














































































































































































































































https://www.ihpa.gov.au/





























































DHHS.0071.0001.0513
Appendix 1: Pricing arrangements for Victoria’'s healt sysstem

Box 1.2: Radiotherapy

The Australian Coding Standard (ACS) 0229 Radiotherapy instructs coders to assign a code for the
malignancy as the principal diagnosis in multi-day episodes for radiotherapy. This results in episodes
grouping to a wide range of AR-DRG 9.0s. To maintain funding equity, a VIC-DRG 9.0 of R64Z Radiotherapy
will be assigned for:

i. non-same-day non-surgical episodes that include a radiation oncology procedure from ACHI blocks
[1786] to [1792], [1794] or [1795] for treatment of a neoplastic condition (at least one code from the ICD-
10-AM range C00-D48), except for episodes with the following adjacent AR-DRG9.0s: A40, B82, B83,
W80, and W61

ii. same-day episodes initially grouped to the adjacent AR-DRG9.0 R62 Other Neoplastic Disorders that
have an ICD-10-AM 11th edition principal diagnosis code of Z51.0 (Radiotherapy session).

Box 1.3: Endovascular clot retrieval

Endovascular clot retrieval is a highly specialised procedure and requires a well-organised system to identify
suitable candidates for therapy and to rapidly transport them to a capable centre. To support the provision of
the service and ensure funding equity, a VIC-DRG9.0 of BO2Y Endovascular Clot Retrieval will be assigned
for episodes that:

i.  originally group to the adjacent AR-DRG9.0 of BO2 Cranial Procedures
AND

ii. include an 11th edition ICD-10-AM principal or secondary diagnosis code of 163.x, 164, 165.x or 166.x
AND an ACHI 11th edition procedure code of 35414-00 Embolectomy or thrombectomy of intracranial
artery.

Box 1.4: Adjustment to the AR-DRG9.0 episode clinical complexity model

Under the AR-DRG9.0 episode clinical complexity model, the 31 11th edition ICD-10-AM diagnosis codes
listed below can affect the calculation of episode clinical complexity (DRG outcome) in particular adjacent
DRGs. To maintain funding equity and stability, and to ensure greater alignment with the anticipated 2020-21
introduction of AR-DRG v10.0 where the same 31 diagnosis codes will also be excluded from the AR-DRG
v10.0 episode clinical complexity model, these 31 ICD-10-AM diagnosis codes in the 11th edition, when not
coded as the principal diagnosis code, will be ignored for the purpose of grouping to VIC-DRG9.0.

e E559 Vitamin D deficiency, unspecified

» EB833 Disorders of phosphorus metabolism and phosphatases

e F172 Mental and behavioural disorders due to use of tobacco, dependence syndrome
e (G470 Disorders of initiating and maintaining sleep [insomnias]

e (G478 Other sleep disorders

e (G479 Sleep disorder, unspecified

e H250 Senile incipient cataract

e K219 Gastro-oesophageal reflux disease without oesophagitis

e K30 Functional dyspepsia

e K5730 Diverticulosis of large intestine without perforation, abscess or mention of haemorrhage
e K590 Constipation

e K640 First degree haemorrhoids

e K649 Haemorrhoids, unspecified

e |22 Diaper [napkin] dermatitis

e 1299 Pruritus, unspecified

e | 304 Erythema intertrigo

Policy and funding guidelines 2019-20: Appendices — Funding rules Page 325









DHHS.0071.0001.0516
Appendix 1: Pricing arrangements for Victoria’s health system S

Box 1.5: Calculating mechanical ventilation co-payments

Select mv_elig
case ‘D’ then
if (hours on mechanical ventilation > 6) and (ICU hospital) then
adjmvday = round ((hours mechanical ventilation +12)/24)
else
adjmvday =0
mv_copay = adjmvday x 0.7659+ 0.6980
go to Box 1.6
case ‘4’ then
if (hours on mechanical ventilation > 96) and (ICU hospital) then
adjmvday = round ((hours mechanical ventilation +12)/24) — 4
else
adjmvday =0
mv_copay = adjmvday x 0.7659+ 0.6980
go to Box 1.6
otherwise do
adjmvday =0
mv_copay =0
go to Box 1.6

Base WIES payments for high outliers are reduced when a patient receives daily mechanical ventilation
co-payments. To make this reduction, it is necessary to record the number of days the patient is
receiving mechanical ventilation co-payments (‘fadjmvday’ in the technical specifications).

A1.1.3.2 Non-invasive ventilation

Technical specifications for non-invasive ventilation co-payments are provided in Box 1.6. To be eligible
for a non-invasive ventilation co-payment the patient must: have received a zero mechanical ventilation
co-payment (Box 1.5), be admitted to specific health services (see Table 1.33), have had more than six
hours of continuous non-invasive ventilation provided in an ICU and be allocated to a VIC-DRG9.0 that is
eligible for a non-invasive ventilation co-payment. Each VIC-DRG9.0 will fall into one of the following
non-invasive ventilation classes:

e eligible for daily co-payments of 0.7659 WIES (niv_elig = ‘D’ in the WIES26 weights table)

« eligible for daily co-payments at 0.7659 WIES for ventilated days in excess of one day (24 hours)
non-invasive ventilation (niv_elig = ‘1’ in the WIES26 weights table)

¢ ineligible for co-payments (niv_elig = ‘I’ in the WIES26 weights table).

Non-invasive ventilation severity co-payment eligibility

Table 1.33 (above) lists the hospitals that are eligible for attracting non-invasive ventilation co-payments
for ventilated patients in non-neonate eligible DRGs (‘D’, ‘1°). Only episodes with the campus codes listed
in Table 1.33 may be eligible.
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Box 1.6: Calculating non-invasive ventilation co-payments

If mv_copay = 0 then
Select niv_elig
case ‘D’ then
if (hours on non-invasive ventilation > 6) and (ICU hospital) then
adjnivday = round ((hours non-invasive ventilation +12)/24)
else
adjnivday = 0
niv_copay = adjnivday x 0.7659
go to Box 1.7
case ‘1’ then
if (hours on non-invasive ventilation > 24) and (ICU hospital) then
adjnivday = round ((hours non-invasive ventilation +12)/24) — 1
else
adjnivday = 0
niv_copay = adjnivday x 0.7659
go to Box 1.7
otherwise do
adjnivday = 0
niv_copay =0
go to Box 1.7
else
adjnivday = 0
niv_copay =0

go to Box 1.7

Base WIES payments for high outliers are reduced when a patient receives daily non-invasive ventilation
co-payments. To make this reduction, it is necessary to record the number of days the patient is
receiving non-invasive ventilation co-payments (‘adjnivday’ in the technical specifications).

A1.1.3.3 Thalassaemia

Thalassaemia co-payments are made to patients with any ICD-10-AM diagnosis code of D56.x or D57.2
who are allocated to an eligible VIC-DRG9.0 (indicated with a ‘Thal’ in the ‘Other Co-payment’ column in
the WIES26 weights table). The WIES26 thalassaemia co-payment is set at 0.1089 WIES per episode.
Technical specifications are provided in Box 1.7.

Box 1.7: Calculating thalassaemia co-payments

If (copay = ‘Thal’) and record has an ICD-10-AM 11th edition diagnosis of D56.x or D57.2 then
th_copay = 0.1089

else
th_copay =0

go to Box 1.8
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A1.1.3.4 Abdominal aortic aneurysm stent

Abdominal aortic aneurysm (AAA) stent co-payments are made to patients undergoing an endoluminal
repair of an aortic aneurysm as indicated by any ACHI 11th edition procedure code of 33116-00 and who
are allocated to an eligible VIC-DRG9.0 (indicated with a ‘AAA’ in the ‘Other Co-payments’ column in the
WIES26 weights table). The WIES26 AAA stent co-payment is set at 3.1421 WIES per episode.
Technical specifications are provided in Box 1.8.

Box 1.8: Calculating abdominal aortic aneurysm stent co-payments

If (copay = ‘AAA’) and record has an ACHI 11th edition procedure of 33116-00 then
AAA_copay = 3.1421

else
AAA_copay =0

goto Box 1.9

A1.1.3.5 Atrial septal defect closure device

Atrial septal defect (ASD) co-payments are made to patients receiving an atrial septal defect closure
device as indicated by the presence of any ACHI 11th edition procedure code of 38742-00 and who are
allocated to an eligible VIC-DRG9.0 (indicated with a ‘ASD’ in the ‘Other Co-payments’ column in the
WIES26 weights table). The WIES26 ASD co-payment is set at 2.4713 WIES per episode. Technical
specifications are provided in Box 1.9.

Box 1.9: Calculating atrial septal defect co-payments

If (copay = ‘ASD’) and record has an ACHI 11th edition procedure code of 38742-00 then
ASD_copay = 2.4713

else
ASD_copay =0

go to Box 1.10

A1.1.3.6 Cochlear prosthetic device

Cochlear co-payments are made to patients receiving a bilateral cochlear implantation in the one (same)
episode (indicated by the occurrence of ACHI 11th edition procedure code 41617-05 within the one
episode) and who are allocated to an eligible VIC-DRG9.0 (indicated with a ‘Bilat’ in the ‘Other Co-
payments’ column in the WIES26 weights table). The WIES26 cochlear co-payment is set at 5.0544
WIES per episode. Technical specifications are provided in Box 1.10.
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non-invasive ventilation co-payments. Consequently, some high outliers are paid at the inlier rate (where:
[LOS - HB] < (adjmvday + adjnivday)).

A patient is funded as an inlier when their LOS is greater than or equal to the low inlier boundary and
less than or equal to the sum of the high inlier boundary plus any mechanical ventilation co-payment
days and any non-invasive ventilation co-payment days.

Patients with a LOS less than the low inlier boundary are funded as low outliers. Patients with a LOS
greater than the sum of the high inlier boundary, mechanical ventilation and non-invasive ventilation co-
payment days are funded as high outliers. Technical specifications are provided in Box 1.12.

Box 1.12: Calculating inlier funding equivalence

If LOS < Ib, then
Inlier ="
go to Box 1.13
else if LOS > (hb + adjmvday + adjnivday) then
Inlier =‘H’
go to Box 1.13
else
Inlier="1
go to Box 1.13

Separate columns occur in the WIES26 weights table for:

e short-stay observation unit weights

e same-day weights

e one-day weights

« multi-day low outlier per diem weight
« multi-day inlier weights

¢ high outlier per diem weights

¢ high HITH per diem weights.

The base WIES cost weight for short-stay observation unit episodes (same-day, one-day and multi-day;
inlier, low and high outlier) that group to short-stay designated DRGs (short_stay= ‘S’) can be read
directly from the WIES26 weights table using the appropriate columns (short_stay and ss) and row (VIC-
DRG9.0).

The base WIES cost weight for same-day episodes (inlier and low outlier), one-day episodes (inlier and
low outliers), and multi-day inliers can be read directly from the WIES26 weights table using the
appropriate column and row (VIC-DRG9.0). The base WIES cost weight for multi-day low outliers can be
calculated by multiplying the low outlier per diem weight given in the WIES26 weights table by the
patient’s LOS less one day and adding the one-day weight.

The base WIES cost weight for high outliers is obtained by:

e calculating the number of high outlier days (high_days) by subtracting the high boundary and any
mechanical ventilation co-payment days (adjmvday — see Box 1.5) and any non-invasive ventilation
co-payment days (adjnivday — see Box 1.6) from the LOS

¢ calculating the number of high outlier days (high_days) that are paid at the discounted HITH rate
(hith_days) (this is the minimum of either the number of HITH LOS or high outlier days)

¢ adding the multi-day inlier weight (md_in), the number of high outlier HITH days (hith_days) by the
high HITH per diem weight (hith_pd) and the number of remaining high outlier days (high_days —
hith_days) by the high outlier per diem weight (ho_pd).
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Technical details are provided in Box 1.13.

Box 1.13: Calculating base WIES26

If short_stay = ‘S’ and ACCTYPE1 = ‘S’ and ACCTYPE2 = blank and SEPACCOM = ‘S’ then
Base_WIES = ss
go to Box 1.14
Else select inlier
case ‘L’ do
select LOS_cat
case ‘S’ do
base_WIES = sd
go to Box 1.14
case ‘O’ do
base_WIES = od
go to Box 1.14
case ‘M’ do
base_ WIES = od + (LOS — 1) X lo_pd
go to Box 1.14
case ‘I’ do
select LOS_cat
case ‘S’ do
base_WIES = sd
go to Box 1.14
case ‘O’ do
base_WIES = od
go to Box 1.14
case ‘M’ do
base_WIES = md_in
go to Box 1.14
case ‘H’ do
if hithLOS = missing then hithLOS = 0
high_days = max(0, LOS — hb — adjmvday — adjnivday)
hith_days = min(high_days, hithLOS)
base WIES = md_in + (high_days — hith_days) x ho_pd + (hith_days x hith_pd)
go to Box 1.14
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A1.3.2.7 Grouping to error classes

If, at any step in the care type grouping process described above, a variable is missing or invalid, the
episode/phase will be assigned to the error class for the relevant care type/treatment setting
combination. It should be noted that some clinical tools include an option for ‘not assessed’. If this score
is used, the total cannot be calculated, and the record would be assigned to an error class.
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Box 1.17: Calculating inlier funding equivalence

If LOS < Ib then

Inlier =L’

go to Box 1.18
else if LOS > (hb) then

Inlier = ‘H’

go to Box 1.18
else

Inlier =1

go to Box 1.18

Separate columns occur in the subacute WIES cost weights table for:

« low outlier per diem weight
¢ inlier weights
¢ high outlier per diem weight.

The base subacute WIES cost weight for inliers can be read directly from the subacute WIES4 cost
weights table using the appropriate column and row (AN-SNAP version 4).

The base subacute WIES4 cost weight for low outliers can be calculated by multiplying the low outlier per
diem weight given in the subacute WIES4 cost weights table by the patient episode’s LOS.

The base subacute WIES4 cost weight for high outliers is obtained by:

e calculating the number of high outlier days (high_days) by subtracting the high boundary from the
LOS

e adding the inlier weight (in), and the number of high outlier days (high_days) by the high outlier per
diem weight (ho_pd).

Technical details are provided in Box 1.18.

In 2019-20 a separate loading to SWIES for level 5 statewide specialist spinal rehabilitation services has
been calculated by the department. This will be provided separately to these health services.

Box 1.18: Calculating base rehabilitation care and geriatric evaluation and management subacute
WIES

Select inlier

case ‘L’ do
base_Subacute WIES = LOS X lo_pd
go to Box 1.24

case ‘I’ do
base_Subacute WIES = in
go to Box 1.24

case ‘H’ do
high_days = max(0, LOS — hb)
base_Subacute WIES = in + (high_days x ho_pd)
go to Box 1.24
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A1.4.2.2 Non-acute care

To calculate a patient’s base subacute WIES for non-acute care (care type MC), you need to determine
the patient episode:

» LOS.

The patient’s LOS is derived from the admission date, separation date and leave days. Technical
specifications are provided in Box 1.19.

Box 1.19: Calculating the non-acute care base subacute WIES

base_Subacute WIES = LOS x pd
go to Box 1.24

A1.4.2.3 Department of Veterans’ Affairs nursing home type

To calculate a patient’s base subacute WIES for Department of Veterans’ Affairs nursing home type care
(care type NHT), you need to determine the patient episode:

e LOS.
The patient’s LOS is derived from the admission date, separation date and leave days. Technical

specifications are provided in Box 1.20.

Box 1.20: Calculating the Department of Veterans’ Affairs nursing home type care base subacute
WIES

base_Subacute WIES = LOS x pd
go to Box 1.24

A1.4.2.4 Palliative care
To calculate a patient’s base subacute WIES4 for palliative care (care type 8) you need to determine the:

e subacute WIES for each phase of care using the LOS of each phase
¢ AN-SNAP class

e leave days for the whole episode

¢ inlier equivalence (‘I or inlier, ‘L’ or low outlier, ‘H’ or high outlier).

The patient’'s LOS and LOS category are derived from the admission date, separation date and leave
days for each phase. Technical specifications are provided in Box 1.21 and Box 1.22.

The patient’s inlier funding equivalence is determined by comparing the patient’s LOS with the inlier
boundaries for the AN-SNAP version 4 class to which the patient is classified. The low and high inlier
boundaries are given in the subacute WIES4 cost weights table.

A patient is funded as an inlier when their LOS is greater than or equal to the low inlier boundary and
less than or equal to the high inlier boundary.

Patients with a LOS less than the low inlier boundary are funded as low outliers. Patients with a LOS
greater than the high inlier boundary are funded as high outliers. Technical specifications are provided in
Box 1.21.
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Box 1.21: Calculating base palliative care subacute WIES for each phase of care

If LOS < Ib then

Inlier ="

go to Box 1.22
else if LOS > (hb) then

Inlier =‘H’

go to Box 1.22
else

Inlier =1

go to Box 1.22

Separate columns occur in the subacute WIES cost weights table for:

« low outlier per diem weight

¢ inlier weights

¢ high outlier per diem weight.

The base subacute WIES cost weight for inliers can be read directly from the subacute WIES4 cost
weights table using the appropriate column and row (AN-SNAP V4). The base subacute WIES4 cost

weight for low outliers can be calculated by multiplying the low outlier per diem weight given in the
subacute WIES4 cost weights table by the patient episode’s LOS.

The base subacute WIES4 cost weight for high outliers is obtained by:

e calculating the number of high outlier days (high_days) by subtracting the high boundary from the
LOS

e adding the inlier weight (in), and the number of high outlier days (high_days) by the high outlier per
diem weight (ho_pd).

Technical details are provided in Box 1.22.

Box 1.22: Calculating base palliative care subacute WIES for each phase of care

Select inlier

case ‘L’ do
base_Subacute WIES = LOS X lo_pd
go to Box 1.23

case ‘I' do
base_Subacute WIES = in
go to Box 1.23

case ‘H’ do
high_days = max (0, LOS — hb)
base_Subacute WIES = in + (high_days x ho_pd)
go to Box 1.23
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During the episode, the organisation has various contacts with the patient during which services are
delivered. At the end of, or during, the episode the patient may be referred to another service.

Contacts are reported to VINAH, and these have different counting rules from service events. The
department derives service events based on the parameters outlined in the following paragraphs.

A contact is between a patient (or other relevant person) and a professional associated with a VINAH
reporting program that results in a dated entry being made in the patient’s health record.

A contact must meet all the following criteria:

¢ be clinically significant in nature

« be provided (or brokered) by an agency funded by a program area that requires reporting via the
VINAH minimum dataset

« be for a patient who has provided consent (either implied or explicit)

e result in a dated entry in the clinical record of the patient (or a reference to a clinical record held by
the brokered service).

VINAH consists of various linked data structures that reflect aspects of service delivery within a
healthcare setting. This information is structured consistently and is periodically submitted to the
department. The submission process builds in validation and reporting to make data quality an integral
part of the data life cycle.

It is worth noting that not all health services that receive acute specialist clinics funding report to VINAH
and other health services report significantly less activity to VINAH compared to their AIMS submission.
Therefore, VINAH service event counts are not used to calculate a health service’s total service event
count. The department is working with health services to improve patient level activity data.

For all activity in-scope for WASE funding, the derivation of service events is the same. See Box 1.26 for
inclusion criteria.

Box 1.26: VINAH contact inclusion criteria for the derivation of service events

For contacts to be included in service events, they must comply with all of the following criteria:

e The contact must be direct.
Contact Session Type NOT EQUAL TO ‘3 — Indirect contact’

e The patient must be present at the contact.
Contact Client Present Status IS EQUAL TO 10, “11°, “12’ or ‘13"

e The contact must be delivered in person, via telephone, via teleconferencing, or via written means.
Contact Delivery Mode IS NOT EQUAL TO ‘9 — Not applicable’

e The contact cannot occur in the emergency department.
Contact Delivery Setting must NOT EQUAL 13 Hospital Setting — Emergency Department

Where a patient has multiple contacts in the same clinic on the same date, these contacts may be rolled
up to be one service event. Box 1.27 illustrates the detailed criteria for deriving service events from
contacts.
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A1.6.9.1 Review ratio

The WASE funding model has a 20 per cent discount for review service events. The 20 per cent discount
was chosen based on 2015 Specialist Clinics Advisory Committee feedback. The committee noted 20
per cent was a manageable discount that still sent an appropriate pricing signal. The price signal will
encourage health services to treat more new patients, to reduce waiting lists and wait times, and to
improve their reporting of the data field. Current cost and VINAH activity data are not sufficiently mature
to calculate a more definitive discount rate.

The review proportion will be calculated using VINAH data. In 2019-20, health services will report New
Public Service Events and Review Public Service Events in the AIMS S10 form to identify variance with
the VINAH dataset.

To calculate the review discount, a proportion of review service events, using VINAH data, is calculated
and applied to the number of service events reported in AIMS. The adjusted field, as outlined above, is
used to count the number of new and review service events.

To calculate the review proportion, health services should first calculate, for the given time, their
proportion of total service events (public and MBS-billed) categorised as ‘review’ (see ‘New and review
service events’) for each Vic-Tier 2 group.

For VINAH reporting health services that have not reported to VINAH any new or review service events
for a specific Vic-Tier2 group, a 100 per cent review discount will be applied to total service events
instead of a health-specific factor.

For non-VINAH reporting health services, the statewide review proportions (Table 1.23 in Appendix 1,
section 1.3.4) will be applied to total service events instead of a health-specific factor. Please refer to
Table 1.48 in Appendix 1, section A1.6.15 for a list of health services that are required to report to the
department via the VINAH minimum dataset.

A1.6.9.2 ‘New’ and ‘review’

The department defines a ‘new’ service event as a patient attending a clinic within a specific
program/stream for the first time. A ‘new’ contact is the first contact of the referral to that program/stream
(for example, 101 — General medicine). If a patient receives two referrals to a program/stream (say,
Nutrition in allied health, and Physiotherapy in allied health) then that would be two ‘new’ appointments.

A patient can be referred to multiple clinics. If the clinics are in the same program/stream, the first service
event within the program/stream would be classified as ‘new’ and any subsequent service events within
the program/stream would be ‘review’. If the clinics are in different programs/streams, then the first
appointment within each separate program/stream would be considered new and any subsequent within
each program/stream would be classified as ‘review’. If a patient is referred to a clinic at another health
service within the same program/stream, their appointment at the next health service would be
considered ‘new’.

A ‘new’ service event must meet this definition and be the first service event of the episode for that
specialist clinics program/stream. Inversely, the first service event in an episode in a specialist clinic
program/stream is only a ‘new’ service event if it meets the above definition.

A ‘review’ service event is where the primary purpose is to review the patient following a previous contact
or treatment (where the patient attended), or an admission to the same health service for that
program/stream. As described above, this only applies within a referral at a health service.

A1.6.9.3 Reporting ‘new’ and ‘review’

A new or review contact is reported to the department through VINAH under ‘Contact purpose’. Each
contact from a specialist clinic should have a contact purpose of either:

e 71 — Follow up/Monitoring/Evaluation/Review
e 72 — New patient consultation.
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Box 1.29 has some examples of new and review service events. These examples demonstrate possible
patient pathways. While these pathways outline possibilities of whether a service event is counted as
‘new’, the service event must still meet the definition outlined above.

This field is at a contact level. For the WASE model, this needs to be attached to service events. How
new and review is translated from contacts to service events is detailed in the following section.

Box 1.29: Examples of ‘new’ and ‘review’

Example 1: Patient attends multiple clinics for the one condition

Health service 1: Referral — Orthopaedic surgery contact program/stream 311 — Orthopaedic applications
(New) — Physiotherapy allied health contact program/stream 313 (New) — Plastic contact program/stream
206 (New) — Orthopaedic surgery contact program/stream 311 — Orthopaedic applications (Review)

Example 2: Patient attends a clinic for a second or subsequent time

Referral — Metabolic bone medical contact program/stream 310 (New) — Metabolic bone medical contact
program/stream 310 (Review)

Example 3: Patient has a pre-op and post-op specialist clinic service event at the same clinic under
the same referral

General surgery contact program/stream 201— Referral — Pre-admission and pre-anaesthesia contact
program/stream 209 (New) — Hospital admission for elective surgery — Post-op general surgery contact
program/stream 201 (Review) — Allied health contact program/stream 313 (New)

Example 4: Patient has a post-op specialist clinic service event with no pre-op specialist clinic
service event

Hospital admission for emergency surgery — General surgery contact program/stream 201 (New)
Example 5: Patient attends a clinic and sees multiple specialists

Referral — Brain injury rehabilitation service event and sees a rehabilitation physician, a clinical nurse
specialist and a social worker program/stream 109 (New)

Example 6: Post inpatient/day surgery admission

Inpatient or day surgery admission — Clinic contact (Review)

A1.6.9.4 Adjusted contact purpose

The adjusted contact purpose is the field by which the department identifies new service events that
have been adjusted to review service events where the reporting is inconsistent with the rules outlined
above. In 2019-20, the adjusted contact purpose will be used to calculate the proportion of review
service events. This is the same field that is used in the Specialist Clinics Activity and Wait Time Report
and is derived from the data submitted in VINAH.

All acute specialist clinics occasions of service activity submitted in VINAH should have a contact
purpose value of ‘71 — Follow up/ Monitoring/ Evaluation/ Review’ or ‘72 — New patient consultation’.
There can only be one new service event per program/stream in the one episode.

Where a health service has reported multiple new service events for the one program/stream in the one
episode, subsequent service events are adjusted to be review service events. Only one new service
event per patient per program/stream in the one episode can be reported.

For health services not reporting VINAH data, the statewide proportion of review service events will be
used to calculate the review discount.

The count of ‘new’ contacts, and subsequently ‘new’ service events, are those that have an ‘Adjusted
contact purpose’ of ‘new’ (see Box 1.30).

In the event of multiple ‘new’ contacts within a derived contact program/stream only the first contact in
the episode where the patient attends, is counted as a new contact (see Box 1.30). Subsequent ‘new’
contacts in the same program/stream are adjusted to ‘review’.
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The count of ‘review’ contacts includes contacts that meet the requirements to be in scope and have a
contact purpose code = ‘71 — Follow up/ Monitoring/ Evaluation/ Review’ or have been reclassified from
‘72 — New patient consultation’ as a result of the ‘New’ contact adjustments (see Box 1.30).

Box 1.30: ‘New’ contact adjustments

Rule 1: If the program/stream has more than one contact in the same episode with a contact purpose =72 —
New patient consultation’, only the contact occurring first in the program/stream is counted as a ‘new’ contact
and subsequent contacts are counted as ‘reviews’.

Rule 2: If there is a contact in the program/stream with a contact purpose = ‘72 — New patient consultation’
but there is a preceding contact with contact purpose code = ‘71’ then all the contacts within the
program/stream are counted as ‘review'.

A1.6.9.5 ‘New’ and ‘review’ service events

When contacts are rolled into service events, if one of the contacts has an adjusted contact purpose of
‘new’, the service event will be categorised as ‘new’. If none of the contacts rolled into a service event
have an adjusted contact purpose of ‘new’, the service event will be categorised as ‘review’. Where there
is a one-to-one relationship between a contact and a service event, the service event will be categorised
according to the adjusted contact purpose.

A1.6.9.6 Multiple healthcare provider proportion

Multiple healthcare provider (MHCP) service events are predominantly delivered by MHCP provider
specialist clinics. These occur where three or more healthcare providers deliver care either individually or
jointly within a non-admitted patient service event. The healthcare providers may be of the same
profession (medical, nursing or allied health). However, they must each have a different scope of practice
so that the care provided by each provider is unique and meets the definition of a non-admitted patient
service event.

Under the counting rules, both nationally and for WASE, only one non-admitted patient service event
may be counted for a patient at a specific clinic on a given day, irrespective of whether the patient was
seen jointly or separately by multiple providers. Where a patient attends multiple clinics on the same day,
each visit is counted as a separate service event, provided each service received meets the definition of
a service event.

For patient-level information reported through VINAH, an MHCP service event is derived using the
Contact Professional Group field. This data element allows repeat entries, so records with three or more
distinct healthcare provider recorded are flagged as being an MHCP service event.

A loading of 55 per cent based on the percentage of public MHCP service events to total public service
events as reported through VINAH will be applied to the AIMS service event count. For VINAH-reporting
health services that have not reported to VINAH, any MHCP service events for a specific proportion
group, a loading factor will not be applied to the total public service events. The MCHP loading does not
apply to MBS-billed (‘private’) service events.

For non-VINAH-reporting agencies, a loading of 55 per cent will be based on a statewide percentage.
The MHCP loading factor that applies to non-VINAH-reporting health services is listed in Table 1.24 in
Appendix 1, section 1.3.5. Please refer to Table 1.48 in Appendix 1, section A1.6.15 for a list of health
services that are required to report to the department via the VINAH minimum dataset.

A1.6.9.7 WASE price

For the 2019-20 WASE public price and WASE private price, please refer to the price tables in Appendix
1, section 1.1.
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The discounted private price reflects the fact that MBS funding for MBS-funded specialist clinics do not
cover the full cost. MBS billing is expected to the cover the cost of medical salaries and diagnostic costs.
The WASE private price covers all other specialist clinics costs. This is intended to provide a neutral
revenue choice between establishing a clinic as public or MBS-funded.

A1.6.9.8 Calculating WASE for individual Tier 2 classes
To calculate the WASES3 funding allocated to a patient:

« Determine if the service event is eligible for WASE funding (see Box 1.31).

e Calculate the base WASE (see Box 1.32).

e Calculate the review ratio for each Vic-Tier 2 (proportion) group (see Box 1.33).
e Calculate the MHCP loading for public service events (see Box 1.34).

The steps are described in detail below with technical specifications provided in boxes.

A1.6.9.9 WASE eligibility

Metropolitan and regional health services and subregional and local health services that are eligible for
WIES25 funding are eligible for funding under the acute non-admitted WASE funding model (WASE3).
The funding model was introduced in 2017-18 to replace block grant funding for specialist clinics in
Victoria.

Only public or MBS-billed (defined as the MBS activity submission in AIMS S10 — acute non-admitted
services collection) service events are eligible for funding. Patients reported as Department of Veterans’
Affairs (DVA) or ‘Other’ will not be eligible. Patients recorded as ‘Other’ include workers compensation,
Transport Accident Commission, criminal injury and common law cases, members of the defence forces /
seafarers, patients not eligible under Medicare and not exempt from fees or other patients who elect to
self-fund. Some Tier 2 classes service events are also excluded from WASE funding because they are
funded by another Victorian funding model but are still required to be reported nationally. Please refer to
Table 1.46 in Appendix 1, section A1.6.5.

Box 1.31: Episodes eligible for WASE3

All service events reported to the AIMS S10: Acute Non-Admitted Clinic Activity collection except for:
 DVA service events

e other funded service events

e private hospitals

e small rural health services

e Tier 2 classes: 10.10, 10.12, 10.15, 10.16, 10.17, 10.18, 10.19, 10.20, 20.06, 20.08, 20.43, 20.49,
20.50, 20.56, 30.01, 30.02, 30.03, 30.04, 30.05, 30.06, 30.07, 30.08, 40.02, 40.08, 40.27, 40.33, 40.34,
40.35, 40.36, 40.37, 40.56, 40.57, 40.58, 40.59, 40.62.

A1.6.9.10 Base weighted ambulatory service event
To calculate a Tier 2 class’ base WASE, you need to determine the:

e Tier 2 class cost weight
¢ number of service events that have occurred for each Tier 2 class separately for both public and
MBS-billed service events.

The Tier 2 cost weight can be read directly from the WASE3 Tier 2 cost weights at Table 1.22 in
Appendix 1, section 1.3.3.
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