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[bookmark: _Toc51939357][bookmark: _Toc122009075][bookmark: _Toc217996637][bookmark: _Toc51938683]Introduction
The review of the Victorian Perinatal Data Collection (VPDC), usually conducted annually, is managed by the Department of Health’s Data Services Unit (DSU) within eHealth, on behalf of the Consultative Council on Obstetric and Paediatric Mortality and Morbidity (CCOPMM). 
This review seeks to ensure that the VPDC supports the CCOPMM’s objectives and the department’s planning, policy development and state and national reporting obligations, and considers stakeholder feedback.
Proposals for changes to the VPDC for 1 July 2026 were invited in August 2025. The ten proposals received were reviewed by the CCOPMM, which decided those on which stakeholder feedback would be sought. Comments provided by health services, software vendors and Safer Care Victoria were considered by the CCOPMM in determining the proposals to be implemented. This document sets out the changes CCOPMM decided will be made to the VPDC for births on and from 1 July 2026.
All proposals received are listed in this document. Proposals not being implemented are noted without further comment.
The revisions set out in this document are complete as at the date of publication. Any further changes required from time to time, for example to reference files such as the postcode locality file, business rules/validations, or supporting documentation, will be advised as they occur.
An updated VPDC manual will be published in 2026. Until then, refer to the 2025-26 VPDC manual (v13.0) and this document for submission requirements for births on and from 1 July 2026.
Victorian health services must ensure their software can capture all necessary data, create a VPDC submission file in accordance with the revised specifications from 1 July 2026, and ensure reporting capability is achieved to maintain ongoing data submissions in compliance with reporting timeframes set out in the VPDC manual and in accordance with the Public Health and Wellbeing Act 2008 and Public Health and Wellbeing Regulations 2019.
Submission of test files in 2026-27 file format is strongly recommended before submitting July 2026 data. Test files must include the filename extension ‘_TEST’ and be submitted to the NonProd MFT <https://prs2np-mft.prod.services/> as set out in section 5 of the VPDC manual. 
Please contact the HDSS HelpDesk <hdss.helpdesk@health.vic.gov.au> to arrange test file submission prior to July 2026.
[bookmark: _Toc51939358][bookmark: _Toc122009076][bookmark: _Toc217996638]Orientation to symbols and highlighting in this document
New data elements are marked as (new).
Changes to existing entries are highlighted in green.
Redundant values and definitions relating to existing entries are struck through.
Comments relating only to the specifications document appear in [square brackets and italics].
New business rules (validations) are marked ###.
Data elements/Business rules/validations to be changed are marked *** when listed as part of a data item or below a business rule table.
[bookmark: _Toc122009077][bookmark: _Toc51939359]Changes appear under the heading of the relevant section of the VPDC manual, in the same sequence as used in that section of the current manual.

[bookmark: _Toc217996639]Summary of changes for the VPDC
Table 1 Summary of annual changes to the VPDC for births on and from 1 July 2026 lists the changes arising from the annual review of the VPDC, for births on and from 1 July 2026. Details of changes are provided in this document, sequenced by the section of the VPDC manual to which they relate. Note that deleted data items are not to be included in submission files.
Table 1. Summary of annual changes to the VPDC for births on and from 1 July 2026
	Add/amend/ discontinue data item/ business rule
	Data item/business rule title 
(grouped by theme of proposed change)
	VPDC manual section changed

	
	
	2
	3
	4
	5

	Amend
	Admitted patient election status – mother 
	
	X
	X
	

	Amend
	Congenital anomalies
	X
	
	
	

	Amend
	COVID vaccination during this pregnancy
	
	X
	X
	

	Amend
	COVID vaccination status
	
	X
	X
	

	Amend
	Fetal monitoring in labour
	
	X
	
	

	Amend
	Fetal monitoring prior to birth – not in labour
	
	X
	
	

	Discontinue
	Gestation at first COVID vaccination during this pregnancy
	
	X
	X
	X

	Discontinue
	Gestation at second COVID vaccination during this pregnancy
	
	X
	X
	X

	Discontinue
	Gestation at third COVID vaccination during this pregnancy
	
	X
	X
	X

	Amend
	Head circumference
	
	X
	X
	

	Amend
	Hypertensive disorder during pregnancy
	
	X
	X
	

	Amend
	Labour type
	
	X
	
	

	Amend
	Resuscitation method – drugs
	
	X
	X
	

	Amend
	Resuscitation method – mechanical
	
	X
	X
	

	Amend
	Version identifier
	
	X
	X
	X

	Amend
	Version of ICD-10-AM codeset from 12th edition to 13th edition for reporting in the following data items:
· Congenital anomalies – ICD-10-AM code
· Events of labour and birth – ICD-10-AM code
· Indication for induction (main reason) – ICD-10-AM code
· Indications for induction (other) – ICD-10-AM code
· Indication for operative delivery (main reason) – ICD-10-AM code
· Indications for operative delivery (other) – ICD-10-AM code
· Maternal medical conditions – ICD-10-AM code
· Neonatal morbidity – ICD-10-AM code
· Obstetric complications – ICD-10-AM code
· Postpartum complications – ICD-10-AM code
· Procedures – ACHI code
	
	

X
X
X

X
X

X

X
X
X
X
X
	

X
X
X

X
X

X

X
X
X
X
X
	

	Amend
	Reporting guidance applicable to the following data items: do not report meaningless terms such as ‘Nil’, ‘NA’, ‘No’, or ‘.’ (full stop):
· Events of labour and birth – free text
· Indications for induction (other) – free text
· Indications for operative delivery (other) – free text
· Maternal medical conditions – free text
· Neonatal morbidity – free text
· Obstetric complications – free text
· Postpartum complications – free text
· Procedure – free text
	
	


X
X
X
X
X
X
X
X
	
	


[bookmark: _Toc217996640]End of financial year reporting – 30/6/2026
Data submissions must include all relevant data elements and code sets valid as at the Date of birth – baby reported in the Episode record:
· Date of birth – baby between 1/7/2024 and 30/6/2025 (both dates inclusive)
– report all data elements in 2025-26 format
· Date of birth – baby on or after 1/7/2026 
– report all data elements in 2026-27 format
A single submission file must contain records of a single format, in which the Version identifier in each Episode record is consistent with the Version identifier in the Header record.
This is described under File structure specifications in Section 5 of the VPDC manual, accessible at the VPDC website < https://www.health.vic.gov.au/quality-safety-service/victorian-perinatal-data-collection>. 
An updated list of all data items in the submission file sequence applicable from 1/7/2026 is included in this specifications document.
[bookmark: _Toc217996641]Proposals that are not proceeding for 1 July 2026
The CCOPMM determined that the following proposals will not be implemented from 1 July 2026:
· Add new data items: 
· ASSIST-Lite screening conducted
· ASSIST-Lite screening category – Alcohol
· ASSIST-Lite screening category – Tobacco
· ASSIST-Lite screening category – Cannabis
· ASSIST-Lite screening category – Stimulants
· ASSIST-Lite screening category – Sedatives
· ASSIST-Lite screening category – Opioids
· ASSIST-Lite screening category – Other
· Trimester of syphilis antenatal screening – mother (3 data items)
· Result of syphilis antenatal screening – mother (3 data items)
· Whether syphilis antenatal screening was conducted during the pregnancy and the result of each screening (3 data items)
· Congenital anomalies – free text
· RSV vaccination status during pregnancy – mother
· Gestation at RSV vaccination during this pregnancy
· RSV monoclonal antibody administration – baby
· Previous preterm birth – indicator
· Previous preterm birth – main reason
· Amend existing data items:
· Syphilis antenatal screening – mother
· Discontinue existing data items:
· Syphilis antenatal screening – mother
· First given name – mother
· Middle name – mother
· Surname / family name – mother
· Residential road name – mother
· Residential road number – mother
· Residential road suffix – mother
· Residential road type – mother


[bookmark: _Toc84238966][bookmark: _Toc217996642][bookmark: _Toc410293388][bookmark: _Toc28680624][bookmark: _Toc42769226][bookmark: _Toc73454973]Changes to VPDC manual Section 2 Concept and derived item definitions
[bookmark: _Toc170222941][bookmark: _Toc213662261][bookmark: _Toc217996643]Congenital anomalies
[Change: add three new conditions, as highlighted, and relevant ICD-10-AM codes. Listed congenital anomalies have been re-sequenced to alphabetical order.]
	Definition/guide for use
	The following list contains the most common congenital anomalies for reporting in the field ‘Congenital anomalies – ICD-10-AM code’:
	ICD code
	Congenital anomaly

	Q0000
	Anencephaly

	Q421
	Anorectal atresia and/or stenosis

	Q369
	Cleft lip 

	Q359
	Cleft palate

	Q3530
	Cleft soft palate

	Q2510
	Coarctation of the aorta

	Q650
	Congenital Dislocation of Hip – Unilateral 

	Q069
	Congenital malformations of spinal cord

	Q619
	Cystic Kidney Disease

	Q790
	Diaphragmatic Hernia

	Q019
	Encephalocele

	Q792
	Exomphalos

	Q793
	Gastroschisis

	Q0389
	Hydrocephalus

	Q234
	Hypoplastic Left Heart

	Q549
	Hypospadias

	Q5642
	Indeterminate sex

	Q984
	Klinefelter’s syndrome

	Q7380
	Limb reduction defect

	Q02
	Microcephaly

	Q6230
	Obstructive defects of the renal pelvis and ureter

	Q390
	Oesophageal Atresia 

	Q602
	Renal agenesis

	Q0590
	Spina Bifida

	Q213
	Tetralogy of Fallot

	Q2031
	Transposition of Great Vessels

	Q917
	Trisomy 13

	Q913
	Trisomy 18

	Q909
	Trisomy 21 – Downs Syndrome

	Q969
	Turner’s syndrome

	Q2100
	Ventricular Septal Defect (VSD)

	Q979
	XXX syndrome



The following conditions do not need to be reported as a congenital anomaly:
· Abnormal palmar creases 
· Accessory nipples 
· Anal fissure 
· Balanced autosomal translocation (unless occurring with structural defects)
· Birth injuries 
· Birth marks (smaller than 4cm, not including giant naevus) 
· Bowing of legs (unless severe) 
· Blocked tear ducts (dacryostenosis) 
· Brushfield spots 
· Cephalhaematoma 
· Cleft gum 
· Clicky hips 
· Clinodactyly 
· Craniotabes (unless severe) 
· Dermatoglyphic abnormalities 
· Ear abnormalities (minor) 
· Epicanthic folds
· Gastro-oesophageal reflux 
· Haemangioma (< 4 cm wide) 
· Hernia – inguinal, umbilical 
· High-arched palate 
· Hydrocele 
· Hypertelorism 
· Imperforate hymen 
· Laryngeal stridor 
· Laryngomalacia
· Low slung/set ears
· Macroglossia (large tongue)
· Meckel’s diverticulum
· Meconium ileus
· Mental retardations (unless occurring with a syndrome/structural defect)
· Metatarsus varus
· Micrognathia (unless severe)
· Mongolian spots
· Occiput, flat/prominent
· Patent ductus arteriosus (< 37 weeks)
· Philtrum, long/short
· Plagiocephaly
· Pre-auricular sinus
· Prominent forehead
· Protruding tongue
· Ptosis
· Retrognathia (unless severe)
· Rocker-bottom feet (prominent heels)
· Sacral pits, dimples, sinuses
· Short sternum
· Simian creases
· Single umbilical artery/2 vessels in cord 1
· Skin folds/tags
· Slanting eyes
· Small mouth
· Spina bifida occulta (without evidence of spinal lesion)
· Sternomastoid tumour
· Subluxating knee joint
· Talipes (positional)
· Toe anomalies – minor
· Tongue tie
· Torticollis
· Ureteric reflux (ultrasound diagnosed)
· Webbing of 2nd and 3rd toes/fingers
· Wide suture lines
1 Report two vessels in cord in data element ‘Cord complications’

	
	

	[bookmark: _Toc84238969]Related data items (Section 3):
	Congenital anomalies – ICD-10-AM code; Congenital anomalies – indicator; Sex – baby; Admission to special care nursery (SCN) / neonatal intensive care unit (NICU) – baby; Neonatal morbidity – free text; Neonatal morbidity – ICD-10-AM code




[bookmark: _Toc217996644]Changes to VPDC Section 3 Data definitions
NOTE: 
This section includes excerpts of entries from Section 3 of the 2025-26 VPDC manual, highlighting changes to the wording in that manual. 
Portions of Section 3 of the 2025-26 VPDC manual that do not change are not included in this document.
[bookmark: _Toc217996645]Change affecting multiple data items:
[bookmark: _Toc217996646]Change from 12th edition ICD-10-AM and ACHI codes, to 13th edition ICD-10-AM and ACHI codes: 
[Update ICD-10-AM and ACHI code set to current edition, aligning with other patient-level data collections.]
This applies to the following data items, which are otherwise not listed in this document:
· Congenital anomalies – ICD-10-AM code
· Events of labour and birth – ICD-10-AM code
· Indication for induction (main reason) – ICD-10-AM code
· Indications for induction (other) – ICD-10-AM code
· Indication for operative delivery (main reason) – ICD-10-AM code
· Indications for operative delivery (other) – ICD-10-AM code
· Maternal medical conditions – ICD-10-AM code
· Neonatal morbidity – ICD-10-AM code
· Obstetric complications – ICD-10-AM code
· Postpartum complications – ICD-10-AM code
· Procedure – ACHI code
The 13th edition ICD-10-AM and ACHI code set, including VPDC-specific codes, can be requested by health services for the purpose of submitting data to the VPDC, and by software vendors supporting birth information systems at those hospitals, by emailing the HDSS HelpDesk <hdss.helpdesk@health.vic.gov.au>.

[bookmark: _Toc217996647]Delete three existing data items: 
do not report (leave blank) for births on and from 1 July 2026: 
[Discontinue reporting of data items in view of changed emphasis, and reducing hospital burden.]
· Gestation at first COVID19 vaccination during this pregnancy
· Gestation at second COVID19 vaccination during this pregnancy
· Gestation at third COVID19 vaccination during this pregnancy
[bookmark: _Toc217996648][bookmark: _Toc31278184][bookmark: _Toc170223332][bookmark: _Toc213662262][bookmark: _Toc350263884][bookmark: _Toc499799041][bookmark: _Toc31278324][bookmark: _Toc108376376]Amend reporting guidance to emphasise reporting of meaningful terms, rather than meaningless characters:
[Emphasise the importance of reporting meaningful information in these data items, where reported, and to omit meaningless values, to improve data quality.]
The reporting guidance is amended to emphasise reporting of meaningful terms, and to not report meaningless terms, such as ‘Nil’, ‘NA’, ‘No’, or ‘.’ (full stop) in the following ‘free text’ data items:
· Events of labour and birth – free text
· Indications for induction (other) – free text
· Indications for operative delivery – free text
· Maternal medical conditions – free text 
· Neonatal morbidity – free text
· Obstetric complications – free text
· Postpartum complications – free text
· Procedure – free text



[bookmark: _Toc217996649]Admitted patient election status – mother
[Change: To provide guidance on reporting of mothers who are ineligible for Medicare.]
Specification
	Definition
	Whether the mother is admitted as a public or private patient

	Representation class
	Code
	Data type
	Number

	Format
	N
	Field size
	1

	Location
	Episode record
	Position
	17

	Permissible values
	Code	Descriptor
1	Public
2	Private
9	Not stated / inadequately described

	Reporting guide
	Homebirths under the care of an independent midwife or medical practitioner should be reported as code 2 Private. 
Homebirths under the public homebirth program must be reported as code 1 Public. 
Transport Accident Commission (TAC), Department of Veterans’ Affairs (DVA) and WorkCover patients must be reported as code 1 Public.
Ineligible for Medicare: report as code 9.

	Reported by
	All Victorian hospitals where a birth has occurred and homebirth practitioners

	Reported for
	All birth episodes

	Related concepts (Section 2):
	None specified

	Related data items (this section):
	None specified

	Related business rules (section 4):
	Mandatory to report data items; ***Setting of birth – actual and Admitted patient election status – mother valid combinations


Administration
	Principal data users
	Consultative Council on Obstetric and Paediatric Mortality and Morbidity

	Definition source
	DH
	Version
	1. January 1998
2. July 2026

	Codeset source
	DH
	Collection start date
	1998


[bookmark: _Toc31278207][bookmark: _Toc170223361][bookmark: _Toc213662263][bookmark: _Hlk29826547]

[bookmark: _Toc69248464][bookmark: _Toc170223362][bookmark: _Toc217996650][bookmark: _Toc350263794][bookmark: _Toc499798948][bookmark: _Toc31278226][bookmark: _Toc170223384][bookmark: _Toc213662264]COVID19 vaccination during this pregnancy
[Change: to remove reference to three data items that are no longer to be reported for births on and from 1.7.2026]
Specification
	Definition
	Whether the mother received one or more doses of a vaccination against novel coronavirus (SARS-CoV-2 or COVID19) during this pregnancy

	Representation class

	Code
	Data type
	Number

	Format
	N
	Field size
	1

	Location
	Episode record
	Position
	152

	Permissible values
	Code	Descriptor
1	Yes
2	No
7	Declined to answer
9	Not stated / inadequately described

	Reporting guide
	Report the statement that best describes the woman’s understanding of her COVID19 vaccine status during this pregnancy.
Report this status as at the time of this birth.
Report code 1 Yes if the woman received one or more doses of any COVID19 vaccine in the period from conception of this pregnancy to the birth of this baby.
Where code 1 Yes is reported, also report the gestation during this pregnancy when COVID19 vaccination dose/s were received (Gestation at first COVID19 vaccination during this pregnancy and if relevant also Gestation at second COVID19 vaccination during this pregnancy and if relevant also Gestation at third COVID19 vaccination during this pregnancy).
Report code 2 No in the following cirumstances:
- where the woman had received one or more doses of a COVID19 vaccine before the conception of this pregnancy, but did not receive any doses between conception and the birth of this baby OR
- where the woman received one or more doses of a COVID19 vaccine after the birth of this baby and before discharge from this birth episode, but did not receive any doses between conception and the birth of this baby.
Report code 7 only where the woman declines to answer this question, or is unable to accurately respond to the question (eg is unconscious and does not regain consciousness before being transferred).
Leave blank where COVID19 vaccination status is reported as:
code 2 No or 
code 7 Declined to answer are reported.
Report code 9 where COVID19 vaccination status is reported as code 9.
Details should be captured during the antenatal course, and updated if the status changes, and must be current as at the Discharge date – mother.

	Reported by
	All Victorian hospitals where a birth has occurred and homebirth practitioners

	Reported for
	Mandatory for all birth episodes where COVID19 vaccination status code 1 Yes or 9 Not stated / inadequately describe is reported.

	Related concepts (Section 2):

	None specified

	Related data items (this section):
	COVID19 vaccination status; Gestation at first COVID19 vaccination during this pregancy; Gestation at second COVID19 vaccination during this pregnancy; Gestation at third COVID19 vaccination during this pregnancy

	Related business rules (Section 4):
	###COVID19 vaccination status and COVID19 vaccination status during this pregnancy valid combinations; COVID19 vaccination status, COVID19 vaccination during this pregnancy, Gestation at first COVID19 vaccination during this pregnancy, Gestation at second COVID19 vaccination during this pregnancy, Gestation at third COVID19 vaccination during this pregnancy valid combinations 


[bookmark: _Toc69248463][bookmark: _Toc170223363]Administration
	Principal data users
	Consultative Council on Obstetric and Paediatric Mortality and Morbidity

	Definition source
	Department of Health
	Version
	1. July 2021
2. July 2022
3. July 2026

	Codeset source
	Department of Health
	Collection start date
	2021




[bookmark: _Toc217996651]COVID19 vaccination status
[Change: to remove reference to three data items that are no longer to be reported for births on and from 1.7.2026]
Specification
	Definition
	Whether the mother has received a vaccination against the novel coronavirus (SARS-CoV-2 or COVID19)

	Representation class

	Code 
	Data type
	Number

	Format
	N
	Field size
	1

	Location
	Episode record
	Position
	151

	Permissible values
	Code	Descriptor
1	Yes
2	No
7	Declined to answer
9	Not stated / inadequately described

	Reporting guide
	[bookmark: _Hlk56438419]Report the statement that best describes the woman’s understanding of her COVID19 vaccine status as at the end of this birth episode. 
Report code 1 Yes in the following circumstances:
- if the woman received one or more doses of any COVID19 vaccine prior to the conception of this pregnancy OR
- if the woman received one or more doses of any COVID19 vaccine in the period from the conception of this pregnancy until the birth of this baby OR
- if the woman received one or more doses of any COVID19 vaccine during the current birth episode but after the birth of the baby.
This includes if one dose of a multi-dose course has been received at any time until the end of the current birth episode.
Where code 1 Yes is reported, also report:
- whether the mother received any dose/s of COVID19 vaccination during the current pregnancy (COVID19 vaccination during this pregnancy). and if so, 
- the gestation during this pregnancy when COVID19 vaccination dose/s were received (Gestation at first COVID19 vaccination during this pregnancy and if relevant also Gestation at second COVID19 vaccination during this pregnancy and if relevant also Gestation at third COVID19 vaccination during this pregnancy).
Report code 2 No if the woman has not had any dose of any COVID19 vaccine prior to this pregnancy or during this pregnancy or after the birth of this baby but before discharge at the end of this birth episode.
Report code 7 only where the woman declines to answer this question, or is unable to accurately respond to the question (eg is unconscious and does not regain consciousness before being transferred). 
Details should be captured during the antenatal course, and updated if the status changes, and must be current as at the Discharge date – mother.

	Reported by
	All Victorian hospitals where a birth has occurred and homebirth practitioners

	Reported for
	All birth episodes

	Related concepts (Section 2):

	None specified

	Related data items (this section):
	COVID19 vaccination during this pregnancy; Gestation at first COVID19 vaccination during this pregnancy; Gestation at second COVID19 vaccination during this pregnancy; Gestation at third COVID19 vaccination during this pregnancy

	Related business rules (Section 4):
	###COVID19 vaccination status and COVID19 vaccination status during this pregnancy valid combinations; COVID19 vaccination status, COVID19 vaccination during this pregnancy, Gestation at first COVID19 vaccination during this pregnancy, Gestation at second COVID19 vaccination during this pregnancy, Gestation at third COVID19 vaccination during this pregnancy valid combinations; Mandatory to report data items


Administration
	Principal data users

	Consultative Council on Obstetric and Paediatric Mortality and Morbidity

	Definition source
	Department of Health 
	Version
	1. July 2021
2. July 2022
3. July 2026

	Codeset source
	Department of Health 
	Collection start date
	2021





[bookmark: _Toc170223387][bookmark: _Toc213662265][bookmark: _Toc217996652]Fetal monitoring in labour
[Change to reporting guide: to improve reporting accuracy and data quality]
Specification
	Definition
	Methods used to monitor the wellbeing of the fetus during labour

	Representation class
	Code
	Data type
	String

	Format
	NN
	Field size
	2 (x7)

	Location
	Episode record
	Position
	72

	Permissible values
	Code	Descriptor
01	None
02	Intermittent auscultation
03	Admission cardiotocography
04	Intermittent cardiotocography
05	Continuous external cardiotocography
06	Internal cardiotocography (scalp electrode)
07	Fetal blood sampling
88	Other
99	Not stated / inadequately described

	Reporting guide
	Up to seven methods of monitoring can be reported. However no permissible value may be reported more than once.
Code 01 None
may not be reported with any other code.
Code 02 Intermittent auscultation: 
performed by Pinnards or sonicaid
Code 03 Admission cardiotocography: 
a routine cardiotocography (CTG) of limited duration (e.g. 30 minutes) on admission
Code 04 Intermittent cardiotocography: 
fetal heart monitoring by CTG on a number of occasions in labour, but not continuously
Code 05 Continuous cardiotocography: 
fetal heart monitoring by CTG more or less continuously from some point in labour until about the time of birth
Code 07 Fetal blood sampling: 
includes scalp lactate
Code 99 Not stated/inadequately described
may not be reported with any other code
Leave blank if Labour type reported as code 5 No labour

	[bookmark: _Toc499798951][bookmark: _Toc31278229][bookmark: _Toc170223388][bookmark: _Toc213662266]Reported by
	All Victorian hospitals where a birth has occurred and homebirth practitioners

	Reported for
	All birth episodes where there is a labour

	Related concepts (Section 2):
	None specified

	Related data items (this section):
	Fetal monitoring prior to birth – not in labour; Labour type

	Related business rules (Section 4):
	***Fetal monitoring in labour and Labour type valid combinations; Labour type ‘Woman not in labour’ and associated data items valid combinations


Administration
	Principal data users
	Consultative Council on Obstetric and Paediatric Mortality and Morbidity

	Definition source
	DH
	Version
	1. January 2009
2. January 2020

	Codeset source
	DH
	Collection start date
	2009





[bookmark: _Toc217996653]Fetal monitoring prior to birth – not in labour
[Change to reporting guide: to improve reporting accuracy and data quality]
Specification
	Definition
	Methods used to monitor the wellbeing of the fetus prior to birth, but not in labour (for example, prior to a caesarean section).

	Representation class
	Code
	Data type
	String

	Format
	NN
	Field size
	2 (x5)

	Location
	Episode record
	Position
	131

	Permissible values
	Code	Descriptor
01	None
02	Intermittent auscultation
03	Admission cardiotocography
04	Intermittent cardiotocography
05	Continuous external cardiotocography
88	Other
99	Not stated / inadequately described

	Reporting guide
	Report this field if Labour Type is 5 – No labour
Up to five methods of monitoring can be reported. However no permissible value may be reported more than once.
Code 01 None
may not be reported with any other code.
Code 02 Intermittent auscultation
performed by Pinnards or sonicaid
Code 03 Admission cardiotocography
a routine cardiotocography (CTG) of limited duration (eg 30 minutes) on admission
Code 04 Intermittent cardiotocography
fetal heart monitoring by CTG (not in labour) on a number of occasions, but not continuously
Code 05 Continuous cardiotocography
fetal heart monitoring by CTG more or less continuously from some point until about the time of birth
Code 99 Not stated/inadequately described
may not be reported with any other code
Leave blank if there was labour (i.e. Labour type is not code 5 No labour).

	[bookmark: _Toc170223402][bookmark: _Toc213662267]Reported by
	All Victorian hospitals where a birth has occurred and homebirth practitioners

	Reported for
	All birth episodes where there was no labour

	Related concepts (Section 2):
	None specified

	Related data items (this section):
	Fetal monitoring in labour; Labour Type

	Related business rules (Section 4):
	***Fetal monitoring prior to birth – not in labour and Labour type valid combinations; Labour type ‘Woman in labour’ and associated data items valid combinations


Administration
	Principal data users
	Consultative Council on Obstetric and Paediatric Mortality and Morbidity

	Definition source
	DH
	Version
	1. January 2017
2. January 2020

	Codeset source
	DH
	Collection start date
	2017







[bookmark: _Toc217996654]Head circumference – baby
[Amend scope to make mandatory for all births: to meet national reporting requirements]
Specification
	Definition
	The measurement of the circumference of the head of the baby

	Representation class
	Total
	Data type
	Number

	Format
	NN.N
	Field size
	4

	Location
	Episode record
	Position
	129

	Permissible values
	Range: 10.0 to 40.0 (inclusive)
Code	Descriptor
99.8	Unable to measure
99.9	Not stated
Blank	Not applicable (e.g. stillbirths – but can be entered if measured)

	Reporting guide
	Head circumference should be measured prior to discharge (or within seven days if not admitted to a hospital, i.e. homebirth). This should be at the same time as the birthweight is measured, to maximise comparability of these two measures in percentile calculations.
Measurement is made in centimetres to one decimal place, e.g. 352 millimetres is expressed as 35.2 centimetres.
In the case of babies born before arrival at the hospital, the head circumference should be taken prior to discharge.
This data element applies to newborn babies. It enables the calculation of growth centiles which requires the measurement of head circumference and birthweight and/or length. Baby head circumference together with other anthropometric measurements assist with determining whether a baby is small for gestational age or has experienced intrauterine growth restriction. In addition, head circumference measurement enables identification of newborns with microcephaly, either primary or as an association with other pathology, for example, Fetal Alcohol Syndrome.
Head circumference should preferably be measured in the first hour of life at the same time as the birthweight is measured, to maximise comparability of these two measures in percentile calculations. A narrow, flexible, inelastic tape measure with clearly legible intervals and labels should be used.
Ideally the circumference should be plotted on a percentile chart to ensure it is within the 10th–90th percentile curves and consistent with the length and weight percentile.
In perinatal collections, the head circumference is to be provided for live born and stillborn babies.

	Reported by
	All Victorian hospitals where a birth has occurred and homebirth practitioners

	Reported for
	Mandatory to report for all births livebirth episodes.
Optional to report for stillbirths (can be left blank)

	Related concepts (Section 2):
	None specified

	Related data items (this section):
	Birth Status 

	Related business rules (Section 4):
	Birth status ‘Live born’ and associated conditionally mandatory data items; ***Mandatory to report data items 


Administration
	Principal data users
	Consultative Council on Obstetric and Paediatric Mortality and Morbidity

	Definition source
	METeOR 568380 733429
	Version
	1. January 2017
2. July 2022
3. July 2026

	Codeset source
	Not applicable
	Collection start date
	2017




[bookmark: _Toc217996655]Hypertensive disorder during pregnancy
[Change to reporting guide: to improve reporting accuracy and data quality]
Specification
	Definition
	Whether the woman has a hypertensive disorder during this pregnancy, based on a current or previous diagnosis, and if so, the type of hypertensive disorder

	Representation class
	Code
	Data type
	Number

	Format
	N
	Field size
	1 (x3)

	Location
	Episode record
	Position
	163

	Permissible values
	Code	Descriptor
1	Eclampsia 
2	Pre-eclampsia
3	Gestational hypertension
4	Chronic hypertension
7	Hypertension, not further specified
8	No hypertensive disorder during this pregnancy
9	Not stated/inadequately described

	Reporting guide
	Report any hypertensive disorder the woman has had during this pregnancy. Include hypertensive disorders controlled through treatment during this pregnancy.
A hypertensive disorder that was identified only in the postpartum period (including immediately postpartum), when no hypertensive disorder was identified during the pregnancy or prior to the birth, should be reported as code 8 No hypertensive disorder during this pregnancy. See also below.
Code 1	Eclampsia
Eclampsia is characterised by grand mal seizures, hypertension, proteinuria, oedema and may progress to coma. Before a seizure, a patient may experience a body temperature of over 40°C, anxiety, epigastric pain, severe headache and blurred vision. Complications of eclampsia may include cerebral haemorrhage, pulmonary oedema, renal failure, abruptio placentae and temporary blindness (NCCH 2000).
Code 2	Pre-eclampsia
Pre-eclampsia is a multi-system disorder characterised by hypertension and involvement of one or more other organ systems and/or the fetus. Proteinuria is the most commonly recognised additional feature after hypertension but should not be considered mandatory to make the clinical diagnosis.
A diagnosis of pre-eclampsia can be made when hypertension arises after 20 weeks gestation and is accompanied by one or more of the following: renal involvement, haematological involvement, liver involvement, neurological involvement, pulmonary oedema, fetal growth restriction, placental abruption.
Includes HELLP syndrome (Haemolysis, Elevated Liver Enzymes, Low Platelet count), which is a variant of pre-eclampsia.
Code 3	Gestational hypertension
Gestational hypertension is characterised by the new onset of hypertension after 20 weeks gestation without any maternal or fetal features of pre-eclampsia, followed by return of blood pressure to normal within 3 months post-partum.
Code 4	Chronic hypertension
This may include essential or secondary hypertension. Essential hypertension is defined by a blood pressure greater than or equal to 140 mmHg systolic and/or greater than or equal to 90 mmHg diastolic confirmed before pregnancy or before 20 completed weeks gestation without a known cause. It may also be diagnosed in females presenting early in pregnancy taking antihypertensive medications where no secondary cause for hypertension has been determined.
Important secondary causes of chronic hypertension in pregnancy include:
· chronic kidney disease, e.g. glomerulonephritis, reflux nephropathy, and adult polycystic kidney disease
· renal artery stenosis
· systemic disease with renal involvement, e.g. diabetes mellitus or systemic lupus erythematosus
· endocrine disorders, e.g. phaeochromocytoma, Cushing's syndrome and primary hyperaldosteronism
· coarctation of the aorta.
In the absence of any of the above conditions it is likely that a female with high blood pressure in the first half of pregnancy has essential hypertension.
For all other values, diagnosis is to be based on Society of Obstetric Medicine of Australia and New Zealand (SOMANZ) Guideline for the Management of Hypertensive Disorders of Pregnancy (Lowe et al. 2014). If the clinician does not have information as to whether the above guidelines have been used, available information about diagnosis of hypertensive disorder is still to be reported.
The diagnosis is preferably derived from and substantiated by clinical documentation, which should be reviewed at the time of delivery. However, this information may not be available in which case the patient may self-report to the clinician that they have been diagnosed with a hypertensive disorder
Code 7	Hypertension, not further specified
Report only when the woman reports hypertension, but no further details are available about the type of hypertensive disorder or whether it arose during this pregnancy.
Code 8	No hypertensive disorder during this pregnancy
Report if the woman does not have a hypertensive disorder during this pregnancy, including where the woman develops a hypertensive disorder only in the postpartum period.
Up to three (3) codes from the valid code set can be reported:
· for a woman who has preeclampsia superimposed on chronic hypertension, report both Code 2 and Code 4;
· for a woman who develops gestational hypertension which progresses to eclampsia, record both Code 1 and Code 3.
Codes 3 and 4 are not to be reported together.
Code 7 is not to be reported with code 3 or code 4.
Neither Code 8 nor Code 9 can be reported with any other code. 
No code can be reported more than once.
Report consistently with ICD-10-AM codes in clinical data fields:
· Reporting hypertensive disorders in this ‘Hypertensive disorder during pregnancy’ data item does not preclude also reporting the same condition in one or more of the clinical data fields as an ICD-10-AM code. 
For example, a woman has an unplanned caesarean due to developing severe pre-eclampsia: report both:
code 2 Pre-eclampsia in this Hypertensive disorder during pregnancy field, and 
ICD-10-AM code O141 in the Indication for operative delivery (main reason) – ICD-10-AM code field.
· When reporting hypertensive disorders in any of the clinical data fields using ICD-10-AM codes, use the following codes to report hypertensive disorders consistently with the disorder(s) reported in this ‘Hypertensive disorder during pregnancy’ field:
Code   Hypertensive disorder	ICD-10-AM code
1	Eclampsia in pregnancy	O150
1	Eclampsia in labour	O151
1	Eclampsia in the puerpium	O152
1	Eclampsia, unspecified as to time period	O159
2	Mild to moderate pre-eclampsia	O140
2	Severe pre-eclampsia	O141
2	HELLP syndrome	O142
2	Pre-eclampsia, unspecified	O149
3	Gestational/pregnancy-induced hypertension	O13
4	Chronic hypertension (without pre-eclampsia)	O10
4	Pre-existing hypertension in pregnancy, childbirth 
	and the puerperium	O10
7	Hypertension, not further specified	O16
2 & 4  Pre-eclampsia superimposed on chronic hypertension	O11
1 & 3  Eclampsia in labour following gestational hypertension	O13 & O151
· When reporting any of the above ICD-10-AM codes in any of the clinical data fields*, the type of hypertensive disorder(s) must be reported consistently with the disorder(s) reported in this ‘Hypertensive disorder during pregnancy’ field, and in any other of the clinical data fields. 
For example, do not report code O13 (Gestational hypertension) in Obstetric complications and O10 (Chronic hypertension) in Maternal medical conditions. Only combinations consistent with the combinations acceptable in this ‘Hypertensive disorders during pregnancy’ field are acceptable. 
· When code 8 No hypertensive disorder during this pregnancy is reported in this Hypertensive disorder during pregnancy field, none of the ICD-10-AM codes listed above may be reported in any of the clinical data fields* reported as ICD-10-AM codes.
*The exception is that code 8 No hypertensive disorder during this pregnancy can be reported in this data item, along with a hypertensive disorder code in Postpartum complications – ICD-10-AM code field for women who develop a hypertensive disorder only in the postpartum period, ie no hypertensive disorder during pregnancy or prior to the birth.
· Valid combinations of codes in this field, and ICD-10-AM codes in clinical data fields, are set out in the business rule ‘Hypertensive disorder during pregnancy, Events of labour and birth – ICD-10-AM code, Indication for induction (main reason) – ICD-10-AM code, Indications for induction (other) – ICD-10-AM codes, Indication for operative delivery (main reason) – ICD-10-AM code, Indications for operative delivery (other) – ICD-10-AM codes, Maternal medical conditions – ICD-10-AM code, Obstetric complications – ICD-10-AM code, valid combinations’.

	[bookmark: _Toc350263805][bookmark: _Toc350426171][bookmark: _Toc499798960][bookmark: _Toc31278239][bookmark: _Toc170223404][bookmark: _Toc213662268]Reported by
	All Victorian hospitals where a birth has occurred and homebirth practitioners

	Reported for
	All birth episodes

	Related concepts (Section 2):
	Hypertensive disorder during pregnancy

	Related data items (this section):
	Events of labour and birth – ICD-10-AM code; Indication for induction (main reason) – ICD-10-AM code; Indications for induction (other) – ICD-10-AM codes; Indication for operative delivery (main reason) – ICD-10-AM code; Indications for operative delivery (other) – ICD-10-AM codes; Maternal medical conditions – ICD-10-AM code; Obstetric complication – ICD-10-AM code; Postpartum complications – ICD-10-AM code

	Related business rules (Section 4):
	Hypertensive disorder during pregnancy, Events of labour and birth – ICD-10-AM code, Indication for induction (main reason) – ICD-10-AM code, Indications for induction (other) – ICD-10-AM codes, Indication for operative delivery (main reason) – ICD-10-AM code, Indications for operative delivery (other) – ICD-10-AM codes, Maternal medical conditions – ICD-10-AM code, Obstetric complication – ICD-10-AM code, valid combinations; ###Hypertensive disorder during pregnancy valid combinations; Mandatory to report data items


Administration
	Principal data users
	Consultative Council on Obstetric and Paediatric Mortality and Morbidity

	Definition source
	DH
	Version
	1. July 2022
2. July 2023
3. July 2026

	Codeset source
	AIHW (DH modified)
	Collection start date
	2022





[bookmark: _Toc350263813][bookmark: _Toc499798969][bookmark: _Toc31278247][bookmark: _Toc170223413][bookmark: _Toc213662270][bookmark: _Toc217996656][bookmark: _Hlk29827289]Labour type
[Change to reporting guide: to improve reporting accuracy and data quality]
Specification
	Definition
	The manner in which labour starts in a birth event

	Representation class
	Code
	Data type
	Number

	Format
	N
	Field size
	1 (x 4)

	Location
	Episode record
	Position
	67

	Permissible values
	Code	Descriptor
1	Spontaneous
2	Induced – medical
3	Induced – surgical
4	Augmented
5	No labour
6 	Induced – mechanical 
9	Not stated / inadequately described

	Reporting guide
	Labour commences at the onset of regular uterine contractions which act to produce progressive cervical dilatation, and is distinct from spurious labour or pre-labour rupture of membranes.
If prostaglandins were given to induce labour and there is no resulting labour until after 24 hours, then code the onset of labour as spontaneous.
A combination of up to four (4) valid codes can be reported. 
Code 1 Spontaneous: 
labour occurs naturally without any intervention.
Induction of labour
a procedure performed for the purpose of initiating and establishing labour, either medically and/or surgically and/or mechanically – reported as:
Code 2 Induced – medical
includes prostaglandins, oxytocins or other hormonal derivatives (eg cervidal, misoprostyl) and/or
Code 3 Induced – surgical
artificial rupture of membranes (ARM) either by hindwater or forewater rupture and/or
Code 6 Induced – mechanical
promote cervical ripening and onset of labour by stretching the cervix, including insertion of balloon catheters or possibly laminaria.
Code 4 Augmented
spontaneous onset of labour complemented with the use of drugs such as oxytocins and/or artificial rupture of membranes (ARM) either by hindwater or forewater rupture. 
If labour was augmented, select and record both spontaneous and augmented in Labour type. 
Code 5 No labour
indicates the total absence of labour, as in an elective caesarean or a failed induction. 
If a failed induction occurred, that is, the mother failed to establish labour, select all the relevant induction types (medical and/or surgical and/or mechanical) and ‘no labour’. 
No code may be reported more than once.
Code 9 may not be reported with any other code.
Code 4 Augmented cannot be reported on its own, or with any induction method (code 2, 3 or 6).
Codes 2, 3 and 6 medical and/or surgical and/or mechanical induction cannot be recorded with code 4 augmentation. 
If an induction has occurred (code 2 and/or 3 and/or 6), must also record the main reason for the induction must be reported in Indication for induction (main reason) – ICD-10-AM code. Any other reasons for the induction can also be reported in either Indications for induction (other) – free text and/or Indications for induction (other) – ICD-10-AM codes.

	[bookmark: _Toc31278257][bookmark: _Toc170223421][bookmark: _Toc213662271]Reported by
	All Victorian hospitals where a birth has occurred and homebirth practitioners

	Reported for
	All birth episodes

	Related concepts (Section 2):
	Labour type

	Related data items (this section):
	Indication for induction (main reason) – ICD-10-AM code; Indications for induction (other) – free text; Indications for induction (other) – ICD-10-AM code; Labour induction / augmentation agent; Method of birth

	Related business rules (Section 4):
	[bookmark: _Toc143682015][bookmark: _Toc155390551][bookmark: _Toc155390555][bookmark: _Toc155390556]Analgesia for labour – indicator and Labour type valid combinations; Fetal monitoring in labour and Labour type valid combinations; Fetal monitoring prior to birth – not in labour and Labour type valid combinations; Labour type and Labour induction/augmentation agent valid combinations; Labour type ‘Failed induction’ conditionally mandatory data items; ###Labour type valid combinations; ***Labour type ‘Woman in labour’ and associated data items valid combinations; ***Labour type ‘Woman not in labour’ and associated data items valid combinations; Labour type, Indication for induction (main reason) – ICD-10-AM code, Indications for induction (other) – free text and Indications for induction (other) – ICD-10-AM code valid combinations; Mandatory to report data items; Method of birth and Labour type valid combinations


Administration
	Principal data users
	Consultative Council on Obstetric and Paediatric Mortality and Morbidity

	Definition source
	AIHW METeOR (DH Modified)
	Version
	1. January 1982
2. July 2015
3. January 2017
4. July 2023

	Codeset source
	AIHW METeOR (DH Modified)
	Collection start date
	1982


[bookmark: _Toc350263852][bookmark: _Toc499799009][bookmark: _Toc31278292][bookmark: _Toc170223461][bookmark: _Toc213662276][bookmark: _Toc217996657]Resuscitation method – drugs
[Change to reporting guide: to improve reporting accuracy and data quality]
Specification
	Definition
	Drugs administered immediately after birth to establish independent respiration and heartbeat, or to treat depressed respiratory effort and to correct metabolic disturbances

	Representation class
	Code
	Data type
	Number

	Format
	N
	Field size
	1 (x5)

	Location
	Episode record
	Position
	106

	Permissible values
	Code	Descriptor
1	None (no drug therapy)
2	Narcotic antagonist
3	Sodium bicarbonate
4	Adrenalin
5	Volume expander
8	Other drugs
9	Not stated / inadequately described

	Reporting guide
	Report up to five codes. 
Do not report any code more than once.
Code 1 None (no drug therapy)
may not be reported with any other code
Code 2 Narcotic antagonist: 
includes naloxone (Narcan)
Code 5 Volume expander: 
includes normal saline and blood products
Code 8 Other: 
includes all other drugs, for example, dextrose
Code 9 Not stated/inadequately described
may not be reported with any other code

	[bookmark: _Toc350263853][bookmark: _Toc499799010][bookmark: _Toc31278293][bookmark: _Toc170223462][bookmark: _Toc213662277]Reported by
	All Victorian hospitals where a birth has occurred and homebirth practitioners

	Reported for
	All birth episodes

	Related concepts (Section 2):
	None specified

	Related data items (this section):
	Apgar score at one minute; Apgar score at five minutes; Birth status; Neonatal morbidity – free text; Neonatal morbidity – ICD-10-AM code; Resuscitation method – mechanical 

	Related business rules (Section 4):
	Mandatory to report data items; ###Resuscitation method – drugs valid combinations


Administration
	Principal data users
	Consultative Council on Obstetric and Paediatric Mortality and Morbidity

	Definition source
	DH
	Version
	1. January 2009
2. July 2026

	Codeset source
	Not applicable
	Collection start date
	2009





[bookmark: _Toc217996658]Resuscitation method – mechanical
[Change to reporting guide: to improve reporting accuracy and data quality]
Specification
	Definition
	Active measures taken immediately after birth to establish the baby’s independent respiration and heartbeat, or to treat depressed respiratory effort and to correct metabolic disturbances. 

	Representation class
	Code
	Data type
	String

	Format
	NN
	Field size
	2 (x10)

	Location
	Episode record
	Position
	105

	Permissible values
	Code	Descriptor
01	None
02	Suction
03	Oxygen therapy
04	Intermittent positive pressure ventilation (IPPV) with air
05	Intubation with air
06	External cardiac compressions 
07	Continuous positive airway pressure (CPAP) ventilation with air
14	Intermittent positive pressure ventilation (IPPV) with oxygen
15	Intubation with oxygen
17	Continuous positive airway pressure (CPAP) ventilation with oxygen
88	Other
99	Not stated / inadequately described

	Reporting guide
	Report up to ten codes. Do not report any code more than once.
If during resuscitation both air and oxygen are given to the baby, report both codes. 
Code 01 None
Report when active resuscitation measures were not used or required. 
Includes airway positioning only, such as jaw thrust or chin lift.
Report for stillbirths, or livebirths where resuscitation measures were not used due to palliative direction of care. 
The following codes may include flow-driven pressure-limited device, such as Neopuff© (an infant T-piece resuscitator):
· Code 04 Intermittent positive pressure ventilation (IPPV) with air
· Code 07 Continuous positive airway pressure (CPAP) ventilation with air
· Code 14 Intermittent positive pressure ventilation (IPPV) with oxygen
· Code 17 Continuous positive airway pressure (CPAP) ventilation with oxygen 
Code 01 None
may not be reported with any other code
Code 99 Not stated/inadequately described
may not be reported with any other code

	[bookmark: _Toc170223497][bookmark: _Toc213662278]Reported by
	All Victorian hospitals where a birth has occurred and homebirth practitioners

	Reported for
	All birth episodes

	Related concepts (Section 2):
	None specified

	

	Related data items (this section):
	Apgar score at five minutes; Apgar score at one minute; Birth status; Neonatal morbidity – free text; Neonatal morbidity – ICD-10-AM code; Resuscitation method – drugs; Time to established respiration

	

	Related business rules (Section 4):
	Mandatory to report data items; ###Resuscitation method – mechanical valid combinations; ***Time to established respiration and Resuscitation method – mechanical valid combinations; 



Administration

	Principal data users
	Consultative Council on Obstetric and Paediatric Mortality and Morbidity

	

	Definition source
	AIHW (DH modified)
	Version
	1. January 1982
2. January 1999
3. January 2009
4. July 2024
5. July 2026

	

	Codeset source
	AIHW (DH modified)
	Collection start date
	1982





[bookmark: _Toc217996659]Version identifier
[Version identifier change: changed Episode record due to discontinuation of existing data items.]
Specification
	Definition
	Version of the data collection

	Representation class
	Identifier
	Data type
	Number

	Format
	NNNN
	Field size
	4

	Location
	Episode record, Header record
	Position
	2

	Permissible values
	Code
2023 (for births in the period 1 July 2023 to 30 June 2024 inclusive)
2024 (for births in the period 1 July 2024 to 30 June 2026 inclusive)
2026 (for births in the period 1 July 2026 to 30 June 2027 inclusive)

	Reporting guide
	Software-system generated. 
A VPDC electronic submission file with a missing or invalid Version identifier will be rejected and the submission file will not be processed.
The Version identifier in each Episode record in a submission file must be the same as the Version identifier in the Header record of that submission file.
All Episode records in a submission file must have the same Version identifier.

	Reported by
	All Victorian hospitals where a birth has occurred and homebirth practitioners

	Reported for
	Each VPDC electronic submission file (Header record); Each VPDC electronic birth record (Episode record)

	Related concepts (Section 2):
	None specified

	Related data items (this section):
	None specified 

	Related business rules (Section 4):
	[bookmark: _Toc155390532]***Date of birth – baby and Version identifier valid combinations [‘Warning’ error]; Mandatory to report data items


Administration
	Principal data users
	Consultative Council on Obstetric and Paediatric Mortality and Morbidity

	Definition source
	DH
	Version
	1. January 2009
2. July 2015
3. January 2017
4. January 2018
5. January 2019
6. January 2020
7. July 2021
8. July 2022
9. July 2023
10. July 2024
11. July 2026

	Codeset source
	DH
	Collection start date
	2009


[bookmark: _Toc217996660]Changes to VPDC manual Section 4 Business rules
NOTE:
A number of VPDC business rules list ICD-10-AM or ACHI codes, in some cases citing 12th edition. Those business rules are not included in this document:
· Where 12th edition is cited, it will be amended to 13th edition in the 2026-27 VPDC manual
· None of the specific ICD-10-AM or ACHI codes included in business rules are changing from 12th edition to 13th edition
[bookmark: _Toc31278692][bookmark: _Toc170223627][bookmark: _Toc213662280][bookmark: _Toc217996661][bookmark: _Toc69248480][bookmark: _Toc170223635]Birth status ‘Live born’ and associated conditionally mandatory data items
[Add data item that is mandatory to report for all births – to correct an omission in current documentation]
	If Birth status is:
	then the following elements cannot be blank:

	1 Live born
	Admission to special care nursery (SCN) / neonatal intensive care unit (NICU) – Baby
Antenatal corticosteroid exposure
Breastfeeding attempted
Formula given in hospital
Head circumference - baby
Hepatitis B vaccine received
Last feed before discharge – baby 
Separation date – baby
Separation status – baby
Time to established respiration


[bookmark: _Toc170223634]
[bookmark: _Toc217996662]###COVID19 vaccination status and COVID19 vaccination during this pregnancy valid combinations
	If COVID19 vaccination status is:
	then COVID19 vaccination during this pregnancy must be:

	1 Yes 
	1 Yes or 2 No or 7 Declined to answer or
9 Not stated / inadequately described

	2 No
	Blank

	7 Declined to answer
	Blank

	9 Not stated / inadequately described
	9 Not stated / inadequately described



COVID19 vaccination status, COVID19 vaccination during this pregnancy, Gestation at first COVID19 vaccination during this pregnancy, Gestation at second COVID19 vaccination during this pregnancy, Gestation at third COVID19 vaccination during this pregnancy valid combinations
[Delete the above business rule – now redundant due to discontinuation of data items]

[bookmark: _Toc170223640][bookmark: _Toc213662281][bookmark: _Toc217996663]Date of birth – baby and Version identifier valid combinations [‘Warning’ error]
[Update to include new value in Version identifier code set from 1.7.2026]
	Where Version identifier in the Header record is:
	the Version identifier in the Episode record must be:
	And Date of birth – baby must be in the range specified for the Version identifier (both dates inclusive):

	2023
	2023
	01/07/2023 to 30/06/2024

	2024
	2024
	01/07/2024 to 30/06/2026

	2026
	2026
	01/07/2026 to 30/06/2027


That is, all Birth records in a single Submission file must have the same Version identifier as appears in the Header record, and each Birth record must report the Version identifier valid for the Date of birth – baby reported in that Birth record.

[bookmark: _Toc213662255][bookmark: _Toc217996664]Estimated gestational age, Gestation at first COVID19 vaccination during this pregnancy, Gestation at second COVID19 vaccination during this pregnancy and Gestation at third COVID19 vaccination during this pregnancy valid combinations
[Delete the above business rule – now redundant due to discontinuation of data items]
[bookmark: _Toc170223653][bookmark: _Toc213662282]

[bookmark: _Toc217996665]Estimated gestational age – in scope validation
[Amend business rule documentation to correct an omission in current documentation]
	Birth status
	Estimated gestational age
	Validation

	1 Liveborn or
2 Stillborn (occurring before labour) or
3 Stillborn (occurring during labour) or
4 Stillborn (timing of occurrence unknown)
	Less than 15 completed weeks
	Rejection

	1 Liveborn
	15 to 19 completed weeks
	Warning: confirm Estimated gestational age

	2 Stillborn (occurring before labour) or
3 Stillborn (occurring during labour) or
4 Stillborn (timing of occurrence unknown)
	15 to 19 completed weeks
	Rejection if Plurality = 1 Singleton
Or
Warning if Plurality is greater than 1: confirm Estimated gestational age and that at least one other sibling was liveborn

	1 Liveborn or
2 Stillborn (occurring before labour) or
3 Stillborn (occurring during labour) or
4 Stillborn (timing of occurrence unknown)
	20 to 45 completed weeks
	Accepted

	1 Liveborn or
2 Stillborn (occurring before labour) or
3 Stillborn (occurring during labour) or
4 Stillborn (timing of occurrence unknown)
	46 or more completed weeks
	Rejection

	2 Stillborn (occurring before labour) or
3 Stillborn (occurring during labour) or
4 Stillborn (timing of occurrence unknown)
	99 Not stated/ inadequately described
	Rejection 
Or
Warning if Birthweight = or > than 400 grams or more: confirm Estimated gestational age

	9 Not stated / inadequately described
	Any
	Rejection




[bookmark: _Toc170223654][bookmark: _Toc213662283]

[bookmark: _Toc217996666]Fetal monitoring in labour and Labour type valid combinations
[Amend business rule documentation to correct an inconsistency and to improve data quality]
	If Labour Type is:
	Fetal monitoring in labour must report:

	1	Spontaneous or
2	Induced – medical or
3	Induced – surgical or
4	Augmented or
6	Induced – mechanical 
without
5	No labour
	Either: 
01	None or 
99	Not stated/inadequately described or
At least one, and up to seven, of the following codes, with no code reported more than once:
02	Intermittent auscultation
03	Admission cardiotocography
04	Intermittent cardiotocography
05	Continuous external cardiotocography
06	Internal cardiotocography (scalp electrode)
07	Fetal blood sampling
88	Other

	Any value including
5	No labour
	Blank

	9	Not stated/inadequately described
	Any value 
01	None or 
99	Not stated/inadequately described or
Blank


[bookmark: _Toc170223655][bookmark: _Toc213662284]


[bookmark: _Toc217996667]Fetal monitoring prior to birth – not in labour and Labour type valid combinations
[Amend business rule documentation to correct an inconsistency and to improve data quality]
	If Labour Type is:
	Fetal monitoring prior to birth – not in labour must be:

	1	Spontaneous or
2	Induced – medical or
3	Induced – surgical or
4	Augmented or
6	Induced – mechanical 
without
5	No labour
	Blank

	Any value including
5 No labour
	Either:
01	None or
99	Not stated/inadequately described or
At least one, and up to five, of the following codes, with no code reported more than once:
02	Intermittent auscultation
03	Admission cardiotocography
04	Intermittent cardiotocography
05	Continuous external cardiotocography
88	Other 

	9 Not stated/inadequately described
	Any value 
01	None or 
99	Not stated/inadequately described or
Blank



[bookmark: _Toc170223671][bookmark: _Toc213662285]

[bookmark: _Toc217996668]###Hypertensive disorder during pregnancy valid combinations
	Hypertensive disorder during pregnancy code:
	Cannot be reported with Hypertensive disorder during pregnancy code:

	3 Gestational hypertension
	4 Chronic hypertension 

	7 Hypertension, not further specified
	3 Gestational hypertension or
4 Chronic hypertension

	8 No hypertensive disorder during this pregnancy 
	1 Eclampsia or
2 Pre-eclampsia or 
3 Gestational hypertension or
4 Chronic hypertension or
7 Hypertension, not further specified or
9 Not stated/inadequately described

	9 Not stated/inadequately described
	1 Eclampsia or
2 Pre-eclampsia or 
3 Gestational hypertension or
4 Chronic hypertension or
7 Hypertension, not further specified or
8 No hypertensive disorder during this pregnancy

	Cannot report any single code in Hypertensive disorder during pregnancy more than once



[bookmark: _Toc217996669]###Labour type valid combinations
	Labour type code:
	Cannot be reported with Labour type code:

	1 Spontaneous or
4 Augmented
	2 Induced – medical or
3 Induced – surgical or
6 Induced – mechanical or
5 No labour or
9 Not stated/inadequately described

	9 Not stated/inadequately described
	1 Spontaneous or
2 Induced – medical or
3 Induced – surgical or
4 Augmented or
5 No labour or
6 Induced – mechanical

	Labour type code:
	Can be reported only with Labour type code

	4 Augmented
	1 Spontaneous


[bookmark: _Toc217996670]Labour type ‘Woman in labour’ and associated data items valid combinations
[Amend business rule documentation to correct an omission in current documentation]
	If Labour type is:
	and Method of birth is:

	1 Spontaneous or 
2 Induced medical or 
3 Induced surgical or 
6 Induced mechanical or
1 Spontaneous and 4 Augmented or 
2 Induced medical and 3 Induced surgical or
2 Induced medical and 6 Induced mechanical or
3 Induced surgical and 6 Induced mechanical or 
2 Induced medical and 3 Induced surgical and 6 induced mechanical
	1 Forceps or 
3 Vaginal birth – non-instrumental or
8 Vacuum extraction

	the following data items:
	must report:

	Category of unplanned caesarean section urgency
Date of decision for unplanned caesarean section
Date of onset of labour
Date of onset of second stage of labour
Date of rupture of membranes
Fetal monitoring prior to birth – not in labour
Time of decision for unplanned caesarean section
Time of onset of labour
Time of onset of second stage of labour
Time of rupture of membranes
	Blank
Blank
DDMMCCYY
DDMMCCYY
DDMMCCYY or 77777777
Blank
Blank
HHMM or 7777
HHMM
HHMM or 7777


(Business rule table continues over page)


	If labour type is:
	and Method of birth is:

	1 Spontaneous or 
2 Induced medical or 
3 Induced surgical or 
6 Induced mechanical or
1 Spontaneous and 4 Augmented or 
2 Induced medical and 3 Induced surgical or
2 Induced medical and 6 Induced mechanical or
3 Induced surgical and 6 Induced mechanical or 
2 Induced medical and 3 Induced surgical and 6 induced mechanical
	6 Planned caesarean – labour

	the following data items:
	must report:

	Category of unplanned caesarean section urgency
Date of decision for unplanned caesarean section
Date of onset of labour
Date of onset of second stage of labour
Date of rupture of membranes
Fetal monitoring prior to birth – not in labour
Time of decision for unplanned caesarean section
Time of onset of labour
Time of onset of second stage of labour
Time of rupture of membranes
	Blank
Blank
DDMMCCYY
DDMMCCYY or 88888888
DDMMCCYY or 77777777 or 88888888
Blank
Blank
HHMM or 7777
HHMM or 8888
HHMM or 7777 or 8888


(Business rule table continues over page)


	If labour type is:
	and Method of birth is:

	1 Spontaneous or 
2 Induced medical or 
3 Induced surgical or 
6 Induced mechanical or
1 Spontaneous and 4 Augmented or 
2 Induced medical and 3 Induced surgical or
2 Induced medical and 6 Induced mechanical or
3 Induced surgical and 6 Induced mechanical or 
2 Induced medical and 3 Induced surgical and 6 induced mechanical
	5 Unplanned caesarean – labour

	the following data items:
	must report:

	Category of unplanned caesarean section urgency
Date of decision for unplanned caesarean section
Date of onset of labour
Date of onset of second stage of labour
Date of rupture of membranes
Fetal monitoring prior to birth – not in labour
Time of decision for unplanned caesarean section
Time of onset of labour
Time of onset of second stage of labour
Time of rupture of membranes
	1 or 2 or 3 or 4 or 9
DDMMCCYY
DDMMCCYY
DDMMCCYY or 88888888
DDMMCCYY or 77777777 or 88888888
Blank
HHMM
HHMM or 7777
HHMM or 8888
HHMM or 7777 or 8888



[bookmark: _Toc170223672][bookmark: _Toc213662286]

[bookmark: _Toc217996671]Labour type ‘Woman not in labour’ and associated data items valid combinations
[Amend business rule documentation to correct an omission in current documentation]
	If Labour type is:
	and Method of birth is:

	5 No labour or
2 Induced medical and 5 No labour or 
3 Induced surgical and 5 No labour or 
6 Induced mechanical and 5 No labour or
2 Induced medical and 3 Induced surgical 
and 5 No labour or 
2 Induced medical and 6 Induced mechanical and 5 No labour or
3 Induced surgical and 6 Induced mechanical and 5 No labour or
2 Induced medical and 3 Induced surgical and 6 Induced mechanical and 5 No labour
	4 Planned caesarean – no labour or 
10 Other operative birth

	the following data items:
	must report:

	Category of unplanned caesarean section urgency
Date of decision for unplanned caesarean section
Date of onset of labour
Date of onset of second stage of labour
Date of rupture of membranes
Fetal monitoring in labour
Time of decision for unplanned caesarean section
Time of onset of labour
Time of onset of second stage of labour
Time of rupture of membranes
	Blank
Blank
88888888
88888888
DDMMYYYY or 77777777 or 88888888
Blank
Blank
8888
8888
HHMM or 7777 or 8888


(Business rule table continues over page)
	If Labour type is:
	and Method of birth is:

	5 No labour or
2 Induced medical and 5 No labour or 
3 Induced surgical and 5 No labour or 
6 Induced mechanical and 5 No labour or
2 Induced medical and 3 Induced surgical 
and 5 No labour or 
2 Induced medical and 6 Induced mechanical and 5 No labour or
3 Induced surgical and 6 Induced mechanical and 5 No labour or
2 Induced medical and 3 Induced surgical and 6 Induced mechanical and 5 No labour
	7 Unplanned caesarean – no labour 

	the following data items:
	must report:

	Category of unplanned caesarean section urgency
Date of decision for unplanned caesarean section
Date of onset of labour
Date of onset of second stage of labour
Date of rupture of membranes
Fetal monitoring in labour
Time of decision for unplanned caesarean section
Time of onset of labour
Time of onset of second stage of labour
Time of rupture of membranes
	1 or 2 or 3 or 4 or 9
DDMMCCYY
88888888
88888888
DDMMYYYY or 77777777 or 88888888
Blank
HHMM
8888
8888
HHMM or 7777 or 8888



[bookmark: _Toc170223673][bookmark: _Toc213662259][bookmark: _Toc217996672]Mandatory to report data items
[Adding one new mandatory to report data item: data item is currently conditionally mandatory, but becomes mandatory for all births on and from 1.7.2026.]
Add: 
· Head circumference
[No other change to mandatory to report items listed in the 2025-26 VPDC manual Section 5]

[bookmark: _Toc170223694]

[bookmark: _Toc217996673]###Resuscitation method – drugs valid combinations
	If Resuscitation method – drugs is
	Then 

	1 None (no drug therapy)
	No other Resuscitation method – drugs can be reported

	9 Not stated/inadequately described
	No other Resuscitation method – drugs can be reported



[bookmark: _Toc217996674]###Resuscitation method – mechanical valid combinations
	If Resuscitation method – mechanical is
	Then 

	01 None
	No other Resuscitation method – mechanical can be reported

	99 Not stated/inadequately described
	No other Resuscitation method – mechanical can be reported



[bookmark: _Toc217996675]Setting of birth – actual and Admitted patient election status – mother valid combinations
[Amend existing business rule to allow reporting on women ineligible for Medicare giving birth at home under the care of a public homebirth program]
	If Setting of birth – actual is:
	Admitted patient election status – mother must be:

	0007 Home – public homebirth program
	1	Public or 
9    Not stated/inadequately described

	0006 Home – private midwife care
	2	Private 



[bookmark: _Toc170223699]

[bookmark: _Toc217996676]Time to established respiration and Resuscitation method – mechanical valid combinations
[Amend business rule documentation to improve data quality]
	If Time to established respiration is:
	then the Resuscitation method – mechanical must include at least one of the following, with no code reported more than once:

	Greater than or equal to five minutes and less than or equal to 30 minutes 
	02	Suction
03	Oxygen therapy
04	Intermittent positive pressure ventilation (IPPV) with air
05	Intubation with air
06	External cardiac compressions 
07	Continuous positive airway pressure (CPAP) 	ventilation with air
14	Intermittent positive pressure ventilation (IPPV) with oxygen
15	Intubation with oxygen
17	Continuous positive airway pressure (CPAP) ventilation with oxygen








[bookmark: _Toc217996677]Changes to VPDC manual Section 5 Compilation and submission
[bookmark: _Toc32701477][bookmark: _Toc108983611][bookmark: _Toc217996678]Data submission timelines
The Public Health and Wellbeing Regulations 2019 require VPDC data to be reported within 30 days of the birth. This includes correction of any rejections caused by non-compliance with business rules/validations.
Where mother and/or baby remain in hospital at the submission deadline, report all data items known at the time of submission, and resubmit the Episode record when the episode ends, and data are complete.
Exceptions to reporting timelines are only permissible when negotiated on a case by case basis.
The minimum frequency for reporting is one submission file to report the births for an entire calendar month. Most health services report births for a shorter period, often weekly. 
Births can be reported individually if that suits the health service.
More than one submission file can be lodged in a day.
Health services with high birth counts will benefit from more frequent submissions so the volume of data in each submission file, and the prompt correction of any rejections in that file, is more manageable.
Experience has shown that review, correction and resubmission of errors is easiest close to the clinical event. 
The table below sets out the timeframes for reporting a single submission file for each calendar month, and represents the latest date for submission of data for that period:
	Date of Birth – baby (from)
	Date of Birth – baby (to)
	Latest submission date

	01/07/20256
	31/07/20256
	31/08/20256

	01/08/20256
	31/08/20256
	30/09/20256

	01/09/20256
	30/09/20256
	31/10/20256

	01/10/20256
	31/10/20256
	30/11/20256

	01/11/20256
	30/11/20256
	31/12/20256

	01/12/20256
	31/12/20256
	31/01/20267

	01/01/20267
	31/01/20267
	02/03/20267

	01/02/20267
	28/02/20267
	31/03/20267

	01/03/20267
	31/03/20267
	30/04/20267

	01/04/20267
	30/04/20267
	31/05/20267

	01/05/20267
	31/05/20267
	30/06/20267

	01/06/20267
	30/06/20267
	31/07/20267




[bookmark: _Toc170223928][bookmark: _Toc217996679][bookmark: _Toc32701487][bookmark: _Toc77109700]Reporting when data formats are updated
Data submissions must include all relevant data elements and code sets valid as at the Date of birth – baby reported in the record:
Date of birth – baby from 1 July 20235 to 30 June 20246 (both dates inclusive): report all data elements in 2023-24 2024-25 format (Version identifier 2023 2024)
Date of birth – baby from 1 July 20246 to 30 June 20267 (both dates inclusive): report all data elements in 2024-25 2026-27 format (Version identifier 2024 2026).
A single VPDC submission file must contain Episode records in a single format only. The Version identifier in each Episode record in the submission file must be consistent with the Version identifier in the Header record. The Version identifier changes when a new file format is introduced, on 1 July for births in the next financial year. Because no changes have been implemented from 1 July 2025, births in financial years 2024-25 and 2025-26 will be reported with Version identifier 2024.
When Version identifier changes from 1 July, submitting records for births occurring between 1 June and 31 July of that calendar year requires at least two data submission files:
· At least one file must be submitted containing Episode records reporting births from 1 June to 30 June (inclusive) in accordance with the data specifications as set out in the VPDC manual relevant for that period, with the Version identifier reported relevant for births in that month in the Header record, and in each Episode record in the file;
· At least one file must be submitted containing Episode records reporting births from 1 July to 31 July (inclusive) in accordance with the data specifications as set out in the VPDC manual relevant for that period, with the Version identifier reported relevant for births in that month in the Header record and in each Episode record in the file.
[bookmark: _Toc170223934]
[bookmark: _Toc217996680]File naming convention
Each VPDC submission file is uniquely identified by its file name, which must be in the following format:
CCCC_NNNN_YYYYMMDDhhmm_TTTT.txt
where:
CCCC	=	Collection identifier (always VPDC)
NNNN	=	Hospital code (agency identifier)
YYYYMMDDhhmm	=	Data submission identifier
TTTT	=	Submission number
txt	=	Submission file extension (always .txt)
For example, a health service with Hospital code (agency identifier) ‘1234’ creates a new submission file at 9.45 am on 13 July 20246, using that date and time as the Data submission identifier:
· Data submission identifier = 2024607130945 
· Submission number = 0001 
The submission file name is then: VPDC_1234_2024607130945_0001.txt
Detailed specifications for the components of the file name are provided in VPDC manual Section 3: Data definitions.
NOTE: Submission file filenames must not include spaces or hyphens. Files with a space and/or hypen in the filename will not process, and the entire file will be rejected.
Any additional characters included in the filename must:
· Be after the final standard format component (.txt)
· Be separated by the ‘underscore’ character _ (not – or space).
The following are examples:
· Test files must include _TEST at the end of the submission file name, as follows:
	CCCC_NNNN_YYYYMMDDhhmm_TTTT_TEST.txt
· Batch number can be included where that helps link the file to the health service’s software system, as follows:
[bookmark: _Toc32701483][bookmark: _Toc170223938]	VPDC_9876_202610071234_0001_batch_345

[bookmark: _Toc343856390][bookmark: _Toc504055546][bookmark: _Toc32701484][bookmark: _Toc170223939][bookmark: _Toc217996681]File structure specifications
[bookmark: _Toc343856391][bookmark: _Toc32701485][bookmark: _Toc170223940][bookmark: _Toc217996682]Header record
The Header record must be the first record in any VPDC submission file.
The Header record is comprised of a number of components which must appear in the following format and sequence: 
CCCC | VVVV | NNNN | YYYYMMDDhhmm | TTTT | NNNNN | AAA…AAA

where:
CCCC	=	Collection identifier (always VPDC)
VVVV	=	Version identifier
NNNN	=	Hospital code (agency identifier)
YYYYMMDDhhmm	=	Data submission identifier
TTTT	=	Submission number
NNNNN	=	Number of Episode records* following (the number of Episode records in this file)
AAA…AAA	=	Name of software
Details of the Header record components are set out in VPDC manual Section 3: Data definitions.
*The Header record must report the exact number of Episode records in the file, and not include any other rows in that count. If the number of Episode records reported in the Header record is different from the number of Episode records in the file, the file will fail processing. 
In the submission file, after the final Episode record, one ‘new line entry’ can be included, but no more. This final ‘new line entry’ row is not included in the count of Episode records in the Header record. Submission files with more than one ‘new line entry’ after the final Episode record will fail to process.

[bookmark: _Toc217996683]Table of Episode record data elements
Note: where Data item name listed is ‘Deleted field’, do not include a value in the submission file.
[The following excerpt from the list of Episode record data items, taken from Section 5 of the 2025-26 VPDC manual, lists only data items that are to be discontinued (not reported from 1.7.2026). 
Changes that are limited to code set, reporting guidance or scope are not highlighted below, but appear in detail in other parts of this document.]
	Position number
	Data item name
	Data type
	Format
	Field size

	153
	Gestation at first COVID19 vaccination during this pregnancy Deleted field
	Number
	[N]N
	2

	154
	Gestation at second COVID19 vaccination during this pregnancy Deleted field
	Number
	[N]N
	2

	155
	Gestation at third COVID19 vaccination during this pregnancy Deleted field
	Number
	[N]N
	2
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