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[bookmark: _Toc232765581]Guideline Statement
The Canberra Health Services (CHS) Emergency Department (ED) Data Manual provides guidelines that outline criteria to correctly record, count and classify ED patient activity for the purpose of jurisdictional and national data reporting. 
Patient activity refers to the classification of healthcare services based on the nature of care provided to patients. These classifications help determine funding, data collection methods, and the resources needed for effective care delivery.
The accurate collection of the type of care a patient is receiving is critical for ensuring data quality and integrity, and it must comply with national regulations. The three types of patient care provided by Canberra Health Services are:
Emergency care
Admitted care (Inpatient): Acute, Subacute, Non-acute, Newborn and Mental Health
Non-admitted care (Outpatient)
This manual is applicable to all ED patient activity from June 2026 and takes priority over all other documents outlining admission policy, concepts, issues, and procedures. This manual should also be read in conjunction with the Patient Activity Data Policy, Digital Health Record (DHR) Quick Start Guides (QSG), also known as F1 Tip Sheets.
This Data manual has been developed to align with national guidelines, best practice and encompasses Emergency Department Patient Care concepts included in the:
National Healthcare Agreement
National Health Reform Act 2011 (NHRA) and associated agreements
Mental Health Act 2015
Australian Institute of Health and Welfare, National Health Data Dictionary (NHDD)
Australian Institute of Health and Welfare, METEOR metadata standards
Independent Health and Aged Care Pricing Authority (IHACPA) data specifications
Other jurisdictional admission policies and reference manuals.
Back to Contents
[bookmark: _Toc232765582]Purpose 
The purpose of this document is to guide all CHS employees in the collection of Emergency Department patient activity data.
The rules in this manual do not direct where and how clinical care is delivered, rather it specifies the business rules and criteria for the recording and reporting of emergency patient care activity so that it can be accurately and consistently counted, classified and recorded locally.
The following principles underpin the ED Data Manual and its implementation:
· Patient care is the primary focus.
· [bookmark: _Int_VCeh2VlJ]Administrative processes should not influence the clinical decision-making regarding patient care.
· Guidelines should be applied consistently and in a standardised manner.
· Comprehensive and high-quality data collection and reporting are integral to the counting and classification of patient activity. 
· Data collection should be completed in real time or as close to real time as possible.
· Policy and decision guidelines should be driven by best practice, not by software capabilities or restrictions.
The Emergency Department data collection is used for:
· Performance reporting
· Commonwealth reporting e.g. Non-Admitted Patient Emergency Data Care National Minimum Data Set (NAPED NMDS)
· Activity based funding / management
· Review of health service delivery, including models of care  
· Public health 
· Quality and safety projects 
· Clinical outcomes evaluation 
· Workforce planning
· Research purposes with the approval of the Research Ethics Committee
· Other ad-hoc reporting, as required.
Back to Contents
[bookmark: _Toc182482762][bookmark: _Toc232765583]Scope
The scope of the Emergency Department Data Manual includes ED services at both Canberra Hospital and North Canberra Hospital. This manual applies to all CHS staff involved in the administration or care of a patient in the Emergency Departments. 
Emergency Department activity includes, but is not limited to, patients who: 
All Emergency Department attendees (as defined below 1.3 Emergency attendance)
Triaged to be seen for an ED service but did not wait for the service to be delivered.
Are triaged and advised to seek alternate services, and then depart the ED. 
Are dead on arrival if an ED clinician examined and certified the death of the patient.
Out of scope: 
Patients who are directly admitted to the hospital without triage or care in an ED.
A person who may be seeking assistance at the ED that does not register as a presenting patient and does not wait to be assessed.
Back to Contents
[bookmark: _Toc182482764][bookmark: _Toc232765584]Section 1 - Definitions
For the purposes of the Business Rules, the key terms below have the following meanings.
[bookmark: _bookmark10]1.1 Emergency Department 
Emergency Departments are dedicated specialist multidisciplinary units specifically designed and staffed to provide 24-hour emergency care. The role of the ED is to treat urgent or life-threatening illnesses and injuries. The aim of the treatment is to assist in the restoration of health either during the emergency visit or the admission to hospital which may follow emergency care.
[bookmark: _bookmark11]1.2 Emergency patient
A patient who receives treatment in a designated ED.
[bookmark: _bookmark12][bookmark: _1.3_Emergency_attendance]1.3 Emergency attendance
Occurs where a patient attends an ED and is registered in an approved information system or triaged by ED staff.
An ED attendance includes, but is not limited to, the following:
Patients who receive treatment in the designated ED and are subsequently discharged from ED, including cases where the patient is admitted to hospital from ED.
Patients who are triaged and/or registered in an approved information system but choose to leave the hospital before receiving treatment.
Patients who are triaged and/or registered in an approved information system but choose to leave the hospital before the completion of assessment or treatment.
Patients who leave the ED after being registered to receive care and then advised of alternative treatment options.
A patient is dead on arrival and an ED clinician certified death.
An ED attendance excludes the following:
A patient attends a physical ED but is not triaged or clerically registered.
A patient attends a physical ED and is clerically registered but does not wait for clinical input, this event should be cancelled.
The patient is physically present while waiting transit to another facility. The patient receives no clinical care from the ED team and is not recorded as an emergency attendance.
Definitions in the Australian Institute of Health and Welfare (AIHW) Metadata Online Registry (METEOR) may refer to an ED attendance as an ED presentation.
[bookmark: _Hlk203402882]1.3.1 Planned return to ED
A return visit occurs when a patient presents to the emergency department following a previous presentation. This may be for planned follow-up treatment, due to test results indicating the need for further care, or as part of a discharge-initiated care plan.
Exclusion: Where a visit follows general advice to return if feeling unwell, this should not be recorded as a planned visit.
Example: patient to go home and represent in morning for an ultrasound
1.3.2 Pre-arranged admission via ED
When a patient presents to the emergency department for admission to a non-emergency ward or another admitted patient care unit, and the admission has been arranged prior to arrival, the patient must be triaged and recorded as an emergency department (ED) encounter if they receive clinical care in the ED.
Exclusion: Where a patient presents for a pre-arranged admission and only clerical services are provided by the emergency department, the patient should not be recorded as an ED encounter.
1.4 Emergency Department episode of care
The difference between the arrival time and physical departure time. It represents the emergency department episode of care. Recording the total time as hours and minutes (not seconds).
1.5 Arrival Time 
The arrival time is the first recorded time of contact between the patient and the ED staff. Triage assessment should occur at this point.
1.6 Wait Time 
This is the difference between the time of arrival and the time of initial medical assessment and treatment. A recording accuracy to within the nearest minute is appropriate.
1.7 Triage
A triage system is a standardised method of rapidly determining clinical urgency of all incoming patients to assist staff to identify and prioritise those who are critically ill or injured.
1.8 Emergency Department activity
Includes all treatment and care provided in an ED.
For this activity to be included in reporting (counted and funded), all of the following criteria for an ED attendance must be met:
A triage category must be recorded and documented in DHR 
The patient must be registered and recorded in DHR 
Treatment is provided by a medical practitioner or other authorised clinician
At least one valid EPD shortlist principal diagnosis must be recorded for this activity in DHR, except where the episode end status is Did Not Wait, Dead on arrival, or Registered advised of another health care service, and left the ED without being attended by a healthcare professional
All data items as specified in the Non-admitted patient emergency department care NMDS Data Set Specification.
1.9 National Emergency Access Target (NEAT)
In Australia, the National Emergency Access Target (NEAT) is a performance benchmark for emergency departments. It aims to ensure that a predetermined proportion of patients are admitted, discharged, or transferred from the emergency department within four hours of presentation.
The National Emergency Access Target (NEAT) requires that 90% of all presentations have a length of stay in the emergency department of no more than four hours. The calculation of the length of stay is on the arrival and departure times. 
1.10 Emergency Department Short Stay Unit
An Emergency Department Short Stay Unit (ED SSU or SSU) is a unit within the Emergency Department that is designed and designated for the short-term treatment, observation, assessment, and reassessment of patients following triage and assessment in the ED. Patients admitted to SSU are anticipated to need a hospital stay of less than 24 hours. Short stay units optimise the care and safe discharge of these ED patients. At Canberra Hospital the Short Stay Unit is called the Emergency Medical Unit (EMU), and at North Canberra Hospital it is called the Short Stay Unit (SSU).
See also Section 3 – Short Stay Unit 
1.11 Departure Time
This is the time the patient physically leaves the ED, marking the end of their emergency treatment accuracy. Recording this time to the nearest minute is appropriate for accuracy. It includes patients who are discharged home, transferred to another hospital, die in the ED, are moved to another part of the hospital for definitive care, or are admitted to a ward, including SSU in the ED. 
It does not include patients sent to another area for treatment with an expected return to the ED, nor those where a decision has been made to admit but remain in ED waiting to be transferred to an inpatient ward or theatres. 
Back to Contents

[bookmark: _Toc182482765][bookmark: _Toc232765585]Section 2 – ED Episode of Care
2.1 Identification and registration
When a patient attends ED for treatment, the patient must be correctly identified and registered in DHR. CHS Registration Policy and Procedure is required until this is developed local registration guidelines are to be used. 
When patient identification cannot be obtained due to the patient’s presenting state or condition (for example when the patient is unconscious, intoxicated, mentally impaired or experiencing language difficulties) they must be registered as an ‘Unknown Patient’ by:
Entering the patient’s sex in the Patient Lookup window 
Entering the patients estimated age (using the Y-xx) function to allow for age-appropriate documentation, such as paediatric assessments.
Selecting the Anonymous check box and then clicking New. An MRN will be automatically allocated from DHR.
Once the patient’s identity has been confirmed and the patient has an existing MRN, the ‘Unknown Patient’ registered MRN must be merged with the existing MRN for the patient by using ‘mark for merge’ in DHR.
If there is no previous existing MRN, the MRN used for the ‘Unknown Patient’ registration must have the patient demographics updated with the correct patient information.
· See also the DHR F1- Patient Arrival to ED Tip Sheet
2.2 CHS Admitted patients’ presenting to Emergency Department 
When a current CHS inpatient presents to an Emergency Department, the following data guidelines need to be followed:
If a currently admitted patient (including those in HITH or Mental Health units) presents to the Emergency Department (ED) at the same facility, the patient should be placed on a leave of absence. 
If the patient returns to the original ward or unit, then they are returned from leave. 
If the patient does not return, the leave of absence (LOA) should be removed, and the patient should be discharged effective from the time just prior the presentation to ED or departure of the ward or unit. Where possible this is to be done by the ward staff, if not ED can perform this task.
If the patient is then admitted from Emergency Department to SSU/EMU or another ward or unit (excluding the one from where they are on a LOA), then a new admission is created - this is not considered a transfer.

· See also the CHS Admitted Patient Care Data Manual Admitted Patient Care Data Manual 
2.3 [bookmark: _bookmark17]Arrival / Presentation 
[bookmark: _Toc143868457][bookmark: _bookmark21]The date and time at which a patient presents for the delivery of an emergency department service. This can be the clerical registration or triage process, whichever happens first. The time is recorded as the time the patient enters the ED (including ambulance arrivals) or when Triage and/or ED clinician receives the patient. The mode of transport to the ED must be recorded in DHR under the Means of Arrival data field.
Meteor Link: Emergency department stay—presentation date, DDMMYYYY
Meteor Link: Emergency department stay—presentation time, hhmm
Arrival / Presentation DHR Data Table 
	[bookmark: _bookmark18][bookmark: _Hlk207185525]CLINICAL EVENT
	DHR WORKFLOW
	DHR EVENT ID

	Expected Arrival
	Patient is added to the ED Trackboard as an Expected Arrival by a clinician. This information is received via fax from GP or Ambulance etc.
	ED EXPECTED ARRIVAL [46]

	Arrived
	Patient has an arrival time and date documented (the documented arrival time, rather than the time of documentation). This is documented by the Triage nurse by clicking the Arrived button or manually entering the Date/Time in the Arrival tab.
	EH ED ARRIVED [1605001]

	Arrival Mode
	The mode of transport to the ED must be recorded in DHR under the Means of Arrival data field in the arrival tab
	Non DHR event


[bookmark: _bookmark19] 2.4 Visit type
The type of visit is the reason a patient presents to an ED and must be recorded in DHR under the Admission Type data field.
2.4.1 Emergency Presentation Visit
Occurs when a patient presents to the ED for an actual or suspected condition which is sufficiently serious to require acute unscheduled care. This includes patients awaiting transit to another facility who receive clinical care in the ED and patients for whom resuscitation is attempted.
If a patient is awaiting transit to another facility and does not receive clinical care in the ED, the ED episode should not be recorded.
This is recorded as New Pt/Problem in DHR.
2.4.2 Planned re-attendance
A planned re-attendance is a planned return visit to the ED following a previous ED episode. A new episode (with a planned return Visit Type) must be recorded in this circumstance. This return visit may be for planned follow-up treatment, because of test results becoming available indicating the need for further treatment, or as a result of a care-plan initiated at discharge.
Where a visit follows general advice to return if feeling unwell, this should not be recorded as a planned visit.
2.4.3 Unplanned re-attendances
In the DHR when a patient re-attends the same ED within 24 hours (after a previous ED attendance), the following circumstances must be considered to determine if a new ED episode is to be recorded or if the preceding ED episode is to be recommenced:
If a patient returns to the same ED after receiving part of their care outside of the ED, the preceding episode must be recommenced. For example, a patient requires assessment and/or treatment in the Ophthalmology Clinic and then returns to the ED for continuation of treatment. As the ED episode had been temporarily interrupted the patient must not have two ED episodes recorded as it is a continuation of care.
If a patient is assumed to have left at their own risk and re-attends within 24 hours, for example, left temporarily without advising staff, the preceding episode must be recommenced and continued if treating the same condition as initial presentation
If a patient is discharged home from the ED or to a SSU, and then subsequently re-attends the ED within 24 hours, a new episode (with an unplanned return Visit Type) must be recorded in this circumstance.
2.4.4 Pre-arranged admission
A pre-arranged admission is where a patient presents to the ED for an admission to either a non-emergency department ward or other admitted patient care unit that has been arranged prior to the patient’s arrival, and the patient receives clinical care in ED.
Where a patient presents for a pre-arranged admission and only clerical services are provided by the ED, the presentation should not be recorded.
2.4.5 Dead on arrival
Dead on arrival as a visit type should only be used for patients who are dead on arrival and an ED clinician certifies the death of the patient. This includes where the clinician certifies the death outside of the ED (e.g. in an ambulance outside the ED).
Where a resuscitation of the patient is attempted, this should be recorded as an Emergency Presentation visit type.
Meteor link: Emergency department visit type code N
	[bookmark: _Hlk211852124]CLINICAL EVENT
	DHR WORKFLOW

	Emergency presentation
	This is recorded in ED Updates during patient registration

	Planned re-attendance
	This is recorded in ED Updates during patient registration

	Unplanned re-attendance
	This is recorded in ED Updates during patient registration

	Pre-arranged admission
	This is recorded in ED Updates during patient registration

	Dead on arrival
	This is recorded in ED Updates during patient registration


2.5 Triage
A patient must have a triage assessment completed as soon as possible on arrival, to enable them to be prioritised on the basis of illness or injury severity and their need for medical and nursing care.
The patient must be assigned a triage category based on the Australasian Triage Scale (ATS), see below Australasian Triage Scale table. 
The triage category cannot be retrospectively changed to another category except under exceptional circumstances, for example, if the patient’s condition deteriorates during their episode of care, a second triage assessment may be conducted, and triage category updated to reflect this.
[bookmark: _Australasian_Triage_Scale]Australasian Triage Scale table 
	ATS Category
	Broad Definition of Category
	Treatment Time Target

	Resuscitation ATS 1
	Definitely life threatening, requiring immediate medical care
	Less than or equal to 2 minutes

	Emergency ATS 2
	Probable threat to life or limb
	Less than or equal to 10 minutes

	Urgent ATS 3
	Possible threat to life or limb
	Less than or equal to 30 minutes

	Semi-urgent ATS 4
	No threat to life or limb but some incapacity or injury
	Less than or equal to 60 minutes

	Non-urgent ATS 5
	No incapacity or threat to life or limb
	Less than or equal to 120 minutes


2.6 Triage date and time
The date and time at which triage was commenced and completed for the patient. This must not be retrospectively changed except under exceptional circumstances, for example, if an error was made.


Triage data and time DHR Data Table 
	CLINICAL EVENT
	DHR WORKFLOW
	DHR EVENT ID

	Triage Start
	The presenting complaint is documented in the Triage navigator. 
	TRIAGE STARTED [205]

	Triage Complete
	The Acuity is selected on the triage workflow by the Triage nurse. 
	ED ACUITY 1 SELECTED [1600000317]

	
	
	ED ACUITY 2 SELECTED [1600000318]

	
	
	ED ACUITY 3 SELECTED [1600000319]

	
	
	ED ACUITY 4 SELECTED [1600000320]

	
	
	ED ACUITY 5 SELECTED [1600000321]


2.7 Waiting Times 
All patients should be seen within the 'Treatment Time Target' as per Table 1 Australian Triage Scale guidelines. The 'Treatment Time Target' also known as 'Seen on Time' (SoT). 
Triage category 1: seen within seconds, calculated as less than or equal to 2 minutes 
Triage category 2: seen within 10 minutes 
Triage category 3: seen within 30 minutes 
Triage category 4: seen within 60 minutes 
Triage category 5: seen within 120 minutes.
To calculate 'Seen on Time' (SoT), it is important that the measurement of time does not include any seconds. For Category 1 patients, the SoT threshold is 2 minutes. Therefore, patients seen within 2 minutes, including slight deviations up to a few seconds over, such as 2 minutes and 34 seconds, should not be considered as breaches." 
[bookmark: _bookmark20]All data reporting should reflect this standard and be aligned with Meteor definitions.   
Meteor Link: Emergency service stay—waiting time, total minutes NNNNN
Meteor Link: Australian Health Performance Framework: PI 2.5.5–Waiting times for emergency department care: proportion seen on time, 2024
2.8 Presenting complaint / diagnosis
A presenting complaint/diagnosis must be recorded in DHR. Observations related to the presenting complaint/diagnosis must also be recorded and documented in the medical record.
2.9 Principal diagnosis
A principal diagnosis is the condition identified at the end of an emergency care episode that primarily prompted the visit, based on clinical assessment, and is represented by a specific code. Accurate reporting of principal diagnoses supports research, education, service planning, administration, healthcare funding, utilisation analysis, and cost evaluation. 
This must be recorded in DHR and be a valid Emergency Department ICD-10-AM Principal Diagnosis Short List (EPD Shortlist) code.
The EPD Short List is a standardized list of codes and medical terms derived from the International Statistical Classification of Diseases and Related Health Problems, Tenth Revision, Australian Modification (ICD-10-AM), designed to ensure consistent national reporting of principal diagnoses in emergency departments and services. 
A principal diagnosis is required for all ED presentations except where the discharge method is Did Not Wait, Dead on Arrival, or Registered, advised of another health care service at triage (Care NOT Commenced).
[bookmark: _2.11_Commencement_of]2.10 Commencement of clinical care
Emergency services clinical care can be commenced by a medical practitioner or other authorised clinician, when investigation, care and/or treatment is provided in accordance with an established clinical pathway defined by the emergency services. Placement of a patient in an ED treatment space and observations taken to monitor a patient pending a clinical decision regarding commencement of a clinical pathway, do not constitute commencement.
Key event triggers within the Digital Health Record (DHR) have been mapped to the 'Care Commencement' data element required for critical reporting. The 'Care Commenced Correction' event can be performed by:
· Medical Officers
· Advanced Practice Nurses (APNs)
· Advanced Practice Paramedics (APPs)
· Nurse Practitioners (NPs). 
Corrections via the 'Care Commencement Correction – Admin Review' or the 'Care Commencement Correction (via Doctor BPA)' pathways are also permitted. However, all corrections must be supported by clinical documentation, and documentation stating the reason for the amendment.


Commencement of care DHR data table
	[bookmark: _Hlk211840715]CLINICAL EVENT
	DHR WORKFLOW
	DHR EVENT ID

	Care Commenced
	Main treating doctor or Advanced Practice Physio is assigned to patient's treatment team as the Attending Provider. This is the time that the Attending clinician actually reviews the patient. Recorded in the ED track board in DHR. 
	ASSIGN ATTENDING [1600000022]

	
	Assignment of Nurse Practitioner or Advanced Practice Nurse to the treatment team as a team member
	ASSIGN ADVANCED PRACTITIONER[1600000023]


	
	Doctor enters Rapid Clinician Evaluation time on the Triage Tab. This would be where the Doctor is quickly reviewing the patient but does not assign themselves as the attending (i.e. they are still waiting the patient be formally seen be an attending).
	ACT ED FIRST PROVIDER EVALUATION [16014911001]

	
	Doctor assigns themself as the ED Senior Doctor on the patient's treatment team (not as attending). ED Senior doctor will physically review the patient (but they are still waiting for a formal assessment by an attending when assigned). 
	ACT ED ASSIGN SENIOR ED DOCTOR TO TT [1602000034]

	
	Cat 1 Resus patient roomed in ED Resus Bed. In DHR the patient is dragged to the ED Resus bed
	ACT ED CAT 1 ROOMED TO RESUS [160051004] / ACT ED RESUS TRANSFER [100301]

	
	Medication that is ordered by a medical officer is administered to the patient. This is recorded in the MAR tab in DHR
	ED CARE COMMENCED MED MO [100086]

	
	Medication from a SOP administered by a nurse and recorded in the MAR tab in DHR
	ED CARE COMMENCED MED SO [100085]

	
	IV Therapy administered and recorded in the MAR tab
	ED CARE COMMENCED IVT MO [100087]

	
	Time the pathology was collected by a nurse or APN if the pathology is on the approved NIP orders on the ED Nurse Pathology quick list. Pathology sample scanned when collected
	ED CARE COMMENCED NIP [100081]

	
	Time pathology was collected by a medical officer, NP or advanced practice physio regardless of the pathology test. Pathology sample scanned when collected
	ED CARE COMMENCED MO PATH [100291]

	
	Nurse places the oral rehydration therapy order and then completes the task form in the ED narrator. 
	ED CARE COMMENCED ORT [100088]

	
	Patient is physically being treated in an active Resuscitation. This is recorded in the resus navigator screen
	Resuscitation Start Time [16020000220] / [34380]

	
	Time Trauma Documentation Start is when the scribe nurse documents in the trauma narrator.
	Trauma Documentation Start [1603438201]

	
	NIX imaging order placed (based on name of procedure having NIX in name) in the imaging section of the orders tab DHR
	ED DIAGNOSTIC IMAGING ORDERED [1603007001]


	
	Non-NIX imaging order placed (based on name of procedure having NIX in name) in the imaging section of the orders tab in DHR
	ED DIAGNOSTIC IMAGING ORDERED [1603007001]/ ED CARE COMMENCED IMAGING NON-NIX [100292]

	
	CT ordered by ED Doctor, APP, APN or NP in imaging section of orders tab in DHR
	ED CT ORDERED [1603007002]

	
	Ultrasound ordered by ED Doctor, APP, APN or NP, in imaging section of orders tab in DHR
	ED ULTRASOUND ORDERED [1603007004]

	
	ECG performed for a patient with chest pain/palpitations/syncope/drug overdose Care commenced on Medical review of ECG and documentation completed in ED narrator by Nurse. 
	
ED CARE COMMENCED ECG REVIEWED [100305]

	Care Commenced Correction
	A clinician can correct the Care Commenced Time manually via a BPA prompt.
	ACT ED CARE COMMENCED CORRECTION (VIA DOCTOR BPA) [100075]

	
	Admin staff can correct the Care Commenced Time manually during their QA reviews via Patient Event Tracking
	ACT ED CARE COMMENCED CORRECTION- ADMIN REVIEW [100303]

	Stroke Pathway
	“Following the TCH Stroke pathway policy, commencement of care is triggered when a stroke nurse reviews a patient and documents their treatment/assessment in DHR.
Time/date is taken from the ‘Stroke team review time’ from the AuSCR Stroke flowsheet”
	ACT ED STROKE PATHWAY INITIATED CARE COMMENCED [100322] 



Please note that not all DHR events may be included in the above tables, the Metadata Catalogue contains the entire list of DHR events and Meteor definitions : Metadata Catalogue - Search

The following case studies as per the Metadata Online Registry (METEOR) illustrate the commencement of Emergency Department clinical care (AIHW, 2025):
Case Study 1
A patient presents to ED with mild asthma. At triage, the patient is categorised as category 3 and returns to the waiting area.
Patient has a more severe asthma attack in waiting area, is re–triaged to category 2 and taken to a treatment space where standard observations are taken.
A nurse commences treatment based on an acknowledged clinical pathway of the health service. At this point: commencement of care has been initiated.

Case Study 2
A patient presents to ED in an agitated, delusional state. At triage, the patient is categorised as category 2, is placed in a treatment space and the mental health practitioner notified.
Observations are taken and nursing staff continue to observe the patient.
The mental health practitioner arrives, assesses the patient, and develops a management plan.  At this point: commencement of care has been initiated.



Case Study 3
A patient presents to ED with an ankle injury from football. At triage, the patient is categorised as category 4 and moved to the ‘fast track area’.
The physiotherapist attends, examines the patient, makes an assessment (including diagnostic imaging requirements) and determines a treatment plan. At this point: commencement of care has been initiated.

Case Study 4
A patient presents to ED with a sore arm, following a fall, with limited arm movement possible.
Patient is categorised as category 3 at triage and placed in treatment space.
A nurse practitioner provides analgesia and assesses the patient, including ordering diagnostic imaging. At this point: Commencement of care has been initiated.

Case Study 5
A patient presents to ED feeling vague and having been generally unwell for a day or two. The patient has a slight cough. At triage, patient is categorised as category 3. 
The patient is placed in bed space when observations are taken. Respiration is 26 BPM; BP is 90/60 and patient is hypoxic. The patient is given oxygen, and the treating clinician attends and provides instruction regarding patient care. At this point: commencement of care has been initiated.

Case Study 6
A patient presents to ED with chest pain. Triage category 2 is allocated. The patient is placed in a bed space and a nurse gives oxygen and Anginine, takes bloods and conducts an ECG. The ECG is reviewed. At this point: commencement of care has been initiated.
A doctor subsequently arrives and patient is transferred to catheter lab after examination.



Case Study 7
The ED is notified by ambulance that a patient is being transported having severe behavioural problems. 
The patient is taken to an appropriate ED treatment space and restrained.
A clinician administers sedation and requests attendance of mental health practitioner. At this point: Commencement of care has been initiated.
Examples of patients who may be appropriate for ED SSU admission (The Australasian College for Emergency Medicine (ACEM) Short Stay Unit Guideline 2024) Australian College for Emergency Medicine, 2024).
Patients requiring observation for:
Post minor head injury
Post procedure monitoring
Post sedation monitoring
Toxicology
Patients requiring treatment for:
Renal colic
Short-term rehydration
Uncomplicated urinary tract infection
Stabilisation of acute pain management for minor trauma
Patients requiring social and clinical support arrangements
Patients for whom it would be unreasonable to discharge and send home alone, for example elderly, anxious, physical disability. 
Note: The SSU must not be used to avoid breaching a measured performance threshold.
· For further information on ED short stay admissions, refer to the Admitted Patient Care Data Manual- 
Back to Contents
[bookmark: _Toc232765586]Section 3 – Short Stay Unit 
Emergency Department Short Stay Units (ED SSU) improve patient flow by providing timely assessment and treatment, reducing the length of stay for selected patients, and enhancing patient comfort and safety with a low-stimulus environment. 
Admission to an ED SSU is a clinical decision made after a documented ED assessment and initiation of management, with specific admission and discharge criteria. They are used for patients waiting for treatment in the ED before medical assessment.
ED SSU are not an ED overflow area and must not be used to avoid breaching a measured performance threshold. Admissions to ED SSUs for patients awaiting an inpatient bed, or where the decision to admit to an inpatient bed has been made, are generally not permitted. 
It is essential to monitor the designation and use of ED SSUs closely to prevent reinterpretation of their function.
Admissions to the SSU must meet the requirements for admission and specific criteria for ED Short Stay admissions. The SSU criteria for admission and guidelines are as follows:
Designed for short-term treatment, observation, assessment, and reassessment of patients initially triaged and assessed in the ED.
Admission to an SSU occurs when the patient is physically transferred to the SSU/EMU.
Ongoing assessment and treatment are provided, but the need for inpatient admission is unlikely.
They admit stable patients needing observation or short-term treatment (e.g., minor head injury, chest pain, asthma).
SSU can also provide space for patients requiring allied health and social support before discharge.
The expected length of stay is anticipated to be less than a maximum of 24 hours.
Patients who deteriorate and require acute emergency intervention while admitted to an SSU should be transferred to the most clinically appropriate area for ongoing treatment.
If an ED patient is relocated to, but not admitted to an SSU, or the intended SSU admission is cancelled/reversed, the ED episode of care must continue and include the ED non-admitted care provided in the SSU. In this scenario:
· The ED departure status must be corrected from ‘Admitted’ to record the actual outcome of the ED episode.
· The ED episode end date and time must be corrected to record the time the patient actually leaves the ED, either from the SSU or ED, whichever is later.
· The Australasian College for Emergency Medicine (ACEM) Short Stay Unit Guideline (2024) states patients with an ED SSU LOS (from physical arrival until departure) < 1 hour must have documentation confirming that the admission was appropriate and outlining the care provided. 
Back to Contents
[bookmark: _Toc182482766][bookmark: _Toc232765587]Section 4 – Departure from ED
Departure from ED is where the patient’s ED episode of care is completed. Status, date, time and destination must reflect the actual departure time and be recorded and documented in DHR. The most appropriate episode end status should be selected based on the circumstances. 
Departure from ED is:
· If the patient is subsequently admitted to this hospital (either short stay unit, hospital-in- the-home or non-emergency department hospital ward), then record the date the patient leaves the emergency department to go to the admitted patient facility.
· Patients admitted to any other ward or bed within the emergency department have not physically departed the emergency department until they leave the emergency department.
· Patients cannot be admitted to an inpatient ward until they have physically departed the ED
· If the service episode is completed without the patient being admitted, then record the date the patient's emergency department non-admitted clinical care ended.
· If the service episode is completed and the patient is referred to another hospital for admission, then record the date the patient leaves the emergency department.
· If the patient did not wait, then record the date the patient leaves the emergency department or was first noticed as having left. See also 4.2 Did not wait
· If the patient leaves at their own risk, then record the date the patient leaves the emergency department or was first noticed as having left.
· If the patient died in the emergency department, then record the date the body was removed from the emergency department.
· If the patient was dead on arrival, then record the date the body was removed from the emergency department. If an emergency department physician certified the death of the patient outside the emergency department, then record the date the patient was certified dead.
· If the patient was registered, advised of another health-care service, and left the emergency department without being attended by a health-care professional, then record the date the patient leaves the emergency department.
· Transferred for admitted patient care in this hospital (either short stay unit, hospital-in -the-home or other admitted patient care unit), they are not departed until they leave the leave ED. 
· Emergency department stay completed - departed without being transferred to a short stay unit, hospital-in-the-home or other admitted patient care unit in this hospital or referred to another hospital. 
· Non-admitted patient emergency department service episode completed - referred to another hospital for admission
· Did not wait to be attended by a health care professional. See also 4.2 Did not wait 
· Left at own risk after commencement of care but before emergency department service episode was completed
· Died in emergency department See also 4.5 Deceased in ED
· Dead on arrival
· The patient was registered, advised of another health-care service, and left the emergency department without being attended by a health-care professional. See also 4.1 Referred from triage to another service (within the same health facility)
[bookmark: _4.4_Transfer_to]Meteor Link: Emergency department stay—physical departure date, DDMMYYYY
Meteor Link: Emergency department stay—physical departure time, hhmm
4.1 Admission from ED to a ward in this hospital
When a patient requires admission from the ED, the admission date and time must be the date and time the patient physically left the ED to be transferred to a designated SSU, inpatient ward or operating theatre/procedure room at the same hospital.
The decision to admit the patient must be documented in DHR by a medical practitioner or authorised clinician in compliance with the definition of admitted activity, including:
the date and time of the decision to admit
the reason for admission
the intended clinical treatment plan for admitted activity, and
factors/exceptional patient circumstances contributing to the admission.
4.2 ED stay completed without transfer or admission
When a patient’s ED presentation is completed without transfer to an SSU or other admitted patient care unit, or referred to another hospital, the date and time the patient’s clinical care is completed should be recorded in DHR along with a discharge method of Discharged.
This includes patients who either depart under their own care, under police custody, under the care of a residential aged care facility or under the care of another carer. See 4.3 Transfer to another hospital for admission
If a patient is transferred to another hospital for admission from ED, the ED discharge method must be recorded in DHR as transfer to another facility along with the time the patient was transferred.
It should be noted that transferred to another hospital for admission applies only once ED clinical care (assessment, treatment, investigations etc.) has commenced and the decision has been made to transfer the patient to another hospital for admission. If a patient is directed to another health service at triage, transferred to another hospital for admission does not apply. See also 4.7 Referred from triage to another health care service.
4.4 Did not wait
If a patient is triaged and registered but leaves the ED without clinical care commencing, it must be recorded in DHR that they did not wait. For example, a triaged and registered patient leaves due to long wait times. This includes where the patient intends to attend another health service/urgent care facility but was not referred to the health service/urgent care facility as part of the triage process.
[bookmark: _4.3_Left_at][bookmark: _bookmark30][bookmark: _bookmark31][bookmark: _bookmark32][bookmark: _bookmark33][bookmark: _4.5_Deceased_in]The date and time the patient leaves the ED, or if unknown, an approximation based on when the patient was observed to be absent, must be recorded as the discharge date and time. Every endeavour must be made to ensure the patient has in fact left the ED before the departure status is recorded as ‘Did Not Wait’.
4.5 Left at own risk
If a patient chooses to leave the hospital:
after clinical assessment and/or treatment has commenced
before the completion of treatment (if commenced), and/or
against the advice of the treating medical practitioner.
It must be recorded and documented in DHR that they Left at Own Risk. If the patient has been admitted to the hospital for observation or treatment, refer to Section 6.3 Self- discharge in the CHS APC Data Business Rules.
The date and time a patient left ED, or if unknown, an approximation based on when the patient was observed to be absent, must be recorded in DHR as the discharge date and time. A valid principal diagnosis short list code must also be recorded.
When the patient leaves the hospital and it remains unclear whether they intend to return, it is a clinical decision whether to delay the discharge of the patient from the ED until this is confirmed. Every endeavour must be made to ensure the patient has in fact left the ED before being recorded as ‘Left at Own Risk’. If the patient is located and returns to resume their care, a new ED episode must not be recorded, and the patient is to continue their current episode of care.
4.6 Deceased in ED
If a patient that was being treated in the ED dies:
The death must be recorded in the discharge method as Died in ED
The discharge date and time is the date and time the patient physically leaves the ED.
If a patient is pronounced ‘dead on arrival’ to the ED and is assessed or issued death certification by an ED clinician, an ED attendance must be recorded as below:
The admission type is recorded as Dead on Arrival
The discharge method is entered as Dead on Arrival
The discharge date and time is the date and time the patient physically leaves the ED.
Note that the visit type ‘Dead on Arrival’ requires the emergency consultant to complete a death certificate and should be entered as ‘Dead on arrival’ in DHR.
[bookmark: _bookmark29][bookmark: _4.1_Referred_from][bookmark: _Ref193963126][bookmark: _Ref193897465]4.7 Referred from triage to another health care service 
If a patient is triaged and registered but then referred to another service, for example an ambulatory care unit for assessment, the date and time the patient left the ED must be recorded in the approved information system, together with an ED discharge method of Advised of alternative Health Service. 
It should be noted that Referred from Triage is distinct from Transferred to another hospital for admission. A referral to another health care service, such as a different specialist ED, may occur at triage before any care is provided by the ED team. A transfer applies once ED clinical care (assessment, treatment, investigations etc.) has commenced and the decision has been made to transfer the patient to another hospital for admission.
[bookmark: _4.2_Did_not]As the patient has left before the commencement of care, a commencement of care date and time and diagnosis are not required to be recorded in DHR.
Departure from ED DHR data table 
	CLINICAL EVENT
	DHR WORKFLOW
	DHR EVENT ID

	Decision to admit  
	The admit disposition is selected in ED Dispo screen. 
If the admit order (ADT1) is completed first the admit disposition will automatically populate the discharge method in the dispo screen.  
	ED ADMIT DISPOSITION SELECTED [1600000020] 
 
ED Admit Disposal Selected (291) 

	Decision to admit to in-patient specialty Department 
	The Send to Specialty Department disposition is selected.  
	ED SEND TO HOD DISPOSITION SELECTED [1600000316] 

	Decision to admit to SSU/EMU 
	The SSU/EMU disposition is selected. If the SSU/EMU order (ADT12) is completed first the Send to SSU/EMU disposition will automatically populate the discharge method in the dispo screen. 
 
	ED OBSERVATION DISPOSITION SELECTED [1600000378] 

	Transfer to EMU/SSU completed in ED 
	Transfer screen completed for admission to EMU/SSU 
	EH ED Transfer (1607001) 
ACT ED EMU/SSU Transfer (100144) 
 
Admitted from ED (65) 

	Transfer to ward completed 
	Transfer screen completed for admission to ward 
 
	EH ED Admitted from ED (1606501 
 
ACT ED End Treatment Time (16010500) S
 
Patient Admitted (65) 

	The patient is going to be admitted, and they are “Ready to Move” to the ward 
	NCH ED: Documented by clicking the Ready to Move button on the track board which kicks off a Transport request if the bed is Assigned and Ready.  
 
TCH ED: Nav clicks Ready to Move when the Nav can see the bed is ready and the patient is either marked as ED Treatment Complete by the bedside nurse or has verbal confirmation the patient is ready to be moved. 
	ED PATIENT READY TO MOVE [1606002] 
 
ACT END OF ED TREATMENT [160249111]  

	Wards person transfer to inpatient ward 
	Patient is dragged to off the floor when wards person arrives for transport
Wards person physically transfers patient to allocated ward and bed, completes the logistics task via rover 

	PATIENT TRANSFERRED TO OFT [1600000018]

ED Admitted from ED (1606501) 
 
ACT ED End Treatment Time (16010500) 
 

	Decision is made to send the pt to Cath lab   
 
	The Cath Lab disposition is selected in the dispo screen.  
	ED SEND TO CATH DISPOSITION SELECTED [1600000314] 

	Decision is made to send the patient to theatre 
 
	The Send to Theatre disposition is selected.  
	ED SEND TO OR DISPOSITION SELECTED [1600000315] 

	Decision is made to send patient to Birth Unit 
 
	The Send to Birth Unit disposition is selected.  
	ED SEND PATIENT TO L&D [1600024501] 

	The decision is made to transfer patient to another facility 
 
	The Transfer to Another Facility disposition is selected.  


Patient is transferred to OTF

Administration then completes the discharge screen
	ED TRANSFER DISPOSITION SELECTED [1600000021] 
PATIENT TRANSFERRED TO OFT [1600000018]

EH ED DISCHARGED [1600000021]

	The decision is made to discharge the patient home 
	The Discharged disposition is selected in the dispo screen and then discharge is completed  
 
	ED DISCHARGE DISPOSITION SELECTED [1600000019] 
EH ED DISCHARGED [1606001]
 
 

	Decision has been made to discharge the patient home, but they are awaiting transport “Ready to Go” 
	This is to be used for patients that are to be discharged home/ residential care ED Doctor, APP, APN or NP presses the "Ready to go" button to indicate the patient has finished clinical care & can go home. (only displays on the Dispo screen if Discharge or Left at Own Risk is selected for the discharge method)  
	ACT ED PATIENT READY TO GO [160149111] 

	The patient Leaves at their own risk 
	The disposition of Left at Own Risk (Care commenced) is selected. 
The discharge screen is completed.
 
	ED AMA DISPOSITION SELECTED [1600000025] 
 
 EH ED DISCHARGED [1607501]

	The Patient does not wait 
	The disposition of Did Not Wait (Care NOT Commenced) is selected. Usually entered by triage nurse or ward clerk in the waiting room.  
 
Dismiss screen is completed  
(Dismiss workflow is only for patients that have not been roomed) 
	ED LWBS DISPOSITION SELECTED [1600000062] 

EH ED Dismiss (1607501) 

	The patient dies 
	The Died in ED disposition or Dead-on Arrival disposition is selected.  
	ED EXPIRED DISPOSITION SELECTED [1600000335] 
 

	The patient has been transferred to the discharge lounge 
	The Send to Discharge Lounge discharge method is selected. 
 (not in production yet)

 
 
	ACT ED TRANSFER TO D/C LOUNGE [100171] 
(not in production yet)

	The patient is treated but never roomed to an ED chair or bed prior to discharge.  Noting that standard practice would be patients should be roomed when possible 
	Select the ED dismiss button and complete the ED dismiss screen and complete the physical discharge in the discharge screen  
 
 
	EH ED DISMISS [1607501] 

	Patient expected for arrival but does not arrive within 24hrs 
	The system will automatically purge expected records after 24hours if they have not been arrived.  
	 EH ED DISMISS [1607501] 
 


There are DHR EVENTS that facilitate the collection of data related to delays in ED departure and physical departure for calculating NEAT. Accurate and consistent recording of activities related to these time stamps is essential, as analysis of this data can inform strategies to enhance operational efficiency within the ED.
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[bookmark: _Toc182482767][bookmark: _Toc232765588]Section 5 – Classification of ED activity
ED activity is classified using the Australian Emergency Care Classification (AECC) which is used in activity-based funding. ED activity includes all treatment and care provided in an ED. The data elements used to derive the AECC end classes must be recorded in DHR. 
[bookmark: _bookmark44]5. 1 Australian Emergency Care Classification
All public hospital ED activity is classified using the Australian Emergency Care Classification (AECC) which was introduced in July 2021.The AECC has three hierarchical levels that categorise ED activity into end classes reflecting different complexity levels.
The complexity levels are based on a score assigned to each attendance which is calculated using the patient’s diagnosis, age group, visit type, episode end status, triage category and transport mode.
The IHACPA Emergency Care ICD-10-AM Principal Diagnosis Short List (also known as the EPD Short List) is a set of medical terms and codes used for reporting emergency care principal diagnoses to national activity datasets. It is also used to calculate AECC end classes. The EPD Short List is a subset of the ICD-10-AM classification; however, there are codes that are distinct from ICD-10-AM in the EPD Short List. The EPD Short List aims to provide a nationally consistent approach to classifying principal diagnosis reporting for emergency departments and emergency services.
The EPD Short List is reviewed regularly. The current 12th edition was published May 2023. Further information on the AECC is available from the IHACPA website: Australian Emergency Care Classification.
The EPD Shortlist is currently not loaded into DHR. Instead, ICD-10-AM and SNOMED are used and then mapped to the EPD Shortlist by a third party (IMO) for national data submissions.  
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[bookmark: _Toc182482768][bookmark: _Toc232765589]Section 6 – Rules for recording activity
[bookmark: _bookmark45]All CHS staff are responsible for ensuring that data is entered correctly and in a timely manner in DHR. 
Data may also be retrospectively entered or corrected where required for data quality purposes. Data entry and corrections for the previous quarter’s activity must be completed by the second month of the current quarter (for example corrections to ED activity data for July – September activity can be made through to 30 November). This timeframe ensures all activity is included in national data submissions required for activity-based funding.
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[bookmark: _Toc232765590]Section 7 – Key Performance Indicators 
Several Emergency Department performance and accountability indicators are either reported internally and externally or actively monitored. The indicators currently being reported include:
Seen on Time for all Triage categories 
Percentage of emergency department presentations whose length of stay in the emergency department is four hours or less
Proportion of mental health patients whose emergency department length of stay is greater than 24 hours 
Proportion of patients who present to a Canberra Health Services’ emergency department or a Walk-in Centre who have a registered primary health care provider recorded
Number of Emergency department presentations (monitoring) 
Percentage of admissions to hospitals following ED presentation (monitoring) 
Arrivals by ambulance to emergency departments 
Median waiting time to treatment (monitoring) 
The percentage of patients leaving the emergency department within 4 hours of presentation 
The percentage of patients who did not wait to be seen 
The Australasian College for Emergency Medicine (ACEM) Short Stay Unit Guideline (2024) recommends the following ED SSU key performance indicators are also monitored by ED: 
Less than 10% of patients admitted to an ED SSU have a LOS greater than 24 hours 
Less than 15% of patients admitted to an ED SSU are transferred to an inpatient ward 
EDs should also monitor the percentage of patients admitted to the ED SSU with a combined ED and ED SSU LOS less than 4hrs (target <80%)
Patients with an ED SSU LOS (from physical arrival until departure) less than1 hour must have documentation confirming that the admission was appropriate and outlining the care provided. 
[bookmark: _Hlk215038955]National Emergency Access Target (NEAT)
The National Emergency Access Target (NEAT) requires that 90% of all emergency department (ED) presentations have a length of stay of no more than four hours.
Definition:
An ED presentation is considered compliant if the total time spent in the ED is equal to or less than 4 hours (240 minutes) from arrival to physical departure.
Calculation Method
· Presentation Date and Time
Meteor IDs: 746093 (Date), 746098 (Time)
The time a patient presents to the ED for service, expressed as hhmm. This is the first recorded contact with ED staff, which may be the start of clerical registration or triage—whichever occurs first.
· Physical Departure Date and Time
Meteor IDs: 746078 (Date), 746084 (Time)
The time a patient physically departs the ED after their stay, expressed as hhmm.
· Length of Stay
Calculated as the difference between Presentation DateTime and Physical Departure DateTime.
Compliance: Length of Stay ≤ 4 hours (≤ 240 minutes).
Event IDs for Presentation Time (Metadata Catalogue)
· ED ARRIVED [50]
· TRIAGE STARTED [205]
· ACT ED TRIAGE VITALS [16020000104]
· ED ACUITY 1 SELECTED [1600000317]
· ED ACUITY 2 SELECTED [1600000318]
· ED ACUITY 3 SELECTED [1600000319]
· ED ACUITY 4 SELECTED [1600000320]
· ED ACUITY 15 SELECTED [1600000321]
· TRIAGE COMPLETED [210]
Rule: If clinical care commencement or physical departure occurs before the recorded presentation time, update the presentation time to the earliest of those timestamps for reporting purposes.
Event IDs for Physical Departure Time (Metadata Catalogue)
· ACT ED PATIENT READY TO GO [160149111]
· EH ED DISCHARGED [1606001]
· EH ED DISMISS [1607501]
· EH ED ADMITTED FROM ED [1606501]
· PATIENT TRANSFERRED TO OTF [1600000018]
· ACT ED EMU/SSU TRANSFER [100144]
· ACT ED TRANSFER TO D/C LOUNGE [100171] (Not yet in production)
· ED TRACKING END [95]
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[bookmark: _Toc182482769][bookmark: _Toc232765591]Section 8 –Compliance and audits
Each Emergency Department (ED) encounter in DHR must be complete with each reported item in the record compliant with the relevant data quality policies and procedures. It is the responsibility of ED to ensure the completeness and accuracy of data. The Data Quality team undertakes data analysis and provides various validation data samples to the ED as required. 
The Commonwealth also applies data quality checks to data submitted under the Non-Admitted Patient Emergency Department National Minium Data Set (NMDS). Act Health will review the data using the Commonwealth edits and seek correction via the Data Quality team and resubmission by facilities. 
8.1 Audit of the ED Patient Activity Data Manual
The Emergency Departments will carry out audits to ascertain the level of compliance with the ED Patient Activity Data Manual. The purpose of the audit program is to add value, improve performance and support the business objectives of CHS.
Audit findings will be communicated to the Executive Director, Decision Support Unit (DSU) Data Quality and other relevant persons regarding the findings of compliance monitoring activities.
8.2 Validation and compliance monitoring
Data quality validation is an essential tool used to ensure the accuracy and appropriateness of data submitted. Validations are applied to individual data elements and reflect national reporting obligations, best practice and policy, as well as the five data quality principles of relevance, accuracy, timeliness, coherence and interpretability.
Validations are reliably used to support:
Key performance indicators
Activity Based Funding (ABF)
Clinical indicators developed by the Office of Patient Safety and Clinical Quality
Health service monitoring, evaluation and planning
Reporting to the Commonwealth Government
Research
Response to Parliamentary requests/questions.
Examples of the current validations in place are:
Weekly Review of Triage Category 1 breaches, provided by DSU Data Quality
Monthly ED patient activity validations, provided by DSU Data Quality and quarterly 
validations provided by ACTH from IHACPA submissions, which include:
· Identifying records where time of discharge from ED is earlier than the time of presentation. 
· Provision of an Emergency Care ICD-10-AM Principal Diagnosis Short List for all encounters
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[bookmark: _Toc232765592]Section 9 – DHR Errors and Validation
[bookmark: _Toc141873437][bookmark: _Toc148888059][bookmark: _Toc158121893][bookmark: _Toc180752093]DHR errors and validations 
When an ED presentation error is identified in the DHR, it must be corrected as soon as possible. The ED clerk or ED clinician who entered the data should make the necessary corrections in the DHR where feasible. If they are unable to do so, the correction should be completed by an ED senior clinician, administrative manager, or team leader with the department. 
Once clinical information is documented against the DHR encounter, some ED presentation amendments cannot be completed until the clinical documentation against the encounter is removed. In these instances, a clinician or Health information Manager (HIM) must complete a chart correction. This is a complex task and may not be possible until after discharge. Therefore, when possible, it is important to correct errors in DHR before clinical documentation occurs. For example, if a patient is registered under the incorrect patient, this is best addressed before documentation occurs.
The integrity of the healthcare record or clinical data must always come before ED data integrity. 
· If a chart correction is required, click on the ‘chart correction’ icon in the upper right corner of the hyperspace tool bar or see DHR F1 tip sheet Potential chart errors and the Chart correction user guide
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[bookmark: _Toc182482771][bookmark: _Toc232765593]Related policies, procedures, guidelines and legislation
Policies/Procedures/Guidelines
Patient Activity Data Policy
Admitted Patient Care Data Manual
Admissions from the Emergency Department to Ward – Canberra Hospital
Commencement of Clinical Care in the Emergency Department
Emergency Department (ED) Triage
Emergency Department Waiting Room Supervision Canberra Hospital
North Canberra Hospital – Emergency Department and Mental Health Interface
Emergency Department and Mental Health Interface – Canberra Hospital
Infection Prevention and Control
Patient Identification and Procedure Matching Consent for Healthcare Treatment
Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice
Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Carers Recognition Act 2021
Other
The Australasian College for Emergency Medicine (ACEM) Short Stay Unit Guideline (2024)
Australian Charter of Healthcare Rights
National Healthcare Agreement
National Health Reform Act 2011 (NHRA) and associated agreements
National Health Data Dictionary (NHDD)
Independent Health and Aged Care Pricing Authority (IHACPA) data specifications
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