- Government of Western Australia
i /e @ Department of Health

Unlinked Synthetic Hospital
Morbidity Data Collection

Data Dictionary

January 2026

health.wa.gov.au



© Department of Health, State of Western Australia (2026).

Copyright to this material is vested in the State of Western Australia unless otherwise
indicated. Apart from any fair dealing for the purposes of private study, research,
criticism or review, as permitted under the provisions of the Copyright Act 1968, no part
may be reproduced or re-used for any purposes whatsoever without written permission
of the State of Western Australia.

Important Disclaimer:

All information and content in this Material is provided in good faith by the WA
Department of Health and is based on sources believed to be reliable and accurate at
the time of development. The State of Western Australia, the WA Department of Health
and their respective officers, employees and agents, do not accept legal liability or
responsibility for the Material, or any consequences arising from its use.

Owner: Department of Health, WA

Contact: Information and Performance Governance Unit

Approved by: Selina Li

Original Approval 2023

date:

Current version: 2.0

Links to: Information Management Policy Framework
https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Information-
Management

VERSION DATE AUTHOR COMMENTS

2023 Carmen Cosgrove Original set up of the document

2.0 14/01/2026 Andrew Tjea Updated for broad uses


https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Information-Management
https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Information-Management

Contents

ADDIEVIATIONS .ttt 4
P U D 0 S it 5
2= T4 10 1 01U | o PSSR 5
(T aT=Tg= 1A o] I o) 0 =1 - PR 5
Data defiNitiONS ..o 5
Yo RS o A I D = 1 =3 1] SRR 6
AGIMISSION STALTUS......ceeee ettt e ettt e e ettt e e e ab e e e e aateeeeaaseeeeeamaeeeeeamaeeeeeamteeeeanteeeeamnteeeeanaeeeeaneeeans 7
A 8
Australian Postcode MetropOlitan FIag.........ooouuiiiiiiiieie et e e 8
L= T I3/ o1 TS 10
(O3 1= o1 Y r= 1 (0L PO O P PR PPPPTPPPPPN 14
Date Of PriNCIPAl PrOCEAUIE ... ..ottt ettt ettt e e e ettt e e e st e e e e nte e e e enteeeeanneeeeeanneeaeanns 16
Diagnostic Related Grouping — CUITENT VEISION ......coiiuuiiiiiieeeiiiiiiiee ettt e e s e e e e snbaaeeeeeee s 17
Major DiagnoStiC Cat@gory = CUIMENE........ciiiiiiiiieeeeeee ittt e e e e s st e e e e e e s s bbb e ee e e e e e s ssbbbreeeeeesssnnsbbaeeeeaeenas 18
Metropolitan HOSPILAl FIaG........couiiiiiiiiiie e e e bbb e e e e s nb e e e e e e e s 19
ST To T [0 =T 011 T O PT PP PPUPTPUPPPN 19
SYeT o =i [o) g I D= 1= 1 41 TSP PEP 20

SeX recorded at DIrth, COUE .......iii e e e e e e e e e s e e e s et e e s eaaeeseraneerees 21



Abbreviations

AIHW Australian Institute of Health and Welfare

DOH Department of Health Western Australia

DRG Diagnosis Related Group

HMDC Hospital Morbidity Data Collection

HMDS Hospital Morbidity Data System

ICD-10-AM International Statistical Classification of Diseases and Related
Health Problems, 10th Revision, Australian Modification

ICU Intensive Care Unit

KEMH King Edward Memorial Hospital

NICU Neonatal Intensive Care Unit

SCN Special Care Nursery

WA Western Australia
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Purpose

The purpose of this Synthetic Hospital Morbidity Data Collection Data Dictionary is
to detail the data elements captured in the Unlinked Synthetic Hospital Morbidity
Data Collection (HMDC).

Background

The use of the Synthetic HMDC dataset provided by the Department of Health is
dependent on high quality data that is valid, accurate and consistent at the source.

Generation of data

The generation of Synthetic HMDC data at the Department of Health is performed
in accordance with the data definitions.

The scope of the synthetic HMDC includes inpatient separations between
01/01/2022 to 31/12/2022.

Data definitions

This section provides specific information about data elements captured in the
synthetic HMDC dataset, including definitions, permitted values, guide for use, and
operational information.

All information relating to data elements in this data dictionary is specific to the
synthetic HMDC, and caution should be taken if these data elements are
compared with those of other data collections.
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Admission Datetime

Field name: admission_datetime

The date and time on which an admitted patient
commences an episode of formal or statistical care.

Definition:

Data type: Datetime

Format: DD-MM-YYYY HH:MM:SS

Permitted values: N/A

Guide for use

An episode of care can have formal and statistical admission dates. A formal admission
date is the date the hospital commenced treatment and accommodation of the patient. A
statistical admission date is the date the patient commenced a particular care type.

A patient can have multiple statistical admission dates as their care type changes during
their duration in hospital (i.e. acute care to rehabilitation care). Admission date cannot
occur after separation date.

The ‘seconds’ component of the patient’'s Admission Time is always reported as zeros.
Admission Time is captured in 24-hour clock format.

The admission time is when the patient commences the episode of care e.g. the
commencement time of the admission or the time of birth in the case of a newborn born
in the hospital.

Where a patient is assessed in an ED and the decision to admit is made, the admission
commencement time should be the time the patient leaves the ED for admission to the
inpatient ward.

Examples

Admission Date
A patient is admitted to hospital on the 31 December 2020 at midnight. | 31/12/2020 00:00:00

A patient arrives at the Emergency Department on the evening of the
13 April 2020 and remains in the Emergency Department until 5:00am 14/04/2020 05:00:00
the next day when they are admitted to a ward.
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Admission Status

Field name: admission_status

Definition: The mode of the patient’s admission to the hospital.

Data type: Numeric

Format: N(1)

3 - Elective - waitlist

4 - Elective - not waitlist

6 - Emergency - emergency department admission
7 - Emergency - direct admission

Permitted values:

Guide for use

All patients must be assigned an admission status indicating if they were admitted on an
emergency or elective basis, and if the admission was via a waitlist, emergency
department (ED) or direct emergency admission.

A patient is admitted on an emergency basis if they are experiencing an illness or injury
that requires assessment and treatment within 24 hours.

Emergency patients can be admitted via the ED or a direct admission to a specialty area
(i.e. a critically ill patient who arrives at a hospital ED via an ambulance and is taken
directly to the ICU).

A patient is admitted on an elective basis if they are experiencing an illness or injury that
does not require assessment and treatment within 24 hours.

Elective patients can be admitted via the waitlist (i.e. a patient admitted after being on the
Elective Surgery Waitlist for three months) or not waitlisted (i.e. a patient admitted for a
scheduled caesarean section).

Examples

Admission Status

A patient is admitted for a knee reconstruction after being placed on 3
the Elective Services Waitlist.
A patient is admitted to hospital to undergo a weekly dialysis session. 4
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Field name: age

Definition: The patient’s age in years.

Data type: Numeric

Format: N(3)

Permitted values: N/A

Guide for use

Ages are grouped in 5-year brackets and displayed as the lowest number in the bracket

Ages between 0-4 Age in data set =0
Ages between 5-9 Age in data set=5
Ages between 10-14 Age in data set = 10
Ages between 15-19 Age in data set = 15
Ages between 20-24 Age in data set = 20
Ages between 25-30 Age in data set = 25
Continuing up to age 100.

Examples
Recorded Age
A patient aged 87 at time of admission 85
A patient aged 24 at time of admission 20
A patient aged 9 months at time of admission 0

Australian Postcode Metropolitan Flag

Field name: patient_metro_flag

A flag indicating whether the patient resides in a
metropolitan or rural/regional suburb

Data type: Numeric

Definition:

Format: N(1)

0 - Rural/regional postcode
1 - Metropolitan postcode

Permitted values:

Guide for use

The postcode metropolitan flag is derived using definitions provided by the Australian
Government Department of Home Affairs!. Postcodes such as 6999 will be assigned as a
rural/regional postcode according to the rules.

1 Designated regional area postcodes (homeaffairs.gov.au)
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https://immi.homeaffairs.gov.au/visas/working-in-australia/skill-occupation-list/regional-postcodes#:~:text=Western%20Australia%20Cities%20and%20major%20regional%20centres%206000,6208%20to%206211%2C%206214%20and%206556%20to%206558

Examples

Australian Postcode
Metropolitan Flag

A patient is admitted and has an address with postcode 6155 1
A homeless patient in WA is admitted with postcode 6999 0
A patient is admitted and has an address with postcode 6721 0
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Care Type

Field name: care_type

The clinical intent and purpose of the treatment being

Definition: delivered.

Data type: Numeric

Format: Maximum N(2)

21 - Acute Care

22 - Rehabilitation Care

23 - Palliative Care

24 - Psychogeriatric Care

25 - Maintenance Care

26 - Newborn

29 - Geriatric Evaluation and Management
32 - Mental Health Care

Permitted values:

Guide for use

Care type refers to a phase of treatment and is designed to reflect the primary clinical
intent and purpose of the treatment being delivered.

The treating medical practitioner is responsible for determining the Care Type and should
decide which category of care is required during a hospital stay. More than one Care
Type may apply during a hospital stay, each associated with a separate episode of care.
However, only one care type may be reported to HMDC on the one day.

When the Care Type changes, the patient should be statistically discharged and then
statistically re-admitted. A statistical type change can only occur when there is an
authorised change in Care Type by the appropriate responsible medical practitioner.
Statistical type changes should not occur for a change in Ward, Funding Source or Client
Status.

Admitted care can be one of the following:
Acute care
Acute care is care in which the primary clinical purpose or treatment goal is to:
e manage labour (obstetric)
e cure illness or provide definitive treatment of injury
e perform surgery
¢ relieve symptoms of illness or injury (excluding palliative care)
e reduce severity of an illness or injury

e protect against exacerbation and/or complication of an illness and/or injury which
could threaten life or normal function

e perform diagnostic or therapeutic procedures.
Acute care excludes care which meets the definition of mental health care.
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Rehabilitation care

Rehabilitation care is care in which the primary clinical purpose or treatment goal is
improvement in the functioning of a patient with an impairment, activity limitation or
participation restriction due to a health condition. The patient will be capable of actively
participating.

Rehabilitation care is always:

e delivered under the management of or informed by a clinician with specialised
expertise in rehabilitation, and

e evidenced by an individualised multidisciplinary management plan, which is
documented in the patient’'s medical record, that includes negotiated goals within
specified time frames and formal assessment of functional ability.

Rehabilitation care excludes care which meets the definition of mental health care.
Palliative care

Palliative care is care in which the primary clinical purpose or treatment goal is
optimisation of the quality of life of a patient with an active and advanced life-limiting
illness. The patient will have complex physical, psychosocial and/or spiritual needs.

Palliative care is always:

e delivered under the management of or informed by a clinician with specialised
expertise in palliative care, and

e evidenced by an individualised multidisciplinary assessment and management
plan, which is documented in the patient's medical record, that covers the
physical, psychological, emotional, social and spiritual needs of the patient and
negotiated goals.

Palliative care excludes care which meets the definition of mental health care.
Psychogeriatric care

Psychogeriatric care is care in which the primary clinical purpose or treatment goal is
improvement in the functional status, behaviour and/or quality of life for an older patient
with significant psychiatric or behavioural disturbance, caused by mental illness, an age-
related organic brain impairment or a physical condition.

Psychogeriatric care is always:

e delivered under the management of or informed by a clinician with specialised
expertise in psychogeriatric care, and

e evidenced by an individualised multidisciplinary management plan, which is
documented in the patient's medical record, that covers the physical,
psychological, emotional and social needs of the patient and includes negotiated
goals within indicative time frames and formal assessment of functional ability.

Psychogeriatric care is not applicable if the primary focus of care is acute symptom
control.

Psychogeriatric care excludes care which meets the definition of mental health care.
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Maintenance care

Maintenance (or non-acute) care is care in which the primary clinical purpose or
treatment goal is support for a patient with impairment, activity limitation or participation
restriction due to a health condition. Following assessment or treatment the patient does
not require further complex assessment or stabilisation. Patients with a care type of
maintenance care often require care over an indefinite period.

Maintenance care excludes care which meets the definition of mental health care.
Newborn care

Newborn care is initiated when the patient is born in hospital or is nine days old or less at
the time of admission. Newborn care continues until the care type changes or the patient
is separated:

e patients who turn 10 days of age and do not require clinical care are separated
and, if they remain in the hospital, are designated as boarders

e patients who turn 10 days of age and require clinical care continue in a newborn
episode of care until separated

e patients aged less than 10 days and not admitted at birth (for example, transferred
from another hospital) are admitted with a newborn care type

e patients aged greater than 9 days not previously admitted (for example,
transferred from another hospital) are either boarders or admitted with an acute
care type

e within a newborn episode of care, until the baby turns 10 days of age, each day is
either a qualified or unqualified day

e anewborn is qualified when it meets at least one of the criteria detailed in
Newborn qualification status.

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

Geriatric evaluation and management

Geriatric evaluation and management is care in which the primary clinical purpose or
treatment goal is improvement in the functioning of a patient with multi-dimensional
needs associated with medical conditions related to ageing, such as tendency to fall,
incontinence, reduced mobility and cognitive impairment. The patient may also have
complex psychosocial problems.

Geriatric evaluation and management is always:

e delivered under the management of or informed by a clinician with specialised
expertise in geriatric evaluation and management, and

e evidenced by an individualised multidisciplinary management plan, which is
documented in the patient's medical record that covers the physical, psychological,
emotional and social needs of the patient and includes negotiated goals within
indicative time frames and formal assessment of functional ability.

Geriatric evaluation and management excludes care which meets the definition of mental
health care.
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Mental health care

Mental health care is care in which the primary clinical purpose or treatment goal is
improvement in the symptoms and/or psychosocial, environmental and physical
functioning related to a patient’'s mental disorder. Mental health care:

¢ is delivered under the management of, or regularly informed by, a clinician with
specialised expertise in mental health;

e is evidenced by an individualised formal mental health assessment and the
implementation of a documented mental health plan; and

e may include significant psychosocial components, including family and carer
support.

Examples

Care Type

A patient is admitted for respite care in an acute hospital setting whilst o5
their usual carer is away on holidays.
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Client Status

Field name: client_status

The type of hospital service being provided to the

Definition: ;
patient.

Data type: Numeric

Format: Maximum N(2)

0 - Funding Hospital

1 - Qualified Newborn

2 - Unqualified Newborn

4 - Nursing Home Type

6 - Admitted Client

10 — Contracted Care Unqualified Newborn

Permitted values:

Guide for use
This data element should be collected in conjunction with Care Type.

Funding Hospital
Refers to a hospital funding a patient’s care that is provided under contract to another
hospital/health service.

Qualified Newborn

Refers to a newborn who is less than 10 days old and who is the subsequent live born
infant of a multiple birth or is admitted to/remains in hospital without their mother, or is
admitted to a Level 2 Special Care Nursery (SCN2) or Neonatal Intensive Care (NICU)
facility. It is important to note that newborns meeting the above criteria are only recorded
as ‘qualified’ when they have accumulated one day of qualified care during their
admission.

Unqualified Newborn

Refers to a newborn which has not met at least one of the ‘Qualified Newborn’ criteria. All
newborns who do not accumulate one day of qualified care during their admission are
reported as unqualified.

Nursing Home Type Patient

Refers to a patient receiving Maintenance (non-acute) Care for a continuous period
exceeding 35 days in one or more hospitals (with a break of no more than 7 consecutive
days).

Admitted Client

Refers to a patient for whom the hospital accepts responsibility for treatment/care.
Admitted patients do not include same day patients whose procedures do not require
hospital admission, patients who are dead on arrival, aged care and flexible care
residents, or mothers who elect to deliver at home and their newborn(s) are born at home
(unless delivery is under an approved homebirth program and newborns requiring
inpatient admission post-delivery) or boarders. Admitted Client may include same day
patients whose procedures are cancelled if the patient meets other admission criteria.

Funding Qualified Newborn
Refers to a hospital funding a qualified newborn’s care that is provided under contract to
another hospital/health service.
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Funding Unqualified Newborn
Refers to a hospital funding an unqualified newborn’s care that is provided under contract
to another hospital/health service.

Examples

Client Status

A newborn baby is transferred from KEMH to Bunbury Regional
Hospital aged three days and admitted with his mother for routine 2
perinatal care for 1 night.

Note: The baby cannot be a boarder given their age of<10
A patient is admitted to hospital for an appendectomy. 6
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Date of Principal Procedure

Field name: ‘ date_of procedure

o The date on which a principal surgical procedure
Definition: ) : : .
commenced during an inpatient episode of care.

Data type: Date

Format: YYYY-MM-DD

Permitted values: N/A

Guide for use

The Principal Procedure Date is to be recorded for all principal procedures undertaken
during an episode of care.

Examples
Date of
Procedure
A patient is admitted for a Vaginal Hysterectomy that was performed on 2011-02-20
20/02/2011.
A patient is admitted in labour and had to have an emergency Caesarean 2012-04-18
section for foetal distress on 18th April 2012.
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Diagnostic Related Grouping — Current Version

Field name: ‘ DRG_current_version

o The current version of software used to ascertain the
Definition: : ; )
Diagnostic Related Grouping.

Data type: String
Format: ‘ X(6)

Permitted values: N/A

Guide for use

Diagnostic Related Groupings (DRG’s) are ways of classifying the types of patients being
treated in a hospital to the resources required by the hospital.

DRG mappings are available online from the Independent Health and Aged Care Pricing
Authority website: https://www.ihacpa.gov.au/resources/ar-drg-version-100

Refer to AR-DRG Version 10.0 Descriptions (Excel) for DRG descriptions and MDC
mappings.

Examples

Diagnostic Related

Grouping — Current
Version

A patient is assigned a current Diagnostic Related Grouping of Z61A. Z61A
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Major Diagnostic Category - Current

Field name: ‘ major_diagnostic_categ_current

The current major diagnostic category associated
with the principal procedure.

Data type: Numeric

Format: N(2)

Definition:

Permitted values: N/A

Guide for use

These are mutually exclusive categories into which all possible principal diagnoses fall.
The diagnoses in each MDC correspond to a single body system or aetiology, broadly
reflecting the specialty providing care. There are 23 of these.

Each MDC is then partitioned according to whether or not an intervention is performed.
This preliminary partitioning into MDC'’s occurs before a DRG is assigned.

There are two types of partitions that MDC'’s are divided into- Intervention and Medical.
The partition is generally determined by either the presence or absence of a procedure.

MDC mappings are available online from the Independent Health and Aged Care Pricing
Authority website: https://www.ihacpa.gov.au/resources/ar-drg-version-100

Refer to AR-DRG Version 10.0 Descriptions (Excel) for MDC descriptions and DRG
mappings.

Examples

Major Diagnostic

Category
A patient is admitted to hospital and diagnosed with tonsillitis. 3
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Metropolitan Hospital Flag

Field name: ‘ metropolitan_hospital_flag

Flag to show whether the hospital was a metropolitan
or rural/regional hospital.

Data type: Numeric

Definition:

Format: N(1)

0 - Rural/regional hospital
1 - Metropolitan hospital

Permitted values:

Guide for use

The metropolitan hospital flag is derived based on whether the patient received treatment
at a metropolitan or rural/regional hospital.

Examples
Metropolitan
Hospital Flag
A patient is admitted to a hospital in the northern suburbs of Perth 1
A patient is admitted to a hospital in the Pilbara 0

Person ldentifier

Field name: synth_person_ID

Definition: ‘ The identifier generated for synthetic data.

Data type: Numeric

Format: N(10)

Permitted values: N/A

Guide for use

This data element is synthesised by the DoH and used for synthetic data only.
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Separation Datetime

Field name: separation_datetime

The date and time on which an admitted patient
completes an episode of care.

Data type: Date
Format: DD-MM-YYYY HH:MM:SS

Definition:

Permitted values: N/A

Guide for use

The patient can be formally or statistically discharged from hospital any time after
admission.

If a patient dies in hospital, the separation date is the date of death.
Formal Separation/Discharge

e Refers to an administrative process that ceases a record of the patient's treatment
and accommodation within a hospital. The Separation Date for a formal
separation/discharge will be the date the hospital completed treatment and
accommodation of the patient.

Statistical Separation/Discharge

e Refers to an administrative process that occurs within an episode of care and
captures the end date the patient received a particular care type. The Separation
Date for a statistical admission will be the date the patient completed a particular
Care Type.

The ‘seconds’ component of the patient’s Separation Time is always reported as zeros.
Separation Time is captured in 24-hour clock format.

The time the patient was clinically declared neurologically dead is not the recorded time
of separation. The separation time is when the patient’s life has ended, cessation of
heartbeat and the formal notification of death is made.

Examples
A patient is discharged from hospital on 1st July 2019 at 2pm 2019-07-01 14:00:00
A patient is transferred from hospital on 20th February 2019. 2019-02-20 00:00:00
A patient dies on 23rd March 2019 at 9:15am 2019-03-23 09:15:00
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Sex recorded at birth, code

Field name: sex
S A person’s sex recorded at birth based upon their
Definition: o
sex characteristics.
Data type: Numeric
Format: Maximum N(1)
: 1 - Male
Permitted values: —
2 - Female

Guide for use
The collection of Sex is mandatory.

Sex is often used interchangeably with gender, however they are distinct concepts and it
is important to differentiate between them.

When comparing the concepts of sex and gender:
e Sex is understood in relation to sex characteristics.

e Gender is about social and cultural differences in identity, expression and
experience.

While they are related concepts, caution should be exercised when comparing counts for
sex with those for gender.

Sex recorded at birth is important clinical information and must be collected for all
patients. To ensure accuracy and consistency of data collection, gender diverse patients
must still report their sex recorded at birth and their current gender in the gender field.

Examples
Sex
A patient is admitted from the waitlist to undergo surgery, the patient
; : . 2 —Female
advises their sex is female.
A patient directly admitted to the ward discloses that their sex recorded at 1 — Male
birth is male but they currently identify as a female.
A patient is admitted from the waitlist to undergo gender affirmation surgery 1 — Male
from male to female.

Unlinked Synthetic Hospital Morbidity Data Collection — Data Dictionary



Produced by:

Information and Performance Governance
Information and System Performance Directorate
Purchasing and System Performance Division
The Department of Health Western Australia

This document can be made available in alternative formats on request for a
person with disability

© Department of Health, State of Western Australia (2026).

Copyright to this material is vested in the State of Western Australia unless otherwise indicated.
Apart from any fair dealing for the purposes of private study, research, criticism or review, as
permitted under the provisions of the Copyright Act 1968, no part may be reproduced or re-used
for any purposes whatsoever without written permission of the State of Western Australia.



