Common Counting Standards for the Purchase Unit Data Dictionary (PU_DD)

Draft 
	Prepared by:
	Common Counting Group

	Date:
	30 September 2009

	Current Version:
	V8.0  30/11/09

	Status:
	Draft for Consultation


51.0 Introduction


5Background


51.1
Purpose


61.2
PUCs and the Purchase Unit Data Dictionary


61.3
National Collections and Payment Systems


61.4
Scope of the Standards document


71.5
Companion Documents


71.6
Key Relationships


82.
Counting Principles and Purchase Unit allocation process


82.1
Introduction


82.2
Counting Principles


92.3
The Purchase Unit Data Dictionary


92.4
Purchase Unit – Definition


92.5
Components of a Purchase Unit Code


102.6
Guide to the PU DD


112.7
Purchase unit allocation flowchart and Sector Services purchase unit request template


142
Schedules


143.1
Admitted Patients (Inpatients)


153.1.1
Arranged Admission


163.1.2
Acute Admission:


163.1.3
Elective admission:


163.1.4
Patient type


163.1.5
Inpatient Unit of Measure


173.1.6 
Frequently Asked Questions


173.2
Non-Admitted Patients


173.2.1 Current Issues:


183.2.2 Non-admitted counting framework - Inclusions


193.2.3 Non-admissions – inputs where different counting rules apply, ie another unit may be counted for this activity.


193.2.4 Types of Non-admissions


193.2.5 Planned events


193.2.5.1 First specialist attendance:


203.2.5.2 Non Contact FSA


203.2.5.3 Follow up:


203.2.5.4 Pre-admit


203.2.5.5 Multidisciplinary clinics


203.2.5.6 Telephone consults


203.2.5.7 Telemedicine (from the New Zealand Medical Association – NZMA)


213.2.6 Unplanned/Emergency Specialist Events


213.2.6.1 Emergency Department (ED)


213.2.6.2 Acute Assessment Attendances


213.2.7 Non specialist events


213.2.7.1 Allied Health Attendance


223.2.7.2 Nurse led clinics:


223.2.8 Other events


223.2.8.1 Procedures


223.2.8.2 Group attendances


223.2.8.9 Education and management


223.2.8.10 Treatments


233.3
Equipment and Supplies


233.3.1 Support Services


243.3.3 Continence and Ostomy Supplies and Home Oxygen


243.3.4 Frequently Asked Questions


254.
Major Service Groups


254.1
Community Support


26Appendix A: Units Of Measure


33Appendix B: Frequently Asked Questions When Allocating a Purchase Unit Code


35Appendix C: Acute Purchase Unit Code Allocation Flowchart


36Appendix D: List Of Procedures


38Appendix E: Equipment Types


39Appendix F: Case-mix Information – for Publicly Funded Hospitals


53Appendix G: Information Directorate Definitions


58Appendix H: Glossary


58Appendix H: Glossary


59Appendix I: Who pays for costs of clinical equipment supplies




1.0 Introduction

Background

The Common Counting Standards (the Standards) are maintained by the joint Ministry of Health and District Health Board (DHB) Common Counting Group members for use in the New Zealand public health sector.  Some common counting standards and data definitions were previously embedded in the the Purchase Unit Data Dictionary (PU DD) and were not easily understood or accessible to the users.
The production of the Standards in 2009 as a separate document from the Purchase Unit Data Dictionary (PU DD) is a response by the Common Counting Group (CCG) to address the sector’s lack of clarity around counting rules that has led to variable counting practice around the country.  This variable counting practice undermines benchmarking for population health planning, service analysis and pricing work. 

Undertaking the review of the Standards by CCG was endorsed in 2008 by the joint Nationwide Service Framework Coordinating Group, a joint Ministry and DHBNZ group.

The benefits of maintaining the Standards include:

· provides consistent differentiation of health service measurement to enable a more thorough analysis and comparison across the sector to improve service efficiency and value for money
· better supports the understanding of the potential and benefits of regionalisation of health services.
The application of Common Counting Standards is listed as a mandatory component of the Nationwide Service Framework in section 4.18.3 of the Operational Policy Framework (OPF).  Both the Standards and the OPF are published on the Nationwide Service Framework Library (NSFL) at: www.nsfl.health.govt.nz/.

1.1 Purpose

The principles of the Standards are to:

· define and classify health activity to support the planning of health services
· provide clear business rules on how health service activities should be defined, measured and counted to support meaningful service comparison, benchmarking, and good funding and pricing decisions. 
The main objectives of the Standards are to:

· support consistency in purchase unit code (PUC) use, development and allocation
· provide clear definitions for each set of counting rules within each visit type (inpatient, outpatient, diagnostic)

· explain how to use the Purchase Unit Data Dictionary (PU DD).
One of the objectives of measuring health sector activity is to compare like activities.  Effective comparisons inform decision making.  Comparing costs for the same service between several DHBs provides DHBs with information about the relative cost effectiveness of their services.  This can be used as a starting point for DHBs to investigate why there is a difference and if that difference is meaningful.  To make meaningful comparisons across the health sector, PUCs need to be used correctly and consistently to enable meaningful common measurement.

1.2 PUCs and the Purchase Unit Data Dictionary 
The purpose of the PU DD is to record and define all PUCs in a central place, maintain PUC change tables to support data mapping and consistency of use.  The objective of the data dictionary is to create a nationally consistent measurement and reporting process for use by DHBs and the Ministry.

The endorsed PU DD is published on the Nationwide Service Framework Library website: http://www.nsfl.health.govt.nz/apps/nsfl.nsf/pagesmh/167?Open
· The PU DD is updated annually and jointly approved by the DHBs and the Ministry each December, six months prior to the PU DD becoming current on the 1 July of the following year.

· With Ministry and or DHB Funder contractual agreements, the requirement for appropriate new PUCs is accommodated by the allocation of temporary PUCs.  These temporary PUCs are confirmed or amended in the following joint annual consultation and approval process as part of the DHB Planning Package published by the Ministry on the NSFL website.
· The creation of all new PUCs needs to consider national collections, data mapping and decision support requirements.  The Standards provide clarity with the precedence between different counting rules which are governed by different data collection needs.
1.3 National Collections and Payment Systems
Concise PUC definitions and units of measure are required to align with National Collections of the  National Health Board Business Unit Strategy and Architecture information and Sector Services of the Ministry of Health. , The National Collections include: National Non-admitted Patient Collections (NNPAC), National Minimum Dataset (NMDS) and Programme for the Integration of Mental Health Data (PRIMHD), Personal Health Non-case weight (PHNCW), Contract Management System (CMS) and Client Claims Processing System (CCPS).
1.4 Scope of the Standards document

The Standards are for health service activity provided by DHB facilities and community services, and for other similarly structured providers.  They do not cover many of the primary health care services defined in the PU DD that are negotiated by DHBs and commonly provided by Non Government Agencies (NGOs) and other health professionals agreements.

This document is organised into following main sections: 1.0 Introduction, 2.0 Counting Principles and Purchase Unit Allocation Process, 3.0 Schedules, 4.0 Major Service Groups and Appendices.  The Standards document is incomplete and further work will be undertaken on an ongoing basis by CCG to consult with the Health Sector to complete and maintain the Standards.
1.5 Companion Documents 

Measurement systems require a sound definition base for quality counting.  The companion documents that support the Standards are:

· Operational Policy Framework 

· Common Chart of Accounts (CCoA) http://www.nsfl.health.govt.nz/apps/nsfl.nsf/pagesmh/200
· New Zealand Casemix Framework for Publicly Funded Hospitals

· Information Directorate Glossary

· National Collections Data Dictionary

· Purchase Unit Data Dictionary 
· Case-mix framework document –http://www.moh.govt.nz/moh.nsf/indexmh/ncamp-documents 

1.6 Key Relationships 

The key stakeholders that have a relationship with the Standards include:

· Governance Groups

· National Health Board Business Unit, Ministry of Health and other Directorates
· DHBNZ

· National General Managers Planning and Funding Network
· DHB Funding and Planning Managers 
· DHB Decision Support/Information Management Managers

· Common Chart of Accounts (CCoA) Group 

· Common Costing Group

· Shared Service Agencies – SISSAL, NDSA, TAS, Healthshare

· National Pricing Programme (NPP), Technical Reference Group (TRG)

· Service Improvement Group (SIG) of DHBNZ
· Service Specifications Programme Executive (SSPE)

· Service Specification Technical Advisory Group (SSTAG)

· National Collections Annual Maintenance Project (NCAMP)

· Case-mix group

· Non-case-mix group

2. Counting Principles and Purchase Unit allocation process

2.1 Introduction

This section outlines counting principles, definitions, and allocation method of a new PUC.

2.2 Counting Principles 
The Standards have been designed to be interpreted in a hierarchical fashion.  In most cases there will only be one definition for an activity.  However, there will be exceptions to that and where there is an exception to the overarching rule, the exception takes precedence.
The underlying principle of the Standards is consistency.  Accurate and meaningful comparisons can be achieved more easily if the same or similar services are measured in the same way. 

Health activity is counted to:

· manage capacity/internal resources

· provide a benchmarking tool to compare access to health services across different populations

· fund health services.

However, it is clear that, outside of the inpatient setting, we do not achieve these goals.  Part of this is because of the basic premises we use to develop a PUC.  Firstly, that only funded activity should be counted.  Secondly, that funded activity should be output based than input based (ie multiple elements make up an event rather than individual elements being counted separately).
To clarify this we have developed these principles:

a. most counted events should be related to a patient

b. funded events should be output based.  However, it is recognised that there is funded activity that is not output based which is appropriate, eg programmes or Full Time Equivalents (FTEs).
c. activity should be able to counted within the DHB’s systems (and other providers if required), eg a unique event that can be identified

d. the events counted under a single PUC should have some cost homogeneity

e. Volumes should be material  (Note: this principle is still under discussion by CCG.)
f. All patient related events should be able to be mapped to a PUC, even if it is not specifically funded, eg emergency department admitted attendances. 

g. All inputs should be counted within the provider’s systems for costing and workload management but ideally funding should be on an output basis.  There are a number of input based PUCs, eg mental health FTEs.  The unit of measure dictates whether to count inputs or outputs. 

h. Health specialty allocation is dependent on the discharging health professional.  However, a PUC allocation may be different.

i. An event should only go to one national data collection system.

2.3 The Purchase Unit Data Dictionary 

The PU DD is the central repository containing all PUCs.  Each version of the PU DD builds on earlier versions.  The objective of the data dictionary is to create a nationally consistent measurement and reporting process.  This does not mean services across the sector must be delivered in precisely the same way.  In a diverse environment a balance is necessary between meaningful measures, measures which enable comparisons across 'like' services, and truly unique measures, which simply count a single event. PUCs should capture common characteristics. 

The ideal scenario is that data query outputs based on common PUCs are able to be made, either nationally or by DHB, to draw meaningful information, to enable informed decision-making.  To achieve consistency everyone who allocates a new contract, or reports on a contract should seek to identify the 'best fit' within existing codes.

2.4 Purchase Unit – Definition

PUCs are a classification that are used as a means of common measuring of like services; quantifying (volume) and valuing (or pricing) a service.  Reporting requirements are linked to PUCs usually in national data collections.  PUCs are contained in the PU DD.

2.5 Components of a Purchase Unit Code

	Purchase Unit Code
	A purchase unit code in the PU DD is like a bar code system.  The code is made up 6-8 alphanumeric characters. (The code structure is mandated by the Ministry’s Contract Management System (CMS architecture).

	Purchase Unit Description
	PUC description is the short title of the service.  It must be <100 characters to comply with CMS.

	Purchase Unit definition
	The PUC definition clarifies the nature of the service as appropriate this may include: where it is delivered (setting), who delivers the service, who the service caters for (adults, children, youth, adolescents, older people).

	Unit of Measure 
	The Unit of Measure (UoM) is the single unifying measure relating to the service.  The UoM is the one single element that all services must measure.  Unique or specific data options are available through the contract reporting requirements.  Funding calculations are usually made based on the UoM i.e. number of attendances, capacity, service or programme.

The UoM in the PU DD is singular, NOT plural.

	Unit of Measure definition
	Describes the Unit of Measure.  Often includes the types of activities captured e.g. the unit of measure 'Attendance' includes; attendance to a clinic, department, assessment unit.  This is not an exclusive list.

	Category
	Category is the main service delivery grouping e.g. Allied Health, Medical, Youth, DSS, Māori.

	Sub-Category
	Sub Category is a further but optional service delivery grouping. 

	National Collections or Payment Systems
	National Collections and Payment Systems include: National Non-admitted Patient Collection (NNPAC), National Minimum Data Set (NMDS), Programme for the Integration of Mental Health Data (PRIMHD), Contract Management System (CMS), Client Claims Payment System (CCPS), Personal Health Non Case Weight (PHNCW) and any other data collection system.

	Provide arm/NGO or other use
	Provider arm/NGO or other use column is used to indicate whether the PU code is used by hospital services,

or community NGO or the Ministry.

	Service Specification attached
	Includes a link to the nationally agreed service specification on the Nationwide Service Framework Library.

	General Ledger Code (GL)
	The Multi-segment General Ledger (GL) coding number describes some, or all of the following elements:

· Entity (Organisation)

· Service (or Division)

· Responsibility Centre

· Account Number

· Any Suffixes

For further information, see the Common Chart of Accounts (CCoA)


2.6 Guide to the PU DD

Earlier years versions of the PU DD and their PUC change tables are archived in the Archive section of the NSFL website.  This provides a history of the various updates of each PU DD since version 9 and the approved changes and mapping tables.

The current PU DD and the newly approved PU DD for the 1 July of the following year are published on the NSFL website.

From PU DD 2010/2011 version 15, all PUC codes are presented in a single worksheet lookup table and include two additional columns as follows:

1.
National Collections and Payment Systems, identifies the relevant National collection or payment system eg National Minimum Dataset (NMDS), Non-Admitted Patient Collection or other collection.  This will assist analysts from when trying to determine where each PUC is reported. 

2.
a service specification hyperlink at each PUC to the relevant service specification on the Nationwide Service Framework (NSF) Library webpage.  These hyperlinks will be updated when service specifications are updated or newly approved. 

How to filter or search the PU DD look up table

To filter PU codes via Major Service Group, Unit of Measure, GL code or via National Collections and Payment Systems use the filter tool in Excel.

To search key words through the entire worksheet, the user can search using the functions Ctrl+F  or through the “Edit” menu. 

Other major items in the Standards document include all Casemix Information, National Health Board Business Unit data definitions, Units of Measure definitions.
2.7
Purchase unit allocation flowchart and Sector Services purchase unit request template

The flowchart on the following page (p.12) describes the allocation process to correctly assign a PUC.  The Purchase Unit Coordinator is based in the National Health Board Business Unit, Ministry of Health.His/her role is to lead and manage the maintenance of the PU DD, PU DD Changes Sheets, and be the liaison between the Ministry and DHBs through the Common Counting Standards. 

When requesting a new PU code, the requestor is required to fill out a purchase unit template containing the following information: PU code, PU code description PU definition, unit of measure, unit of measure definition, category, sub-category, national collections or payment systems, GL code, and provide a service specification or an appropriate contract. Once this information is completed and agreed from Common Counting Group members, the PU code template is sent to Sector Services team via the PU Coordinator, which is set up in the Contract Management System (CMS).
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2 Schedules 
3.1 Admitted Patients (Inpatients)
Introduction

This section discusses inpatients.  It includes inpatients funded through all the alternative funding mechanisms (casemix and other).  

Note: recommendations are indicated with further joint work by the sector on the Standards is indicated but a decision not available at the time of publication. 
You should note:

· The 3 hour rule or anaesthesia as per the criteria below is the starting point for an inpatient admission.  Recommendation: The sector needs to consider any impacts of a more robust interpretation of this rule.

· There is more than one definition of admitted patient depending on whether you are looking at the outpatient definition or the inpatient definition.  The outpatient definition relies on intent (where the specialist’s intent is that the patient will leave within 3 hours), while the inpatient definition relies on timing alone.  

This is an issue where patients come in for an event where it may or may not end up as a 3 hour event, eg a maternity case where the patient comes in for observation.

Recommendation: A decision should be made about which rule takes precedence.

· There is more than one definition of elective and there is ambiguity about the interpretation.  Recommendation: The sector needs to agree on one definition and its interpretation.

· Recommendation: A set of rules needs to be determined for multiple events on the same day.  For example, a patient may attend an outpatient clinic and from that clinic be admitted on the same day.  Should this be treated as two events or one?  
Definition

A patient is defined as an inpatient if they are admitted to a healthcare facility.  The full definition from the NHBBU Information Directorate is below. 

“The documentation process, which may include entry to the NHI, by which a person becomes resident in a healthcare facility.  For the purposes of the national collections, healthcare users who attend for more than three hours should be admitted.  Healthcare users who receive treatment for more than three hours or who have a general anaesthetic or an IV anaesthetic are to be admitted.  This also applies to health care users of emergency departments. When calculating the three hours, exclude waiting time in a waiting room, exclude triage and use only the duration of treatment.  If part of the treatment is observation, then this time contributes to the 3 hours. Treatment’ is clinical treatment from a nurse or doctor or other health professional.”

a. Transfers between wards are included in the same admission.

b. Start time includes ED activity.

c. A transfer from one inpatient facility to another is treated as a separate admission/discharge even if it is within the same DHB.

d. Transfers between major service groups, eg Med/Surg into AT&R are two events unless specified otherwise.  (Major service groups will be defined later in the process).

e. It may be appropriate not to admit patients where treatment is over 3 hours.  This will be determined by:

· Is the treatment the same for each patient (eg dialysis treatment).

· Is national practice leaning in one way (ie most people are not admitting).

· Is the activity funded through the casemix exclusion rules.

Applying those criteria there are a number of areas that are over 3 hours but may not be coded, eg renal dialysis, chemotherapy, blood transfusions, sleep apnoea assessments.  A list of these exclusions will be developed.

f. Equally, there are instances where patients under 3 hours without appropriate anaesthetic codes are being included, in particular, in the area of skin lesions.  These events may need to be excluded and a new purchase unit for minor procedures developed with appropriate pricings.

g. Finally, there are some instances where a DHB chooses to admit their patients and code the information for their own clinical benefit even though the activity is excluded from casemix and would not meet the 3 hour rule, eg gastroscopy.  
Admission types
Admitted patients are classified as acute (AC), arranged (AA) or elective (WN).  These classifications are important because of the ongoing focus on access to elective surgery.  Note that the classifications for acute and arranged are not controversial.  However, there are some issues with the elective classification.
The following definitions are from the National Minimum Data Mart Dictionary

3.1.1 Arranged Admission

A planned admission where:

· the admission date is less than seven days after the date the decision was made by the specialist that this admission was necessary, or

· the admission related to normal obstetric cases, 36 to 42 weeks gestation, delivered during the event. In these cases, patients will have been booked into the admitting facility and the health specialty code for records with an Event End Date before 1 July 2008 will always be P10 Delivery Services (Mothers). For records with an event End Date on or after 1 July 2008 the health specialty code will always be P60 Maternity Services-Mother (no community LMCO or P70 Maternity Services-Mother (with community LMC).

3.1.2 Acute Admission:

An unplanned admission on the day of presentation at the admitting healthcare facility. Admission may have been from the Emergency or Outpatient Departments of the healthcare facility or a transfer from another facility.  
Note that the Accident Insurance Act defines acute as Acute plus arranged.

3.1.3 Elective admission:

There is more than one definition for elective admission which leads to confusion.  In addition, the second definition is ambiguous.  

a. A planned admission where the admission date is seven or more days after the date the decision was made by the specialist that this admission was necessary.
b. A booked admission on a date more than seven days after a specialist decision to admit or a patient who was placed on a waiting list without a specific date being given.
Note that this definition is different from the current definition in the glossary for data dictionaries on the Ministry of Health website.  

This definition is ambiguous as it can be interpreted as:

· A booked admission more than 7 days after a specialist decision to admit OR

· A patient who was placed on a waiting list without a specific date being given (which could be less than 7 days).

Recommendation: This definition needs clarity as DHBs are moving to define elective services in a different way following pressure to achieve their elective targets.  In addition, there needs to be a universal definition rather than two contradictory definitions in circulation.  
3.1.4 Patient type 

Day patient (from the NZHIS glossary)

A patient admitted for healthcare with a length of stay less than one day, regardless of intent. See also ‘Admission’ and ‘Intended day case’.

3.1.5 Inpatient Unit of Measure

Purchase unit allocation is determined by the casemix framework document.  However, inpatient activity can have different unit of measures.  These are outlined below. 

· Caseweighted discharge 
· Bed day

· Attendance

· Procedure

· Discharge – spinal

· Assessment 

3.1.6 
Frequently Asked Questions

a. How can you validate inpatient data against something independent – check against NMDS to do a comparison.

b. How are purchase units allocated to inpatient activity – the casemix framework document specifies the methodology for  mapping events to PUCs.  
Outstanding Issues for Discussion

c. Start time and end time of an inpatient admission is silent on a neighbouring event, except for an ED event which may have arisen in the same day and flowed into an admission.

If a patient is booked for an outpatient visit (a planned event) and is admitted following that outpatient visit, should this be treated as a separate event?  Alternatively, if an event arises after discharge but on the same day is that excluded?  

Reasons to count as two events for yes:

· The clinic was a planned clinic and resources were ringfenced accordingly.

· It may not be a direct admission, the patient may leave and come back to the facility on the same day, unlike an ED admission which is seamless.  

· An outpatient event post discharge may be for a different specialty and should be counted separately.  

· A patient may be discharged and then come back into ED acutely.  If this was the case the ED event would be captured separately.

Reasons to count as one event for no:

· The outpatient event is an input into the inpatient event (ie the inpatient event dominates) and so the outpatient costs should be linked to the inpatient event.
3.2 Non-Admitted Patients

Introduction

This section discusses non-admitted patients. It includes the definition of a non-admitted patient and the different types of non-admissions.
3.2.1 Current Issues:

· Retiring of the AAU purchase unit – it was agreed in 2007 that all DHBs should move to admitting and clinical coding of emergency department visits where they are over 3 hours.  There had been a mix of practice with some DHBs choosing to record longer stays as an acute assessment while others recorded this activity as admitted patient data.  

On 1 July 2010 the acute assessment unit purchase units (M00004 and M55004) will be retired.   Therefore all DHBs are required to admit over 3 hour patients who enter the hospital via the emergency department or acute assessment unit.

Where a patient is under 3 hours, and has not come through the emergency department, that activity should be counted as an outpatient attendance for the relevant speciality (note there are a number of speciality related assessments units across the country, eg maternity, ophthalmology, paediatric which are not part of the emergency department and so would not meet the emergency department PUC classification).  

Recommendation: This rule will be fine tuned in the next iteration of the Standards.

· Rules for counting multiple outpatient visits on the same day.

Some rules need to be developed for multiple outpatient events.  These will need to be both PUC type and service specific.  For example, a DHB cannot count two FSAs for the same speciality on the same day.  However, it may be that two follow ups could occur where a patient is referred from one sub-specialist to another.  In addition, it is acceptable to count multiple radiotherapy events as they relate to different treatment sites on the body.  

Recommendation: These rules will be developed in the next iteration of the Standards.
Definition (NHBBU Information Directorate Glossary – NZHIS)

An outpatient is a patient who receives a pre-admission assessment, or a diagnostic procedure or treatment at a healthcare facility, and who is not admitted, and the specialist’s intent is that they will leave that facility within 3 hours from the start of the consultation. When patients receive a general anaesthetic they are deemed not to be outpatients.

3.2.2 Non-admitted counting framework - Inclusions

Non admitted activity generally records an event (is this defined anywhere).  Therefore, when considering whether an activity would be counted as an event there is a set of inclusions and exclusions that should be noted.  

The defining characteristic of an event will be face to face contact with a health professional where treatment, therapy, advice, diagnostic or investigatory procedures.  The service may be provided at a designated outpatient clinic and/or in a ward or other suitable setting by a health professional.  This includes telemedicine.
A non admitted event has the following inputs which will map up to an event.  
a. Diagnostic and other procedures carried out within that clinic location at that attendance, for example minor surgical procedure or plastering.

b. Other health professionals including additional medical practitioners also present at the clinic or whose advice is sought.

c. Tests requested during an attendance but carried out at some other location at the health facility, and not necessarily on the same day, , for example laboratory, radiology, ECG, EEG, nerve conduction test, stress test, audiology.   This includes tests ordered prior to the FSA ie pre testing to inform the FSA.  This excludes laboratory tests requested from community laboratories not carried out on day of attendance.

d. Pharmaceuticals used during the admitted event, excluding those purchased through a community services contract. 

e. Telephone and any other non face to face consultations are not to be counted as assessments, but are to be provided, and included as an overhead cost to the service.

f. Supply or loan of essential equipment and supply of consumables including blood and related synthetic products, humidifiers and dressings.

3.2.3 Non-admissions – inputs where different counting rules apply, ie another unit may be counted for this activity.  
a. Attendance for pre-admission assessment/screening is excluded as this is counted separately but not individually funded.

b. Prescriptions for pharmaceuticals for use or consumption in the community may be referred to community pharmacies.
c. Pharmaceutical cancer treatments (see schedule H? of the Pharmacy Schedule) are separately claimed from Healthpac.  
3.2.4 Types of Non-admissions
The first section deals with specialist consultations.  There are a variety of ways that specialist interaction with patients can be recorded.  It has been split into planned and emergency events.

3.2.5 Planned events

3.2.5.1 First specialist attendance:
The first assessment by a registered medical practitioner or Nurse Practitioner for a particular referral (or, with a self-referral, for a discrete episode).  The healthcare user receives treatment, therapy, advice, diagnostic or investigatory procedures at a health care facility and leaves within 3 hours of the start of the consultation. Service is provided in ward and/or at designated outpatient clinic.  Excludes Emergency Department attendances and outpatient attendance for pre-admission assessment/screening.
If a patient goes to a new specialist within the health speciality after the FSA then it is counted as two bookings one FSA and one Follow-up.
If a patient is discharged from the service, but is then referred back with the same condition, this is a new referral.  It is dependent on the GP initiating the referral back.
3.2.5.2 Non Contact FSA

Following a request from a General Practitioner (GP) or community based Nurse Practitioner (NP), a review is undertaken by a Registered Medical Practitioner of Registrar level or above, or a Registered NP of patient records and any diagnostic test results.  A written plan of care is developed for the patient and provision of that plan and other necessary advice to the referring GP or NP.  The non contact/virtual FSA does not include the triaging of referral letters.  The patient should not be present during the assessment.
Where a patient has a vFSA, and then the GP re-refers back to the specialist it will be a new referral, therefore a FSA is generated.  This data is reported to NNPAC.  
3.2.5.3 Follow up:
Subsequent face to face client consultation by registered medical practitioner or nurse practitioner for the same condition in the same specialty.  This does not include follow-up of a post-discharge patient who received their inpatient treatment in a different DHB unless seen in an outreach clinic from that service.  The client receives treatment, therapy, advice, diagnostic or investigatory procedures at a health care facility, who is not admitted, did not receive a general anaesthetic and the specialist’s intent is that they will leave that facility within 3 hours from the start of the consultation.  Service is provided in ward and/or at designated outpatient clinic or other suitable setting.
3.2.5.4 Pre-admit
An assessment for a surgical procedure that will require anaesthetic.  These are never separately purchased as they are funded as part of the inpatient event.

3.2.5.5 Multidisciplinary clinics
A multidisciplinary clinic constitutes a mix of clinicians meeting with a patient together to provide an assessment, for example for treatment of cancer patients where an oncologist, surgeon and allied health specialists. 

3.2.5.6 Telephone consults
Where a health professional provides advice and assessment for a patient over the phone.  Can include discussion with other agencies on the patient’s behalf.  
3.2.5.7 Telemedicine (from the New Zealand Medical Association – NZMA)

Communication via email, phone or video between a Registered Medical Practitioner or Nurse Practitioner and the client/patient. Telemedicine does not replace care where the doctor considers a face-to face consultation is necessary in order to provide the best care for the patient and in compliance with quality and safety standards for patient care. 

Telemedicine should normally only be available to patients that have an established relationship with the General Practitioner, except when there is no other practical alternative or where they are employed to access medical care services in areas where such services may otherwise be unavailable. 

This also includes education/orientation for patients to the telemedicine process and communication issues prior to their initial telemedicine encounter.
3.2.6 Unplanned/Emergency Specialist Events

3.2.6.1 Emergency Department (ED)

Definition:

An attendance at an Emergency Department where the Healthcare user is assessed by a registered medical practitioner or nurse practitioner.  The healthcare user receives treatment, therapy, advice, diagnostic or investigatory procedures. 

Assessment and treatment time for application of the three hour rule for coding as a day case admission is from commencement of assessment and treatment by the registered medical or nurse practitioner, not from the time the patient is triaged.  Patients who are subsequently admitted to that hospital are to be counted under the purchase code ending in "a". 
Excludes presentations for pre-arranged admissions where no treatment occurs in the Emergency Department.

3.2.6.2 Acute Assessment Attendances
Assessments of patients presenting for acute assessment where the assessment is conducted in a designated acute assessment facility by a specialist physician or medical officer at registrar level or above or nurse practitioner and the person is not subsequently admitted. Excludes emergency department attendances.
This PUC will be deactivated on 1 July 2010.  All activity over 3 hours will be counted as an admitted patient.  Where a patient is under 3 hours, and not come through the emergency department, that activity should will need to be counted as an outpatient attendance for the relevant speciality (note there are a number of speciality related assessments units across the country, eg maternity, ophthalmology, paediatric which are not part of the emergency department and so would not meet the emergency department PUC classification).

3.2.7 Non specialist events

3.2.7.1 Allied Health Attendance

Allied health services provided in an Outpatient or domiciliary setting to DSS, HOP and personal health clients.  Includes post discharge services and other DHB referrals as well as community-referred clients.
Includes:

· Physiotherapy

· Social work

· Occupational therapy

· Speech language therapy
· Dietitetics
· Podiatry

· Psychology
3.2.7.2 Nurse led clinics:

Assessment, treatment, or education and/or management clinics led by a nurse specialist for specialist groups of clients excluding Education and Management of diabetes, respiratory, and cardiac clients that are covered in other PUCs.  This also excludes clinics led by a Nurse Practitioner.
3.2.8 Other events

3.2.8.1 Procedures

Definition:
Most procedures are done in an outpatient setting.  These are different from an outpatient assessment and an inpatient event.  However, it also includes admitted patients meeting the casemix exclusion rules.  

The minimum criteria to be considered as a procedure:

· a discrete therapeutic or diagnostic intervention; 

· the duration is longer than a standard consultation; 

· higher cost use of inputs, eg machinery, consumables, diagnostics

· health professional - to be confirmed

· anaesthesia required

Testing is done to assist with a diagnosis.  A test can be a procedural test, eg a colonoscopy or a simple blood test.  However, there is no difference between a procedure and treatment (these words can be used interchangeably). 

3.2.8.2 Group attendances
Multiple patients are booked in to attend a programme with one or more health professionals.  There is a lack of clarity about what PUCs represent this type of activity and which units of measure are appropriate.
3.2.8.9 Education and management

Education and case management by multi-disciplinary teams in hospital or community-based setting.  There is a lack of consistency in counting practices both within and between DHBs.  Recommendation:  Further work is required.

3.2.8.10 Treatments

Rules for non attendance

Cancelled:
Can be defined as cancelled by department or cancelled by patient.  If a person has been assessed for a virtual FSA and the specialist decides to bring the patient in, the vFSA may become a cancelled event in the provider’s patient management system.  
Did Not Attend:
A patient is classified as DNA if they did not attend the outpatient clinic appointment and there was no communication before the appointment.  If there was communication, this is deemed to be a cancellation.
3.3 Equipment and Supplies 

Introduction
This section outlines the definition of equipment and supplies and the list of equipment types and their purchase units.  The list covers the disability, health of older people and personal health  equipment supplies, eg renal dialysis equipment and supplies.  The list of equipment and supplies are included in Appendix E.  The list is not inclusive and it will be updated..  The rules around equipment supply vary depending on what funder is funding the equipment.  

Recommendations: Outstanding issues to resolve:

· List of eligible equipment – rules differ between short/long term requirements.  MOH will not fund long term requirements where the equipment is less than $37.  

· There is an increasing need for equipment such as humidifiers and ventilators which are not captured by the current framework.  

· How does patient referral process work – can it be determined that a long term need is long term prior to the 6 month timeframe ending.

Definition

Provision, supply and maintenance and training of all medical equipment. See Appendix D. for a list of Equipment Types

 3.3.1 Support Services 
The following services are to be provided as an integral part of these services:: supply or loan of equipment to support treatment, rehabilitation or aid mobility

3.3.2 Equipment related to an episode care 

You will be responsible for ensuring that appropriate patients are assessed for their equipment and orthotics requirements by a health professional (ie, a specialist, accredited equipment assessor or registered therapist) and receive the appropriate equipment (including wheelchairs, standing frames, walking sticks and crutches) following an:

· outpatient attendance – for people receiving follow-up or after an inpatient or day case episode or those receiving recurrent care; or an

· inpatient/day patient episode of care.

For non-accident cases, you will provide this equipment/orthotics for a period of up to six months. The six months responsibility for you commences from the day of discharge from an inpatient or day patient episode of care or, in the case of a person who is not admitted to your health facility but attends as an outpatient, from the first outpatient attendance.

If the patient is transferred to another health facility on discharge, the responsibility to provide post-discharge equipment is that of the health facility accepting the transfer.

Equipment that is required for a period of longer than six months - and can be identified before the patient is discharged from your facility – will be directly referred to the disability support provider and will be purchased under another service specification. (Please refer to the service specifications for Disability Support Services and Community Services for further comment on equipment and supplies.)

3.3.3 Continence and Ostomy Supplies and Home Oxygen
Referral arranged to the community suppliers for continence and ostomy equipment and provide a short-term supply (usually 48 hours) to cover the period between discharge and the patient making contact with the community supplier. 

Ensure that where needed the patient will have access to home oxygen supplies. You will ensure the patient has sufficient supply to cover the period between discharge and the home oxygen service making contact with the patient.

3.3.4 Frequently Asked Questions

a. What triggers an equipment and supplies purchase unit –What is the cost?

· Is it an ongoing treatment, eg like continence supplies.

· How does this relate to existing purchase units where this activity may have already been funded under?

· Who is funding it?

· Is the service provided by (ie private providers but implants funded separately)?

· Is it equipment alone or equipment and services and what is the service component?

· Can it be measured

· Do the purchase units cover (duration of supply and other funding) Check service specification (med/surg) and Dom specifications and ACC contracts and DSD specifications.

4. Major Service Groups

4.1 Community Support

Introduction

This schedule includes the definition of Community the rules around counting community services, what should be included and excluded.

Definition

A community service is aimed at the treatment and/or support of healthcare users in the patient’s place of residence.

· Community patient 
A healthcare user who receives treatment, therapy, advice or diagnostic services outside of a healthcare facility.

· Community support 
A community client not resident in a healthcare facility who receives assistance only with the normal activities of daily living, or visits for monitoring purposes only where there is no active treatment or clinical intervention.

Appendix A: Units Of Measure
	List of Units of Measure
	Unit of Measure Definitions

	A
	 

	Adjuster
	Price adjustment for cost elements not adequately recognised within national purchase unit base prices.

	Assessment
	Number of assessments.  Initial assessments and reassessments should be counted separately.

	Attendance
	Number of attendances to a clinic/department/acute assessment unit or domiciliary.

	
	First time a client attends a clinic/department.

	
	Agreed lump sum amount for the attendance of a woman for a screening mammogram.

	
	Attendance to an emergency department. Includes patients who are subsequently admitted. Excludes acute assessments (see M00004, M55004)

	
	Number of attendances to a clinic/department/assessment unit.  One event with multiple health professional contacts is counted as one volume.

	Available facility
	Availability of facility for fixed period of time

	B
	 

	Bed day
	Three types of Bed Days:

· Available bed day

Total number of inpatient beds that are available to be occupied during the period multiplied by the number of days they are available during that period. To be counted as available the bed must be resourced, and either empty or occupied by a user of this service.

· Occupied bed day
Total number of beds that are occupied each day over a designated period.  For reporting purposes, count beds occupied as at 12 midnight of each day. Leave days, when the bed is not occupied at midnight are not counted. Counting formula is discharge date less admission date less leave days.

· Residential bed day
Total number of beds that are occupied each day in a community residential facility over a designated period. Part days at start and end of the period are both counted as full days. Leave days up to an agreed maximum are also counted. Counting formula is service end date less service start date plus one(1) less leave days over agreed maximum.


	C
	 

	
	

	Case
	Total number of treatment places provided during a specified period by specialists.



	Claim
	Number of Claims 

	Client
	Number of clients managed by the service in the reporting period i.e. caseload at the beginning of the period plus all new cases in the period.

	Client attendance
	Agreed lump sum.  Service purchased in a block arrangement.

	Clinical FTE
	Full-time equivalent clinical staff member (health professional) involved in the direct delivery of services to consumers.  Exclude time that is formally devoted to administrative or management functions e.g. half-time coordination of a community team.  This includes the non clinical training component of registrar and house surgeon time.

	Completed Event
	Number of clients seen during the period for any one diagnosis for whom there is no further sessions or treatments booked.

	Completed treatment
	Number of clients seen during the period for any one diagnosis for whom there is no further sessions or treatments booked.

	Contact
	Number of contacts.

	
	The number of face to face contacts between a health professional and client group or group of clients, for the provision of clinical services/interventions described in the services specification.  A contact is equivalent to a visit.

	
	A contact does not include

	
	·         Phone consultations

	
	·         Discussions between health professionals regarding a client’s care

	
	·         Any contact where the SOLE purpose of the contact is provision of supplies or consumables

	
	Where a service is provided to a group of people simultaneously by one health professional it will be counted as ONE contact.

	
	Number of contacts with a client in a clinic/department/assessment unit or domiciliary.

	
	

	Cost Weighted Discharge
	A numerical measure representing the relative cost of treating a patient through to discharge.

	Course
	Number of courses. Includes education and/or training courses completed during the training period. The individuals attending the course are not counted

	D
	 

	Day
	Day where care is over 6 hours. Can also be claimed as half days (up to 8 hours) 

(applies only to Health of Older people code)

	Day attendance
	Number of attendances to a day session lasting 3 hours or more.

	Device
	Total number of devices.

	Discharge
	The process of documentation that changes the status of an admitted healthcare user. (Information Directorate - Information Strategy and Architecture Glossary)

	E
	 

	Emergency Department Attendance
	An attendance at an Emergency Department where the Healthcare user is assessed by a registered medical practitioner or nurse practitioner. The healthcare user receives treatment, therapy, advice, diagnostic or investigatory procedures. Includes patients who are subsequently admitted.

	F
	 

	Fee for Service
	Payment per defined modules.

	Fitting of a prosthetic eye
	Building and fitting of a prosthetic when done in an outpatient setting
(Applies to Allied Health Codes)

	FTE
	Full-time equivalent staff member (clinical or non-clinical) involved in direct delivery of services to consumers.  Exclude time that is formally devoted to administrative or management functions e.g. half-time coordination of a community team.

	H
	 

	Healthcare user
	A person booked to receive or receiving healthcare resulting from direct contact with a healthcare provider where the healthcare results in the use of resources associated with observation, assessment, diagnosis, consultation, rehabilitation or treatment.

	Hour
	Number of hours provided.

	I
	 

	International units
	Standard definition relating to blood products.  Number of International Units used.
Other types:

standard definition relating to blood products. (applies to Heamophylia PU codes)

	Item
	Number of items provided/repaired.

	Item Dispensed 
	Number of items dispensed

	M
	 

	Meal
	Number of meals provided.

	N
	 

	New Client
	Number of clients at end of the reporting period who were not included in the caseload for the previous reporting period.

	Non-Clinical FTE
	Full-time equivalent staff member (without health professional qualification) directly delivering clinical/therapeutic services to consumers.  Exclude time that is formally devoted to administrative or management functions e.g. half-time coordination of a community team.

	Nurse Practitioner
	Is a registered nurse practising at an advanced practice level in a specific scope of practice, who has been prepared at masters level of education and has been recognised and approved by the Nursing Council of New Zealand as a nurse practitioner.

	O
	 

	Other Clinical FTE
	Full-time equivalent clinical staff member (health professional - other than senior medical officer) involved in the direct delivery of services to consumers.  Exclude time that is formally devoted to administrative or management functions e.g. half-time coordination of a community team.  This includes the non clinical training component of registrar and house surgeon time.

	Outpatient
	An outpatient is a patient who receives a consultation, or a diagnostic procedure or treatment at a healthcare facility, and who is not admitted, and the specialist’s intent is that they will leave that facility within 3 hours from the start of the consultation.

	Outpatient Clinic
	A scheduled administrative arrangement enabling outpatients to receive the attention of a healthcare provider.  The holding of a clinic provides the opportunity for consultation, investigation and minor treatment, and patients normally attend by prior arrangement.  The clinic may be held on or off the hospital site.

	P
	 

	Package of Treatment
	Service purchased on a partial capitation basis (some capitated, some fee for service) 
(Applies to Dental PU code)

	Patient 
	The number of patients receiving treatments on the last day of the monthly reporting period. 
(Applies to renal codes CAPD)

	Person enrolled
	Number of people enrolled 
(Applies to PHO codes)

	Prescription Item
	Number of items dispensed.

	Procedure
	The number of individual operative/diagnostic/assessment procedures in the period.

	Programme
	Agreed lump sum amount.  Refer to service specification for contracted service volume and description.
Other types:
· Price per programme

· Set measures as per International Society for Heart Lung Transplant (ISHLT) Thoracic Transplant Data form; ISHLT Thoracic Follow-up form; Australasian Cardiothoracic Transplant Registry (ACTREG) Data Entry form. (applies to Specialised Heart/Lung Transplant Services)
· Various - mix of facility and staffing cost recovery based on local market rates. (applies to the existing Mental Health (MH)

	Project
	Agreed lump sum amount.  Service purchased in a block arrangement

	R
	 

	Relative Value Unit
	An individual operative/diagnostic/assessment procedure completed according to the Royal Australian and New Zealand College of Radiologists definition for RVUs and codes.

	Review
	Number of Reviews 

	S
	 

	Service
	Service purchased in a block arrangement uniquely agreed at a local level.
Other types:

· Agreed lump sum

	Senior Medical Clinical FTE
	Full-time equivalent senior medical staff member involved in the direct delivery of services to consumers.  Exclude time that is formally devoted to administrative or management functions e.g. half-time coordination of a community team.  This includes Director Area Mental Health Service (DAMHS) positions.  Registrars and house surgeons are specifically excluded.

	
	

	Subsidie
	Number of subsidies granted.

	T
	 

	Test
	Number of separate tests purchased.  (eg one person receiving an ECG and a stress test equates to two tests). For laboratory a group test such as Liver function is counted as 1 test not each individual component. For test sets refer Laboratory contract schedule.

	Treatment
	Number of attendances for treatment.
Other Types
· Individual dental treatment provided to a client (adolescents from year 12 - 17 years). (apply to Dental Health PU codes for adolescents)

· Services purchased on a fee for service basis (apply to Dental Health PU codes)

· Number of completed treatments (apply to Oral Chemotherapy PU code)

· Number of Client treatments per month (apply to Subcuteanous intragram injections

· Number of attendances for treatment. (apply to Pulsed Dye Laser Treatment PU code)



	Treatment hour
	Time, in hours, from patient entering to exiting hyperbaric chamber.

	V
	 

	Vaccination
	Number of vaccinations given

(applies to immunisation programme)

	Visit
	An encounter where the healthcare provider goes to the healthcare user.
Number of visits by health professionals to a client's place of residence.
Other types:
· Number of Visit by health professionals to a client’s place of residence. (apply to DSS codes)

· Number of days that a person is visited on (applies to HOP PU codes)

· A visit is an ACTUAL VISIT to an older persons home for the provision of Tuck-in as specified in the Service Specification (applies to HOP PU codes)

	W
	

	Written plan of care
	Written plan of care provided by the specialist to the referring GP




Appendix B: Frequently Asked Questions When Allocating a Purchase Unit Code
a. What do the purchase units cover?
· Service Coverage Schedule

· Nationwide Service Specifications

· Major Service Group

· Health Specialty Group
b. When do we need a PU code?

c. When does a PU code become national?

If a purchase unit is national and will be used for funding it must have a price associated.  This should be transparent and based on some underlying costing information (ideally use national costing information).
d. What is minimum criteria to determine whether a purchase unit should be created
e. What is the activity?

f. Where does it get done?

· Hospital (secondary, tertiary)

· PHO

· NGO

· Marae

· Hospice

g. Who does the service get done to?

h. Who will provide the service?

· Doctor (specialist etc)

· Nurse

· Technician

· Allied Health (physio etc)

· Traditional healer

i. Who pays for the service?

· MoH

· DHB

· PHO

· Insurance

j. How do you measure the service?

· Event

· Volumes

· Clients

· Service

· Capacity
k. Who asked for the service? 

l. What is the service component (e. g. is it equipment alone or equipment and services?)

m. What is the cost?

Appendix C: Acute Purchase Unit Code Allocation Flowchart 
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Appendix D: List Of Procedures
This list is not an exhaustive list and will be updated on a regular basis.  It is intended to describe procedures which are purchased through the non casemix framework. 
	Procedure
	Definition

	Bronchoscopy 
	A procedure in which a thin, lighted tube is inserted through the nose or mouth. This allows examination of the inside of the trachea and bronchi 

The examination of the bronchi (the main airways of the lungs) using a flexible tube (bronchoscope). Bronchoscopy helps to evaluate and diagnose lung problems, assess blockages, obtain samples of tissue and/or fluid, and/or to help remove a foreign body

	Colonoscopy
	An examination of the inside of the entire colon using a thin, lighted tube (called a colonoscope) inserted into the rectum

	Colposcopy
	Examination of the vagina and cervix using a lighted magnifying instrument called a colposcope

	Dialysis
	Procedure for cleansing the blood using membranes to filter out waste products; kidney dialysis is a substitute for the function of damaged or absent kidneys

	ECG/EKG (electrocardiogram)
	A test that records the electrical activity of the heart, shows abnormal rhythms (arrhythmias or dysrhythmias), and detects heart muscle damage.

	ECHO (Echocardiography)
	A procedure in which pulses of sound are transmitted into the body and the echoes from the heart are recorded and charted. 

A non-invasive cardiac imaging procedure, developed in the 1960s, now widely used to diagnose congenital heart disease, valve disorders (valvular heart disease), weakened heart muscle (cardiomyopathy), fluid around the heart, and other abnormalities or defects.

	ERCP (Endoscopic retrograde cholangiopancreatography)
	A test using an x-ray to look into the bile and pancreatic ducts. The doctor inserts an endoscope through the mouth into the duodenum and bile ducts. Dye is sent through the tube into the ducts. The dye makes the ducts show up on an x-ray.

	ETT (Exercise Tolerance Test)
	Tube that goes through the mouth into the windpipe so a ventilator can provide breathing support. Test rather than a procedure
A tube placed into the mouth and into the trachea (windpipe) and connected to a ventilator for the purpose of assisting breathing. The endotracheal tube is taped in place to the skin around the mouth.

	EUS
	A procedure that combines endoscopy and ultrasound to obtain images and information about the digestive tract and the surrounding tissue and organs. In EUS a small ultrasound transducer is installed on the tip of the endoscope allowing the transducer to get close to the organs inside the body so the resultant ultrasound images are often more accurate and detailed than ones obtained by traditional ultrasound.

	Fibroscan
	Non-invasive ultrasound scan that measures the 'elasticity' or stiffness of the liver

	Gastroscopy
	Examining the lining of the esophagus, stomach, and the first part of the small intestine with a long viewing tube called an endoscope 

	Gynaecology minor procedures
	Insertion of Mirena, Colposcopy, Vasectomy

	Laser treatment
	A treatment for diabetic retinopathy that involves a source of intense radiation that targets damaged areas of the retina.

	Laser treatment for Varicose veins
	Laser treatment is a type of treatment for varicose veins. Until recently, laser treatment was mainly used for treatment of spider veins on the face. However, newer laser technology can now effectively treat varicose veins as well. There are several types of lasers that may be used to treat varicose veins. The physician inserts a tiny fiber into a varicose vein through a catheter. The fiber sends out laser energy that destroys the diseased portion of your varicose vein. The vein closes and your body eventually absorbs it.
The use of a strong beam of light (laser) to heal a damaged area or, in diabetics, perhaps to heal blood vessels in the eye.

Lasers are special forms of light. Laser treatments use a low energy laser light to effectively treat many diseases of the retina.

With laser treatment, strong, direct bursts of light from a laser damage the varicose vein, causing it to slowly fade and disappear. A pinching sensation is felt when the laser hits the skin. Side effects may include temporary redness or swelling of the skin. Some skin discoloration may also occur, but it usually lasts only one to two weeks. Several types of lasers may be used, and newer technology has made them more accurate and effective. Multiple treatments of 15 to 20 minute sessions are usually needed to remove varicose veins, however. Normal activities may be resumed after treatment.

	Lithotripsy
	The name for any procedure, surgery or technique that fragments or breaks up a stone (Often refers to ESWL)

	Minor Operations
	Any surgical procedure that does not involve general anaesthesia, sedation or respiratory assistance. – shouldn’t we include this definition in the definition above.  
Minor surgical operations can be provided by specialists or GPs.  . GPs have been performing procedures such as excision of skin lesions or Mirena insertions where only a local anaesthetic is required at most.
However, it can include procedures that need to be undertaken by specialists.  Areas where minor operations occur in the hospital are:

· ophthalmology

· dermatology

· general surgery

· plastic surgery

· urology

this is not a definitive list.  

	Non-admitted procedures
	Non admitted procedures include removal of skin lesions, anal manometry, pelvic floor tests etc.

	Radiotherapy
	The treatment of disease with ionizing radiation. Also called radiation therapy.

	Sleep apnoea assessment
	A test, either in not a sleep laboratory or using a set of equipment over a period of time in the patient’s home, to determine whether a patient suffers from sleep apnoea and requires long term ventilatory support.  Sleep apnoea is defined as cessation of breathing during sleep for longer than 10 seconds.procedure

	Urodynamics
	A test that uses a small catheter inserted in the bladder to fill the bladder with water to study the function of the bladder and urethra during filling and urinating. This tells us about the bladder as well as pelvic floor muscle functions.


Appendix E: Equipment Types
	Equipment Type
	Definition

	Accredited equipment assessment
	Assessments of hearing loss for the potential provision of hearing aid or assistive listening device where appropriate                                                                    Accredited Equipment Assessments in the areas of expressive communication, household management, information and communication processing, personal care, seating and positioning, standing, walking and wheelchairs.

	Equipment for older peoples health and palliative care
	Supply, maintenance, delivery and collection of equipment for clients assessed as requiring supportive care, palliative care and older person’s health care

	Drinking water equipment supplies
	Provision of drinking water supplies 

	Hearing loss equipment 
	Supply maintenance and repair of hearing loss aids and devises 

	Orthotics device
	An Orthotics is a device applied to the exterior of the body to:

· improve function and/or to prevent and correct deformity in those affected by congenital, developmental or acquired conditions of the nervous or musculo-skeletal systems.

· immobilise damaged joints or muscles

· Aid healing 

· Promote venous return and lymphatic flow.

Disability Support Services 

Orthotic services are an integral component of support services for people who have disabilities and for whom some form of Orthosis has been assessed as being required.

	Renal Medicine Equipment
	Supply and training of renal medicine equipment for Centre and home based treatment for patients requiring long term peritoneal dialysis. This includes: ongoing equipment repair, maintenance, training and monitoring of equipment and supplies

	Sleep apnoea equipment 
	Supply and provision of equipment for patients diagnosed with obstructive sleep apnoea


Appendix F: Case-mix Information – for Publicly Funded Hospitals

The following Appendix is from the New Zealand Case-mix Framework, which gets updated every year. It lists the Case-mix rules for Public funded hospitals, specifically, Maternity Secondary and Tertiary Facility Table. Originally this section was part of the PU_DD. 
Maternity Secondary and Tertiary Facility Table
The following table is sourced from the table of Maternity facilities contained in the document Maternity Services: A Reference Document, HFA, 1999 – Appendix 9
. Only the designated secondary and tertiary maternity facilities have been listed, as the intent of the maternity project group was that a casemix purchase framework should only apply for service provided in these facilities.
	Document Facility Name
	NMDS Facility Name
	NMDS Facility Code
	Secondary
	Tertiary

	Whangarei
	Whangarei Area Hospital
	4111
	(
	

	North Shore
	North Shore
	3215
	(
	

	Waitakere
	Waitakere
	3216
	(
	

	National Women’s
	National Womens
	3213
	(
	(

	Middlemore
	Middlemore
	3214
	(
	(

	Auckland City
	Auckland City
	3260
	(
	(

	Waikato Hospital
	Waikato
	5311
	(
	(

	Rotorua
	Rotorua
	5312
	(
	

	Tauranga
	Tauranga
	4911
	(
	

	Whakatane
	Whakatane
	3311
	(
	

	Gisborne
	Gisborne 
	3411
	(
	

	New Plymouth
	Taranaki Base
	4711
	(
	

	Wanganui
	Wanganui
	5711
	(
	

	Hastings
	Hastings Memorial
	3612
	(
	

	Masterton
	Masterton
	5511
	(
	

	Palmerston North
	Palmerston North
	4311
	(
	

	Wellington
	Wellington
	5811
	(
	(

	Hutt
	Hutt
	5812
	(
	

	Blenheim (Wairau)
	Wairau
	3811
	(
	

	Nelson
	Nelson
	3911
	(
	

	Christchurch Hospital
	Christchurch Hospital
	4011
	(
	(

	Christchurch Women’s
	Christchurch Womens
	4014
	(
	(

	Greymouth
	Grey Base Hospital
	5911
	(
	

	Timaru
	Timaru
	4411
	(
	

	Dunedin
	Dunedin
	4211
	(
	(

	Invercargill
	Southland
	4511
	(
	


Secondary Tertiary Maternity and Neonatal Events

Pregnancy and Childbirth secondary tertiary events are those where the first character of the Health Specialty Code is P, and the facility is listed in the secondary/tertiary maternity facility table in section 0.
In these facilities, well newborn babies, as opposed to ‘neonates’, will be covered by maternity inpatient casemix.  In general, we expect well newborns to fall into AR-DRG P67D and be counted under the maternity inpatients casemix purchase unit W10.01. The rules in section 0 to 0 below all relate to secondary tertiary maternity facilities only.

Birth weight 

A baby who has an admission weight between 127 and 399 grams will be assigned an admission weight of 400grams.  This allows it to be grouped to a neonatal DRG rather than to the DRG 960Z, Ungroupable, where no funding would be received. 

Postnatal Early Intervention Events (W03012)
Events that have the Postnatal Early Intervention Health Speciality code (P50), and the event occurs in a facility listed in table 0, are excluded.
Neonatal Inpatient Casemix (PU=W06.03)
This test takes the form of an inclusion rule, as this is easier to specify than the converse exclusion rule.  To be potentially included in neonatal casemix volumes an event must occur in a facility listed in table 0, have a Pregnancy & Childbirth Health Speciality code, and must meet one of three tests (originally agreed by the 98/99 joint HFA/HHS Maternity & Neonates project) which attempt to distinguish between well new-borns and those who require additional health services:

The Health Service Speciality code is in the Pregnancy & Childbirth range (ie where the first character is “P”) but is not P50 – ie is in the range (P41, P42, P43, P60, P61, P70, P71
) - 

AND

{The Health Service Speciality code is in the range (P41, P42, P43)

OR

(The AR-DRG is in the range (P02Z, P03Z, P04Z, P05Z, P06A, P06B, P61Z, P62Z, P63Z, P64Z, P65A, P65B, P65C, P65D, P66A, P66B, P66C, P67A, and P67B))

OR

(The AR-DRG is in the range (P01Z, P60A, P60B, P66D, P67C, P67D) AND (the third ICD diagnosis is NOT blank OR the first ICD procedure is NOT blank))} 

Amniocentesis (W03005)
For events where the health speciality code starts with P and is not P50, and the event occurs in a facility listed in table 0, and is not neonatal (0), same-day amniocentesis events are excluded from casemix purchasing.

These events are tested for by checking that:

The admission and discharge dates are the same 


AND

The first procedure code is in the range: (1660000, 1661800, 1662100 [1330]).

Chorion Villis Sampling (W03006)
For events where the health speciality code starts with P and is not P50, and the event occurs in a facility listed in table 0, and is not neonatal (0),  same-day chorion villis sampling events are excluded from casemix purchasing. 

These events are tested for by checking that:

The admission and discharge dates are the same

AND

The first procedure code is 1660300 [1330].

Rhesus Isoimmunisation and other isoimmunisation. (W03007)
For events where the health speciality code starts with P and is not P50, and the event occurs in a facility listed in table 0, and is not neonatal (0),  same-day rhesus isoimmunisation events are excluded from casemix purchasing.

These events are tested for by checking that:

The admission and discharge dates are the same

AND

The principal diagnosis code is in the range: (O360, O361).

Breast feeding / Lactation disorders associated with childbirth (W03010)
For events where the health speciality code starts with P and is not P50, and the event occurs in a facility listed in table 0, and is not neonatal (0), same-day breastfeeding/lactation events are excluded from casemix purchasing.

These events are tested for by checking that:

The admission and discharge dates are the same

AND

The principal diagnosis code is in the range: (O9230, O9231, O9240, O9241, O9250, O9251, O9260, O9261, O9270, O9271).

Maternity Casemix
All other events where the health speciality code starts with P and is not P50, and the event occurs in a facility listed in table 0, and is not neonatal (0), are allocated to W10.01 Maternity Casemix
Primary Maternity Events (W02007,W02008, W02009, W02010, W02011)

W02007 - Labour and Delivery in a primary facility

W02008 - Postnatal care in a primary facility (mother)

W02009 - Postnatal care in a primary facility (baby)

W02010 - Labour, Delivery, AND Postnatal in a primary facility (mother)

W02011 – Labour without delivery in a primary maternity facility 
Pregnancy and Childbirth primary events are those where the first character of the Health Specialty Code is P, and the facility is not listed in the secondary/tertiary facility table in table 0.  These are all excluded from casemix purchasing and will be allocated a non-casemix purchase unit in the W02 range.  Note that this allocation will be reviewed in 2008.

Where the health specialty code is one of P61, P71, P41, P42, and P43 (Maternity - well newborn or Paediatric neonatal care codes) and the facility is not listed in the secondary/tertiary facility table in table 0, then the event will be allocated to the non-casemix purchase unit W02009. 
Events where the health specialty code is P60 or P70 (Maternity services - mother [no community LMC] / [with community LMC]) and the facility is not listed in the secondary/tertiary facility table in table 0
AND

Any diagnosis contains Z37
AND

Length of Stay >= 2

The event will be allocated to the non-casemix purchase unit W02010

Events where the health specialty code is P60 or P70 (Maternity services - mother [no community LMC] / [with community LMC]) and the facility is not listed in the secondary/tertiary facility table in table 0
AND

Any diagnosis contains Z37
AND

Length of Stay < 2

The event will be allocated to the non-casemix purchase unit W02007

Events where the health specialty code is P60 or P70 (Maternity services - mother [no community LMC] / [with community LMC]) and the facility is not listed in the secondary/tertiary facility table in table 0
AND

No diagnosis contains Z37
AND

No diagnosis code contains O47 or (O60 to O75)
AND AR-DRG is NOT in (O66A, O66B)

The event will be allocated to the non-casemix purchase unit W02008

Events where the health specialty code is P60 or P70 (Maternity services - mother [no community LMC] / [with community LMC]) and the facility is not listed in the secondary/tertiary facility table in table 0
AND

No diagnosis contains Z37
AND

((Any diagnosis code contains O47 or (O60 to O75))

 or AR-DRG is in (O66A, O66B)

The event will be allocated to the non-casemix purchase unit W02011

All other events where the health speciality code starts with P, and the facility is not listed in the secondary/tertiary facility table in table 0, are excluded.

Some Transplants (T0103, T0106, T0111, T0113)

Some organ transplants are not purchased via casemix, for example liver, heart and lung transplants.  Note that an age condition is required in this assignment of XPU as from July 2003 discharges from Auckland’s Starship facility have used the facility code for Auckland City Hospital (3260).  In what follows, age means age at admission.

The following DRGs are excluded (A01Z, A03Z, A05Z) from casemix funding and non-casemix purchase units allocated as follows:-

A01Z at Starship (facility code 3260 and patient’s age <16) has XPU T0113 Liver Transplant child 

A01Z not at Starship (facility code not 3260 OR patient’s age >15) has XPU T0111 Liver Transplant adult.

A05Z has XPU T0103 Heart transplant

A03Z has XPU T0106 Lung Transplant

Note that simultaneous pancreas and kidney transplants are included in casemix funding, and are identified as those cases assigned to AR-DRG A09A where the event includes a procedure code of 9032400 (transplant of the pancreas). 

Some Spinal Injuries (S50001 or S50002)
Some Spinal services are excluded as they are not purchased via casemix.  Excluded Spinal services are in the Health Speciality code range (S50, S53).  Events where the admission type is WN map to S50002, and all other admission types map to S50001.
Surgical Termination of Pregnancy - 2nd trimester (S30009)  - 13 to 25 weeks.
Non-acute Surgical Termination of Pregnancy (ToP) events are excluded.  These are tested for by checking that:

The AR-DRG v5.0 is equal to O05Z

AND

The event is not acute (ie Admission Type not “AC”)

AND
The primary procedure/procedure code is in the range: (3564000
 [1265], 3564300, 3564301, 3564302 [1267]) AND principal diagnosis is in the range (O040-O049 {O04*}) AND any one of the other diagnosis codes is in the range (O092, O093)

Surgical Termination of Pregnancy - 1st trimester (S30006) – 1 to 12 weeks.
Non-acute Surgical Termination of Pregnancy (ToP) events are excluded.  These are tested for by checking that:

The AR-DRG v5.0 is equal to O05Z

AND

The event is not acute (ie Admission Type not “AC”)

AND

The primary procedure/procedure code is in the range: (3564000
 [1265], 3564300, 3564301, 3564302 [1267]) AND principal diagnosis is in the range (O040-O049 {O04*}) AND none of the other diagnosis codes is in the range (O092, O093)

Peritoneal Dialysis (M60005)
NZDRG50 L61Y, Peritoneal Dialysis (principal diagnosis of Z49.2 Other dialysis), is excluded from casemix purchasing.
Note: This XPU has a unit of measure of client so each NHI is counted once per year. This is based on PU allocation at Waikato DHB.  Future review may be requested by other DHBs.

Renal Haemodialysis (M60008)
NZdrg50 L61Z Renal Dialysis, L61Z, is excluded from casemix purchasing.

Sameday Chemotherapy not for cancer (MS02008)
Sameday cases for Chemotherapy not for cancer are excluded from casemix purchasing. They are tested for by checking that:

The Admission date is the same as the Discharge date

AND

The diag01 or diag02 is ICD-10-AM 3rd Edition Z512 Other chemotherapy:

Sameday Chemotherapy  for cancer (MS02009, M30020, M54004)

Sameday cases for Chemotherapy for cancer are excluded from casemix purchasing. They are tested for by checking that:

The Admission date is the same as the Discharge date

AND

That diag01 or diag02 is ICD-10-AM 3rd Edition Z511 Chemotherapy session for neoplasm 
The non-casemix purchase unit is allocated from health specialty codes as follows:

M30 Haematology - M30020

M34 or M54 Paediatric - M54004 

All other specialties - MS02009

Sameday Radiotherapy (M50005)
Same day cases for radiotherapy are tested by checking that:

The Admission date is the same as the Discharge date

AND

That diag01 or diag02 is ICD-10-AM 3rd Edition Z510 Radiotherapy session
Sleep Apnoea Assessment (MS02010)
Some Sleep Apnoea events where there are overnight stays for investigations such as polysomnography, are excluded from casemix purchasing.  A review of polysomnography events which did not fall into this exclusion showed only minimal differences so the rule is unchanged.  These events are tested for by checking that:

The integer difference in days between the Discharge and Admission dates is less than 2

AND

The AR-DRG v5.0 is E63Z Sleep Apnoea.

Note on Anaesthesia coding

Anaesthesia coding in ICD-10-AM 3rd edition includes a large number of codes that are in the block 1910.  The following codes are included in each of the exclusions 5.2.30 to 5.2.37.  We will refer to these as block 1910 codes.

9251410, 9251419, 9251420, 9251429, 9251430, 9251439, 9251440, 9251449, 9251450, 9251459, 9251460, 9251469, 9251490, 9251499, 9251510, 9251519, 9251520, 9251529, 9251530, 9251539, 9251540, 9251549, 9251550, 9251559, 9251560, 9251569, 9251590, 9251599, all [1910].

Lithotripsy (S70006)
Some sameday Lithotripsy events are excluded from casemix purchasing.  These events are tested for by checking:

That the Admission and Discharge dates are the same

AND

That the event is non-acute (ie Admission Type not in “AC”)

AND

That the first procedure code is in the range:

(9095600, 9095700 [962], 3654600 [1126], 9219900 [1880]).

AND

That the second procedure code is in the range:

(9095600, 9095700 [962], 3654600 [1126], 9219900 [1880], block 1910 codes, blank).

AND

That the third procedure code is in the range: (9095600, 9095700 [962], 9219900 [1880], 3654600 [1126], block 1910 codes, blank).

Colposcopies (NCSP-20)

Some sameday Colposcopy events are excluded from casemix purchasing.  These events are tested for by checking:

That the Admission and Discharge dates are the same

AND

The patient’s age is greater than 15 years old

AND

That the event is non-acute (i.e. Admission Type not in “AC”)

AND

That the first procedure code is in the range:

(3562000 [1264], 3553902, 3560800, 3560801, 3564600, 3564700 [1275], 3560802, 3561100, 3561800, 3561801 [1276], 3561803 [1278], 3553904, 3561400 [1279], 3553903 [1282], 3561500 [1291]) 

AND

That the second procedure code is in the range:

(3562000 [1264], 3553902, 3560800, 3560801, 3564600, 3564700 [1275], 3560802, 3561100, 3561800, 3561801 [1276], 3561803 [1278], 3553904 [1279], 3561400 [1279], 3553903 [1282], 3561500 [1291], block 1910 codes, blank)

AND

That the third procedure code is in the range: (block 1910 codes, blank).

Cystoscopies (MS02004)
Some sameday Cystoscopies events are excluded from casemix purchasing.  These events are tested for by checking:

That the Admission and Discharge dates are the same

AND

That the event is non-acute (i.e. Admission Type not in “AC”)

AND

The patient’s age is greater than 15 years old

AND

That the primary procedure code is either any code from blocks [1065], [1066], [1067], and [1068], or is in the range: (3680601 [1074], 3680301 [1086], 3681200, 3681201 [1089], 3683902, 3684502, 3684503 [1096], 3683900, 3684500, 3684501 [1097], 3683600 [1098], 3682700 [1108], 3683904, 3684504, 3684505 [1100], 3731500 [1112], 3681501, 3731801 [1116].)

AND

That the second procedure code is either any code from blocks [1065], [1066], [1067] and [1068], or is in the range:

(3680601 [1074], 3680301 [1086], 3681200, 3681201 [1089], 3683902, 3684502, 3684503, [1096], 3683900, 3684500, 3684501 [1097], 3683600 [1098], 3682700 [1108], 3683904, 3684504, 3684505 [1100], 3731500 [1112], 3681501, 3731801 [1116], block 1910 codes, blank).

AND

That the third procedure code is in the range: (block 1910 codes, blank).

Aggregated Gastroenterology codes

In each of the rules 5.2.24, 5.2.25, and 5.2.26 the procedure codes appearing in the second procedure position form a common block, being the concatenation of the codes allowed in each first procedure position. The common block is:

3047303, 4181600 [850], 3047600, 3047601, 3047806, 3047809 [851], 3047810, 4182500 [852], 3047602, 3047811, 3047812, 3047900 [856], 3047304, 3047813, 4182200 [861], 3047807 [870], 3047603 [874], 3047500, 3047501 [882], 3209500 [891], 3207500 [904], 3208400, 3209000 [905], 9030800 [908], 3207501, 3207800, 3208100 [910], 3208401, 3208700, 3209001, 3209300 [911], 3209400 [917], 9031200, 9031201 [931], 3209900, 3210500, 3210800, 9034100 [933], 3044200, 3048400, 3048401 [957], 3045201, 3049100, 3049101 [958], 3045202 [959], 3045101, 3045102, 3045103 [960], 3048500, 3048501 [963], 3045200, 3049400 [971], 3048402 [974], 3047300, 3047305 [1005], 3047801, 3047802, 3047803, 3047815 , 3047816, 3047817 [1007], 3047301, 3047306, 3047804, 3047818 [1008].

For ease of reference in the next three sections we shall refer to this as the gastro block.
Note that for events with multiple gastroenterology procedures performed, the allocated purchase unit depends on the principal procedure code. It is recommended that the more complex procedure is coded first.
Endoscopic retrograde cholangiopancreatography (ERCPs), Endoscopic retrograde cholangiography (ERC), and Endoscopic retrograde pancreatography (ERP) (MS02006)
Some sameday ERCP, ERC and ERP events are excluded from casemix purchasing.  These events are tested for by checking:

That the Admission and Discharge dates are the same

AND

That the event is non-acute (i.e. Admission Type not in “AC”)

AND

The patient’s age is greater than 15 years old

AND

That the primary procedure code is in the range:

(3044200, 3048400, 3048401 [957], 3045201, 3049100, 3049101 [958], 3045202 [959], 3045101, 3045102, 3045103 [960], 3048500, 3048501 [963], 3045200, 3049400 [971], 3048402 [974]).

AND

That the second procedure code is in the range:

(gastro block, block 1910 codes, blank).

AND

That the third procedure code is in the range: (block 1910 codes, blank).

Colonoscopies (MS02007)
Some sameday Colonoscopies events are excluded from casemix purchasing.  These events are tested for by checking:

That the Admission and Discharge dates are the same

AND

That the event is non-acute (ie Admission Type not in “AC”)

AND

The patient’s age is greater than 15 years old

AND

That the first procedure code is in the range:

(3207500 [904], 3208400, 3209000 [905], 9030800 [908], 3207501, 3207800, 3208100 [910], 3208401, 3208700, 3209001, 3209300 [911], 3209400 [917], 9031200, 9031201 [931], 3209900, 3210500, 3210800, 9034100 [933]).

AND

That the second procedure code is in the range:

(gastro block, block 1910 codes, blank).

AND

That the third procedure code is in the range (block 1910 codes, blank).

Gastroscopies (MS02005)
Some sameday Gastroscopies events are excluded from casemix purchasing.  These events are tested for by checking:

That the Admission and Discharge dates are the same

AND

That the event is non-acute (i.e. Admission Type not in “AC”)

AND

The patient’s age is greater than 15 years old

AND

That the primary procedure code is in the range:

(3047303, 4181600 [850], 3047600, 3047601, 3047806, 3047809 [851], 3047810, 4182500 [852], 3047602, 3047811, 3047812, 3047900 [856], 3047304, 3047813, 4182200 [861], 3047807 [870], 3047603 [874], 3047500, 3047501 [882], 3209500 [891], 3047300, 3047305 [1005], 3047801, 3047802, 3047803, 3047815, 3047816, 3047817 [1007], 3047301, 3047306, 3047804, 3047818 [1008]).

AND

That the second procedure code is in the range:

(gastro block, block 1910 codes, blank).

AND

That the third procedure code is in the range (block 1910 codes, blank).

Bronchoscopies (MS02003)
Some sameday Bronchoscopies events are excluded from casemix purchasing.  These events are tested for by checking:

That the Admission and Discharge dates are the same

AND

That the event is non-acute (i.e. Admission Type not in “AC”)

AND

The patient’s age is greater than 15 years old

AND

That the primary procedure code is in the range: (4176403, 4184900, 4185500 [520], 4176404 [532], 4188900, 4188901, 4189800 [543], 4189200, 4189500, 4189801 [544]).

AND

That the second procedure code is in the range:

4176403, 4184900, 4185500 [520], 4176404 [532], 4188900, 4188901, 4189800 [543], 4189200, 4189500, 4189801 [544], block 1910 codes, blank)

AND

That the third procedure code is in the range: (block 1910 codes, blank).

Day Case Blood Transfusions (MS02001)
Some sameday Blood Transfusion events are excluded from casemix purchasing.  These events are tested for by checking:

That the Admission and Discharge dates are the same

AND

That the event is non-acute (i.e. Admission Type not in “AC”)

AND

{That the principal diagnosis is Z51.3 Blood transfusion without reported diagnosis 

OR 

(the first procedure code is in the range :(1370601, 1370602, 1370603, 9206000 [1893])

AND 

the second procedure is in the range: (1370601, 1370602, 1370603, 9206000 [1893], blank).

AND

the third procedure is blank}.

Designated Hospital for Casemix Revenue

A range of facilities, listed here, has been identified as valid to provide services at the level required for casemix-funded events.  All other facilities historically designated as ‘rural’ or ‘private’, are excluded.  Note that with DHB sub-contracting the list of included facilities may require updating periodically.  Only NMDS records with a facility from the following list in combination with an agency from the table in 5.2.3 will be allocated a casemix-funded purchase unit.  If a record includes a facility code which is not listed below it will be excluded from casemix but may be included in non-casemix purchase unit allocation.  For this reason the Designated Hospital exclusion is the last exclusion.
	Facility Code
	Facility Name

	3111
	Ashburton

	3214
	Middlemore

	3215
	North Shore

	3216
	Waitakere

	3250
	Manukau SuperClinic

	3260
	Auckland City Hospital

	3311
	Whakatane

	3411
	Gisborne

	3611
	Napier

	3612
	Hastings Memorial

	3811
	Wairau

	3911
	Nelson

	4011
	Christchurch

	4013
	Burwood

	4014
	Christchurch Womens

	4111
	Whangarei Area Hospital

	4112
	Kaitaia

	4113
	Dargaville

	4114
	Bay of Islands

	4211
	Dunedin

	4212
	Wakari

	4311
	Palmerston North

	4411
	Timaru

	4511
	Southland

	4711
	Taranaki Base

	4712
	Hawera

	4811
	Taumarunui

	4911
	Tauranga

	5011
	Thames

	5311
	Waikato

	5312
	Rotorua

	5313
	Te Kuiti

	5323
	Tokoroa

	5329
	Taupo General

	5511
	Wairarapa – previously Masterton

	5711
	Wanganui

	5811
	Wellington

	5812
	Hutt

	5814
	Porirua

	5816
	Kenepuru

	5818
	Paraparaumu

	5819
	Puketiro

	5820
	Te Whare O Rangituhi

	5911
	Grey Base Hospital

	8024
	Quay Park Surgical Centre Auckland

	8206
	Southern Cross North Harbour

	8218
	Southern Cross Brightside

	8233
	Mercy, Auckland

	8255
	Gillies Hospital (was Southern Cross Auckland)

	8268
	Anglesea Braemar Hospital

	8270
	Southern Cross, Hamilton

	8280
	Grace Hospital (was Norfolk Southern Cross)

	8281
	Southern Cross Rotorua

	8284
	Chelsea Hospital, Gisborne

	8292
	Royston

	8297
	Southern Cross New Plymouth

	8303
	Belverdale Hospital

	8313
	Aorangi, (was Mercy) 

	8314
	Southern Cross, Palmerston North

	8331
	Bowen

	8351
	Manuka Street Trust Hospital Nelson

	8366
	St Georges

	8377
	Southern Cross Trust, Christchurch

	8383
	Bidwell Trust

	8394
	Mercy Hospital Dunedin

	8405
	Southern Cross Invercargill

	8420
	Southern Cross Tauranga

	8432
	Wakefield

	8459
	Auckland Surgical Centre

	8462
	Boulcott Clinic

	8471
	Southern Cross, Wellington

	8473
	Braemar Hospital

	8477
	Lakes Care Surgical Hospital

	8482
	Royal Navy Hospital

	8487
	Churchill Trust

	8495
	Eye Institute

	8499
	Auckland Eye Hospital

	8507
	Manor Park Hospital

	8549
	Endoscopy Auckland

	8579
	Park St Eye Clinic

	8580
	Oxford Day Clinic

	8595
	Ascot Hospital

	8630
	Queen Elizabeth Hospital, Rotorua

	8644
	Kensington Hospital

	8611
	Northern Surgical Centre

	8656
	Mobile Surgical Bus

	8714
	Thorndon Eye Clinic

	8715
	Wellington Eye Clinic

	8716
	The Rutherford Clinic

	8718
	Anglesea Procedure Centre

	8719
	Harley Chambers

	8720
	Southern Eye Specialists

	8721
	Dr Ian Dallison’s Rooms

	8722
	Auckland City Surgical Services

	8784
	Scott Clinic

	8757
	The Mater Hospital, Sydney

	8774
	Skin Institute Parnell

	8791
	Queen Elizabeth Hospital Southern Cross

	8792
	Urology 161

	8867
	St Georges Radiology

	8912
	Bridgewater Day Surgery

	8915
	Retina Specialists

	8916
	Milford Eye Clinic

	8920
	Surgery on Shakespeare

	8921
	Mercy Endoscopy

	8924
	Oncology Surgery

	8929
	Grace Southern Cross Hospital Tauranga


Retired Facility codes

These codes have been retired but are noted here for historical reasons.

	Facility Code
	Facility Name

	8422
	Our Lady’s Home of Compassion 

	3211
	Auckland 

	3212
	Greenlane 

	3213
	National Women’s 

	3239
	Starship Hospital 


Mapping of Health Speciality Codes to Casemix PUs 

DHB casemix Purchase Units are derived from a mapping of Health Speciality codes.  This mapping only applies for included events, ie any events excluded from casemix purchasing should not be given a casemix PU code.  Note that the Information Directorate SAS code gives excluded events a PU code of “EXCLU” rather than blank.

The following health speciality codes are initially remapped to other health service speciality codes: Many of these health specialty codes have been retired from use on the NMDS but are still included here for completeness. In particular, retired pregnancy and childbirth codes which could be mapped to either of the new P range (P60, P61 or P70, P71) have been arbitrarily mapped to P60 and P61)
  'M01' , 'M02' , 'M03'         = 'M00'

  'M06' , 'M07'                 = 'M05'

  'M11' , 'M12' , 'M13'         = 'M10'

  'M16' , 'M17' , 'M18' , 'M19' = 'M15'

  'M21' , 'M22' , 'M23' 
=  'M20'

'M26' , 'M27' , 'M28'         =  'M25'

  'M31' , 'M32' , 'M33'         = 'M30'

  'M36' , 'M37' , 'M38'         = 'M35'

  'M41' , 'M42' , 'M43'         = 'M40'

  'M46' , 'M47' , 'M48'         = 'M45'

  'M51' , 'M52' , 'M53'         = 'M50'

  'M56' , 'M57' , 'M58'         = 'M55'

  'M61' , 'M62' , 'M63'         = 'M60'

  'M66' , 'M67' , 'M68'         = 'M65'

  'M71' , 'M72' , 'M73'         = 'M70'

  'M76' , 'M77' , 'M78'         = 'M75'

  'M81' , 'M82' , 'M83'         = 'M80'

  'M87' , 'M88'                 = 'M85'

  'M91' , 'M92' , 'M93'         = 'M90'
  'P00' , 'P10' , 'P20'         = 'P60'
  'P30' , 


        = 'P61'
  'S01' , 'S02' , 'S03'         = 'S00'

  'S06' , 'S07' 

  'S11' , 'S12' , 'S13'         = 'S10'

  'S16' , 'S17' , 'S18'         = 'S15'

  'S21' , 'S22' , 'S23'         = 'S20'

  'S26' , 'S27' , 'S28'         = 'S25'

  'S31' , 'S32' , 'S33'         = 'S30'

  'S36' , 'S37' , 'S38'         = 'S35'

  'S41' , 'S42' , 'S43'         = 'S40'

  'S46' , 'S47' , 'S48'         = 'S45'

  'S51' , 'S52' , 'S53'         = 'S50'

  'S55' , 'S56' , 'S57'         = 'S59'

  'S61' , 'S62' , 'S63'         = 'S60'

  'S66' , 'S67' , 'S68'         = 'S65'

  'S71' , 'S72' , 'S73'         = 'S70'

  'S76' , 'S77' , 'S78'         = 'S75'

And from there mapped to the following purchase units:

  'S20'                                           = 'D01.01'

  'S50'                                           = 'EXCLU'

  'M00' , 'M05' , 'M08' , 'M85' , 'M86' , 'M89'   = 'M00.01'

  'M10'                                           = 'M10.01'

  'M14'                                           = 'M10.05'

  'M15'                                           = 'M15.01'

  'M20',’M95’,’M96’                               = 'M20.01'

  'M25'                                           = 'M25.01'

  'M30'                                           = 'M30.01'

  'M34'                                           = 'M34.01'

  'M40' , 'M75'                                   = 'M40.01'

  'M45'                                           = 'M45.01'

  'M49'                                           = 'M49.01'

  'M50' , 'M90'                                   = 'M50.01'

  'M54' , 'M94'                                   = 'M54.01'

  'M24','M29','M39','M44','M55','M59',

  'M64','M69','M74','M79','M84',’M97’,’M98’       = 'M55.01'

  'M60'                                           = 'M60.01'

  'M65'                                           = 'M65.01'

  'M35' , 'M70'                                   = 'M70.01'

  'M80'                                           = 'M80.01'

  'S00', 'S10'                                    = 'S00.01'
  'S05', 'S08'





  = 'S05.01'

  'S15' , 'S19'                                   = 'S15.01'

  'S25'                                           = 'S25.01'

  'S30'                                           = 'S30.01'

  'S35'                                           = 'S35.01'

  'S40'                                           = 'S40.01'

  'S45'                                           = 'S45.01'

  'S58' , 'S59'                                   = 'S55.01'

  'S24', 'S60' , 'S65'                            = 'S60.01'

  'S70'                                           = 'S70.01'

  'S75'                                           = 'S75.01'

  'P41' , 'P42' , 'P43'

                    = 'W06.03'

  'P60','P61','P70','P71'                         = 'W10.01'

   other                                          = 'EXCLU';

Reallocation of events to S05.01

There is no longer a requirement for a particular facility code for an event to be mapped to S05.01 
Each PU code is then described:

'D01.01'='Inpatient Dental treatment (DRGs)'

'M00.01'='General Internal Medical Services - Inpatient Services (DRGs)'

'M10.01'='Cardiology - Inpatient Services (DRGs)'

'M10.05'='Specialist Paediatric Cardiac - Inpatient Services (DRGs)'

'M15.01'='Dermatology - Inpatient Services (DRGs)'

'M20.01'='Endocrinology & Diabetic - Inpatient Services (DRGs)'

'M25.01'='Gastroenterology - Inpatient Services (DRGs)'

'M30.01'='Haematology - Inpatient Services (DRGs)'

'M34.01'='Specialist Paediatric Haematology - Inpatient Services (DRGs)'

'M40.01'='Infectious Diseases (incl Venereology) - Inpatient Services (DRGs)'
'M45.01'='Neurology - Inpatient Services (DRGs)'

'M49.01'='Specialist Paediatric Neurology Inpatient Services (DRGs)'

'M50.01'='Oncology - Inpatient Services (DRGs)'

'M54.01'='Specialist Paediatric Oncology - Inpatient Services (DRGs)'

'M55.01'='Paediatric Medical - Inpatient Services (DRGs)'

'M60.01'='Renal Medicine - Inpatient Services (DRGs)'

'M65.01'='Respiratory - Inpatient Services (DRGs)'

'M70.01'='Rheumatology (incl Immunology) - Inpatient Services (DRGs)'

'M80.01'='Palliative Care - Inpatient Services (DRGs)'

'S00.01'='General Surgery - Inpatient Services (DRGs)'

‘S05.01'='Anaesthesiology – Inpatient Services (DRGs)’

'S15.01'='Cardiothoracic - Inpatient Services (DRGs)'

'S25.01'='Ear, Nose and Throat - Inpatient Services (DRGs)'

'S30.01'='Gynaecology - Inpatient Services (DRGs)'

'S35.01'='Neurosurgery - Inpatient Services (DRGs)'

'S40.01'='Ophthalmology - Inpatient Services (DRGs)'

'S45.01'='Orthopaedics - Inpatient Services (DRGs)'

'S55.01'='Paediatric Surgical Services (DRGs)'

'S60.01'='Plastic & Burns - Inpatient Services (DRGs)'

'S70.01'='Urology - Inpatient Services (DRGs)'

'S75.01'='Vascular Surgery - Inpatient Services (DRGs)'

'W06.03'='Neonatal Inpatient (DRGs)'

‘W10.01’ = ‘Maternity Inpatient (DRGs)’

‘EXCLU’ ='Not a DRG casemix Purchase Unit'

Appendix G: Information Directorate Definitions

	Term
	Definition

	Admission
	The documentation process, which may include entry to the NHI, by which a person becomes resident in a healthcare facility. For the purposes of the national collections, healthcare users who attend for more than three hours should be admitted.
Healthcare users who receive treatment for more than thred hours or whio have a general anaesthetic are to be admitted.  This also applies health care users of emergency departments. When calculating the three hours, exclude waiting time in a waiting room, exclude triage and use only the duration of treatment.  If part of the treatment is observation, then this time contributes to the 3 hours. 

‘Treatment’ is clinical treatment from a nurse or doctor or other health professional

	Acute admission
	An unplanned admission on the day of presentation at the admitting healthcare facility. Admission may have been from the Emergency or Outpatient Departments of the healthcare facility. If the patient is admitted from A&E, then the time of admission should include the time spent in A&E. Treatment carried out in A&E is to be coded on the inpatient event. Admission

 

	Additional diagnosis
	A condition or complaint either co-existing with the principal diagnosis or arising during the episode of care or attendance at a healthcare facility.       For coding purposes, additional diagnoses should be interpreted as conditions that affect patient management in terms of requiring any of the following:                  
– therapeutic treatment                                                                                    
– diagnostic procedures                                                                                   
– increased nursing care and/or monitoring.

	AHB
	Area Health Board. AHBs were health funding bodies until 1 July 1993. They were replaced with four Regional Health Authorities.

	Arranged admission
	A planned admission where:                                                                                     
– the admission date is less than seven days after the date the decision was made by the specialist that this admission was necessary, or                                                                                                                                            – the admission relates to normal obstetric cases, 36 to 42 weeks gestation, delivered during the event. These pateitns will have been booked into the admitting facility.  The health specialty code will always be within P10 Delivery Services (Mothers).

	Attendance
	An encounter where the healthcare user goes to the healthcare provider.

	Bed equivalent
	The term ‘bed equivalent’ includes the categories beds, cots/bassinets, incubators, and special day-patient chairs that can accommodate a patient after admission to a healthcare facility.

	Boarder
	A boarder is a person who is receiving food and/or accommodation but for whom the hospital does not accept the responsibility for treatment and/or care. However, a hospital may register a boarder. This excludes all babies born in hospital. Boarders are not required to be reported to the NMDS.

	CHE
	Crown Health Enterprise. This term was used to refer to hospitals from 1 July 1993 to 31 December 1997,first under Regional Health Authorities, and then under the Transitional Health Authority (THA).

	Community client
	A person receiving healthcare assistance from outside of a healthcare facility.

	Community patient
	A healthcare user who receives treatment, therapy, advice or diagnostic services outside of a healthcare facility, eg, those in the care of a community mental health team.

	Community support
	A community client not resident in a healthcare facility who receives assistance only with the normal activities of daily living, or visits for monitoring purposes only where there is no active treatment or clinical intervention, eg, those receiving:                                                                                                                                                                                                                                                                                                                                     – nappy/linen service                            
– meals on wheels          
– home care          
– attendant care                                                                                             
– home help                                                                                                                                                                                                                                                                                                                                 – hygiene and dressing assistance                                                                             
– visits from an DHB well elderly visitor    
– accredited visitors     
– befriending schemes.   

Community support clients are healthcare non-users.

	Day patient
	A patient admitted for healthcare with a length of stay less than one day, regardless of intent. See also ‘Admission’ and ‘Intended day case’.

	DHB
	District Health Board. The 21 DHBs are the current health funding bodies, introduced on 1 January 2001.

	‘Did Not Attend Outpatient Clinic Appointment’ (DNA)
	A patient is classified as DNA if they did not attend the outpatient clinic appointment and there was no communication before the appointment. If there was communication, this is deemed to be a cancellation.

	Discharge
	The process of documentation that changes the status of an admitted healthcare user.

	Domiciliary service
	A domiciliary service is aimed at the treatment of healthcare users in the community in their home. This sub-categorisation of community service is no longer in common usage.

	Elective admission
	A booked admission on a date more than seven days after a specialist decision to admit or a patient who was placed on a waiting list without a specific date being given.

	First specialist assessment
	The first assessment by a registered medical practitioner or nurse practitioner for a particular referral (or, with a self-referral, for a discrete episode). The healthcare user receives treatment, therapy, advice, diagnostic or investigatory procedures at a health care facility and leaves within 3 hours of the start of the consultation. Service is provided in ward and/or at designated outpatient clinic. Excludes Emergency Department attendances and outpatient attendance for pre-admission assessment/screening.

	Follow-up attendances
	Healthcare user sees a registered medical practitioner or nurse practitioner for services, following the first specialist assessment for a particular referral. The healthcare user receives treatment, therapy, advice, diagnostic or investigatory procedures at a health care facility and leaves within 3 hours of the start of the consultation. Includes post-discharge follow-up, including new clinic attendance. Service is provided in ward and/or at designated outpatient clinic. Excludes Emergency Department attendances and attendances specified as separate purchase units.

	Forensic psychiatry
	Forensic psychiatry is that branch of psychiatry which requires special knowledge and training in the law as it relates to the mental state of the offender (or alleged offender), and training in the assessment, treatment and care of persons who have offended or who are alleged to have offended or appear likely to do so because of their psychiatric condition.

	Geriatric patient
	A patient who is seen by a geriatrician is considered to be geriatric.

	Health agency facility
	A place that may be permanent, temporary or mobile (excluding supervised hostels, halfway houses and staff residences), which people attend or are resident in, for the primary purpose of receiving healthcare or disability support services (ie, would not be resident if no need for healthcare).

	Healthcare user (HCU)
	A person booked to receive or receiving healthcare resulting from direct contact with a healthcare provider where the healthcare results in the use of resources associated with observation, assessment, diagnosis, consultation, rehabilitation or treatment.

	Healthcare non-user
	A person in contact with the health service but not booked to receive or receiving healthcare.

	HFA
	Health Funding Authority. The HFA was the health funding body from 1 January 1998 to 12 December 2000. It was replaced with the District Health Boards.

	HHS
	Hospitals and Health Services. This term was used to refer to hospitals from 1 January 1998 to 12 December 2000, under Health Funding Authorities.

	Intended day case
	A patient where the intention at admission is that the event will be a day case event.

	Inpatient
	A patient admitted for healthcare, where the intention at admission was that this would not be a day case event. Includes patients who are transferred from another healthcare facility, but not interdepartmental transfers within the same hospital.

	Inpatient length of stay
	The time in days between admission to hospital ‘X’ and discharge, death or transfer from hospital ‘X’, minus leave days from hospital ‘X’.

	Leave
	The planned absence of an inpatient from the healthcare facility to which they were most recently admitted. Leave is counted only where that patient is absent at midnight and has a planned return within three nights of going on leave, for the continuation of their treatment or care. If after three days for non-psychiatric hospital inpatients or 14 days for informal mental health inpatients the patient has not returned to care, discharge is effective on the date of leaving hospital. Where there is more than one period of leave during an episode, accumulated leave days should be reported. NZHIS will be notified when formal or sectioned patients have been on leave for 14 days. This definition does not cover sectioned Mental Health Service patients whose leave definitions are included in the Mental Health (Compulsory Assessment and Treatment) Act 1992.

	Leave days
	The number of days an inpatient on leave is absent from the hospital at midnight, up to a maximum of three days (midnights) for non-psychiatric hospital inpatients and 14 days (midnights) for informal psychiatric patients. If after three days for non-psychiatric hospital inpatients or 14 days for informal psychiatric inpatients the patient has not returned to care, discharge is effective on the date of leaving hospital. This period of leave is not to be reported in the event leave days field. Where there is more than one period of leave during an episode, accumulated leave days should be reported. NZHIS will be notified when formal or sectioned patients have been on leave for 14 days.

	Longstay
	A healthcare user who has received continuous inpatient care, regardless of periods of leave and location, for a period as specified by the requirement of the service or data user.

	Mass contacts
	Healthcare non-users whose only contact with the health service is through health promotion or screening campaigns.

	Measures
	These are cumulative stays that are incremented at midnight:

	 
	(a) Unoccupied bed equivalent days per period

	 
	(b) Occupied bed equivalent days per period

	 
	(c) Resourced bed equivalent days per period.

	 
	Percentage occupancy = (occupied bed days per period / resourced bed days per period) x 100.

	 
	Turnover rate = (admissions / number of days in period) / resourced bed days per period.

	 
	Turnover interval = unoccupied bed days per period / (admissions x number of days in period).

	 
	Five-day wards need to be handled carefully. They have five resourced bed days per week but only four bed-equivalent days, as they are counted at midnight. The denominator used should be four resourced bed days rather than five; otherwise 100 percent occupancy would not be possible.

	Mental health first admissions
	A patient admitted for the first time with a mental illness diagnosis.

	Mental health readmissions
	A patient admitted for subsequent treatment of a mental illness.

	NCCH
	National Centre for Classification in Health, Sydney University, Australia. See http://www2.fhs.usyd.edu.au/ncch/.

	NDPG
	National Data Policy Group. A sector wide consultation and decision-making group set up by NZHIS.

	New Zealand Health Information Services (NZHIS)
	New Zealand Health Information Service is a group within the Ministry of Health responsible for the collection and dissemination of health-related data.

	Occupied bed equivalent
	A resourced bed equivalent that is assigned to an admitted patient who is not on leave.

	Old longstay
	A client who has achieved old longstay status as at July 1991. This status results from continuous residence in a psychiatric hospital since 1 April 1975, except for periods of absence of less than one year.

	Outpatient
	An outpatient is a patient who receives a pre-admission assessment, or a diagnostic procedure or treatment at a healthcare facility, and who is not admitted, and the specialist’s intent is that they will leave that facility within 3 hours from the start of the consultation.

	 
	When patients receive a general anaesthetic they are deemed not to be outpatients. See ‘Follow-up attendance’.

	Outpatient clinic
	A scheduled administrative arrangement enabling outpatients to receive the attention of a healthcare provider. The holding of a clinic provides the opportunity for consultation, investigation and minor treatment, and patients normally attend by prior arrangement. The clinic may be held on or off the hospital site. See ‘Follow-up attendance’.

	Patient
	This term is synonymous with ‘healthcare user’.

	PMS
	A facility’s local patient management system.

	Principal diagnosis
	The diagnosis established after study to be chiefly responsible for causing the patient’s episode of care in hospital (or attendance at the healthcare facility).

	 
	The phrase “after study” in the definition means evaluation of findings to establish the condition that was chiefly responsible for the episode of care. Findings evaluated may include information gained from the history of illness, any mental status evaluation, specialist consultations, physical examination, diagnostic tests or procedures, any surgical procedures, and any pathological or radiological examination.

	 
	The condition established after study may or may not confirm the admitting diagnosis.

	Procedure
	A discrete therapeutic or diagnostic intervention.

	Recurrent-care patient
	A patient who attends as a day patient but where the intention is for recurring day therapy, eg, renal dialysis, chemotherapy, geriatric, paediatric care.

	Recurrent-care psychiatry
	A patient who attends at a day/recurrent-care facility, staffed by a mental health service (excluding substance abuse and forensic services), for a period of more than 3 hours and less than one day, including treatment/education/promotion services.

	Referral
	Referral is a request for the shifting of responsibility. The actual transfer of responsibility is recorded by (usually) a change from one status to another, or a change of responsible clinician. The request may precede the assumption of responsibility by some time, the difference being the waiting time.

	Rehabilitation
	Intensive therapy and skill retraining required, after an acute treatment period, to permit an independent or semi-independent existence outside the hospital environment.

	Resourced bed equivalent
	A bed equivalent that is resourced to accommodate an admitted patient. Resources must include staff, linen, etc. The old term ‘commissioned bed’ corresponds with the term ’resourced bed’.

	Respite/crisis care
	A short-term admission, usually in order to give a carer respite from the provision of care.

	RHA
	Regional Health Authority. The four RHAs were the health funding bodies from 1 July 1993 to 1 July 1997. They were replaced with a single Transitional Health Authority.

	THA
	Transitional Health Authority. The THA was the single health funding body from 1 July 1997 to 31 December 1997. It was replaced with the Health Funding Authority.

	Total attendances
	The sum of first and follow-up attendances.

	Transfer
	The physical movement of a healthcare user within a healthcare facility not involving a change of healthcare status. The transfer of responsibility is signalled when a referral is accepted.

	Unoccupied bed equivalent
	A resourced bed equivalent that is not an occupied bed equivalent. The old term ‘commissioned bed’ corresponds with the term ‘resourced bed’.

	Visit
	An encounter where the healthcare provider goes to the healthcare user.


Appendix H: Glossary
	Nurse Practitioner
	A registered nurse practising at an advanced practice level in a specific scope of practice, who has been prepared at masters level of education and has been recognised and approved by the Nursing Council of New Zealand as a nurse practitioner.

· Nurse Practitioner only relates to First Specialist Assessment (FSA) and Follow-up



	Medical Practitioner
	A registered medical practitioner listed on a registration authority’s register. A medical council register, nursing council or physio board.


	Appendix I: Who pays for costs of clinical equipment supplies 
	
	
	
	
	

	Timeframe
	Process
	Home DHB funder
	Other DHB funders
	Under 65 MOH
	ACC
	Housing NZ

	
	
	Personal Health
	Older People's Health
	Personal Health
	Older People's Health
	 
	 
	 

	Short term - less than 6 months
	Who provides the equipment?
	DHB provider
	DHB provider
	DHB provider
	DHB provider
	DHB provider
	?
	NOT APPLICABLE

	
	Who pays?
	DHB provider
	DHB provider
	DHB provider
	DHB provider
	DHB provider
	ACC on discharge?
	NOT APPLICABLE

	
	Why?
	covered by med/surg payment by ADHB funder (caseweight or outpatient visit that generates the equipment supply).  What about palliative care?
	To be confirmed whether 3 month rule applies.  Otherwise covered by AT&R payments by ADHB funder.
	covered by med/surg payment by other funder (caseweight or outpatient visit that generates the equipment supply).  What about palliative care?
	covered by AT&R payment by other funder:  NOTE: DISCHARGES FOR OLDER PEOPLE'S HEALTH FOR OTHER FUNDERS SHOULD NOT ARISE OFTEN.  THIS NEEDS TO BE CLOSELY MONITORED.
	Up to 3 months covered by payment by MOH funder.  Over 3 months covered by MOH funder directly
	ACC regulations cover equipment?
	 

	
	Process to ensure costs are covered.
	Budget determined by clinical supplies service.  Cost allocation for NPP
	Budget determined by clinical supplies service.  Cost allocation for NPP
	Budget determined by clinical supplies service.  Cost allocation for NPP
	 
	 
	Work with ACC team to identify equipment supplies required.
	 

	
	Who is accountable
	? Allied health manager manages budget.  FM to work with DSU costing team on allocation.
	? Allied health manager manages budget.  FM to work with DSU costing team on allocation.
	? Allied health manager manages budget.  FM to work with DSU costing team on allocation.
	 
	 
	 
	 


	Long term - greater than 6 months
	Who provides the equipment?
	?
	?
	?
	?
	?
	?
	?

	
	Who pays?
	ADHB funder from day 1
	ADHB funder
	Other DHB funders
	Other DHB funders
	MOH funder – Taikura or Environment Support.
	ACC
	Housing modifications only.

	
	Why?
	 
	 
	 
	 
	 
	 
	Housing modifications need to be covered by HNZ.

	
	Process to ensure costs are covered.
	Patient is identified as long term need before discharged
	 
	 
	 
	 
	 
	 

	
	Who is accountable
	Service needs to identify patient as long term need
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	

	Source documents:
	
	
	
	
	
	
	
	

	Allied health service specification
	
	
	
	
	
	
	

	Medical surgical service specification
	
	
	
	
	
	
	

	AT&R service specification
	
	
	
	
	
	
	

	Community service specification
	
	
	
	
	
	
	

	Palliative care community service specification
	
	
	
	
	
	
	

	MOH rules on equipment supply
	
	
	
	
	
	
	


�� HYPERLINK "http://www.moh.govt.nz/moh.nsf/82f4780aa066f8d7cc2570bb006b5d4d/64f4a80cd43629704c2569d9001a01c9/$FILE/Maternity%20Services%20November%202000%20-%20final%20version.pdf" ��http://www.moh.govt.nz/moh.nsf/82f4780aa066f8d7cc2570bb006b5d4d/64f4a80cd43629704c2569d9001a01c9/$FILE/Maternity%20Services%20November%202000%20-%20final%20version.pdf�  Christchurch Hospital has been added to this list for WIESNZ09 because Canterbury DHB are moving obstetric facilities to this hospital.





� Prior to 1 July 2008 this exclusion rule also included health specialty codes P00, P10, P11, P20, P30, P35.  These codes were retired on 1 July 2008.


� Procedure code 3564000 added 28 August 2008 because ICD-10-AM 6th edition codes do not map back to any of the other 3rd edition surgical termination codes


� Procedure code 3564000 added 28 August 2008 because ICD-10-AM 6th edition codes do not map back to any of the other 3rd edition surgical termination codes.


� NCSP-20 is used interchangeably with NCSP20.  This formatting difference will be fixed in the NMDS and NNPAC as soon as practical.


�  This is a list of the WIES eligible facility codes as at 1 July 2009.  Facility codes that have been added during the year (and are valid for the whole year) are listed at the end of this document.
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