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[bookmark: _Hlk66712316][bookmark: _Toc217047480]Executive Summary
The revisions for the Victorian Admitted Episodes Dataset (VAED) for 2026-27 are summarised below:
New data elements
Duration of Stay in Neonatal Intensive Care Unit (NICU)
Impairment - paediatric
Amendments to existing data elements
Update Duration of Stay in Intensive Care Unit and remove reference to NICU
Update Impairment to Impairment – adult
Changes to business rules
Update to Care Type: 6 Designated Rehabilitation Program and P Designated Paediatric Rehabilitation Program
Changes to compilation and submission:
Updates to Diagnosis Record and Subacute Record
Changes to validation rules:
Add validations for Duration of Stay in Neonatal Intensive Care Unit and Impairment - paediatric
Change to function only for Impairment – adult
Amendments to existing data elements from 1 July 2027
Update the reference file for Preferred Language to ASCL 2025

[bookmark: _Toc217047481]Introduction 
Each year the Department of Health reviews the Victorian Admitted Episodes Dataset (VAED) to ensure that the data collection supports the department’s business objectives, including national reporting obligations, and reflects changes in hospital funding and service provision arrangements for the coming financial year.
The revisions set out in this document are complete as at the date of publication. Where further changes are required during the year, for example to reference files such as the postcode locality file, data validation rules or supporting documentation, these will be advised via the HDSS Bulletin.
An updated VAED manual will be published in due course. Until then, the current VAED manual and subsequent HDSS Bulletins, together with this document, form the data submission specifications for 2026-27.
Victorian health services must ensure their software can create a submission file in accordance with the revised specifications and ensure reporting capability is achieved to maintain compliance with reporting timeframes set out in the relevant Department of Health policy and funding guidelines or the Health Services (Health Service Establishments) Regulations 2024.
[bookmark: _Toc217047482]Orientation to this document 
New data elements are marked as (new).
Changes to existing data elements are highlighted in green
Redundant values and definitions relating to existing elements are struck through.
Comments relating only to the proposal document appear in [square brackets and italics].
New validations are marked ###.
Validations to be changed are marked * when listed as part of a data element or below a validation table.
Anticipated changes are shown under the appropriate manual section headings.
[bookmark: _Toc217047483]Outcome of proposals 
The department considered proposals for changes to the VAED submitted during the 2026-27 annual changes process.
Proposal 2 – New data item for reporting the number of hours in NICU
Proposal proceeds
Proposal 5 – Impairment codes
Proposal proceeds 
Proposals across multiple data collections (VAED, VEMD, VINAH MDS) for 2026-27: 
Proposal 1 – Preferred language reference file update
Proposal proceeds – deferred implementation for 18 months, until 1 July 2027
Whilst the implementation of this change has been deferred and will not take effect until VAED manual (V37), these specifications define the change so that health services have sufficient notice to work with vendors and internal stakeholders to co-ordinate system changes required to ensure this change will be implemented for reporting from 1 July 2027.





[bookmark: _Toc51939360][bookmark: _Toc153796973][bookmark: _Toc185596070]

[bookmark: _Toc217047484]Specifications for changes from 1 July 2026
[bookmark: _Toc217047485]Add new Duration of Stay in Neonatal Intensive Care Unit
[bookmark: _Toc185846158][bookmark: _Toc91832905][bookmark: _Toc153796975][bookmark: _Toc185596072][bookmark: _Toc217047486]Section 3 Data definitions
[bookmark: _Toc209703133][bookmark: _Toc410293335][bookmark: _Toc28680569][bookmark: _Toc42769172][bookmark: _Toc197585452][bookmark: _Toc209596308][bookmark: _Toc217047487]Duration of Stay in Neonatal Intensive Care Unit (new)
Specification
	Definition
	Total duration of stay (hours) in an approved Neonatal Intensive Care Unit (NICU), during this episode of care.

	Field size
	4

	Layout
	NNNN or spaces Right-justified, zero-filled

	Location
	Diagnosis Record

	Reported by
	Public and private hospitals with an approved NICU, and hospitals contracting with a hospital with an approved NICU. Otherwise, report spaces.

	Reported for
	Episodes where time is spent in a NICU. Otherwise, report spaces.

	Reported when
	A Separation Date is reported in the Episode Record.

	Code set
	A valid number in the range 0001 to 9999.

	Reporting guide
	If patient has more than one period in NICU during this episode, the total duration of all such periods is reported.
Duration is reported in hours, rounded to the nearest hour. For example, if the total duration of stay in NICU was 98 hours 15 minutes, report 98 hours. If the total duration of stay in NICU was 125 hours 30 minutes, report 126 hours.
Only the time in the NICU is counted, not time, for example, in an operating theatre.
A patient admitted to a NICU in Hospital B during a contracted service episode has the duration of that NICU stay reported by Hospital B; Hospital A also reports the hours spent in NICU in Hospital B in addition to any hours spent in NICU at Hospital A.


	
Validations
	###	Invalid NICU Duration
###	MV Duration > NICU Stay
###	MV but no NICU Stay
###	NICU Stay > Total Stay
###	NICU Stay but Care Type not Acute 
###	NICU Hrs, no approved NICU


[bookmark: _Toc115938235]
	
	


Administration
	Purpose
	To support reporting obligations under the National Health Reform Agreement

	Principal data users
	Department of Health

	Collection start
	2026-27

	Definition source
	Department of Health



[bookmark: _Toc217047488]Section 8 Validation
[bookmark: _Toc489086897][bookmark: _Toc490994646][bookmark: _Toc448916724][bookmark: _Toc412207090][bookmark: _Toc15953732][bookmark: _Toc277830879][bookmark: _Toc27144126][bookmark: _Toc43371287][bookmark: _Toc198639139][bookmark: _Toc217047489]###	Invalid NICU duration (new)
	Effect
	REJECTION

	Problem
	The X5 Diagnosis Record’s Duration of NICU value is invalid.

	Remedy
	Check Duration of NICU, amend as appropriate and re-submit the X5/Y5.


[bookmark: _Toc448916726][bookmark: _Toc412207092][bookmark: _Toc15953734][bookmark: _Toc277830881][bookmark: _Toc489086899][bookmark: _Toc490994648][bookmark: _Toc27144128][bookmark: _Toc43371289][bookmark: _Toc198639141][bookmark: _Toc217047490]###	MV duration > NICU stay (new)
	Effect
	Warning

	Problem
	The X5 Diagnosis Record’s Duration of Mechanical Ventilation is longer than the Duration of Stay in NICU. 
Note: This excludes episodes where a one-hour difference between ‘Duration of Stay’ fields and the ‘Duration of Mechanical Ventilation’ may be due to rounding.

	Remedy
	Check Duration of Mechanical Ventilation and Duration of Stay in NICU, amend as appropriate and re-submit the X5/Y5
For mechanical ventilation hours to be counted in this field, mechanical ventilation must be provided in a NICU
If the patient received mechanical ventilation during a contracted service in NICU at another hospital, include that period of NICU


[bookmark: _Toc15953735][bookmark: _Toc277830882][bookmark: _Toc489086900][bookmark: _Toc490994649][bookmark: _Toc448916727][bookmark: _Toc412207093][bookmark: _Toc27144129][bookmark: _Toc43371290][bookmark: _Toc198639142][bookmark: _Toc217047491]###	MV duration but no NICU stay (new)
	Effect
	REJECTION

	Problem
	The X5 Diagnosis Record has a Duration of Mechanical Ventilation but no Duration of Stay in NICU. To be counted in this field, mechanical ventilation must be provided in NICU.

	Remedy
	Check Duration of Mechanical Ventilation and Duration of Stay in NICU, amend as appropriate and re-submit the X5/Y5.
If the patient received mechanical ventilation in Neonatal Intensive Care Unit, report the NICU hours in the NICU field, not the ICU/CCU field.
If the patient received mechanical ventilation during a contracted service in NICU at another hospital, include that period of NICU.


[bookmark: _Toc27144131][bookmark: _Toc43371292][bookmark: _Toc198639144][bookmark: _Toc217047492]###	NICU stay > total stay (new)
	Effect
	REJECTION

	Problem
	The X5 Diagnosis Record’s Duration of Stay in NICU is longer than the calculated Length of Stay reported on the E5 Episode Record. 
This excludes episodes with a one‑hour difference between ‘Duration of Stay’ and the calculated Length of Stay, which may be due to rounding.

	Remedy
	Check Admission Date, Admission Time, Separation Date, Separation Time (E5) and Duration of Stay in NICU (X5), amend as appropriate and re-submit the E5 and/or X5/Y5.


[bookmark: _Toc27144200][bookmark: _Toc43371361][bookmark: _Toc198639213][bookmark: _Toc217047493]###	NICU Stay but Care Type not Acute (new)
	Effect
	Warning

	Problem
	The X5 Diagnosis Record has a Duration of Stay in NICU but the Care Type is not 4 Other care (Acute) including Qualified newborn or 10 Posthumous Organ Procurement.

	Remedy
	Check Care Type (E5) and Duration of Stay in NICU (X5). 
Where incorrect, amend as appropriate and re-submit the E5 or X5/Y5. 
If the NICU hours were for short periods not extending across midnight, and the patient continued care under the same Care Type, the record is correct.
If the NICU hours were longer periods (extending across midnight), the original episode should be statistically separated and a new (Acute) episode started.
If the Care Type for the whole episode is incorrect, amend this.
If the patient was not in NICU, delete the Duration of Stay in NICU.


[bookmark: _Toc448916851][bookmark: _Toc27144252][bookmark: _Toc43371413][bookmark: _Toc198639263][bookmark: _Toc217047494]###	NICU hrs, no approved NICU (new)
	Effect
	REJECTION

	Problem
	Duration of Stay in Neonatal Intensive Care Unit is reported in the X5 Diagnosis Record, but can only be reported by Hospital Campuses with an approved NICU, unless the Funding Arrangement is 1 Contract.

	Remedy
	Check Funding Arrangement (E5) and Duration of Stay in Neonatal Intensive Care Unit (X5), amend as appropriate and re-submit the E5 and/or X5.
If you believe the Hospital Campus is approved to report Duration of Stay in Neonatal Intensive Care Unit, contact the HDSS Help Desk.


[bookmark: _Toc217047495]Add new Impairment - paediatric 
[bookmark: _Toc217047496]Section 3 Data definitions
[bookmark: _Toc217047497]Impairment – paediatric (new)
Specification
	Definition
	The impairment group according to the primary reason for the current episode of rehabilitation care

	Field size
	6

	Layout
	NNNNNN or spaces Left justified, trailing spaces

	Location
	Subacute Record 

	Reported by
	Public hospitals

	Reported for
	Mandatory if Care Type is P
For other Care Types report spaces

	Reported when
	A Separation Date is reported in the Episode Record

	Code set
Stroke
	Code	Descriptor
Stroke – Haemorrhagic
11	Stroke - haemorrhagic
12	Stroke – other (including ischaemic)

	Brain Injury
	Non-traumatic Brain Injury
211	Brain tumour
212	Epilepsy surgery
213	Chronic Fatigue Syndrome
214	Other (including Hypoxic Brain Injury)
Traumatic Brain Injury
221	Traumatic, open injury
222	Traumatic, closed injury
223	Major multiple trauma with brain injury

	Neurological Disorders
	31	Multiple Sclerosis/Acute Disseminated Encephalomyelitis (ADEM)
32	Guillain-Barre Syndrome
33	Movement Disorders (includes cerebral palsy, extrapyramidal movement 	disorders and other movement disorders)
34	Neuromodulation (includes Intrathecal baclofen and (ITB) and Deep    	Brain Stimulation (DBS))
35	Other (includes neuropathies and neuromuscular disorders)

	Spinal Cord Injury
	41	Non-traumatic (includes transverse myelitis)
42	Traumatic
43	Congenital (includes Myelomeningocele, Lipomyelomeningocele and 	Neural tube deficits)
44	Post Selective Dorsal Rhizotomy

	Amputation
	Amputation – NOT resulting from a trauma
511	Upper limb
512	Lower limb
513	Multiple limbs
Amputation – as a result of trauma 
521	Upper limb
522	Lower limb
523	Multiple limbs

	Orthopaedic conditions

	Orthopaedic conditions – acute traumatic
61	Acute traumatic (including fractures)
Orthopaedic conditions – planned
621	Scoliosis surgery (excludes Spinal bifida or spinal cord injury)
622	Single Event Multi Level Surgery (SEMLS)
623	Other planned

	Burns
	7	Burns

	Arthritis
	8	Arthritis

	Pain syndromes
	9	Pain syndromes

	Functional Neurological Disorder (conversion disorder)
	10	Loss of function without known aetiology

	Reconditioning/restorative 
	111	Reconditioning post-acute stay
112	Other



	Reporting guide
	Impairment codes should be assigned by the treating clinician. Code assignment must be supported by the appropriate ICD‑10‑AM codes reported in the X5/Y5 Diagnosis/Extra Diagnosis Records.
The Australian Rehabilitation Outcomes Centre (AROC) provides guidelines for coding Impairments: AROC <http://ahsri.uow.edu.au/content/groups/public/@web/@chsd/@aroc/documents/doc/uow125260.pdf >

	Validations
	255  	Rehab: Invalid onset date  
258	Sub-Acute: No Sub-Acute Record 
259	Invalid Rehab/Subac – Episode Sep Date 
293	Impairment Present (amend)
###	Rehab: Invalid Impairment Paediatric (new)

	Related items
	Section 2: Rehabilitation Care
Section 4: Care Type: Designated Paediatric Rehabilitation Program (P)


Administration
	Purpose
	To classify rehabilitation episodes according to impairment group

	Principal data users
	Department of Health

	Collection start
	2026-27

	Definition source
	Department of Health

	Code set source
	AROC Paediatric Impairment Coding Guidelines – 2025



[bookmark: _Toc217047498]Section 4 Business rules
[bookmark: _Toc375911624][bookmark: _Toc406745560][bookmark: _Toc12870834][bookmark: _Toc42154358][bookmark: _Toc152226893][bookmark: _Toc217047499]Care Type: 6 Designated Rehabilitation Program and P Designated Paediatric Rehabilitation Program (amend)
If Care Type is 6 or P the following fields must contain the codes shown. Only fields that cannot contain the full code set are listed.
	E5 Episode Record
	Valid codes

	Admission Source
	S, T, B, N, A, H

	Admission Type
	S, C, O, P 

	Qualification Status
	X

	Separation Referral if Care Type 6
	H, L, B, U, C, S, D, G, A, K, T, R, X or spaces

	Separation Referral if Care Type P
	H, L, B, U, C, S, D, G, K, R, X or spaces

	Criterion for Admission
	O, B, E, X, C

	Funding Arrangement
	1 or space

	X5 Diagnosis Record
	Valid codes

	Admission weight
	Spaces

	Duration of MV
	Spaces

	Duration of NIV
	Spaces

	Care Plan Documented Date
	DDMMCCYY or spaces

	S5 Subacute Record
	Valid codes

	FIM Score on Admission (Care Type 6)
	Range 111111111111111111 to 777777777777777777

	FIM Score on Separation (Care Type 6)
	Range 111111111111111111 to 777777777777777777

	Functional Assessment Date on Admission (Care Type 6)
	DDMMCCYY

	Functional Assessment Date on Separation (Care Type 6)
	DDMMCCYY

	FIM Score on Admission (Care Type P)
	Spaces

	FIM Score on Separation (Care Type P)
	Spaces

	Functional Assessment Date on Admission (Care Type P)
	Spaces

	Functional Assessment Date on Separation (Care Type P)
	Spaces

	Impairment - adult (care type 6)
	Any code from list see section 3

	Impairment - paediatric (care type P)
	Any code from list see section 3

	Onset Date
	DDMMCCYY


[bookmark: _Toc217047500]Section 5 Compilation and submission
[bookmark: _Toc412195109][bookmark: _Toc12870972][bookmark: _Toc42154709][bookmark: _Toc152228138][bookmark: _Toc217047501]Diagnosis Record (amend)
Refer to Section 3 for code sets for data elements. When not required to report a data element, report spaces.
Diagnosis Record File Structure
	Note
	Data Item
	Field Size
	Record Position
	Layout

	M
	Transaction Type
	2
	1
	X5

	M
	Unique Key 
	9
	3
	AAAAAAAAA (Hospital generated)
Right justified, zero filled

	C
	Diagnosis Cluster Identifier
	2 (2 X 12)
	12, 14, 16, 18, 20, 22, 24, 26, 28, 30, 32, 34
	AA, A, N left justified, trailing space

	1
	Diagnosis Code x 12 each code
	8
(8 x 12)
	36, 44, 52, 60, 68, 76, 84, 92, 100, 108, 116, 124
	AANNNN 
Each left justified, trailing spaces

	2
	Procedure Code x 12 each code
	8
(8 x 12)
	132, 140,148, 156, 164,172,180, 188,196,
204, 212, 220
	NNNNNNNA
Each left justified, trailing spaces

	3
	Admission Weight
	4
	228
	NNNN (Admission Weight in grams) 

	8
	User Flag
	1
	232
	Optional field, free text

	4, 8
	Duration of Stay in Intensive Care Unit
	4
	233
	NNNN
Right justified, zero filled

	5, 8
	Duration of Mechanical Ventilation in ICU
	4
	237
	NNNN
Right justified, zero filled

	6, 8
	Hospital Generated DRG
	4
	241
	ANNA or NNNA

	7, 8
	Duration of Stay in Cardiac/Coronary Care Unit
	4
	245
	NNNN
Right justified, zero filled

	8, 11
	Duration of Non-Invasive Ventilation in ICU
	4
	249
	NNNN
Right justified, zero filled

	9
	Procedure Start Date Time
	12
	253
	DDMMYYYYHHMM

	10
	Care Plan Documented Date
	8
	265
	DDMMYYYY

	12
	Proceduralist ID
	13
	273
	XXXXXXXXXXXXX

	13
	Unplanned return to theatre
	1
	286
	N or space

	8, 14,
	Duration of Stay in Neonatal Intensive Care Unit
	4
	287
	NNNN
Right justified, zero filled

	Total
	
	287
291
	
	


All alpha characters uppercase. All numeric fields right justified with leading zeros
M	Mandatory
1	First diagnosis code is mandatory.
C	Diagnosis Cluster Identifier reported for each diagnosis code. Report spaces if DCID code/s are not reported 
2	Eighth character is F or N for procedures occurring in the contracted hospital when reported by the contracting hospital
3	Mandatory if patient aged <1 year at admission
4	Mandatory for patients cared for in an approved ICU, contracting hospitals (refer Section 3)
5	Mandatory for patients who received mechanical ventilation in an approved ICU, contracting 	hospitals (refer Section 3)
6	Optional but recommended for all hospitals with grouping software
7	Mandatory for patients cared for in an approved CCU, contracting hospitals (refer Section 3)
8	Where a field at the end of a record has a value of space(s), the record can be ended at the 	last field where a value is not space
9	Mandatory (Time – conditional mandatory) for all episodes where the first coded procedure is one identified in the ICD-10-AM/ACHI Library file as requiring Procedure Start Date Time, Mandatory for private hospital episodes in which an ECT has been performed
10	Mandatory for episodes with Care Types 6, P, 8, 9, or MC with Separation Date 7 days or 	more after Admission Date
11	Mandatory for public hospitals providing NIV in an approved ICU, public contracting 	hospitals (refer Section 3).
12	Mandatory for episodes where the first coded procedure is one identified in the ICD-10-	AM/ACHI Library file as requiring Procedure Start Date Time, and episodes where 	Procedure Start Date Time is reported.
13	Mandatory for episodes where the patient has a surgical procedure/operation identified in 	the ICD-10-AM/ACHI library file as requiring this data element to be reported.
14	Mandatory for patients cared for in an approved Neonatal Intensive Care Unit (NICU), contracting hospitals (refer Section 3)
Reported by all Victorian hospitals (public and private)
Reported for all admitted patient episodes of care
Reported when a Separation Date is reported in the Episode Record (Data Submission Scheduling)
[bookmark: _Toc217047502]Subacute Record (amend)
Refer to Section 3 for code sets for data elements. When not required to report a data element, report spaces.
Subacute Record File Structure
	Note
	Data Item
	Field Size
	Record Position
	Layout/Code Set

	M
	Transaction Type
	2
	1
	S5

	M
	Unique Key 
	9
	3
	Hospital generated
Right justified, zero filled

	M
	Patient Identifier 
	10
	12
	Hospital generated
Right justified, zero filled 

	F
	Barthel Index Score on Admission (no longer reported)
	3
	22
	Spaces

	F
	Barthel Index Score on Separation (no longer reported)
	3
	25
	Spaces

	E
	Clinical Sub-program (no longer reported)
	3
	28
	Spaces 


	C
	Onset Date
	8
	31
	DDMMYYYY or spaces

	F
	Admission/Re-admission to Rehabilitation (no longer reported)
	1
	39
	Space

	O
	User Flag
	1
	40
	Optional field, free text

	B
	Functional Assessment Date on Admission
	8
	41
	DDMMYYYY or spaces

	B
	Functional Assessment Date on Separation
	8
	49
	DDMMYYYY or spaces

	C
	Impairment - adult
	6
	57
	From code list or spaces

	B
	FIMTM Score on Admission
	18
	63
	NNNNNNNNNNNNNNNNNN 
or spaces
Right justified, zero filled

	B
	FIMTM Score on Separation
	18
	81
	NNNNNNNNNNNNNNNNNN or spaces
Right justified, zero filled

	D
	Impairment - paediatric
	6
	99
	From code list or spaces

	Total
	
	98
105
	
	


All alpha characters uppercase. All numeric fields right justified and zero filled.
M	Mandatory
B	Mandatory if Care Type = 6 or 9
C	Mandatory if Care type = 6
D	Mandatory if Care type = P
E	Clinical Sub-program reported up to 2012-13. Report spaces.
F	Barthel Index Score and Admission/ Re-admission to Rehabilitation reported up to 2013-14. 	Report spaces
O	Optional
Reported by public hospital (private hospitals do not report S5s)
Reported for Care Types P, 6, 9 only
Reported when a Separation Date is reported in the Episode Record
Reporting guide General
The data items collected in the Subacute Record (marked with an * in the table below) are needed for the support and further development of casemix classifications for subacute episodes.
S5 Subacute Record – reporting by Care Type
	Subacute Record field
	Rehab
Care Type 6
	Rehab
Care Type P
	GEM 
Care Type 9

	Transaction Type
	S5
	S5
	S5

	Unique Key
	*
	*
	*

	Patient Identifier
	*
	*
	*

	Functional Assessment Date on Admission
	*
	Spaces
	*

	Functional Assessment Date on Separation
	*
	Spaces
	*

	Onset Date
	*
	*
	Spaces

	Impairment – adult
	*
	Spaces 
	Spaces

	FIMTM Score on Admission
	*
	Spaces
	*

	FIMTM Score on Separation
	*
	Spaces
	*

	Impairment – paediatric
	Spaces
	*
	Spaces


[bookmark: _Toc217047503]Section 8 Validation
[bookmark: _Toc217047504]###	Rehab: Invalid Impairment Paediatric (new)
	Effect
	REJECTION

	Problem
	The E5 Episode Record’s Care Type is P but the S5 Sub‑Acute Record’s Impairment Paediatric code is invalid.

	Remedy
	Check Care Type (E5) and Impairment Paediatric code on the (S5), amend as appropriate and re-submit the E5 and/or S5.
Refer to: 
Section 4: Business Rules (tabular) Care Type: Designated Rehabilitation Program (6) and Designated Paediatric Rehabilitation Program/Unit (P).


[bookmark: _Toc217047505]Update Duration of Stay in Intensive Care Unit
[bookmark: _Toc217047506]Section 3 Data definitions
[bookmark: _Toc217047507]Duration of Stay in Intensive Care Unit (amend)
Specification
	Definition
	Total duration of stay (hours) in an approved Intensive Care Unit (ICU) or Neonatal Intensive Care Unit (NICU), during this episode of care.

	Field size
	4

	Layout
	NNNN or spaces Right-justified, zero-filled

	Location
	Diagnosis Record

	Reported by
	Public and private hospitals with an approved ICU/NICU, and hospitals contracting with a hospital with an approved ICU. Otherwise, report spaces.

	Reported for
	Episodes where time is spent in such an ICU/NICU. Otherwise, report spaces.

	Reported when
	A Separation Date is reported in the Episode Record.

	Code set
	A valid number in the range 0001 to 9999.

	Reporting guide
	If patient has more than one period in ICU/NICU during this episode, the total duration of all such periods is reported.
Duration is reported in hours, rounded to the nearest hour. For example, if the total duration of stay in ICU was 98 hours 15 minutes, report 98 hours. If the total duration of stay in ICU was 125 hours 30 minutes, report 126 hours.
Only the time in the ICU/NICU is counted, not time, for example, in an operating theatre.
Where a hospital has a combined ICU/CCU, the duration of stay is reported in either the ICU field or the CCU field, not both. However, where a patient receives mechanical ventilation or non-invasive ventilation in a combined ICU/CCU, report the ICU/CCU hours in the ICU field, not the CCU field.
A patient admitted to an ICU/NICU in Hospital B during a contracted service episode has the duration of that ICU/NICU stay reported by Hospital B; Hospital A also reports the hours spent in ICU/NICU in Hospital B in addition to any hours spent in ICU/NICU at Hospital A.

	
Validations
	316	Invalid ICU Duration
318	MV Duration >ICU Stay
319	MV but no ICU Stay
322	ICU/ CCU Stay > Total Stay
324	Incompat ICU Hrs, A/C Class
448	ICU Stay but Care Type not Acute 
526	ICU Hrs, no approved ICU


[No change to remainder of item] 
[bookmark: _Toc185846161][bookmark: _Toc122350990][bookmark: _Toc153466210][bookmark: _Toc217047508]Update Impairment
[bookmark: _Toc217047509]Section 3 Data definitions
[bookmark: _Toc217047510]Impairment – adult (amend)
Specification
	Definition
	The impairment group according to the primary reason for the current episode of rehabilitation care

	Field size
	6

	Layout
	NNNNNN or spaces Left justified, trailing spaces

	Location
	Subacute Record 

	Reported by
	Public hospitals

	Reported for
	Mandatory if Care type is 6 or P.
For Care Type 9, report spaces

	Reported when
	A Separation Date is reported in the Episode Record

	Reporting guide
	Impairment codes should be assigned by the treating clinician. Code assignment must be supported by the appropriate ICD‑10‑AM codes reported in the X5/Y5 Diagnosis/Extra Diagnosis Records.
The Australian Rehabilitation Outcomes Centre (AROC) provides guidelines for coding Impairments: AROC <http://ahsri.uow.edu.au/content/groups/public/@web/@chsd/@aroc/documents/doc/uow125260.pdf >

	Validations
	253	Rehab Invalid Impairment adult (amend)
255	Rehab: Invalid Onset Date
258	Sub-Acute: No Sub-Acute Record
259	Invalid Rehab/Subac – Episode Sep Date
293	Impairment Present (amend)


[No change to remainder of item] 
[bookmark: _Toc217047511]Section 8 Validation
[bookmark: _Toc217047512]253	Rehab: Invalid Impairment adult (change to function only)
	Effect
	REJECTION

	Problem
	The E5 Episode Record’s Care Type is P or 6 Rehabilitation but the S5 Sub‑Acute Record’s Impairment adult code is invalid.

	Remedy
	Check Care Type (E5) and Impairment (S5), amend as appropriate and re-submit the E5 and/or S5.
Refer to: 
Section 4: Business Rules (tabular) Care Type: Designated Rehabilitation Program (6) and Designated Paediatric Rehabilitation Program/Unit (P).


[bookmark: _Toc198639130][bookmark: _Toc216083086][bookmark: _Toc217047513]293	Impairment present (change to function only)
	Effect
	REJECTION

	Problem
	The E5 Episode Record’s Care Type is 9 Geriatric Evaluation and Management Program but the S5 Sub‑Acute Record has an Impairment code (adult/paediatric).

	Remedy
	Check Care Type (E5) and Impairment (adult/paediatric) (S5), amend as appropriate and re-submit the E5 and/or S5.
Refer to: Section 4 Business rules (tabular) 
Care Type: Geriatric Evaluation and Management (9)


[bookmark: _Toc217047514]Annual Updates
[bookmark: _Toc217047515]Section 5 Compilation and submission
[bookmark: _Toc217047516]End of financial year reporting (amend)
As shown in the table below:
Submissions with header dates prior to 1 July 2025 2026 must use 2024-25 2025-26 format/values for all records
For submissions with header dates of 1 July 2025 2026 onwards, the Separation Date of the episode determines the format/values applicable 
Separation Date prior to 1 July 2025 2026 must use 2024-25 2025-26 format/values
Separation Date 1 July 2025 2026 or later must use 2025-26 2026-27 format/values
For patients ‘remaining in’ on 30 June 2025 2026 this may involve updating episode data previously reported in a June submission from 2024-25 2025-26 format/values to 2025-262026-27 format/values 
Format / values by submission month and Separation Date
	Submission month
	Admission Date
	Separation Date
	Unique Key
	Format/Values

	June
	01/06/20256
	30/06/20256
	000055555
	2024-25
2025-26

	June
	20/06/20256
	00/00/0000
	000066666
	2024-25
2025-26

	July
	25/06/20256
	30/06/20256
	000077777
	2024-25
2025-26

	July
	20/06/20256
	01/07/20256
	000066666
	2025-26
2026-27

	July
	01/07/20256
	10/07/20256
	000088888
	2025-26
2026-27

	July
	02/07/20256
	00/00/0000
	000033333
	2025-26
2026-27



[bookmark: _Toc217047517]Test submissions for 1 July changes
Information regarding testing for 1 July changes will be published in the HDSS Bulletin.
To request inclusion on the HDSS Bulletin mailing list, complete the MS Form <https://forms.office.com/pages/responsepage.aspx?id=H2DgwKwPnESciKEExOufKII_2IfNHexFkH_EAj2AB_tUNFZQSkpIRVk0Q1dCQ1JJTVM3M1c4REszQiQlQCN0PWcu> 

[bookmark: _Toc217047518]Specifications for changes from 1 July 2027
[bookmark: _Toc217047519]Amend Preferred Language for implementation in 2027-28
[bookmark: _Toc217047520]Section 3 Data definitions
[bookmark: _Toc28680610][bookmark: _Toc42769212][bookmark: _Toc197585498][bookmark: _Toc217047521]Preferred Language (amend)
Specification
	Definition
	The language (including sign language) most preferred by the patient for communication. This may be a language other than English even where the person can speak fluent English

	Field size
	4 8

	Layout
	NNNNNNNN or spaces

	Location
	Episode Record

	Reported by
	Mandatory for all public hospitals
(optional for private hospitals)

	Reported for
	All admitted episodes of care

	Reported when
	The Episode Record is reported

	Code set
	Refer to Preferred Language reference file available at HDSS reference files 
<https://www.health.vic.gov.au/data-reporting/vemd-vaed-vinah-esis-reference-files>

	Reporting guide
	This information must:
Be checked for every admitted patient episode.
Not be set up to a default code on computer systems.
Be collected on, or as soon as possible after, admission.
The standard question is:
What is [your] [the person’s] preferred language?
Patient is unable to consent (for example baby, child, or elderly):
Where a person is not able to consent for themselves (for example baby, child, or elderly) then the language of the person who is consenting will be recorded. For example, a guardian or someone with enduring power of attorney.
119999008000	Other Aboriginal and Torres Strait Islander Australian Indigenous languages, NEC
Includes: 
All Australian Indigenous languages not shown separately on the code list
00000002	Not Stated
Includes:
Patients who are not able to respond to this question at any time during their hospital stay.
Child unaccompanied by an adult, who is too young to identify preferred language in relation to the ability to consent.
This question on the form was not filled in or filled in correctly and cannot be verified throughout the admission.

	Related items
	Section 3: Country of Birth, Indigenous Status, and Interpreter Required.


Administration
	Purpose
	For planning and to form the basis for future funding allocation for Culturally and Linguistically Diverse (CALD) hospital service provision

	Principal data users
	Department of Health

	Collection start
	2003-04

	Definition source
	NHDD

	Code set source
	ABS Australian Standard Classification of Languages (ASCL), 2025 2016 version


	Validations
	511	Invalid Preferred Language
513	Indigenous Status/Preferred Language Mismatch
514	Language is Unspecified
592	Invalid Comb Int Req/Pref Lang

	Related items
	Section 3: Country of Birth, Indigenous Status, and Interpreter Required.


[bookmark: _Toc217047522]Section 5 Compilation and submission
[bookmark: _Toc217047523]Episode Record (amend)
Refer to Section 3 for code sets for data elements
Episode Record File Structure
	Note
	Data Item
	Field Size
	Record Position
	Layout

	M
	Transaction Type
	2
	1
	E5

	M
	Unique Key 
	9
	3
	AAAAAAAAA (Hospital-generated)
Right justified, zero filled

	M
	Patient Identifier 
	10
	12
	AAAAAAAAAA (Hospital generated)
Right justified, zero filled 

	M
	Campus Code
	4
	22
	NNNN

	M
	Medicare Number
	11
	26
	NNNNNNNNNNN

	M
	Medicare Suffix
	3
	37
	AAA or A-A

	M
	Sex at birth
	1
	40
	N

	M
	Marital Status
	1
	41
	N

	M
	Date of Birth
	8
	42
	DDMMYYYY

	M
	Postcode
	4
	50
	NNNN

	M
	Locality
	22
	54
	Alphanumeric, left justified

	M
	Admission Date
	8
	76
	DDMMYYYY

	M
	Admission Time
	4
	84
	HHMM

	M
	Admission Type
	1
	88
	A

	M
	Admission Source
	1
	89
	A

	1
	Transfer Source
	4
	90
	NNNN

	
	Leave with permission days MTD
	2
	94
	NN
Right justified, zero filled

	
	Leave with permission days Financial YTD
	3
	96
	NNN
Right justified, zero filled

	
	Leave with permission days Tot
	3
	99
	NNN
Right justified, zero filled


2 - Status Segment occurs 7 times
	2
	Account Class
	2
	102, 115, 128, 141, 154, 167, 180
	AA or AN


	2
	Accommodation Type
	1
	104, 117, 130, 143, 156, 169, 182
	N or A

	2
	Qualification Status
	1
	105, 118, 131, 144, 157, 170, 183
	A

	2
	Patient Days MTD
	2
	106, 119, 132, 145, 158, 171, 184
	NN 
Right justified, zero filled


	2
	Patient Days Financial YTD
	3
	108, 121, 134, 147, 160, 173, 186
	NNN
Right justified, zero filled

	2
	Patient Days Total
	4
	111, 124, 137, 150, 163, 176, 189
	NNNN
Right justified, zero filled

	3
	Separation Date
	8
	193
	DDMMYYYY

	3
	Separation Time
	4
	201
	HHMM

	3
	Separation Mode
	1
	205
	A

	1
	Transfer Destination
	4
	206
	NNNN

	4
	Separation Referral
	4
	210
	AAAA 
Left justified, trailing spaces

	5
	Carer Availability
	1
	214
	N or space

	3
	Account Class on Separation
	2
	215
	AA or AN


	3
	Accommodation Type on Separation
	1
	217
	N or A

	M
	Care Type
	2
	218
	AA or NN or NA
Left justified, trailing space

	M
	Country of Birth
	4
	220
	NNNN

	M
	Indigenous Status
	1
	224
	N

	M,6
	Criterion for Admission
	1
	225
	A

	M
	Intended Duration of Stay
	1
	226
	N

	17
	Hospital Insurance Fund (no longer reported)
	3
	227
	Spaces or AAA or NNN 


	M
	Hospital Insurance Status
	1
	230
	N

	18
	Mental Health Legal Status (no longer reported)
	1
	231
	Space or N

	7
	Funding Arrangement
	1
	232
	N 

	8
	Contract Type
	1
	233
	N

	8
	Contract Role
	1
	234
	A

	9
	Contract/Spoke Identifier
	4
	235
	NNNN

	10
	Contract Leave Days - MTD
	2
	239
	NN
Right justified, zero filled 

	10
	Contract Leave Days - Financial YTD
	2
	241
	NN
Right justified, zero filled

	10
	Contract Leave Days - Total 
	2
	243
	NN
Right justified, zero filled

	
	User Flag
	1
	245
	Optional field, free text

	12
	Preferred Language (from 1 July 2027 reported in position 306)
	4
	246
	NNNN Spaces

	12
	Interpreter Required
	1
	250
	N

	13
	ACAS Status
	1
	251
	N

	15
	Mental Health Statewide Patient Identifier
	10
	252
	ODS generated 10 digit number (NNNNNNNNNN) 
Right justified, zero filled

	
	Leave Without Permission Days MTD
	2
	262
	NN 
Right justified, zero filled

	
	Leave Without Permission Days Financial YTD
	3
	264
	NNN 
Right justified, zero filled

	
	Leave Without Permission Days Total
	3
	267
	NNN
Right justified, zero filled

	3
	Intention to Readmit
	1
	270
	N

	M
	Date of Birth Accuracy Flag
	3
	271
	A

	7, 14
	Program Identifier
	2
	274
	NN

	16,14
	Mother’s UR
	10
	276
	AAAAAAAAAA
Right justified, zero filled

	M
	Admitting Unit/Specialty
	4
	286
	AAAspace or AAAA

	3
	Discharging Unit/Specialty
	4
	290
	Spaces or AAAspace or AAAA

	19
	Unplanned return to theatre (reported in X5 from 2023-24)
	1
	294
	space

	M
	Gender
	1
	295
	N

	21
	NDIS Participant flag
	1
	296
	N or space

	22
	NDIS Participant Identifier
	9
	297
	NNNNNNNNN

	12
	Preferred Language (from 1 July 2027)
	8
	306
	NNNNNNNN

	Total
	
	305 314
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