent costing of Australian hospital activity.

Purpose and intended audience

These standards are for anyone conducting national costing activities.  The standards are to provide the framework for regulators, funders, providers and researchers about the consistency of the cost data collection. 
This standards document specifies standards for conducting patient costing activities in Australian hospitals which will ensure consistency with national costing activities, including (but not limited to):

· National Hospital Cost Data Collection (NHCDC) (including both the annual collection and service weight studies)

· Classification development work

· Other work that informs Activity Based Funding

It is important that costing data conforms to the costing standards outlined in this document to meet the COAG requirement for national consistency.  This will also allow any relevant cost studies to consistently and reliably reflect the changes in hospital output prices and clinical practice in public and private sectors.

Whilst these standards are the intellectual property of the Commonwealth of Australia, organisations and individuals are encouraged to adopt them in their own costing processes. 
Governance structure 

The governance structure has been removed until further advice. 

The diagram below provides the Australian Hospital Patient Costing Standards life cycle:
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In the candidate phase a standard may have only minimal fields e.g. name and intended purpose / applicability. Candidate standards are designed to inform users that an area is under consideration and/or development towards the production of a standard. In order to become a draft standard all mandatory fields will need to be filled. A draft standard may be used for testing prior to being approved as a standard.

Standards governance committee structure and membership

The two existing NHCDC Technical Reference Groups (TRGs), public and private, will meet independently, but at approximately the same time, to consider standards matters.

The TRGs will have the decision-making power to recommend new and revised standards to their higher-level committees. Both committees will need to agree in order for new or revised standards to be approved. If this proves unworkable then a joint sitting of the TRGs may need to occur.

Secretariat support for the committee will be provided by the Department of Health and Ageing. This support will include administrative arrangements including:

· formation of the committee, arrangements for meetings, agenda, minutes and related correspondence;

· coordination and circulation of papers for proposed new standards and proposed revisions;

· management of the standards and their versions, including publication and printing where required;

· Prepare and distribute agendas and minutes of meetings.

· establishment and maintenance of a website for the standards, including on-line access to the standards and required education, training and support materials.

Secretariat support costs will be met by the Department of Health and Ageing. Members of the standards committee will be responsible for their own travel and associated costs to attend committee meetings.

Three face-to-face meetings are proposed in each financial year for each TRG for standards development:

· June meeting – to set priorities for new standards and required revision for the next collection round (accept and consider submissions). This meeting should identify and initiate the work required for these standards, including the consultation and discussion required. After this meeting candidate standards may be published via the standards website.

· September meeting – review of draft or proposed standards and changes to standards. This meeting will give participants advanced notice of the proposed revised content. After this meeting draft standards may be published via the standards website.

· December meeting – to consider the final versions of proposed standards and changes to standards. 

Standards may be considered at additional meetings throughout the year as appropriate. 

Standards development process 

The diagram below shows the development process for a new standard or amendments to existing standards.
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Australian Hospital Patient Costing Standards

Standards description

Each standard in this document is described using the following attributes:

	Number
	See Below

	Name
	Title of Standard

	Status 
	Candidate/ Draft / Approved / Archived

	Effective Date
	The date from which the standard must be applied (only approved standards)

	Revised Date
	Last date considered by Technical Reference Group (pub – Public TRG and priv – Private TRG)

	Applicability
	All hospitals/ public/ private/ acute/ specialist hospital

	Principle
	The fundamental issue which the standard is addressing

	Standard
	The standard which is to be met.

A standard may incorporate one or more levels of the standard, with an explanation of the hierarchy of these levels e.g. Gold, Silver, Bronze where the aim is to work towards the Gold standard.

	Definitions
	An explanation of terms in the standard which need to be defined

	Guidelines
	Advice and assistance for implementation of the standard

	Related Standards
	Cross reference to other applicable standards

	Sources
	Reference to the source of definitions, classification systems or other material used in the description of the standard


Standard Numbering

Standards will be numbered with an alpha prefix as set out below:

GL – General Ledger

FDR – Feeder system

COST – Costing process

QA – Quality Assurance

SCP – Scope

REP – Reporting

Following the prefix will be a number representing the number in the series, decimal point and a three digit number representing the version of the standard.

Versions with an alpha suffix to the main number in the series are subsidiary standards that provide guidance on the treatment of specific issues within the main standard. 

Version numbers are only changed if the standard is altered.  As stated above, the revised date indicates when the standard was last reviewed by the Technical Reference Group (public and/or private).  This may or may not result in a change in the version number, depending on whether the standard is altered.

Version Numbering

Minor amendments, additions or deletions to the version will result in a change to the version number after the decimal point.  Where major amendments or additions to the standards occur, this will result in a change to the overall version number.  The date on the version will always reflect the date DoHA releases the standards for consultation.

Master List

The following is a Master List of the standards contained in this document:

	SCP 1.002 - Scope of Hospital Activity 

	SCP 1A.001 – Management of Long Stay Episodes

	SCP 2.002 - Expenditure in Scope

	SCP 2A.001 - Teaching Costs

	SCP 2B.001 - Research Costs

	GL 1.001 - Accrual Accounting

	GL 2.002 – Account Code Mapping to Line Items

	GL 3.001 – Specific Adjustments

	GL 3A.001  - Matching Activity and Costs

	GL 3B.001 - Commercial Business Entities

	GL 3C.001 - Negative Costs

	GL 3D.001 - Expenditure Offsets

	GL 4.002 - Cost Centre Mapping

	GL 4A.001 – Critical Care Definition

	GL 4B.001 – Emergency Department Definition

	GL 4C.001 – Operating Room Definition

	COST 1.001 - Overhead Allocation Method

	COST 2.002 - Overhead Allocation Statistics

	COST 3.002 – Final Cost Allocation 

	FDR 1.001 - Encounter Matching Method

	FDR 2.001 - Relative Value Units

	QA 1.001 - Reconciliation to General Ledger

	QA 2.001 - Encounter Matching Validation

	REP 1.001 – Reporting of Patient Costs


SCP 1.002 - Scope of Hospital Activity

	Number
	SCP 1.002

	Name
	Scope of Hospital Activity

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 June 2010 - public; 23 June 2010 - private

	Applicability
	All Hospitals

	Principle
	All hospital auspiced services and all patient types are to be included in the costing process.

	Standard
	Hospitals will allocate costs to all hospital outputs as listed below:

· Admitted patients by care type 
· Emergency Department
· Non-admitted patients
· Hospital auspiced community health
· Teaching and research.
For the purpose of costing, all mental health activity within an acute campus (irrespective of the duration of care in a mental health unit), should be included in the relevant output regardless of whether this occurs in a designated mental health ward or unit.

	Definitions
	The overall nature of a clinical service provided to an admitted

patient during an episode of care (admitted care), or the type of

service provided by the hospital for boarders or posthumous

organ procurement (other care), as represented by a code.

(METeOR website)
Persons with mental illness may receive any one of the care

types (except newborn and organ procurement). Classification 

depends on the principal clinical intent of the care received.

Admitted care can be one of the following:

CODE 1.0 Acute care (Admitted care)

Acute care is care in which the clinical intent or treatment goal

is to:

• manage labour (obstetric)

• cure illness or provide definitive treatment of injury

• perform surgery

• relieve symptoms of illness or injury (excluding palliative

care)

• reduce severity of an illness or injury

• protect against exacerbation and/or complication of an

illness and/or injury which could threaten life or normal

function

• perform diagnostic or therapeutic procedures.

CODE 2.0 Rehabilitation care (Admitted care)

Rehabilitation care is care in which the clinical intent or

treatment goal is to improve the functional status of a patient

with an impairment, disability or handicap. It is usually

evidenced by a multi-disciplinary rehabilitation plan

comprising negotiated goals and indicative time frames which

are evaluated by a periodic assessment using a recognised

functional assessment measure. It includes care provided:

• in a designated rehabilitation unit (code 2.1), or

• in a designated rehabilitation program, or in a psychiatric

rehabilitation program as designated by the state health

authority for public patients in a recognised hospital, for

private patients in a public or private hospital as approved

by a registered health benefits organisation (code 2.2), or

• under the principal clinical management of a rehabilitation

physician or, in the opinion of the treating doctor, when the

principal clinical intent of care is rehabilitation (code 2.3).

Optional:

CODE 2.1 Rehabilitation care delivered in a designated unit

(optional)

A designated rehabilitation care unit is a dedicated ward or unit

(and can be a stand-alone unit) that receives identified funding

for rehabilitation care and/or primarily delivers rehabilitation

care.

CODE 2.2 Rehabilitation care according to a designated

program (optional)

In a designated rehabilitation care program, care is delivered by

a specialised team of staff who provide rehabilitation care to

patients in beds that may or may not be dedicated to

rehabilitation care. The program may, or may not be funded

through identified rehabilitation care funding. Code 2.1 should

be used instead of code 2.2 if care is being delivered in a

designated rehabilitation care program and a designated

rehabilitation care unit.

CODE 2.3 Rehabilitation care is the principal clinical intent

(optional)

Rehabilitation as principal clinical intent (code 2.3) occurs when

the patient is primarily managed by a medical practitioner who

is a specialist in rehabilitation care or when, in the opinion of 

rehabilitation care even if the doctor is not a rehabilitation care

specialist. The exception to this is when the medical practitioner

is providing care within a designated unit or a designated

program, in which case code 2.1 or 2.2 should be used,

respectively.

Code 3.0 Palliative care

Palliative care is care in which the clinical intent or treatment

goal is primarily quality of life for a patient with an active,

progressive disease with little or no prospect of cure. It is

usually evidenced by an interdisciplinary assessment and/or

management of the physical, psychological, emotional and

spiritual needs of the patient; and a grief and bereavement

support service for the patient and their carers/family. It

includes care provided:

• in a palliative care unit (code 3.1); or

• in a designated palliative care program (code 3.2); or

• under the principal clinical management of a palliative care

physician or, in the opinion of the treating doctor, when the

principal clinical intent of care is palliation (code 3.3). Optional:

CODE 3.1 Palliative care delivered in a designated unit

(optional) 

A designated palliative care unit is a dedicated ward or unit (and can be a stand-alone unit) that receives identified funding for palliative care and/or primarily delivers palliative care.

CODE 3.2 Palliative care according to a designated program

(optional)

In a designated palliative care program, care is delivered by a

specialised team of staff who provide palliative care to patients

in beds that may or may not be dedicated to palliative care. The

program may, or may not be funded through identified

palliative care funding. Code 3.1 should be used instead of code 3.2 if care is being delivered in a designated palliative care program and a designated palliative care unit.

CODE 3.3 Palliative care is the principal clinical intent

(optional)

Palliative care as principal clinical intent occurs when the

patient is primarily managed by a medical practitioner who is a

specialist in palliative care or when, in the opinion of the

treating medical practitioner, the care provided is palliative care

even if the doctor is not a palliative care specialist. The

exception to this is when the medical practitioner is providing

care within a designated unit or a designated program, in

which case code 3.1 or 3.2 should be used, respectively. For

example, code 3.3 would apply to a patient dying of cancer who

was being treated in a geriatric ward without specialist input by

palliative care staff.

CODE 4.0 Geriatric evaluation and management

Geriatric evaluation and management is care in which the

clinical intent or treatment goal is to maximise health status

and/or optimise the living arrangements for a patient with

multi-dimensional medical conditions associated with

disabilities and psychosocial problems, who is usually (but not

always) an older patient. This may also include younger adults

with clinical conditions generally associated with old age. This care is usually evidenced by multi-disciplinary management

and regular assessments against a management plan that is

working towards negotiated goals within indicative time

frames. Geriatric evaluation and management includes care

provided:

• in a geriatric evaluation and management unit; or

• in a designated geriatric evaluation and management

program; or

• under the principal clinical management of a geriatric

evaluation and management physician or,

• in the opinion of the treating doctor, when the principal

clinical intent of care is geriatric evaluation and

management.

CODE 5.0 Psychogeriatric care

Psychogeriatric care is care in which the clinical intent or

treatment goal is improvement in health, modification of

symptoms and enhancement in function, behaviour and/or

quality of life for a patient with an age-related organic brain

impairment with significant behavioural or late onset

psychiatric disturbance or a physical condition accompanied by

severe psychiatric or behavioural disturbance. The care is

usually evidenced by multi-disciplinary management and

regular assessments against a management plan that is working

towards negotiated goals within indicative time frames. It

includes care provided:

• in a psychogeriatic care unit;

• in a designated psychogeriatic care program; or

• under the principal clinical management of a psychogeriatic

physician or,

• in the opinion of the treating doctor, when the principal

clinical intent of care is psychogeriatic care.

CODE 6.0 Maintenance care

Maintenance care is care in which the clinical intent or

treatment goal is prevention of deterioration in the functional

and current health status of a patient with a disability or severe

level of functional impairment. Following assessment or

treatment the patient does not require further complex

assessment or stabilisation, and requires care over an indefinite

period. This care includes that provided to a patient who would

normally receive care in another setting eg at home, or in a

residential aged care service, by a relative or carer, that is

unavailable in the short term.

CODE 7.0 Newborn care

Newborn care is initiated when the patient is born in hospital or

is nine days old or less at the time of admission. Newborn care

continues until the care type changes or the patient is separated:

• patients who turn 10 days of age and do not require clinical

care are separated and, if they remain in the hospital, are

designated as boarders

• patients who turn 10 days of age and require clinical care

continue in a newborn episode of care until separated

• patients aged less than 10 days and not admitted at birth

(eg transferred from another hospital) are admitted with

newborn care type

• patients aged greater than 9 days not previously admitted (eg transferred from another hospital) are either boarders or

admitted with an acute care type

• within a newborn episode of care, until the baby turns 10

days of age, each day is either a qualified or unqualified

day

• a newborn is qualified when it meets at least one of the

criteria detailed in Newborn qualification status.

Within a newborn episode of care, each day after the baby turns 10 days of age is counted as a qualified patient day. Newborn qualified days are equivalent to acute days and may be denoted as such.

CODE 8.0 Other admitted patient care

Other admitted patient care is care where the principal clinical

intent does meet the criteria for any of the above.

Other care can be one of the following:

CODE 9.0 Organ procurement - posthumous (Other care)

Organ procurement - posthumous is the procurement of human

tissue for the purpose of transplantation from a donor who has

been declared brain dead. Diagnoses and procedures undertaken during this activity, including mechanical ventilation and tissue procurement, should be recorded in accordance with the relevant ICD-10-AM Australian Coding Standards. These patients are not admitted to the hospital but are registered by the hospital.

CODE 10.0 Hospital boarder (Other care)

Hospital boarder is a person who is receiving food and/or

accommodation but for whom the hospital does not accept

responsibility for treatment and/or care.

Hospital boarders are not admitted to the hospital. However, a

hospital may register a boarder. Babies in hospital at age 9 days of less cannot be boarders. They are admitted patients with each day of stay deemed to be either qualified or unqualified.

Comments: Unqualified newborn days (and separations consisting entirely of unqualified newborn days are not to be counted under the Australian Health Care Agreements and they are ineligible for health insurance benefit purposes.



	Guidelines
	Admitted Care Types are described in the NMDS and are set out below:

1.0 Acute care (Admitted care)

2.0 Rehabilitation care (Admitted care)

2.1 Rehabilitation care delivered in a designated

unit (optional)

2.2 Rehabilitation care according to a designated

program (optional)

2.3 Rehabilitation care is the principal clinical

intent (optional)

3.0 Palliative care

3.1 Palliative care delivered in a designated unit

(optional)

3.2 Palliative care according to a designated

program (optional)

3.3 Palliative care is the principal clinical intent

(optional)

4.0 Geriatric evaluation and management

5.0 Psychogeriatric care

6.0 Maintenance care

7.0 Newborn care

8.0 Other admitted patient care

9.0 Organ procurement - posthumous (Other care)

10.0 Hospital boarder (Other care)

ED Triage Categories

ED Product type   Admitted  NonAdmitted

Triage Category 1   EDAdm1  EDDC1

Triage Category 2   EDAdm2  EDDC2

Triage Category 3   EDAdm3  EDDC3

Triage Category 4   EDAdm4  EDDC4

Triage Category 5   EDAdm5  EDDC5

ED Did Not Wait EDDNW
Outpatient clinics are defined according to the following list:

Tier 1 clinics

1. Allied Health &/or clinical nurse specialist

5. Paediatrics

2. Dental

6. Psychiatric

3. Medical

7. Surgical

4. Obstetrics and gynaecology

Tier 2 clinics

Allied Health &/or Clinical Nurse Specialist

1. Audiology

9. Physiotherapy

2. Diabetes education

10. Podiatry

3. Neuropsychology

11. Prosthetics

4. Nutrition / dietetics

12. Psychology

5. Occupational therapy

13. Social work

6. Optometry

14. Speech pathology

7. Orthoptics

15. Stomal therapy

8. Orthotics

16. Wound management

Dental

17. Dental

Medical

18. Aged Care

37. Hyperbaric medicine

19. Alcohol and other drug

38. Hypertension

20. Allergy

39. Immunology

21. Anti-coagulant

40. Infectious diseases

22. Asthma

41. Medical oncology

23. Cardiology

42. Metabolic bone

24. Clinical Measurement

43. Nephrology

25. Dementia

44. Neurology

26. Dermatology

45. Occupational medicine

27. Developmental disabilities

46. Pain management

28. Diabetes

47. Palliative care

29. Endocrine

48. Pulmonary

30. Epilepsy

49. Radiation oncology

31. Falls

50. Rehabilitation

32. Gastroenterology

51. Respiratory

33. General internal medicine

52. Rheumatology

34. Genetic

53. Spinal

35. Haematology

54. Transplants

36. Hepatobiliary

Obstetrics and Gynaecology

55. Assisted Reproductive Technology

58. Gynaecology oncology

56. Family planning

59. Obstetrics

57. Gynaecology

Paediatrics

60. Adolescent health

61. Paediatric medicine

62. Neonatal

63. Paediatric surgery

Psychiatry

64. Psychiatry

Surgical

65. Breast

74. Ophthalmology

66. Burns

75. Orthopaedics

67. Cardiac surgery

76. Plastic surgery

68. Colorectal

77. Pre-admission

69. Craniofacial

78. Pre-anaesthesia

70. Ear, nose and throat

79. Thoracic surgery

71. Fracture

80. Urology

72. General surgery

81. Vascular surgery

73. Neurosurgery



	Related Standards
	Nil

	Sources  
	National Minimum Data Sets; NHCDC Hospital Reference Manual


SCP 1A.002 - Management of Long Stay Patients

	Number
	SCP 1A.002

	Name
	Management of Long Stay Patients

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 June 2010 - public; 23 June 2010 - private

	Applicability
	All hospitals

	Principle
	Hospitals will ensure that long stay patients are apportioned the appropriate costs and are included in the reconciliation process.  

	Standard
	All long stay patients will be included in the costing and reconciliation process.  

	Definitions
	For the purpose of costing, the definition of long stay patients are those remaining in the hospital for more than 200 days but not discharged at the end of the financial year.

	Guidelines
	In the costing process, it is usually assumed that the work in progress at the start and end of the costing period will balance.  However, there are some material exceptions which need to dealt with separately. In the case of long stay patients not discharged during the cost study period an interim cost calculation based on the summation of costs to the end of the fiscal period included in the cost study will ensure an accurate reflection of costs.

There are two important components to this process:

· All patients need to receive appropriate cost allocations.  In the case of long stay patients (who are not discharged in a cost study period) hospitals who cannot cost work in progress may need to undertake a “dummy” discharge to ensure that the appropriate costs for these patients have been allocated depending on the patient costing system used.  

· These patients will need to be recorded in the reconciliation of patient days and costs or full reconciliation will not be possible.

Note: Where long stay episodes span multiple costing periods and the patient days and costs have been allocated in the previous period, it is important to ensure that the costing process does not account multiple times for the same episode.



	Related Standards
	Nil

	Sources
	NHCDC Hospital Reference Manual


SCP 2.002 Expenditure in Scope

	Number
	SCP 2.002

	Name
	Expenditure in Scope

	Status 
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 June 2010 - public; 23 June 2010 - private

	Applicability
	All hospitals

	Principle
	Ensure all expenditure related to hospital activity is included.

	Standard
	Include all expenditure incurred by or on behalf of the hospital related to day to day delivery of services.

	Definitions
	This includes all operating gross expenditure.

	Guidelines
	Those costs that are managed outside the hospital but are part of the day to day delivery of services should be included in the costing process.  Those costs that are involved in long term or strategic development of hospital services should not be included in the costing process.

Types of expenditure to be included (in addition to the standard line items):

· Ambulance and patient transport (incurred by the hospital)

· Area Health Services (as relevant)

· Blood products 

· Centralised data reporting to hospitals 

· Hospital management

· Insurance – building insurance

· Insurance – equipment

· Insurance – medical indemnity

· Insurance – workcover

· Organ and tissue donation for transplantation and retrieval

· Shared services, human resources, payroll, finance, procurement unit, information and technology

Note that some of these costs may appear under Corporate Office cost centres in the general ledger and will need to be allocated to the hospital level.  The methodology by which this allocation is made needs to be justifiable and documented. 

Types of expenditure to be excluded (to the extent that they are not involved in day to day delivery of services) include: 

· Aerial retrieval and Royal Flying Doctors Services

· Capital planning

· Centralised data services (State and Territory health departments)

· Chief medical officer (State and Territory Health Departments) 

· Clinical Governance – statewide

· Clinical network management

· Corporate management (ie large jurisdiction central offices)

· Cross border payments

· Health department executive

· Health policy

· Patient Assisted Travel Schemes

· Patient safety centre

· Public Relations – Media Centre



	Related Standards
	GL 2.002 – Account Code Mapping to Line Items

	Sources
	 NHCDC Hospital Reference Manual


SCP 2A.001 – Teaching Costs

	Number
	SCP 2A.001

	Name
	Teaching Costs

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date 
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals

	Principle
	Costs associated with non patient products need to be allocated using a robust and justifiable method which can be audited.

	Standard
	Teaching costs should be allocated to “teaching” where direct clinical teaching is clearly the purpose of the cost centre and within other cost centres where there is a robust and justifiable method of identification of actual teaching activity.

	Definitions
	Teaching:

Teaching is any activity where the primary aim is to transfer clinical knowledge for ongoing professional development via a teacher or mentor to a student or candidate in a recognised program/course that will result in either:

· Qualifications that may meet registration requirements; or

· Other admission to a specified discipline where the right to practise in that discipline requires completion of the program or course.

Teaching activities may include:

· Automated/self directed learning where the teaching component is electronically provided.

· Presentation and development of content.

· Supervision/participation in curriculum based research.
Direct Teaching Costs:

Direct teaching is where the clinical student and the teacher have some contact.  In this case the principal resource being consumed is staff time.  (Example: Where the teaching takes place in a classroom.)



	Guidelines
	Indirect or by-product teaching is considered as normal patient care and should not be allocated to the teaching product.

Staff training, whether clinical or non-clinical, is considered normal cost of maintaining a safe workplace and appropriate patient care and should not be allocated to the teaching product.

Note:  This definition is interim pending the Activity Based Funding Workstream on Teaching, Training and Research 

	Related Standards
	Nil

	Sources
	NHCDC Hospital Reference Manual


SCP 2B.001 - Research Costs

	Number
	SCP 2B.001

	Name
	Research Costs

	Status
	Approved – public sector 

	Effective Date
	1 July 2010

	Revised Date 
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals

	Principle
	Costs associated with non patient products need to be allocated using a robust and justifiable method which can be audited.

	Standard
	Research costs should be allocated to “research” where direct research is clearly the purpose of the cost centre and within other cost centres where there is a robust and justifiable method of identification of actual research activity.

	Definitions
	For the purposes of costing, research is an activity where the primary aim is the advancement of knowledge through: 

· Observation, data analysis and interpretation, or other means that are secondary to the primary purpose of providing patient care. 

· Activities associated with patient care where additional components or tasks exist (for example, the addition of control group in a cohort study). 

This excludes curriculum-based research projects. 

Note:  This definition is interim pending the Activity Based Funding Workstream on Teaching, Training and Research

	Guidelines
	Indirect or by-product research is considered as normal patient care and should not be allocated to the research product.

	Related Standards
	Nil

	Sources
	NHCDC Hospital Reference Manual


GL1.001 – Accrual Accounting

	Number
	GL 1.001 

	Name
	Accrual Accounting

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals

	Principle
	Costs of resources will be matched to the period in which they are actually incurred.

	Standard
	Costing will be based on the accrual ledger used in the creation of audited financial statements (in accordance with Australian Accounting Standards)

	Definitions
	Accrual accounting records the costs of resources when they are actually consumed regardless of when they are paid for. In contrast, cash accounting attributes the costs of resources to the period in which they are actually paid for.

If a hospital is wholly (or partly) using cash accounting, adjustments will have to be made to ensure that reported costs reflect accrual accounting methods.

	Guidelines
	Accrual accounting takes into account (for example) the following:

· Creditors – where accounts are received near the end of the financial year but remain unpaid. 

· Prepaid Expenses – where expenses are paid near the end of one period, that relate wholly or in part to goods or services received in the next financial year (e.g. insurance payments can relate to two financial years).

· Accrued Expenses – where expenses are recognised in the period in which the organisation is liable for them, even though the actual expense occurs in the next, or future, financial years.  Accrued Long Service Leave and Superannuation that relate to that particular year, both fall into this category.  Accrued expenses allow an organisation to “smooth out” major expenses over several, or many, years to lessen the impact of the expense when it actually occurs.

· Non–Cash items – such as depreciation.



	Related Standards
	Nil

	Sources
	NHCDC Hospital Reference Manual

Australian Accounting Standards Board Standard 101


GL 2.002 – Account Code Mapping to Line Items

	Number
	GL 2.002

	Name
	Account Code Mapping to Line Items 

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 June 2010 - public; 23 June 2010 - private

	Applicability
	All hospitals 

	Principle
	All hospitals will utilise a standard set of line items in their costing process to ensure consistent treatment of costs. 

	Standard
	All hospitals will map their GL account codes to the standard list of line items provided.

	Definitions
	Line items are groups of GL expenditure account codes defined by input type (rather than type of function), and which define resources being used by a cost centre.  

	Guidelines
	It is important that all relevant line items are used in order to allow reconciliation to the general ledger.  However, not all line items will be used in the process of costing (in particular capital works and excluded costs will not be in scope of the costing process). 

	Related Standard
	GL4.002 Cost Centre Mapping

	Sources
	NHCDC Hospital Reference Manual


Line Items

	Code
	Name

	SWNurs
	Nursing, Salaries and Wages

	SWMed
	Medical, Salaries and Wages (non VMO)

	SWVMO
	Medical, Salaries and Wages (VMO)

	SWAH
	Allied Health, Salaries and Wages

	SWOther
	Other staff types, Salaries and Wages

	OnCosts
	Labour (staff) oncosts, all staff types

	Path
	Pathology

	Imag
	Imaging

	Pros
	Prostheses (surgically implanted)

	MS
	All other medical and surgical supplies (excluding prostheses and drugs)

	GS
	All other Goods and Services

	PharmPBS
	Drugs PBS (eg high cost and S100)

	PharmNPBS
	Drugs Non PBS

	Blood
	Blood Products

	DeprecB
	Building Depreciation

	DeprecE
	Equipment Depreciation

	Hotel
	Hotel Goods and Services

	Corp
	Corporate costs (from outside the hospital GL and not otherwise specified)

	Lease
	Leasing costs 

	Cap
	Capital works - not in scope

	Exclude
	Excluded costs – not in scope


GL 3.001 – Specific Adjustments

	Number
	GL 3.001

	Name
	Specific Adjustments 

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals 

	Principle
	All hospitals will adjust their General Ledger costs as required when they have not been recorded appropriately for costing purposes. 

	Standard
	Where hospital cost centre structures and expenditure do not align with their activity then hospitals will make adjustments outside the General Ledger.   

	Definitions
	Nil

	Guidelines
	Nil

	Related Standards
	GL3A.001 Specific Adjustments - Matching Activity and Costs

GL3B.001 Specific Adjustments – Commercial Business Entities

GL3C.001 Specific Adjustments - Negative costs

GL3D.001 Specific Adjustments - Expenditure Offsets

	Sources
	NHCDC Hospital Reference Manual


GL 3A.001 – Specific Adjustments - Matching Activity and Costs

	Number
	GL 3A.001

	Name
	Specific Adjustments - Matching Activity and Costs

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals 

	Principle
	All hospitals will adjust their General Ledger costs as required when they have not been recorded appropriately for costing purposes.

	Standard
	All hospitals will ensure that cost and expenditure structures align with the hospital outputs.  

	Definitions
	Nil

	Guidelines
	Hospital outputs include admitted and non-admitted care.  

It may be appropriate to separate cost centres into inpatient and outpatient care. Alternatively the split may be better handled using patient consumption data or other appropriate statistic.

It may be necessary to move expenditure from one cost centre to another to ensure matching of activity to cost.

It may also be appropriate to seek clinical input where there is some uncertainty about the mapping requirements.

A particular area where care needs to be taken is the allocation of medical costs.  The costs of medical units are normally recorded within a single cost centre for each unit type (Medical, Surgery, O&G, Respiratory etc) with the granularity of the Unit type being a function of the hospital size and complexity.  The issues with medical unit costs are:

· Doctors by their very nature work right across every sector of the hospital, and each component of medical care will require a different feeder system to appropriately allocate the costs to the episode/occasions of service.

· There are few (if any) all-encompassing feeder systems for the recording of medical activity.

· The costs are normally grouped into unit cost centres that are required to be split across various patient products. 

· Doctors of various qualification levels will require a different consideration (Specialists, residents, registrars, interns, VMOs)

· While there are small potential variations between public and private, in practice doctors will treat public and private patients with no discrimination of care.   In addition the junior doctors will work across public and private without any discrimination, smoothing the cost effect across public and private.

It is important that medical staff costs are correctly allocated to areas such as ED, ICU and OR. If this is not done, then higher cost cases become under-costed and medical costs are inappropriately allocated.

Costs of services provided to other hospitals or outside parties are to be excluded from the providing hospital and allocated to the recipient facility.

	Related Standards
	Nil

	Sources
	NHCDC Hospital Reference Manual


GL 3B.001 – Specific Adjustments – Commercial Business Entities

	Number
	GL 3B.001 

	Name
	Commercial Business Entities

	Status
	Approved – public sector

	Effective Date 
	1 July 2010

	Revised Date 
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	Public Hospitals

	Principle
	All hospitals will adjust their General Ledger costs as required when they have not been recorded appropriately for costing purposes.

	Standard
	Hospitals will not report the cost or activity related to commercial business entities.

	Definitions
	Commercial business entities are services that reside on the hospital campus but are not operated by hospital funded staff and do not relate to products of the hospital.

	Guidelines
	Examples of commercial business entities might include the florist, commercial parking and child care centres.

Entities such as staff cafeterias that are funded by the hospital and operated by hospital staff are within scope regardless of whether or not they generate revenue.

Particular attention needs to be given to totally private medical clinics where the activity is not recorded against hospital activity.  These need to be allocated to Other Services in the cost centre mapping.

	Related Standards
	GL 4.002  Cost Centre Mapping

GL 3D.001 Specific Adjustments – Expenditure Offsets

	Sources
	NHCDC Hospital Reference Manual


GL 3C.001 – Specific Adjustments - Negative costs

	Number
	GL 3C.001

	Name
	Negative Costs

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals

	Principle
	All hospitals will adjust their General Ledger costs as required when they have not been recorded appropriately for costing purposes.

	Standard
	Hospitals will ensure that outputs do not contain negative costs.

	Definitions
	Nil

	Guidelines
	Negative Dollars in the cost file:

This may not be incorrect within the hospital costing process. 

The solution is to examine every negative cost value in the starting cost and check for errors and then post this cost against an appropriate positive value. 

However there may be abnormal accruals resulting in a negative expense.  In this case the cause should be documented and amount offset against a positive value so that full reconciliation is possible.

	Related Standards
	GL 3B.001 Commercial Business Entities 

	Sources
	NHCDC Hospital Reference Manual


GL 3D.001 – Specific Adjustments - Expenditure Offsets

	Number
	GL3D.001 

	Name
	Specific Adjustments - Expenditure Offsets.

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals

	Principle
	All hospitals will adjust their General Ledger costs as required when they have not been recorded appropriately for costing purposes.  The allocated cost will be based on gross expenditure.

	Standard
	Hospitals will not offset revenue against expenditure.

	Definitions
	Offsetting in this sense means the reduction in the cost of providing a service by revenue or recoveries generated.

	Guidelines
	For costing purposes, hospital costs should not be offset against revenues and recoveries. 

Specific areas where revenue is not to be offset are:

· Revenue received from private patient charging; 

· High cost (S100) drugs;

· Workers compensation recoveries;

· Bad and doubtful debts; and

· Motor vehicle accident recoveries.



	Related Standards
	GL 3B.001 Specific Adjustments – Commercial Business Entities

	Sources
	NHCDC Hospital Reference Manual


GL 4.002 - Cost Centre Mapping
	Number
	GL 4.002

	Name
	Cost Centre Mapping

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 June 2010 - public; 23 June 2010 - private

	Applicability
	All hospitals 

	Principle
	Hospitals will consistently map their own cost centres to a standardised set of codes, including a consistent definition of what constitutes final and overhead cost centres.

	Standard
	All hospitals will map their cost centres to the standard list provided below.

	Definitions
	A hospital cost centre is:

“A production unit which creates a range of related products.  Related products are those which involve use of similar mixes of staff and/or equipment, and technically similar production methods” (Hindle, 1994).

Each cost centre represents an area of expense, and cost centre names and groupings will vary from hospital to hospital.  There are ultimately two types of cost centre – final (or direct) and overhead (or indirect).

Final cost centres

A final cost centre is one that is directly involved in the delivery of patient care, and is usually directly attributable or specific to an episode.  For this reason it is also known as a direct product cost centre or patient care cost centre.  These three terms are interchangeable, but final cost centre is the preferred term and will be used for the sake of consistency throughout these standards. Final cost centres can either be directly related to treatment of patients (such as nursing care) or can be attributable to a patient episode as an input to the full treatment episode (such as pathology).

Examples: Typical examples of cost centres that should be grouped as final are Renal Unit, Radiology and Anaesthesiology.  They give their services to patients rather than to other cost centres.  For this reason doctors and nurses salaries will usually be final costs.

Overhead cost centres

An overhead cost centre is a cost that has an incidental rather than a direct relationship to a specific episode of patient care.  It will usually involve a service that is provided to parts of the hospital rather than to individual patients.  One of the end aims of the costing process is to redistribute all overhead cost centre costs across the final cost centres so that statistics can be created for specific patient care costs. 

It is possible to use direct consumption data to allocate overhead costs (for example patient meals consumed). This does not imply that overhead cost centres can be allocated as direct costs. 

Examples: A typical example of a cost centre that should be grouped as overhead is the cleaning service.  It does not care for patients, but provides services to other cost centres.

	Guidelines
	There may not be a direct one to one relationship to the cost centres listed below and those in each hospital.  It may be necessary to move expenditure from one cost centre to another to ensure matching of activity to cost.

It may be appropriate to seek clinical input where there is some uncertainty about the mapping requirements.

Note: The group column is used in providing standardised reporting formats.

	Related Standards
	GL 2.002 Account Code Mapping to Line Items

	Sources
	NHCDC Hospital Reference Manual


List of Standard Cost Centres

	Name
	Code
	Group
	Final

Overhead

	Audiology
	Audio
	Allied
	Final

	Diabetes Educator
	Diab
	Allied
	Final

	General Allied Health
	GenAllied
	Allied
	Final

	Occupational Therapy
	OccupatTher
	Allied
	Final

	Nutrition / Dietetics
	Dietetics
	Allied
	Final

	Optometry
	Optometry
	Allied
	Final

	Other Allied Health (please specify)
	OtherAllied
	Allied
	Final

	Orthoptics
	Orthoptics
	Allied
	Final

	Orthotics
	Orthotics
	Allied
	Final

	Physiotherapy
	Physiotherapy
	Allied
	Final

	Podiatry
	Podiatry
	Allied
	Final

	Prosthetics
	Prosthetics
	Allied
	Final

	Psychology
	Psychology
	Allied
	Final

	Social work
	SocialWork
	Allied
	Final

	Speech Pathology
	Speech
	Allied
	Final

	Acupuncture
	Acup
	Clinical
	Final

	Adolescent Medicine
	AdolMed
	Clinical
	Final

	Aged Care
	AgedCare
	Clinical
	Final

	Allergy
	Allergy
	Clinical
	Final

	Anti – Coagulant Service
	AntiCo
	Clinical
	Final

	Assisted Reproduction Technology
	AssTech
	Clinical
	Final

	Asthma Service
	Asthma
	Clinical
	Final

	Birthing Centre
	BirthCentre
	Clinical
	Final

	Breast Services
	Breast
	Clinical
	Final

	Burns
	Burns
	Clinical
	Final

	Bone Marrow Transplant
	BoneMar
	Clinical
	Final

	Cardiology
	Cardio
	Clinical
	Final

	Cardiac Surgery
	CardiacSurg
	Clinical
	Final

	Cardio–thoracic Surgery
	CardioThor
	Clinical
	Final

	Clinical Decision Units
	ClinDec
	Clinical
	Final

	Clinical Haematology
	ClinHaem
	Clinical
	Final

	Clinical Immunology & Allergy
	ClinImmun
	Clinical
	Final

	Clinical Measurement
	ClinMeas
	Clinical
	Final

	Clinical Pharmacology
	ClinPharm
	Clinical
	Final

	Clinical Care Trials
	ClinTrial
	Clinical
	Final

	Colorectal
	Colorectal
	Clinical
	Final

	Community Medicine
	CommMed
	Clinical
	Final

	Continence
	Cont
	Clinical 
	Final

	Craniofacial
	Craniofacial
	Clinical
	Final

	Day Surgery Ward
	DaySurgWard
	Clinical
	Final

	Delivery ward
	DelivWard
	Clinical
	Final

	Dementia
	Dementia
	Clinical
	Final

	Dental
	Dental
	Clinical
	Final

	Dermatology
	Dermat
	Clinical
	Final

	Dev Disabled Service
	DevDisSer
	Clinical
	Final

	Diabetes
	Diabetes
	Clinical
	Final

	Drug & Alcohol Service
	DrugAlch
	Clinical
	Final

	Dysplasia and colcoscopy
	DysCol
	Clinical
	Final

	Electrodiagnosis - neurology
	ElecNeur
	Clinical
	Final

	Emergency Management Units
	EDmu
	Clinical
	Final

	Endocrinology
	Endocrin
	Clinical
	Final

	ENT Services
	ENT
	Clinical
	Final

	Epilepsy
	Epilepsy
	Clinical
	Final

	Falls Clinic
	Falls
	Clinical
	Final

	Family Planning
	FamPlan
	Clinical
	Final

	Fracture Service
	Fracture
	Clinical
	Final

	Gait Laboratory - paediatric
	GaitLab
	Clinical
	Final

	Gastroenterology 
	Gastro
	Clinical
	Final

	General Medicine
	GenMed
	Clinical
	Final

	General Surgery
	GenSurg
	Clinical
	Final

	General Ward
	GenWard
	Clinical
	Final

	Genetics
	Genetics
	Clinical
	Final

	Geriatrics
	Geriatrics
	Clinical
	Final

	Geriatric evaluation and maintenance (care type 4.0)
	GEM
	Clinical
	Final

	Gynaecology
	Gynaecology
	Clinical
	Final

	Head Injury
	HeadInjury
	Clinical
	Final

	Heart and Chest
	HeaChest
	Clinical
	Final

	Heart Transplant Services
	HeartTrans
	Clinical
	Final

	Hepatobiliary 
	Hepatobiliary
	Clinical
	Final

	High Dependency Unit
	HDU
	Clinical
	Final

	Hospital in the Home
	HITH
	Clinical
	Final

	Hospital Boarder (care type 10.0)
	Boarder
	Clinical
	Final

	Hypertension
	Hypertension
	Clinical
	Final

	Infectious diseases
	Infectious
	Clinical
	Final

	Lithotripsy
	Litho
	Clinical
	Final

	Liver transplant
	LiverTrans
	Clinical
	Final

	Lung transplant
	LungTrans
	Clinical
	Final

	Maintenance care (care type 6.0)
	Maintenance
	Clinical
	Final

	Maternal foetal monitoring
	MatMon
	Clinical
	Final

	Medihotel
	MedHot
	Clinical
	Final

	Medical oncology
	MedOncology
	Clinical
	Final

	Metabolic bone
	MetBone
	Clinical
	Final

	Midwifery (including breast feeding support)
	Midwif
	Clinical
	Final

	Neonatology
	Neonat
	Clinical
	Final

	Nephrology
	Nephrology
	Clinical
	Final

	Neurology / Stroke
	NeuroStroke
	Clinical
	Final

	Neurosurgery
	Neurosurg
	Clinical
	Final

	Newborn care (care type 7.0)
	Newborn
	Clinical
	Final

	Non Acute Inpatients
	NonAcute
	Clinical
	Final

	Non-admitted patients (clinic)
	Outpat
	Clinical
	Final

	Non-admitted patients (other)
	OutpatOther
	Clinical 
	Final

	Observations beds
	ObsBed
	Clinical
	Final

	Obstetrics, Gynaecology – General
	ObsGynaeGen
	Clinical
	Final

	Obstetrics
	Obstet
	Clinical
	Final

	Occupational Medicine
	OccupatMed
	Clinical
	Final

	Oncology
	Oncology
	Clinical
	Final

	Ophthalmology
	Ophthalm
	Clinical
	Final

	OralMaxillofacial surgery
	OralMaxillofac
	Clinical
	Final

	Organ Procurement (care type 9.0)
	OrganProc
	Clinical
	Final

	Orthopaedic appliances
	OrthApp
	Clinical
	Final

	Orthopaedics
	Orthpaed
	Clinical
	Final

	Other admitted patient care (care type 8.0)
	Othadmpatcar
	Clinical
	Final

	Other Clinical Service (please specify)
	OtherClinServ
	Clinical
	Final

	Outreach / Community
	OutComm
	Clinical
	Final

	Paediatric General
	PaedGen 
	Clinical
	Final

	Paediatric General Medicine
	PaedGenMed
	Clinical
	Final

	Paediatric General Surgery
	PaedGenSur
	Clinical
	Final

	Pain Management
	PainMgt
	Clinical
	Final

	Palliative Care/Hospice
	PalCare
	Clinical
	Final

	Plastic surgery
	PlasticSurg
	Clinical
	Final

	Pre admission service
	PreAdmit
	Clinical
	Final

	Pre anaesthesia service
	PreAnaes
	Clinical
	Final

	Psychiatry
	Psychiatry
	Clinical
	Final

	Psychogeriatric care (care type 5.0)
	Psychgeriatric
	Clinical
	Final

	Public Health
	PubHlth
	Clinical
	Final

	Pulmonary Medicine
	PulmMed
	Clinical
	Final

	Radiation Medicine
	RadMed
	Clinical
	Final

	Radiation Oncology
	RadOnc
	Clinical
	Final

	Rehabilitation
	Rehab
	Clinical
	Final

	Renal Dialysis
	Renal
	Clinical
	Final

	Renal Medicine
	RenalMed
	Clinical
	Final

	Renal transplant
	RenalTransp
	Clinical
	Final

	Respiratory Medicine
	Resp
	Clinical
	Final

	Respite Services
	ResSer
	Clinical
	Final

	Rheumatology
	Rheumat
	Clinical
	Final

	Sexual Health
	SexHealth
	Clinical
	Final

	Short Stay Assessment 
	ESSU
	Clinical
	Final

	Special Medical
	SpecMed
	Clinical
	Final

	Special Surgical
	SpecSurg
	Clinical
	Final

	Speciality Ward
	Specialty
	Clinical
	Final

	Special Care Nursery (not attached to Neonatal ICU)
	SpecCN
	Clinical
	Final

	Spinal Injury
	Spinal
	Clinical
	Final

	Stroke
	Stroke
	Clinical
	Final

	Stomal Therapy
	StomTher
	Clinical
	Final

	Surgical High Dependency Unit
	SurgHDU
	Clinical
	Final

	Thoracic medicine
	ThoracicMed
	Clinical
	Final

	Thoracic surgery
	ThoracicSur
	Clinical
	Final

	Transit Lounge
	TranLoun
	Clinical
	Final

	Transplants
	Transplant
	Clinical
	Final

	Trauma Centre
	TraumCentre
	Clinical
	Final

	Urology
	Urology
	Clinical
	Final

	Vascular Services
	Vascular 
	Clinical
	Final

	Wound Management
	Wound
	Clinical
	Final

	Adult Intensive Care Unit
	AICU
	Critical
	Final

	Cardiothoracic Intensive Care
	CTICU
	Critical
	Final

	Coronary Care Units
	CCU
	Critical
	Final

	General Critical Care
	GenCritCare
	Critical
	Final

	High Dependency Unit (attached to ICU)
	HDICU
	Critical
	Final

	Neonatal Intensive Care Units
	NICU
	Critical
	Final

	Other Critical Care (please specify)
	OtherCritCare
	Critical
	Final

	Paediatric Intensive Care Units
	PaedICU
	Critical
	Final

	Psychiatric Intensive Care
	PsychICU
	Critical
	Final

	Special Care Nursery (attached to NICU)
	SCNICU
	Critical
	Final

	Emergency Department / Emergency Medicine
	EmergMed
	ED
	Final

	Other Emergency Departments (please specify)
	OtherE Med
	ED
	Final

	Trauma
	EmergTrauma
	ED
	Final

	Angiography
	Angio
	Imag
	Final

	Computed Tomography (CT)
	CT
	Imag
	Final

	Echo CardioGram
	EchoCardio
	Imag
	Final

	General Imaging
	GenImag
	Imag
	Final

	Mammography
	Mammo
	Imag
	Final

	Magnetic Resonance Imaging (MRI)
	MRI
	Imag
	Final

	Medical Illustration (including medical photography)
	MedIll
	Imag
	Final

	Nuclear Medicine
	Nuclmed
	Imag
	Final

	Positron Emission Tomography (PET)
	PET
	Imag
	Final

	Plain radiology
	PlainRad
	Imag
	Final

	Ultrasound
	Ultrasound
	Imag
	Final

	Other Imaging (please specify)
	OtherImag
	Imag
	Final

	Anaesthesia
	Anaesth
	OR
	Final

	General Day Surgery Suite
	DaySurg
	OR
	Final

	General Operating Rooms
	GenOr
	OR
	Final

	Operating Theatre Suite
	OR
	OR
	Final

	Other Operating Rooms (please specify)
	OtherOR
	OR
	Final

	Patient Induction / Anaesthesia area
	AnaesthesiaArea
	OR
	Final

	Recovery Rooms
	RecoverRooms
	OR
	Final

	Animal House
	AnimHou
	Path
	Final

	Autopsy
	Autopsy
	Path
	Final

	Blood Products
	Blood
	Path
	Final

	Clinical Biochemistry
	ClinBio
	Path
	Final

	Clinical Chemistry
	ClinChem
	Path
	Final

	Cytogenetics
	Cytogen
	Path
	Final

	Cytology
	Cytology
	Path
	Final

	Forensic
	Forensic
	Path
	Final

	General Pathology
	GenPath
	Path
	Final

	Genetics
	Genet
	Path
	Final

	Haematology (Laboratory)
	Haemat
	Path
	Final

	Histopathology
	Histopath
	Path
	Final

	Immunology (Laboratory)
	Immunology
	Path
	Final

	Microbiology
	Microbio
	Path
	Final

	Mortuary
	Morgue
	Path
	Final

	Pharmacology
	Pharmac
	Path
	Final

	Specimen collection services
	Specimen
	Path
	Final

	Toxicology
	Toxic
	Path
	Final

	Transfusion services (incl. blood bank / autologist services)
	Transfusion
	Path
	Final


	OtherPath
	Path
	Final
	

	Cytotoxic drugs
	Cytoxic
	Pharm
	Final

	Dispensing costs of drugs
	Dispense
	Pharm
	Final

	General Pharmacy
	GenPharm
	Pharm
	Final

	High Cost drugs
	HighDrugs
	Pharm
	Final

	Imprest (Ward)
	Imprest
	Pharm
	Final

	Manufacturing 
	MfedDrugs
	Pharm
	Final

	Other Pharmacy (please specify)
	OtherPharm
	Pharm
	Final

	Parenteral / Enteral Nutrition (goods & services only)
	TPN
	Pharm
	Final

	Other Services (e.g. business & commercial)
	OtherServ
	OtherServ
	Final

	Research
	Research
	OtherServ
	Final

	Teaching
	Teaching
	OtherServ
	Final

	Angiography
	Angio
	SPS
	Final

	Cardiac Catheter Suites
	CardCath
	SPS
	Final

	ECT Suites
	ECT
	SPS
	Final

	Endoscopic Suites
	Endoscopic
	SPS
	Final

	General Procedure Suites
	GenProcSuites
	SPS
	Final

	Hyperbaric Chamber
	Hyperbaric
	SPS
	Final

	Lithotripsy Suites 
	Lithotrip
	SPS
	Final

	Lung function laboratories
	LungFunc
	SPS
	Final

	Non–invasive Cardiac Laboratories (e.g.Echo Labs)
	NoninvasiveCar
	SPS
	Final

	Other Procedure Suites (please specify)
	OthProcSuite
	SPS
	Final

	Physiology Laboratories
	PhysioLabs
	SPS
	Final

	Radiotherapy Suites
	Radiotherapy
	SPS
	Final

	Respiratory Laboratories
	RespiratLabs
	SPS
	Final

	Sleep Laboratories
	SleepLabs
	SPS
	Final

	Allied Health Administration
	AHAdmin
	Overhead
	OtherOhds

	Biomedical Engineering
	BiomedEng
	Overhead
	OtherOhds

	Central Sterilising and Supply Department 
	CSSD
	Overhead
	OtherOhds

	Chaplaincy
	Chap
	Overhead
	OtherOhds

	Cleaning Services
	Floorfrq
	Overhead
	OtherOhds

	Clinical Information
	ClinInfo
	Overhead
	OtherOhds

	Computing
	Comp
	Overhead
	OtherOhds

	Corporate Management Fees
	CorpMan
	Overhead
	OtherOhds

	Document Transmission & Storage
	DocXmit
	Overhead
	OtherOhds

	Energy Supplies
	EneSupp
	Overhead
	OtherOhds

	Executive Services (Management)
	ExecServ
	Overhead
	OtherOhds

	Financial Administration
	FinAdmin
	Overhead
	OtherOhds

	Financing Costs (including interest)
	FinCosts
	Overhead
	OtherOhds

	Food Services (patients)
	PatFood
	Overhead
	HotelOhds

	Fringe Benefits Tax
	FBT
	Overhead
	OtherOhds

	Grounds and Gardens
	Grounds
	Overhead
	OtherOhds

	Health Information Management
	HIM
	Overhead
	OtherOhds

	Hospital Management and Administration 
	AdminCost
	Overhead
	OtherOhds

	Hospital Staff Catering
	StaffCat
	Overhead
	OtherOhds

	Human Resource Management
	HRM
	Overhead
	OtherOhds

	Infection Control
	InfectCtrl
	Overhead
	OtherOhds

	Insurance
	Insur
	Overhead
	OtherOhds

	Interpreter Services
	Interp
	Overhead
	OtherOhds

	Legal Services
	Legal
	Overhead
	OtherOhds

	Library Services
	Library
	Overhead
	OtherOhds

	Linen & Laundry Services
	Linen
	Overhead
	HotelOhds

	Maintenance, Engineering & Repairs
	MaintEngReprs
	Overhead
	OtherOhds

	Medical Management & Admin
	MedAdmin
	Overhead
	OtherOhds

	Medical Records
	MedRecord
	Overhead
	OtherOhds

	Nursing Management & Admin
	NurseAdmin
	Overhead
	OtherOhds

	Occupational Health and Safety
	OHS
	Overhead
	OtherOhds

	Other Administrative Services
	OtherAdmin
	Overhead
	OtherOhds

	Other Hotel Services
	OHSvrs
	Overhead
	OtherOhds

	Other Overheads
	OtherOhds
	Overhead
	OtherOhds

	Patient Administration
	PatAdmin
	Overhead
	OtherOhds

	Patient Residential Accommodation
	ResAcc
	Overhead
	OtherOhds

	Patient Transport 
	PatTransport
	Overhead
	OtherOhds

	Payroll
	Payroll
	Overhead
	OtherOhds

	Payroll Tax
	PayrollTax
	Overhead
	OtherOhds

	Porters & Orderlies
	PortOrd
	Overhead
	HotelOhds

	Printing, Postage and Stationery
	PrintPost
	Overhead
	OtherOhds

	Property Services 
	PropServ
	Overhead
	OtherOhds

	Public Relations & Marketing
	PubRel
	Overhead
	OtherOhds

	Quality Assurance
	QualAssur
	Overhead
	OtherOhds

	Redundancy Payments
	Reday
	Overhead
	OtherOhds

	Sales Tax
	SalesTax
	Overhead
	OtherOhds

	Security
	Security
	Overhead
	OtherOhds

	Staff Accommodation
	StaffAccom
	Overhead
	OtherOhds

	Staff Development
	StaffDev
	Overhead
	OtherOhds

	Stores / Supplies & Transport costs
	Stores
	Overhead
	OtherOhds

	Telecommunications
	Telecommun
	Overhead
	OtherOhds

	Transport of Personnel
	StaffTransport
	Overhead
	OtherOhds

	Volunteer Services
	Volt
	Overhead
	OtherOhds

	Water 
	Water
	Overhead
	OtherOhds


GL 4A.001 – Critical Care Definition

	Number
	GL 4A.001

	Name
	Critical Care Definition

	Status
	Approved – public sector

	Effective Date 
	1 July 2010

	Revised Date
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals

	Purpose
	To define the boundary between Critical care and General wards. 

	Standard
	The following units will be costed as Critical Care: Intensive Care, Coronary Care, Cardiothoracic Intensive Care, Psychiatric Intensive Care, Paediatric Intensive and Neonatal Intensive Care.

Units are required to have at least Level I Intensive Care (as per Australian and New Zealand College of Anaesthetists) to be considered.

High dependency, special care nurseries and other close observation units either located within general wards or stand alone will be costed as general wards.

	Definitions
	A designated patient care area in a hospital which is staffed with experienced clinicians skilled in the care of high acuity patients requiring intensive treatment, invasive monitoring and/or life support.  Includes: adult, paediatric and neonatal intensive care and coronary care.

	Guidelines
	This standard represents a pragmatic approach to ensuring that the critical care component represents true critical care and not ward based frequent observation care.

Close observation units co-located with Critical Care units will be treated as critical care.

This standard recognizes the difficulty in disaggregating Critical Care services from High Dependency services in combined Departments of Critical Care Medicine.  Additionally these types of High Dependency units provide care for cases that were once the province of Intensive Care including invasive monitoring, complex medications and complex interventions for highly unstable patients.  As they are co-located within a Critical Care Department, they also have continual medical care supervision available.

Some Coronary Care units (CCU) are also ward based and care for monitored patients following coronary artery procedures.  These will be considered as ward based units and excluded from Critical Care component.

A number of close observation areas exist within general wards that may be called high dependency.  

In the private sector, units that are licensed as an Intensive Care Unit qualify under this definition.

	Related Standards
	Nil

	Sources
	Australian and New Zealand College of Anaesthetists

http://www.anzca.edu.au/jficm/resources/minimum-standards-for-intensive-care-units.html


GL 4B.001 – Emergency Department Definition

	Number
	GL 4B.001

	Name
	Emergency Department definition

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals

	Purpose
	To define the boundary between Emergency Department care and General wards. 

	Standard
	Short Stay Admitted Units associated with or attached to an Emergency Department will be costed as general wards.



	Definitions
	An Emergency Department is defined as a department that provides initial treatment to patients with a broad spectrum of illnesses and injuries, some of which may be life threatening and require immediate attention.

	Guidelines
	Where patients who are admitted patients are managed in a discrete ward area, these areas will be considered to be general ward areas and reported outside the Emergency Department.  

Other titles with similar function include Clinical Decision Units, Short Stay Medical Assessment Units, and Emergency Management Units.  The key defining attribute is admission to a bed (as opposed to a trolley or examination bay as these costs would be captured in the Emergency Department). 

Note: This definition is interim pending the Activity Based Funding workstream on ED.



	Related Standards
	Nil

	Sources
	NHCDC Hospital Reference Manual


GL 4C.001 – Operating Room Definition

	Number
	GL 4C.001

	Name
	Operating Room Definition

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals

	Purpose
	To define the boundary between operating rooms and procedure suites.

	Standard
	Procedure suites will not be classified as operating rooms in the cost centre mapping.

	Definitions
	The operating room is that area of a hospital where significant surgical procedures are carried out under surgical conditions under the supervision of qualified medical practitioners. The operating room must be equipped to deliver general anaesthesia and conform to the College of Anaesthetists and the Faculty of Intensive Care standards

	Guidelines
	The following are examples of treatment areas which should be excluded from Operating Rooms and included as procedure suites:

Angiography

Cardiac Catheter Suites

ECT Suites

Endoscopic Suites

General Procedure Suites

Hyperbaric Chamber

Lithotripsy Suites 

Lung function laboratories

Non–invasive Cardiac Laboratories (e.g. Echo Labs)

Physiology Laboratories

Radiotherapy Suites

Respiratory Laboratories

Sleep Laboratories



	Related Standards
	Nil

	Sources
	NHCDC Hospital Reference Manual


COST 1.001 - Overhead Allocation Method
	Number
	COST 1.001

	Name
	Overhead Allocation Method  

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals

	Principle 
	All hospital will allocate overheads using the most appropriate mathematical algorithm.  

	Standard
	All hospital overheads will be allocated using a simultaneous equation matrix process.

	Definitions
	Nil

	Guidelines
	The key to understanding overhead allocation process is to consider that the allocation process mimics the flow of costs that would be captured if all services were billed internally.  This means that overhead costs are also incurred by overhead cost centres including the centre to be allocated.

This process recognises that overhead costs are distributed to all cost centres that interact with the overhead cost centre being allocated.   The aim is to pass the costs of all overhead cost centres to the final cost centres.  This occurs on multiple passes of the overhead allocation calculation.

	Related Standards
	Cost 2.002 – Overhead Allocation Statistics

	Sources
	NHCDC Hospital Reference Manual


COST 2.002 - Overhead Allocation Statistics
	Number

	COST 2.002

	Name
	Overhead Allocation Statistics 

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 June 2010 - public; 23 June 2010 - private

	Applicability
	All hospitals

	Principle
	Hospitals will use the most appropriate method to allocate overheads. 

	Standard
	All hospital overheads will be allocated using one of a hierarchy of preferred allocation statistics

	Definitions
	Allocation statistics are relativities used to distribute overhead costs to the appropriate direct cost centres. These relativities are the best available measure of the relative units of consumption. They are sometimes weighted – for example, service weights are a type of allocation statistic.  The allocation process represents the series of internal transfers that would have occurred if there were formal funds transfers for all the services performed.  

There are two basic types of Overhead allocation statistics:

· Financial allocation statistic:

· Use of a statistic such as Nurse Salaries or the cost of telephone calls to allocate the cost of nursing management overhead costs to all relevant cost centres.

· Statistical allocation:

· Use of a statistic such as the number of meals, metres of floor space, or bed days to allocate an overhead cost to other cost centres.

The ideal allocation statistic is actual consumption by patients (eg patient meals consumed).  The table below provides hospitals with the preferred hierarchy of Allocation Statistics. 



	Guidelines
	The allocation process is necessary as overhead costs generally comprise a significant proportion of a hospital’s running costs and must be allocated correctly to best reflect actual expenditure.

It is critical to ensure that overhead costs are allocated to the appropriate final cost centres as well as using the most appropriate allocation statistic.

Hospitals will need to document the allocation statistic used for each overhead cost centre.

	Related Standards
	Cost 1.001 - Overhead Allocation Method  

	Sources
	NHCDC Hospital Reference Manual


List of Allocation Statistics

	Code for Statistic
	Description of statistic

	Acmeal
	Actual meals issued to individual patients

	Allpats
	All episodes (admitted and weighted non-admitted)

	Biomed
	Actual biomedical costs per cost area

	Cssd
	Central Sterilisation/supply dept.

	Floor
	Floor space (sq metres)

	Floorfrq
	Floor space * Frequency of Cleaning

	Fte
	Full time equivalents

	Ftemed
	Full time equivalent medical

	Ftenurs
	Full time equivalent nursing

	Genled
	General ledger

	Goodserv
	Goods and Services

	Inpatdis
	Number of inpatient discharges 

	Interbill
	Internal billing 

	Interp
	Actual time by patient for interpreter services

	Linencosts
	Actual linen costs

	Mealissperward
	Number of meals issued

	MedAss
	Medical equipment assets

	Mednum
	Medical head count

	Medrec
	Time taken to code medical record (admitted and non-admitted)

	MedSW
	Medical salaries/wages

	Nopc
	Number of computers

	NurseSW
	Nurse salaries/wages

	Nursnum
	Nursing head count

	Obd
	Occupied bed day equivalents (admitted and non-admitted)

	People
	Total staffing head count

	Phonecosts
	Actual phone costs per cost area

	Phones
	Number of telephone lines connected

	SalesTax
	Payment of Sales Tax

	Salwage
	Salary and wages per cost area

	Stores
	Stores issued

	Surgsep
	Total number of surgical separations

	Totass
	Total assets

	TransGL
	Total number of transactions by Cost Centre


Suggested Allocation Statistics and Code

	Type of overhead cost centre


	Order of  preference

	
	1st
	2nd
	3rd

	Allied Health Administration
	AllPats
	Inpatdis
	Obd

	Biomedical Engineering
	Biomed
	Interbill
	MedAss

	Central Sterilising and Supply Department
	Cssd
	Surgsep 
	Inpatdis

	Chaplaincy 
	Obd 
	Inpatdis
	NurseSW

	Cleaning Services
	Floorfrq
	Floor
	Fte

	Clinical Information
	Allpats
	Inpatdis
	Goodserv

	Computing
	Nopc
	Fte
	People

	Corporate Management Fees
	Genled
	Fte
	People

	Document Transmission & Storage
	Genled
	Salwage
	Fte

	Energy Supplies
	Floor
	Genled
	Salwage

	Executive Services (Management)
	Genled
	Fte
	People

	Financial Administration 
	TransGL
	Genled 
	Fte 

	Financing Costs (including interest)
	Genled
	Totass
	Goodserv

	Food Services (patients)
	Acmeal
	Mealissperward
	Obd

	Fringe Benefits Tax
	Salwage
	Fte
	People

	Grounds and Gardens
	Salwage
	People
	Genled

	Health Information Management
	Allpats
	Inpatdis
	Goodserv

	Hospital Management & Administration
	People
	Fte
	Genled

	Hospital Staff Catering
	People
	Fte
	Salwage

	Human Resource Management
	People
	Fte
	Salwage

	Infection Control
	Ftemed
	Ftenurs 
	Obd

	Insurance
	Genled
	People
	Fte

	Interpreter Services
	Interp
	Obd
	Inpatdis

	Legal Services
	Inpatdis
	People
	Fte

	Library Services
	People
	Fte
	Genled

	Linen & Laundry Services
	Linencosts
	Interbill
	Obd

	Maintenance, Engineering & Repairs
	Interbill
	Floor
	Totass

	Medical Management & Admin.
	Ftemed
	Mednum
	MedSW

	Medical Records
	Allpats
	Inpatdis 
	Obd

	Nursing Management & Admin
	Nursnum 
	Ftenurs
	NurseSW

	Occupational Health and Safety
	People
	Fte
	Salwage

	Other Administrative Services
	People
	Fte
	Salwage

	Other Hotel Services
	Obd 
	Inpatdis
	Floor

	Other Overheads
	Genled
	Inpatdis
	Salwage

	Patient Administration
	Allpat
	Inpatdis
	Obd

	Patient Residential Accommodation
	People
	Inpatdis
	Obd

	Patient Transport
	Interbill
	Inpatdis
	Allpats

	Payroll
	People 
	Fte
	Salwage

	Payroll Tax
	Salwage
	Fte
	People

	Porters and Orderlies
	Interbill
	Inpatdis
	Obd

	Printing, Postage and Stationery
	Genled
	Salwage
	Obd

	Property Services
	Interbill
	Fte
	Goodserv

	Public Relations & Marketing
	Inpatdis
	Genled
	Obd

	Quality Assurance
	Inpatdis
	Genled
	Salwage

	Redundancy Payments
	Salwage
	Fte
	People

	Sales Tax
	SalesTax
	Fte
	Goodserv

	Security
	People
	Fte
	Genled

	Staff Accommodation
	People
	Fte
	Salwage

	Staff Development
	People
	Fte
	Salwage

	Stores / Supplies & Transport costs
	Interbill
	Stores
	Goodserv

	Telecommunications
	Phonecosts
	Phones
	People

	Transport of Personnel
	Interbill
	People
	Salwage

	Volunteer Services
	Obd 
	Inpatdis
	NurseSW

	Water
	Floor
	Genled
	Salwage


COST 3.002 – Final Cost Allocation

	Number
	Cost 3.002

	Name
	Final Cost Allocation 

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 June 2010 - public; 23 June 2010 - private

	Applicability
	All hospitals

	Principle
	Hospitals will use the most appropriate method to allocate final costs.  

	Standard
	All hospital final costs will be allocated using one of a hierarchy of preferred methods.

	Definitions
	Nil

	Guidelines
	The allocation of costs from Direct Cost Centres is often a pragmatic question based upon available feeder system data and the materiality of the costs determining the costing effort required.

The table below provides hospitals with the hierarchy of methods to allocate final costs.

The accurate allocation of costs to patients is best met through the use of relative value units for the human and material resources associated with the intermediate products actually consumed by the patient during the health care intervention.  Human resources should be costed on a dollar value.  Only where those values cannot be obtained due to limitations in electronically available information should a form of modelling be used.

The standard allocation models highlighted below are not necessarily the absolute best allocation method in a perfect world.  This standard requires the hospitals to apply a model which is considered to be reliable and will enable appropriate consistency across jurisdictions.

There will be situations however where a hospital will have a more precise method of calculation, or a hybrid solution of one of the models described below.  If this alternate method results in a more precise result that can be aggregated up to one of the preferred methods identified, then this is an acceptable approach.

There will also be instances where hospitals make more granular allocation (allocation of nurse penalty rates to appropriate time of day etc).   Where no other data is available, service weights can be used  until more robust systems are available.

It is important that a ward / bed transfer information is used to distinguish between costs that occur in different parts of the hospital.



	Related Standards
	Nil

	Sources
	Nil


List of Final Allocation Methods

	Actual Cost
	Use when the feeder system  provides the purchase cost of the individual items consumed by the patient.

	Actual With RVU
	The feeder system may provide the number of units consumed, with a RVU applied to the feeder data to create a suitable cost allocation method.

	AH Actual
	 Time from commencement to completion of the treatment.  Time may be accumulated over several patient provider contacts.

	Bands Costing 
	DVA theatre banding schedule published twice yearly following May and November amendment to CMBS (available in CMBS and ICD10AM)

	Doctor Actual
	Time from commencement to completion of the treatment.  Time may be accumulated over several patient provider contacts.

	ED Flag
	Every ED occasion receives same proportion of cost

	Frac BD Gen
	Fractional Bed Days - whole of hospital - This statistic is only likely to be used in very small hospitals.  Bed day equivalents may be used for Non-admitted patients and other products.

	Frac BD Spec
	Fractional Bed Days - ward specific. Bed day equivalents may be used for Non-admitted patients and other products.

	Nurse Actual
	Time from commencement to completion of the treatment.  Time may be accumulated over several patient provider contacts.

	OBD Gen
	Occupied Bed Days - whole of hospital - This statistic is only likely to be used in very small hospitals

	OBD Spec
	Occupied Bed Days - ward specific.  Bed day equivalents may be used for Non-admitted patients and other products.

	OOS
	Occasions of service - every occasion of service receives the same cost.  May be hospital wide or, preferably specific to the clinic.

	OOS AH Led
	Occasions of service, Allied Health professional led - every occasion of service within an Allied health professional led clinic receives the same cost.  May be hospital wide or, preferably specific to the clinic.

	OOS Med Led
	Occasions of service, Medical led - every occasion of service within a Medical led clinic receives the same cost.  May be hospital wide or, preferably specific to the clinic.

	OOS Nurse Led
	Occasions of service, Nurse led - every occasion of service within a nurse led clinic receives the same cost.  May be hospital wide or, preferably specific to the clinic.

	Patient Time
	Time duration the patient commenced the process to the time completed.

	Pharm Actual
	Cost of drugs, salaries and consumables consumed both during the hospital episode and post treatment (dispensed by the hospital)

	Planned Nursing
	The roster/ resource planning for nursing to determine the nursing to each encounter

	Planned Time
	The resource planning for patient time to determine the nursing to each encounter

	Planned Medical
	The roster/ resource planning for doctors to determine the nursing to each encounter

	Roster
	The time that the practitioner (Medical, Nurse and Allied health) is rostered to provide care to a number of patients

	Standard Costs
	Bottom up costing linked to procedures, diagnosis or service eg Triage categories


Suggested Allocation Method

	Cost Type in Final Cost Centres
	Place of Delivery
	1st
	2nd
	3rd

	Nursing Salaries and Wages
	Ward
	Nurse Actual
	Planned Nursing
	Frac BD Spec

	Medical Salaries and Wages
	Ward
	Frac BD Spec
	OBD Spec
	Frac BD Gen

	Allied Health Salaries and Wages
	Ward
	AH Actual
	Roster
	Standard Costs

	Other Salaries and Wages
	Ward
	Frac BD Spec
	OBD Spec
	Frac BD Gen

	Consumables
	Ward
	Frac BD Spec
	OBD Spec
	Frac BD Gen

	Nursing Salaries and Wages
	Outpat
	Patient Time
	Planned Time
	OOS Nurse Led

	Medical Salaries and Wages
	Outpat
	Patient Time
	Planned Time
	OOS Med Led

	Allied Health Salaries and Wages
	Outpat
	Patient Time
	Planned Time
	OOS AH Led

	Other Salaries and Wages
	Outpat
	Patient Time
	Planned Time
	OOS

	Pharmacy Dispensed
	All Locns
	Pharm Actual
	OBD Spec
	Standard Costs

	Pharmacy Imprest
	Ward, Outpat
	OBD Spec
	OBD Gen
	Standard Costs

	Medical Salaries and Wages
	Procedure Room
	Doctor Actual
	Roster
	Nurse Actual

	Nursing Salaries and Wages
	Procedure Room
	Nurse Actual 
	Patient Time
	Roster

	Consumables
	Procedure Room
	Actual Cost
	Bands Costing
	Standard Costs

	Prosthesis
	Procedure Room
	Actual Cost
	Bands Costing
	Standard Costs

	Medical Salaries and Wages
	ICU, NICU
	Frac BD Spec
	OBD Spec
	Roster

	Nursing Salaries and Wages
	ICU, NICU
	Frac BD Spec
	OBD Spec
	Roster

	Consumables
	ICU, NICU
	Frac BD Spec
	OBD Spec
	Standard Costs

	Medical Salaries and Wages
	Emerg Dept
	Doctor Actual 
	Standard Costs
	Roster

	Nursing Salaries and Wages
	Emerg Dept
	Nurse Actual 
	Standard Costs
	Roster

	Consumables
	Emerg Dept
	Actual Cost
	ED Flag
	Standard Costs

	Pathology
	All Locns
	Actual Cost
	Actual With RVU
	Standard Costs

	Radiology
	All Locns
	Actual Cost
	Actual With RVU
	Standard Costs


FDR 1.001 - Encounter Matching Method

	Number
	FDR 1.001

	Name
	Encounter Matching Method  

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals 

	Principle
	Encounter matching needs to be undertaken to ensure that all intermediate products are matched to the correct patient encounters. 

	Standard
	Intermediate products will be matched to the appropriate patient encounter using appropriate business rules.

	Definitions
	Nil

	Guidelines
	The successful matching of feeder system to patient encounters is integral to the reliability of the costing process.  The ideal is that each and every intermediate product is matched to the encounter where the service has been ordered (that is where a diagnostic test is ordered or drug prescribed).  However the date/encounter matching of the feeder systems can sometimes result in discrepancies where the matching rules need to be relaxed to allow the matching of encounter with patient episode/occasion of service. 

The risk is that inappropriate matches can occur.  These are often referred to as “false positive” matches.  The purpose of this standard is to minimize the unmatched encounters while simultaneously minimising the false positive encounter matches.  In some instances there will be a proportion of encounters which are not able to be matched without a high risk of false positives.

Where there is a good date/time capture and patient identifier, the risk of false positives is low.  Even in this circumstances there are explained failed encounter matches as the service is delivered outside the patient’s episode/occasion of service period.

There are several issues with the encounter matching that need to be managed under this standard:

· Linked to the correct patient type (e.g. prostheses from the operating room feeder system should only go to Admitted Patients etc.)

· Where there are multiple possibilities, make a consistent decision (correct date, but no time stamp).  For example, radiology for a patient presenting at ED and then subsequently admitted could always be matched to the Emergency attendance rather than the resultant inpatient admission episode.

· Where the attendance is out of date scope, some flexibility may be required for the matching of the encounter before and/or after the episodic event.

Several issues need to be considered when applying the rules:

· It is possible that valid encounters can occur outside these parameters.  However if rules are applied to capture these unusual encounters, care must be taken not to create undesired false positive encounter matches.

· Some of the encounter rules will rely on the episode type boundary specification for the study. If a planned ED attendance is considered an outpatient then the ED cost type rules will need to be invoked.

· The Hierarchy of selection if multiple possibilities will not take precedence over the days of flexibility.  For example if a Radiology test occurs within 29 days of an IP episode and 15 days within an OP episode the OP Episode will be considered the best match.  

· In the event that the date is ambiguous (e.g. the pharmacy system only records the date of script), then extend the match to incorporate the ambiguity, taking care to minimise false positive encounter matches.

· The date time for nursing acuity systems where used will have a patient admitted after midnight may have a record with the prior day due to these systems being based on start of shift.

	Related Standards
	QA2.001 - Encounter matching validation

	Sources
	Nil


Legend:

IP - Inpatient Episode
NonA - Non-Admitted Episode
ED - Emergency Department Episode
N/A, No hierarchy, single option
Suggested Linkage Rules

	Encounter Type
	Acceptable Episode Type Matches
	Encounter occur 'n' days before Episode
	Encounter Occurs 'n' days after episode
	If Multiple potential matches, Hierarchy of selection

	Ward costs (Nursing, Consumables, Pharm Imprest etc)
	IP, NONA, ED
	1
	Nil
	IP, ED, NONA

	ICU costs (Nursing, Consumables, Pharm Imprest etc)
	IP
	Nil
	Nil
	N/A

	Operating Room Costs (Surgeon, Nursing, Consumables etc)
	IP
	Nil
	Nil
	N/A

	Diagnostic Imaging (non procedural)
	IP, NonA, ED, Non Hospital
	25-35
	25-35
	IP, ED, NonA

	Imaging (Procedural, Angio etc)
	IP, NonA
	Nil
	Nil
	N/A

	Laboratory Diagnostic
	IP, NonA, ED, Non Hospital
	25-35
	25-35
	IP, ED, NonA

	Pharmacy Prescription
	IP, NonA, ED, Non Hospital
	0
	25-35
	IP, ED, NonA

	Emergency Department costs (Nursing Consumables, Pharm Imprest etc)
	ED, NonA
	0
	0
	ED, NonA

	Outpatient department Costs (Nursing, Consumables, Pharm Imprest etc)
	IP, NonA
	0
	25-35
	NonA, IP

	Medical costs (Not normally a feeder , so most appropriate match)
	All
	0
	0
	N/A

	Allied Health costs
	IP, NonA, ED
	0
	0
	IP, ED, NonA


FDR 2.001 - Relative Value Units

	Number
	FDR 2.001

	Name
	Relative Value Units

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date 
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals

	Principle
	Nil

	Standard
	All intermediate products must be assigned with appropriate RVUs which have been developed and maintained according to the rules specified below

	Definitions
	Intermediate products are department specific and may represent either a product (e.g., catheter, medication) or a service (e.g., nursing care, x-ray) or a combination of products and services used in patient care. One example of an intermediate product that is a product includes the medications provided by the pharmacy or a hospital gown from central supplier. Intermediate products that are services include a cardiopulmonary resuscitation in the emergency department or nursing care in the intensive care unit. Examples of intermediate products that combine products and services include a coronary angioplasty in the cardiac catheterisation laboratory or a chest x-ray in the department of radiology.

Relative Value Unit:  The weighting of one product against another within a department to reflect the intensity of resource use.

	Guidelines
	Annual updating of RVUs is the gold standard.  In addition RVUs should be updated if there are changes in the purchase price; changes in clinical practice and technology and changes in the way the department is operated.

RVU studies should be undertaken in conjunction with the staff involved in the service. Where labour costs are involved actual minutes should be used.

The final verification of the product costs should occur in consultation with the relevant clinical staff.

	Related Standards
	Nil

	Sources
	Clinical Costing Standards Association of Australia Number 10


QA 1.001 – Reconciliation to the General Ledger

	Number
	QA 1.001

	Name
	Reconciliation to the General Ledger 

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date 
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals

	Principle
	All costs incurred in the costing period need to be accounted for in the costing process.  

	Standard
	All costs (including those not used in the costing of hospital products) need to be reconciled to the General Ledger.

	Definitions
	A general ledger is a central repository of the accounting information of an organisation in which the services of all financial transactions during an accounting period are recorded.

	Guidelines
	The reconciliation should include:

1. Total GL expenditure for the period being costed (usually a financial year)

2. GL expenditure imported and allocated to line items and cost centres (quantifying any negative cost adjustments)

3. Expenditure classified into overhead and final cost centres and/or product classes

4. Costs allocated to patient encounters for the period being costed (these will not necessarily match the expenditure due to work in progress).

5. The percentage variance between (1) and (4).

6. Work in progress (eg undischarged inpatients) at the start and end of the period.



	Related Standards
	Nil

	Sources
	Nil


QA 2.001 - Encounter matching validation

	Number
	QA 2.001

	Name
	Encounter Matching validation

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals 

	Principle
	Hospitals will undertake processes to review the reliability and completeness of their encounter matching.

	Standard
	Hospitals will review and report the success of the encounter matching process within the costing process.

	Definitions
	Nil

	Guidelines
	The encounter matching method is covered in a separate Standard; however this standard is to measure the successful application of that encounter matching standard.  The hospital results from this measure will form part of a national measure of the precision of hospitals’ costing results.

For each of the feeder systems used in the hospital’s costing process the following will need to be reviewed:

· Type of feeder system

· Type of unit of allocation

· Total transaction count

· Total cost allocated by Feeder

· % of transactions to admitted products

· % of transactions to non-admitted products

· % of transactions to Emergency dept products

· % of transactions to non hospital products

· % of unlinked activity

The type of feeder would typically be one of: Nurse Dependency, Radiology, Pharmacy, Allied Health, Procedure room, Laboratories etc.  There will also likely to be more than one for some systems.  For example Radiology may have a feeder for X-ray, MRI, Ultrasound etc.

The type of unit of allocation will typically be one of:

· Time

· Actual Cost

· RVU, or

· Standard cost

The total transactions count would be the number of the encounters as captured by the feeder system.

The total cost allocation, represents the total cost allocated by the feeder and provides a weighting to assist in the measurement of hospital cost reliability

%age of activity linked to product types.

The issues identified by these statistics are designed to ensure that expected flows of costs will be passing to non admitted products.  A secondary issue will be the unlinked (failure in process) transactions. 

	Related Standards
	FDR 1.001 - Encounter Matching Method

	Sources
	Nil


REP 1.001 – Reporting of Patient Costs

	Number
	REP 1.001

	Name
	Reporting of Patient Costs

	Status
	Approved – public sector

	Effective Date
	1 July 2010

	Revised Date
	24 March 2010 - public; 18 March 2010 - private

	Applicability
	All hospitals

	Principle
	Hospitals will report costed episodes at a level of granularity that allows aggregation into different meaningful categories for benchmarking and informing price-setting. 

	Standard
	Hospitals will report costed episodes by line item and cost centre.

	Definitions
	NIl

	Guidelines
	Nil

	Related Standards
	GL 2.001 – Line Items

GL 4.001 - Cost Centre Mapping

	Sources
	NHCDC Hospital Reference Manual


Glossary of Terms
	Accrual accounting
	An accounting approach which matches the costs of resources to the production period in which they were used (and hence to the products of that period).  It is essential that costs are matched to the products in scope.  

In contrast, cash accounting involves attribution of the costs of resources to the period in which the expenditures were actually incurred.  If accounts were handled in this way, you need to adjust them for the purposes of the complying with these standards.

	Admitted patient
	A patient who has been formally admitted to a hospital.

Sub–categories of overnight stay and same–day are defined, as is the care type.  

	Allocation Statistics
	Allocation statistics are relativities used to distribute overhead costs to the appropriate direct cost centres. These relativities are the best available measure of the relative units of consumption

	Average cost
	In the costing context, the total cost of production divided by the number of products in a period.  Also known as full average cost.

	Capital costs
	In general, costs relating to use of resources which can be applied to production over a prolonged period of time.  They include costs associated with land, buildings, and equipment.

	Casemix
	The term Casemix refers to both the number and types of patients treated and the mix of bundles of treatments, procedures and so on, provided to patients.

In general, Casemix is the use of resources in treating patients which is the key to understanding Casemix as a measure of hospital output and activities.

	Cash accounting
	See accrual accounting.

	Commercial Business Entities
	Commercial business entities are services that reside on the hospital campus but are not operated by hospital staff and do not relate to products of the hospital. 

	Cost centre 
	An accounting entity where all costs associated with a particular type of activity can be recorded.  Sometimes abbreviated to CC.

	Cost group
	Is a high level aggregation of the cost centres. Generally, Cost Groups relate to Allied Health, Operating Rooms, Radiology etc.

	Cost weight
	A measure of the average cost of an AR–DRG, compared with the average cost of a reference AR–DRG.  Usually the average cost across all AR–DRGs is chosen as the reference value, and given a weight of 1.

	Critical Care Unit
	A designated patient care area in a hospital which is staffed with experienced clinicians skilled in the care of high acuity patients requiring intensive treatment, invasive monitoring and/or life support.  Includes: adult, paediatric and neonatal intensive care and coronary .

	Direct costs
	Used in several ways to designate costs which are relatively easily related to products.  In the standard product costing method, costs which are passed directly to cost centres from the general ledger (rather than allocated via overhead cost centres).

	Direct product
	In product costing, a product which emerges from the end of the production line.  In the health setting this is the completed patient episode of care.  It could be a acute admitted patient episode involving diagnostic imaging, pathology tests, drug therapies, surgical procedures, nursing care, physiotherapy, and so on. It could also be an outpatient clinic visit, or teaching.

	Direct Product Cost Centre
	Direct cost centers are patient care departments (e.g., radiology, operating room) that directly provide services to patients,  In the product costing context, cost centres are generally classified as either overhead or final product.  The latter type are also known as ‘Final Cost Centres’ and ‘Patient Care Cost Centres’.  Other final products include research and teaching.

	Direct Teaching
	Direct teaching is where the student and the teacher have some contact.  In this case the principal resource being consumed is staff time.  (Example: Where the teaching takes place in a classroom or where a senior member of staff is supervising a junior member of staff.)



	Episode of care
	A phase of treatment from admission to separation.  An admission may be 'statistical' in that the patient changed from one type of admitted patient category to another (between any two of acute, rehabilitation, palliation, or non–acute) without being separated from the hospital.

It follows that there must be a 'statistical separation' before every statistical admission.

	Feeder Systems
	Information systems used throughout a given hospital to provide data on the services used by patients.

	Final Cost Centre
	A final cost centre is one that is directly involved in the creation of final products, and is usually directly attributable or specific to an episode of patient care.  For this reason it is also known as a direct product cost centre or patient care cost centre.

	Full cost
	The total cost of producing a service (product).  It consists of the direct cost of producing a service, together with a share of the indirect costs.

	General Ledger
	A general ledger is a central repository of the accounting information of an organisation in which the services of all financial transactions during an accounting period are recorded.

	Indirect costs
	Indirect cost centres are hospital overhead departments (e.g., administration, housekeeping), and the costs incurred by these departments are called indirect costs.

	Inpatient
	See admitted patient.

	Intensive Care Unit (ICU)
	See Critical Care Unit.

	Intermediate product
	Intermediate products are department specific and may represent either a product (e.g., catheter, medication) or a service (e.g., nursing care, x-ray) or a combination of products and services used in patient care. One example of an intermediate product that is a product includes the medications provided by the pharmacy or a hospital gown from central supplier. Intermediate products that are services include a cardiopulmonary resuscitation in the emergency department or nursing care in the intensive care unit. Examples of intermediate products that combine products and services include a coronary angioplasty in the cardiac catheterization laboratory or a chest x-ray in the department of radiology.

	Length of stay (LOS)
	The number of days an inpatient spends in hospital. (ie the  total number of days– usually measured in multiples of a 24-hr day that a patient occupies a hospital bed .)  The most common methodology for deriving length of stay involves subtracting the admission date from the discharge date.

	Line item
	Line items are groups of GL expenditure account codes defined by input type (rather than type of function), and which define resources being used by a cost centre.  For example, they might be drugs, prostheses, or nursing salaries.

	Long Stay Patient
	For the purpose of costing, the definition of long stay patients are those remaining in the hospital for more than 200 days but not discharged at the end of the financial year.

	LOS or ALOS
	See length of stay.  ALOS is the acronym for “average length of stay”.

	Occupied bed day (OBD)
	A term used in Australia to describe an admitted patient day of stay.  Also termed bed–day.

An overhead cost centre provides its services to other cost centres rather than directly to patients (as is the case for patient care cost centres).  Examples are building costs and linen services.

	Offsetting Costs
	Offsetting means the reduction in the cost of providing a service by revenue or recoveries generated.

	Operating Room (OR)
	A designated patient care area in a hospital which is staffed with experienced clinicians skilled in the care of patients requiring operations.

	Overhead Cost Centre
	An overhead cost centre is a cost that has an incidental rather than a direct relationship to a specific episode of patient care.  It will usually involve a service that is provided to parts of the hospital rather than to individual patients.  

	Relative Value Units
	The weighting of one product against another within a department to reflect the intensity of resource use.

	Research 
	For the purposes of costing, research is an activity where the primary aim is the advancement of knowledge through: observation, data analysis and interpretation, or other means that are secondary to the primary purpose of providing patient care and/or activities associated with patient care where additional components or tasks exist (for example, the addition of control group in a cohort study). 
This excludes curriculum-based research projects.

	Teaching
	Teaching is any activity where the primary aim is to transfer clinical knowledge for ongoing professional development via a teacher or mentor to a student or candidate in a recognised program/course that will result in either qualifications that may meet registration requirements; or other admission to a specified discipline where the right to practise in that discipline requires completion of the program or course.


Related Links

· Department of Health and Ageing, National Hospital Cost Data Collection
· Australian Accounting Standards Board, Presentation of Financial Statements Report
· METeOR website
� National Partnership Agreement on Hospital and Health Workforce Reform, 2008
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