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Key findings 
• In 2004–05, there were 14,147 hospitalisations resulting from 

injuries received while playing some form of football. This 
represented 30.6% of all sports and leisure-related 
hospitalisations during this period. 

• Australian football accounted for 30.3%, soccer for 24.0% 
and rugby for 20.7% of all football-related hospitalisations. 

• Overall, 44.3% of all those hospitalised for football-related 
injuries were aged 15–24 years, while 90.3% of those 
hospitalised were aged 34 years or younger. 

• Males accounted for 93.2% of all football-related 
hospitalisations. 

• Knee and lower leg and head were the most common regions 
injured, accounting for 47.9% of all hospitalisations. 

• Fractures were by far the most common type of injury 
requiring hospitalisation, accounting for 55.6% of all 
admissions. 

• Over one-third (36.6%) of all injuries were due to some sort 
of fall while another 26.4% were due to some form of contact 
with another person 

• The highest number of admissions occurred during May 
(18.1%) with 72% of all admissions occurring in the period 
from April to August. 

• The mean number of bed days for all hospitalisations due to 
football-related injuries was 1.85 days. 

• The estimated direct cost of football-related hospitalisations 
was close to $44 million. 
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Introduction 
Several codes of football are played commonly in Australia. These include soccer, 
Australian football, rugby league and rugby union. Participation shows strong regional 
differences with Australian football being played predominantly in Victoria, South 
Australia and Western Australia and rugby being played predominantly in New South 
Wales and Queensland. Football is played mainly in winter, although seasons 
commonly extend from late autumn through to early spring.  
In 2005, outdoor soccer was the ninth most popular sport in terms of overall 
participation and the fifth most popular organised sport for those aged 15 years and over 
(Australian Sports Commission 2005). There were approximately 614,300 participants 
Australia-wide, representing a participation rate of about 3.8% of the population aged 
15 years and older. About 70% (n=431,100) of these participated in an organised form 
of the game. Indoor soccer was also popular with an estimated 264,100 participants 
(participation rate of 1.7%) aged 15 years and older. In 2005, Australian football was 
the 12th most popular sport in terms of overall participation and the sixth most popular 
organised sport for those aged 15 years and older. There were approximately 536,200 
participants (participation rate of 3.4%), with about 72% (n=387,000) of these 
participating in an organised form of the game. During 2005, the number of participants 
aged 15 and over, for rugby league and rugby union were 195,900 (participation rate of 
1.2%) and 165,900 (participation rate of 1.0%) respectively. Touch football was also 
popular with an estimated 367,200 participants (participation rate of 2.3%) in 2005. 
There were strong regional differences in terms of the number of participants for each 
code across the different states and territories. Just over 50% (n=271,000) of all 
participants in Australian football resided in Victoria. For rugby, 54.8% (n=198,400) of 
all participants resided in New South Wales, while 31.2% (n=113,000) of all 
participants resided in Queensland. Touch football was also prominent in New South 
Wales and Queensland, with 46.5% (n=170,700) and 38.7% (n=142,000) of all 
participants respectively residing in these two states. Participant numbers for soccer 
were most prominent in New South Wales with 43.8% (n=384,500) of all participants 
and Victoria with 23.7% (n=208,000) of all participants. 
The briefing that follows is a short overview of football-related hospitalisations in 
Australia during the 2004–05 financial year. It follows on from an earlier report which 
investigated football-related hospitalisations during the 2002–03 financial period (Flood 
& Harrison 2006). This report found that football was a significant contributor to all 
sports and leisure-related hospitalisations for this period, accounting for almost 28% of 
all admissions. This briefing also includes some trends analysis for the period from 
2002–03 to 2004–05, the period for which a comparable classification has been in use. 
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Comparison to all sport and leisure 
Football accounted for 30.6% (n=14,147) of all sports and leisure-related 
hospitalisations in 2004–05 (Table 1). Australian football was responsible for 9.2% 
(n=4,280) of all sports and leisure-related hospitalisations despite only accounting for 
4% of all sports and leisure participants. Similarly, rugby was responsible for 6.3% 
(n=2,931) of all sports and leisure-related hospitalisations despite only accounting for 
2.7% of all sports and leisure participants. 

Table 1: Comparison of football hospitalisations to all sports and leisure hospitalisations, 
Australia, 2004–05 

Hospitalisations Estimated participants†

Code Count 
Per cent all 

sport & leisure Count 
Per cent all 

sport & leisure 

Australian football 4,280 9.2% 536,200 4.0% 

Rugby 2,931 6.3% 361,800 2.7% 

Soccer 3,396 7.3% 878,400 6.6% 

Touch 615 1.3% 367,200 2.8% 

All football codes†† 14,147 30.3% NA NA 
† Available from the Australian Sports Commission 2005 annual report—Participation in exercise, recreation and sport (Australian Sports 
Commission 2005) 
†† Includes hospitalisations for other and unspecified football codes 

Age 
Australian football accounted for 30.3% (n=4,280), soccer for 24.0% (n=3,396) and 
rugby for 20.7% (n=2,931) of all football-related hospitalisations (Table 1). Football is 
played predominantly among younger age groups. Overall, 44.3% (n=6,274) of all those 
hospitalised for football-related injuries were aged 15–24 years, while 90.3% 
(n=12,780) of those hospitalised were aged 34 years or younger. Only 2.3% (n=328) of 
all hospitalisations were of people aged 45 and over. Nearly half of all hospitalisations 
in Australian football and rugby occurred in the 15–24 age group, while soccer and 
touch football experienced significantly lower percentages in this age group at 34.7% 
(n=1,178) and 30.2% (n=186) respectively. Soccer was the code with the highest 
percentage of hospitalisations in those aged 14 and under with 28.1% (n=953) of all 
admissions occurring in this age range. 
Australian football experienced the highest rate of hospitalisations per 100,000 
population with 21.2 (Table 2, Figure 1). This was significantly higher than both soccer 
(16.8 per 100,000) and rugby (14.5 per 100,000). Touch football had by far the lowest 
rate (3.0 per 100,000). In terms of participation rates, Australian football had the highest 
rate of hospitalisation per 100,000 participants with 634.7 (Table 2, Figure 2). This was 
followed by rugby with 606.4, although this rate was not significantly lower than that of 
Australian football. Both soccer and touch football had significantly lower rates with 
278.1 and 131.5 respectively. Both rugby and Australian football had a peak rate of 
hospitalisations per 100,000 participants in the 25–34 year age group with 964.2 for 
rugby and 954.6 for Australian football.  
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Table 2: Summary measures for football related injury hospitalisations, by age group at 
admission, 2004–05 

Age group at admission (years) 

  0–14 15–24 25–34 35–44 45–54 55–64 65+ All ages (%) 

Cases: Football 3,440 6,274 3,066 1,039 268 36 24 14,147 (100) 

Australian rules 877 2,133 968 230 59 8 5 4,280 (30.3) 

Soccer 953 1,178 696 427 114 12 16 3,396 (24.0) 

Rugby league 278 491 186 28 8 .. 0 993 (7.0) 

Rugby union 60 187 80 22 .. 0 0 351 (2.5) 

Rugby, unspecified 399 745 327 93 17 5 .. 1,587 (11.2) 

Touch football 132 186 168 91 34 .. 0 615 (4.3) 

Football: other and 
unspecified 741 1,354 641 148 34 5 .. 2,925 (20.7) 

Estimated number of 
participants ('000)†   

Australian rules NA 313.5 101.4 85.6 32.4 3.2** 0 536.2 

Soccer NA 491.4 227.9 109.9* 35.3* 13.9** 0 878.4 

Rugby league NA 129.5 35.9 26.4* 2.5** 1.7** 0 195.9 

Rugby union NA 108 25.6* 18.5* 8.1** 3.3** 2.4** 165.9 

Touch football NA 166.2 118.7 62.6 17.5* 0.6** 1.5** 367.2 

Rate/100,00 population   
Australian rules 22.0 76.6 33.6 7.6 2.1 0.4 0.2 21.2 

Soccer 23.9 42.3 24.2 14.2 4.1 0.6 0.6 16.8 

Rugby 18.5 51.1 20.6 4.8 1.0 0.3 0.0 14.5 

Touch football 3.3 6.7 5.8 3.0 1.2 0.2 0.0 3.0 

Rate/100,00 participants   
Australian rules NA 680.4 954.6 268.7 182.1 NA 0.0 634.7 

Soccer NA 239.7 305.4 388.5 322.9 NA 0.0 278.1 

Rugby NA 599.2 964.2 318.5 NA NA NA 606.4 

Touch football NA 111.9 141.5 145.4 194.3 NA NA 131.5 

Note: Case numbers when n<5 are not shown. 
† The estimated number of participants was available for ages 15 years and older. Participation values are taken from ‘Participation in 
Recreation and Sport’ Annual Report 2005 (Australian Sports Commission 2005). 
* Estimate has a relative standard error of between 25% and 50% and should be used with caution. 
** Estimate has a relative standard error of greater than 50% and is considered too unreliable for general use. 
The rate per 100,000 participants is not shown for those aged 55–64 for Australian football and soccer, those 45+ years for rugby and 
those 55+ for touch football due to high uncertainty in participation data. 
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 Figure 1: Hospitalisation rate per 100,000 population, due to football injury by age group 
at admission, Australia, 2004–05 
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 Note: The hospitalisation rate per 100,000 participants excludes 2,699 cases of Australian football, soccer, rugby and touch football 

in those less than 15 years.  
 The rates for those aged 55-64 for all football codes, and those aged 45–55 for rugby are not shown due to high uncertainty. 

 Figure 2: Hospitalisation rate per 100,000 participants (15 years and over), due to football 
injury by age group at admission, Australia, 2004–05 
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Sex 
All football codes are played much more commonly by males than females. There was 
less disparity of males to females for soccer (3.4:1) and touch football (1.9:1) than for 
Australian football (10.2:1) and rugby (13.5:1). The vast majority (93.2%) of 
hospitalised players were males, ranging from 97.7% for Australian football down to 
70.1% for touch football. In males, hospitalisations were most common in Australian 
rules (31.7%, n=4,182), soccer (22.1%, n=2,917) and rugby (21.5%, n=2,830) (Table 3, 
Figure 3). For females, hospitalisations were most common in soccer (49.6%, n=479) 
and touch football (19.1%, n=184). 
Across all football codes the rate of hospitalisations per 100,000 participants was higher 
for males than for females (Table 3, Figure 4). For Australian football, the rate of 
hospitalisations was 5.1 times higher in males than in females (683.8 vs 133.6). For 
soccer and rugby the rates were 2.0 and 1.8 times higher respectively. However, for 
rugby there is a relative standard error of between 25% and 50% for the value for 
females which is reflected in the wide confidence intervals. For touch football the rate 
of hospitalisations was only 1.3 times higher for males than for females  
(143.8 vs 108.5). 
Table 3: Summary measures for football related injury hospitalisations, by sex, 2004–05 

  Males (%) Females (%) Persons (%) 

Cases: Football 13,182 (100) 965 (100) 14,147 (100) 

Australian rules 4,182 ((31.7) 98 (10.5) 4,280 (30.3) 

Soccer 2,917 (22.1) 479 (49.6) 3,396 (24.0) 

Rugby league 979 (7.4) 14 (1.5) 993 (7.0) 

Rugby union 320 (2.4) 31 (3.2) 351 (2.5) 

Rugby, unspecified 1,531 (11.6) 56 (5.8) 1,587 (11.2) 

Touch football 431 (3.3) 184 (19.1) 615 (4.3) 

Football: other and unspecified 2,822 (21.4) 103 (10.6) 2,925 (20.7) 

Estimated number of participants ('000)†    

Australian rules 488.3 47.9 536.2 

Soccer 678.1 200.3 878.4 

Rugby league 183.9 12* 195.9 

Rugby union 152.9 13* 165.9 

Touch football 240 127.2 367.2 

Rate/100,00 population    

Australian rules 41.6 1.0 21.2 

Soccer 29.0 4.7 16.8 

Rugby 28.2 1.0 14.5 

Touch football 4.3 1.8 3.0 

Rate/100,00 participants    

Australian rules 683.8 133.6 634.7 

Soccer 314.3 155.8 278.1 

Rugby 625.6 348.0* 606.4 

Touch football 143.8 108.5 131.5 
† The estimated number of participants and the rate of hospitalisation per 100,000 participants for all ages do not include those 
less than 15 years. 
* Estimate has a relative standard error of between 25% and 50% and should be used with caution. 
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 Figure 3: Hospitalisation rate per 100,000 population, due to football injury by sex, 
Australia, 2004–05 
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 Note: The hospitalisation rate per 100,000 participants excludes 2,699 cases of Australian football, soccer, rugby and touch football 

in those less than 15 years.  

 Figure 4: Hospitalisation rate per 100,000 participants (15 years and over), due to football 
injury by sex, Australia, 2004–05 
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 Note: Rates are age-adjusted against the 2001 Australian population. 
 Error bars are 95% confidence intervals based on a Poisson distribution.  

 Figure 5: Hospitalisation rate per 100,000 population, due to football injury by financial 
year of admission, Australia, 2002–03 to 2004–05 

 
Rates of hospitalisation per 100,000 population have remained relatively stable across 
all football codes for the period from 2002–03 to 2004–05 (Figure 5). Percentage-wise, 
the largest change in rates was in touch football between 2002–03 to 2003–04 with rates 
increasing from 2.7 to 3.2 hospitalisations per 100,000 population, representing an 
increase of 18.5%. However, in 2004–05, rates for touch football dropped slightly to 
3.1. The rate for Australian football increased from 19.4 to 21.5 hospitalisations per 
100,000 population between 2003–04 to 2004–05, representing an increase of 10.8%. 
The rates for soccer and rugby remained virtually unchanged over the entire period. 
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State and territory of hospitalisation 
New South Wales had the highest hospitalisation rate per 100,000 population for all 
football codes combined with 75.0 (Table 4, Figure 6). Victoria, Queensland and South 
Australia all had rates close to or slightly above the national rate of 69.6. All other states 
and territories had rates below the national average, although only Tasmania with 51.5 
and Western Australia with 54.7 were significantly lower. 
Victoria and South Australia had the highest hospitalisation rates per 100,000 
population for Australian football with 44.2 and 43.3 respectively (Figure 7). Both these 
states had a rate more than twice the national average of 21.1 per 100,000 population. 
Western Australia, despite having slightly more participants for Australian football than 
South Australia, recorded a rate of 23.0 hospitalisations per 100,000 population, almost 
half of South Australia’s rate. Victoria had the highest participation rate for people  
aged 15 and over with 6.7% followed by South Australia with 5.9%. Just over 50% of 
all Australian football players reside in Victoria. In terms of the hospitalisation rate per 
100,000 participants for Australian football, there was a marked degree of variability 
between jurisdictions with New South Wales recording the highest rate of 1,075.6 
followed by Tasmania with 852.8 and South Australia with a rate of 794.7 (Figure 8). 
Queensland recorded the lowest rate of 334.5, with Northern Territory the next lowest  
at 365.1.  
New South Wales had the highest hospitalisation rate per 100,000 population for soccer 
with 24.3, followed by the Australian Capital Territory with a rate of 21.6. These were 
the only two states with rates which exceeded the national rate of 16.7. The Northern 
Territory had the lowest rate of 6.0 hospitalisations per 100,000 population. New South 
Wales had the highest hospitalisation rate per 100,000 participants with a rate of 318.3, 
followed closely by South Australia with 312.4 and Queensland with 301.9. Northern 
Territory had by far the lowest rate with 58.8. 
Rugby is predominantly played in New South Wales and Queensland with 54.8% and 
31.2% of all players aged 15 and over respectively. These two states had the highest 
hospitalisation rates per 100,000 population for rugby with a rate of 24.7 for New South 
Wales and a rate of 21.2 for Queensland. Victoria had the lowest rate of 2.5 
hospitalisations per 100,000 population. Western Australia had the highest hospitalisation 
rate per 100,000 participants with 850.0 followed closely by the Australian Capital 
Territory with a rate of 823.5. Tasmania had the lowest rate with 375.0. 
As with rugby, touch football is predominantly played in New South Wales and 
Queensland with 46.5% and 38.7% of all players aged 15 and over respectively. 
Queensland had the highest hospitalisation rate per 100,000 population for touch 
football with 5.8, followed by the Australian Capital Territory with a rate of 4.6. 
Victoria, South Australia and Tasmania had the lowest rates with rates 0.5, 0.7 and  
0.6 hospitalisations per 100,000 population respectively. The Australian Capital 
Territory had the highest hospitalisation rate per 100,000 participants with a rate of 
238.1 followed by Western Australia with 206.3. Tasmania had the lowest rate with 
62.5.  
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Table 4: Summary measures for football related injury hospitalisations, by state or territory, 
2004–05 

State of residence 

  NSW VIC QLD WA SA TAS ACT NT 
  

Aust 

Cases: Football 5,060 3,455 2,761 1,090 1,111 249 199 132 14,057 

Australian football 475 2,208 246 458 666 166 21 28 4,268 

Soccer 1,639 583 562 247 215 44 70 12 3,372 

Rugby League 617 .. 353 0 0 0 11 .. 988 

Rugby Union 226 .. 99 .. .. 0 11 .. 349 

Rugby, unspecified 826 118 381 123 47 16 26 26 1,563 

Touch football 292 23 229 27 11 .. 15 7 607 

Football: other and 
unspecified 985 515 891 232 169 20 45 53 2,910 

Estimated number of 
participants ('000)†    
Australian rules 34.4 271.0 55.9 76.0 72.1 16.3 4.2 6.3 536.2 

Soccer 384.5 208.0 117.6 73.3 47.7 14.4 24.4 8.5 878.4 

Rugby League 111.2 5.7* 60.9 5.7* 4.7* 1.9* 3.6 2.3 196.0 

Rugby Union 87.2 9.3* 52.1 6.3* 4.6* 1.3* 4.0 1.1* 165.9 

Touch football 170.7 11.9* 142.0 12.6 15.6 3.2 6.3 4.9 367.2 

Rate/100,000 
population     
Cases: Football 75.0 69.2 70.3 54.7 72.3 51.5 61.4 65.7 69.6 

Australian football 7.0 44.2 6.3 23.0 43.3 34.3 6.5 13.9 21.1 

Soccer 24.3 11.7 14.3 12.4 14.0 9.1 21.6 6.0 16.7 

Rugby 24.7 2.5 21.2 6.3 3.3 3.3 14.8 15.9 14.4 

Touch football 4.3 0.5 5.8 1.4 0.7 0.6 4.6 3.5 3.0 

Rate/100,000 
participants    
Australian football 1,075.6 638.4 334.5 465.8 794.7 852.8 404.8 365.1 632.8 

Soccer 318.3 206.3 301.9 242.8 312.4 229.2 192.6 58.8 275.5 

Rugby 624.5 700.0 531.0 850.0 462.4 375.0 513.2 823.5 599.1 

Touch football 129.5 159.7 123.2 206.3 70.5 62.5 238.1 122.4 129.4 

Note: Case numbers when n<5 are not shown. 
† The estimated number of participants and the rate of hospitalisation per 100,000 participants for all ages do not include those less than 
15 years. 
* Estimate has a relative standard error of between 25% and 50% and should be used with caution. 
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 Note: Cases where state of residence was ‘other territory’ (n=17) or unknown (n=73) are not shown. 
 Error bars are 95% confidence intervals based on a Poisson distribution.  

 Figure 6: Hospitalisation rate per 100,000 population, due to football injury by state or 
territory of residence, Australia, 2004–05 
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 Note: Cases where state of residence was ‘other territory’ (n=17) or unknown (n=73) are not shown. 

 Figure 7: Hospitalisation rate per 100,000 population, due to football injury by state or 
territory of residence, Australia, 2004–05 
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 Note: The hospitalisation rate per 100,000 participants excludes 2,699 cases of Australian football, soccer, rugby and touch football 

in those less than 15 years.  
 Cases where state of residence was ‘other territory’ (n=17) or unknown (n=73) are not shown. 

 Figure 8: Hospitalisation rate per 100,000 participants (15 years and over), due to football 
injury by state or territory of residence, Australia, 2004–05 
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 Figure 9: Hospitalisations due to football injury by principal body region injured, 
Australia, 2004–05 

 
Head, knee and lower leg injuries were the most common reasons for hospitalisation 
across all football codes (Figure 9). Rugby union and rugby league both had the highest 
proportion of hospitalisations due to head injury with 23.6% each (n=83 for union, 
n=234 for league), followed closely by Australian football with 22.4% (n=957). For 
rugby union and rugby league combined, the proportion of hospitalisations due to head 
injury was 22.2% (n=650). 
Soccer had the highest proportion of hospitalisations due to knee and lower leg injuries 
with 42.7% (n=1,451), followed closely by touch football with 38.7% (n=238). Knee 
and lower leg injuries were also prominent among Australian football and both rugby 
codes with proportions of these injuries varying from 21.4% (n=914) for Australian 
football to 25.9% (n=91) for rugby union. Injuries to the upper limb were also 
prominent across all codes, accounting for over 37% (n=5,296) of all hospitalisations.  
In terms of neck injuries, rugby union had the highest proportion with 9.1% (n=32) 
followed by rugby league with 6.0% (n=60). The proportion of neck injuries for both 
forms of rugby combined was 6.4% (n=189).  
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 Note: Excludes 514 cases where nature of injury was not specified by principal diagnosis. 

 Figure 10: Hospitalisations due to football injury, by nature of injury, Australia, 2004–05 

 
Fractures were by far the most common type of injury requiring hospitalisation across 
all football codes, accounting for 55.6% (n=7,581) of all injuries (Figure 10). Sprains 
and strains accounted for 10.2% (n=1,397) of all hospitalisations, dislocations for 9.6% 
(n=1,309) and intracranial injury for 6.6% (n=901). Fractures comprised 58.9% 
(n=1,920) of admissions in soccer, 55.1% (n=526) in rugby league, 54.4% (n=2,266) for 
Australian football, 48.8% (n=167) for rugby union and 49.3% (n=298) for touch 
football. Rugby union experienced the highest proportion of hospitalisations due to 
intracranial injury with 9.9% (n=34), followed closely by rugby league with 9.6% 
(n=92) and Australian football with 8.7% (n=364). Cases occurring in soccer and touch 
football were less likely to be due to intracranial injury with 3.7% (n=121) and 3.8% 
(n=23) respectively. 
When examined at a more detailed level, the most common type of injury across all 
codes was a fracture to the lower end of the radius (Table 5). This injury accounted for 
11.8% (n=401) of all hospitalised soccer injuries and 9.4% (n=58) of all hospitalised 
injuries from touch football. When looking at all football codes, this injury accounted 
for 8.4% (n=1,192) of all admissions. Touch football had the highest proportion of 
hospital admissions due to a rupture of the anterior cruciate ligament with 14% (n=86), 
followed by soccer with 9.4% (n=319).  
Concussion injuries were also prominent, particularly among rugby and Australian 
football codes. Rugby league had the highest proportion of concussions with a brief loss 
of consciousness with 5.8% (n=58), followed closely by rugby with 5.7% (n=20) and 
Australian football with 4.4% (n=190). However, when unspecified rugby cases were 
included, the overall proportion for rugby dropped to 4.5% (n=131). More serious forms 
of concussion involving longer periods of loss of consciousness were rare across all 
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football codes. Apart from concussion injury, there were 39 other cases of intracranial 
injury. These were spread relatively evenly among Australian football (11), soccer (10) 
and rugby (9) (data not shown). Of 28 cases experiencing some form of spinal cord 
injury, 17 (60.7%), all of which involved the cervical spinal cord, were due to rugby, 
and 6 (21.4%) were due to Australian rules (data not shown).  

Table 5: Most common principal diagnoses, by football code, Australia, 2004–05 

Australian football Rugby Soccer Touch football 

  Cases Per cent Cases Per cent Cases Per cent Cases Per cent 

Fracture of lower end of 
radius 334 7.8% 187 6.4% 401 11.8% 58 9.4% 

Rupture of anterior cruciate 
ligament 204 4.8% 124 4.2% 319 9.4% 86 14.0% 

Fracture of other finger 279 6.5% 124 4.2% 90 2.7% 42 6.8% 

Loss of consciousness of 
brief duration 190 4.4% 131 4.5% 53 1.6% 9 1.5% 

Fracture of nasal bones 143 3.3% 85 2.9% 97 2.9% 9 1.5% 

Fracture of shaft of tibia 72 1.7% 80 2.7% 227 6.7% 12 2.0% 

Fracture of lateral malleolus  104 2.4% 107 3.7% 122 3.6% 18 2.9% 

Fracture of lower end of tibia 78 1.8% 85 2.9% 168 4.9% 13 2.1% 

Dislocation of shoulder joint 112 2.6% 87 3.0% 42 1.2% 31 5.0% 

Concussion 136 3.2% 78 2.7% 52 1.5% 10 1.6% 

Fracture of other metacarpal 
bone 128 3.0% 53 1.8% 34 1.0% 18 2.9% 

Fracture of other parts of 
lower leg 64 1.5% 63 2.1% 101 3.0% 15 2.4% 

Tear of meniscus, current 98 2.3% 30 1.0% 92 2.7% 13 2.1% 

Injury of achilles tendon 30 0.7% 29 1.0% 147 4.3% 28 4.6% 

Fracture of malar and 
maxilary bones 107 2.5% 42 1.4% 42 1.2% 8 1.3% 

Fracture of clavicle 77 1.8% 46 1.6% 26 0.8% 17 2.8% 

Fracture of first metacarpal 
bone 81 1.9% 65 2.2% 12 0.4% 5 0.8% 

Fracture of shafts of both 
ulna and radius 59 1.4% 31 1.1% 55 1.6% 9 1.5% 

Fracture of shaft of radius 47 1.1% 52 1.8% 17 0.5% .. .. 

Fracture of upper end of tibia 35 0.8% 35 1.2% 53 1.6% 9 1.5% 

Fracture of thumb 40 0.9% 27 0.9% 24 0.7% 6 1.0% 

Fracture of angle of jaw 44 1.0% 38 1.3% 5 0.1% .. .. 

Injury to multiple structures of 
knee 37 0.9% 16 0.5% 30 0.9% 8 1.3% 

Total 2,499 58.4% 1,615 55.1% 2,209 65.0% 428 69.6% 

Note: Case numbers when n<5 are not shown. 
Rugby includes all cases coded to rugby union, rugby league and rugby, unspecified. 
Cases of other football (n=2,925) are not shown. 
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 Figure 11: Hospitalisations due to football injury, by mechanism of injury,  
 Australia, 2004–05 

 
Falls were the most common mechanism of injury in rugby league (54.2%, n=538) and 
rugby union (46.2%, n=162), with the majority of these due to fall on same level from 
contact by person (Figure 11). Across all codes, falls accounted for 36.6% (n=5,177) of 
all hospitalisations. Contact with another person was the most common mechanism of 
injury resulting in hospitalisation for Australian football (1,467, 34.3%). This 
mechanism was also prominent in other codes including rugby union (100, 28.5%), 
rugby league (236, 23.8%) and soccer (754, 22.2%). Across all football codes, the most 
common single mechanism leading to hospitalisation was contact with another person 
which accounted for 26.4% (n=3,741) of all admissions, followed by fall on same level 
after contact with another person which accounted for 21.6% (n=3,055) of all 
hospitalisations. 
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 Figure 12: Hospitalisations due to football injury, by place of occurrence,  
 Australia, 2004–05 

 
By far the most common location for injuries resulting in hospitalisation were outdoor 
sporting areas which accounted for 67.5% (n=9,543) of injuries across all codes  
(Figure 12). Rugby union experienced the highest proportion of hospitalisations due to 
injuries occurring on outdoor sporting areas with 85.2% (n=299), followed by rugby 
league with 82.4% (n=818), Australian football with 76.7% (n=3,279), touch football 
with 60% (n=369) and soccer with 56.4% (1,914). Touch football had the highest 
proportion of hospitalisations due to injuries occurring at school with 7.3% (n=45) 
followed by soccer with 6.3% (n=214). Soccer was the only code with a significant 
proportion of injuries occurring on an indoor sports area with 5.7% (n=192) of injuries 
occurring at this location. Across all football codes, 19.9% (n=2,818) of cases were 
coded to an unspecified place of occurrence and 1% (n=141) were coded to ‘other 
specified place of occurrence’. Only 3 cases did not have a place of occurrence code. 
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 Figure 13: Hospitalisations due to football injury, by month of admission,  
 Australia, 2004–05 

 
All football codes except for touch football have the peak number of admissions during 
the colder months (Figure 13). This was most pronounced for Australian football. The 
peak number of admissions for all codes except for touch football occurred in May. 
Australian football had the highest numbers of admissions during this month with 872, 
representing just over 20% of all admissions for this code. Rugby had the next highest 
number of admissions during May with 580 (19.8%), followed by soccer with 488 
(14.4%). Admissions for touch football were spread relatively evenly across the year 
with a peak number of admissions of 69 (11.2%) occurring in November. Overall, just 
over 72% of all admissions occurred in the period from April to August. 
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Length of stay 

All hospitalisations 

Table 6: Football related hospitalisations by mean bed days and total bed days, Australia, 
2004–05 

Males Females Persons 
  
  

Total bed 
days†

Mean bed 
days††

Total bed 
days†

Mean bed 
days††

Total bed 
days†

Mean bed 
days††

Australian football 6,912 1.65 161 1.64 7,073 1.65 

Soccer 5,557 1.91 813 1.70 6,370 1.88 

Rugby league 1,961 2.00 22 1.57 1,983 2.00 

Rugby union 644 2.01 62 2.00 706 2.01 

Rugby 6,724 2.38 235 2.33 6,959 2.37 

Touch football  751 1.74 286 1.55 1,037 1.69 

All football codes 24,525 1.86 1,623 1.68 26,148 1.85 

† Total bed days including inward transfers. 
†† Total bed days (including inward transfers) divided by cases (excluding inward transfers). 

 

Overall, the mean number of bed days for all hospitalisations due to football-related 
injuries was 1.85 days (Table 6). Rugby (league and union combined) had the highest 
mean number of bed days with 2.37. This value was significantly elevated by the long 
mean length of stay for unspecified rugby cases (2.69 days; data not shown). For 
unspecified rugby, there were five cases, three of which involved spinal cord injury, 
with hospital stays of longer than 100 days, with one case spending 298 days in 
hospital. Removal of these five cases resulted in the mean number of bed days for 
unspecified rugby cases dropping to about 2.14 days. None of the other football codes 
had any cases where the length of stay exceeded 100 days. When considered separately 
both rugby league and rugby union had mean number of bed days close to 2. All other 
codes had mean number of bed days less than 2.01 with Australian football having the 
lowest number of days with 1.65. The mean number of bed days for males was 
moderately higher for males than for females across all codes with the largest difference 
being for rugby league (2.00 vs 1.57 days). 
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Chronic injury 

Table 7: Football related hospitalisations for cases with spinal cord and traumatic brain 
injury by mean bed days and total bed days, Australia, 2004–05 

Traumatic brain injury   
  

Spinal cord injury 
Brain injury other than 

concussion 
Concussion injury 

only   
  
  

Total bed 
days 

Mean bed 
days 

Total bed 
days 

Mean bed 
days 

Total bed 
days 

Mean bed 
days 

Australian football 100 11.11 68 5.23 500 1.18 

Soccer .. .. 258 17.20 155 1.19 

Rugby league .. .. 15 2.50 114 1.16 

Rugby union .. .. 0 0.00 104 2.81 

Rugby 941 42.77 347 28.92 363 1.42 

Touch football  0 0.00 5 2.50 25 1.00 

All football codes‡ 1,233 33.32 728 14.56 1,267 1.24 

Note: Case numbers when n<5 are not shown. 
† Total bed days including inward transfers. 
†† Total bed days (including inward transfers) divided by cases (excluding inward transfers). 
‡ Includes hospitalisations for other and unspecified football codes 

 
Some types of injury, including spinal cord injury and brain injury, have potentially 
long-lasting or permanent consequences. Table 7 presents a summary of these types of 
cases, selected on the basis of Principal Diagnosis. The mean number of bed days for 
football-related hospitalisations where the patient had suffered some form of spinal cord 
injury was 33.32 days (Table 7). Rugby had by far the highest mean number of bed days 
with 42.77 followed by Australian football with 11.11. The mean number of bed days 
for these two codes was way above the average for all football-related hospitalisations 
of 1.85 days. The mean number of bed days for football-related hospitalisations where 
the patient had suffered some form of traumatic brain injury varied markedly depending 
on whether the patient had a brain injury other than a concussive injury (14.56 days) or 
whether the patient only had a concussive brain injury (1.24 days). There was 
significant variation in the mean number of bed days across football codes for patients 
with brain injury other than concussive injury, with rugby having the highest number of 
mean bed days with 28.92 days, followed by soccer with 17.20 days. There was less 
variation for patients whose only brain injury was a concussive injury, with the mean 
number of bed days ranging from 1.00 days for touch football to 2.81 days for rugby 
union. 
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Costing of hospitalisations 

Table 8: Estimated cost of treatment for all football-related 
hospitalisations by football code, Australia, 2004–05 

Football code Estimated cost 

Australian football  $13,107,051 

Soccer $11,240,065 

Rugby $9,133,304 

Touch football $2,039,920 

Other and unspecified football  $8,410,862 

All football $43,931,202 

 
It has been estimated that sports injuries cost Australia approximately $2 billion during 
2005 (including health professional costs and indirect costs such as time away from 
work) (Medibank Private Limited 2006). Table 8 shows estimated direct costs (i.e. costs 
incurred directly as a result of hospital treatment) for football codes during 2004–05. 
These estimates were calculated using the diagnosis related group (DRG) assigned to 
each hospitalisation. The total direct cost of hospital inpatient treatment of injuries 
sustained in all football codes in 2004–05 was estimated to be close to $44 million with 
Australian football accounting for just over $13.1 million and soccer accounting for 
around $11.2 million. 
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Outdoor vs indoor soccer 
Indoor soccer was not formally introduced into Australia until 1984, but was quickly 
adopted by all states and territories. The game is played on a basketball sized court and 
a variety of surfaces can be used. The ball, which is especially designed for the game, is 
made of leather, with both senior and junior models. While the strategy is the same in 
both indoor and outdoor soccer, the confined area demands quick reflexes, fast thinking, 
and pin-point passing (McGrath & Ozanne-Smith 1997).  
There is a limited amount of epidemiological data for indoor soccer injuries. Previous 
reports comparing injury rates between indoor and outdoor soccer suggest that the 
incidence of injury is higher in indoor soccer than outdoor soccer. Routley and Valuri 
reported that of players with soccer-related injuries reporting to emergency departments 
in Victoria, indoor soccer players were three times more likely to sustain an ankle sprain 
than outdoor soccer players and that overall, more lower limb injuries were reported in 
indoor soccer compared to outdoor soccer (Routley & Valuri 1993). A comparison of 
injuries among indoor and outdoor youth players revealed that the incidence of injury 
for indoor players was 6.1 times that of outdoor players when calculated per 100 hours 
of player game participation (Hoff & Martin 1986). However, these outcomes are not 
supported by later studies. Putukian et.al. investigated injuries resulting from the Soccer 
America Dawn to Dark Indoor Soccer Tournament (Putukian et al. 1996). They reported 
a rate of 4.44 injuries per 100 player hours, with 18.4% of injuries being classified as 
severe. They concluded that indoor and outdoor soccer had similar patterns of injury. A 
more recent study investigated the risk factors for injury in indoor versus outdoor soccer 
among adolescents reported an injury rate for indoor soccer of 4.45 injuries per 100 
player hours, compared to 5.59 injuries per 100 player hours for outdoor soccer (Emery 
& Meeuwisse 2006). They concluded that there were no significant differences in 
overall injury rates found by gender or age group for indoor compared with outdoor 
soccer. However, none of the above studies made comparisons on the basis of 
hospitalised injury only.  
In this report 56.4% (n=1,914) of all soccer injuries leading to hospitalisation were 
coded as having occurred on an outdoor sports arena, with only 5.7% (n=192) coded as 
having occurred on an indoor sports arena. This meant that for 38% (n=1,290) of 
hospitalised cases, it was not known if the injury occurred on an outdoor or indoor 
sports arena. Generally, injury outcomes were similar for both forms of the game, 
although small numbers, particularly for indoor soccer, made meaningful interpretations 
difficult. One notable difference includes a slightly higher proportion of hospitalisations 
due to knee and lower leg injuries with indoor soccer recording 49.5%, (n=95) 
compared to outdoor soccer with 44.4% (n=506). Another notable difference was for 
the proportion of hospitalisations due to an Achilles tendon injury where indoor soccer 
recorded 13% (n=25), significantly higher than for outdoor soccer where the proportion 
was only 4% (n=76). Further research involving the comparison of indoor to outdoor 
soccer hospitalised injury would require a higher ascertainment rate as to which form of 
the game the injured player was involved in.  
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Discussion 
Football was responsible for 30.6% (n=14,147) of all sports-related hospitalisations 
during 2004–05. This represents a slight increase from the 27.7% reported by Flood and 
Harrison for 2002–03 (Flood & Harrison 2006). A previous study which investigated 
people with sports-related injuries presenting to hospital emergency departments in 
Queensland, found that football-related injuries made up just over 62% of all 
presentations (Hockey & Knowles 2000). This suggests that a significant proportion of 
those presenting to emergency departments with football-related injuries, do not have 
injuries severe enough to lead to admission. When looking solely at football-related 
hospitalisations, Australian football accounted for the highest proportion of these 
hospitalisations with 30.3%, followed by soccer with 24.0% and rugby with 20.7%. 
These proportions are comparable to those reported by Flood and Harrison. Australian 
football also had the highest rate of hospitalisations per 100,000 population with 21.2, 
followed by soccer with 16.8, rugby with 14.5 and touch football with 3.0. These rates 
are also comparable to those reported by Flood and Harrison, although direct 
comparisons were not possible for rugby as a whole, since they only reported separate 
rates for rugby league and rugby union. The lower rate of hospital admissions for soccer 
and touch football is most likely a reflection of the lower level of body contact when 
compared to rugby and Australian football  
At this point, it should be noted that 54% (n=1,587) of all hospitalised rugby cases were 
coded as unspecified (i.e. not specified to be Union or League) compared to only 25% 
of rugby cases for the report by Flood and Harrison. The reasons for this high 
proportion of unspecified rugby cases are unclear. This has created difficulties in 
interpreting results separately for rugby league and rugby union both within this report 
and for making comparisons for these two codes between this report and that of Flood 
and Harrison. Hence, some caution should be used when interpreting results which 
apply separately to these codes. It should also be noted that results may also be 
influenced by the relatively high proportion of cases coded to unspecified football 
(20.1%, n=2,843). The proportion of unspecified football cases also varied markedly 
across jurisdictions, ranging from 7% (n=17) in Tasmania to 41.4% (n=55) for the 
Northern Territory.  
In terms of participation rates, the highest rate of 634.7 admissions per 100,000 
participants was recorded for Australian football, followed closely by rugby with 606.4. 
The rates for these two codes were more than twice that of soccer (278.1) and more than 
four and a half times that of touch football (131.5). The participation rate for Australian 
football is significantly lower than that reported by Flood and Harrison of 734.3, which 
was also the highest of all the football codes (Flood & Harrison 2006). However, this 
result may be affected by the accuracy of estimated participation rates. It should be 
noted that the estimated number of participants increased by 23.7% for Australian 
football between the period of this report and that of Flood and Harrison. 
Football is played predominantly among younger age groups. Just over 90% of all 
hospitalisations were aged 34 years and under. Only 2.3% of all hospitalisations were 
aged 45 years and over. Nearly half of all hospitalisations in Australian rules and rugby 
were aged 15–24 years. Soccer players comprised the highest percentage of 
hospitalisations of those aged 14 and under with 28.1% of all admissions occurring in 
this age range. Football is played predominantly by males. Overall, 93.2% of 
hospitalisations were males, ranging from 97.7% for Australian football down to 70.1% 
for touch football. Across all codes, hospitalised rates per 100,000 participants for 
persons aged 15 and over were significantly higher for males than for females, ranging 
from 5.1 times higher for Australian football to 1.3 times higher for touch football. The 
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higher rates for males may be a reflection of a tendency for males to play these sports 
more aggressively, particularly in a high-level contact sport such as Australian football.  
Generally, hospitalised rates per 100,000 population for each football code within each 
state or territory were a reflection of the popularity of that particular code within each 
jurisdiction. Victoria and South Australia had easily the highest rates for Australian 
football while New South Wales and Queensland had significantly higher rates for 
rugby. Interestingly, Western Australia, despite having slightly more participants for 
Australian football than South Australia, recorded a rate of 23.0 hospitalisations per 
100,000 population, almost half of South Australia’s rate of 43.3. A similar disparity 
was reported by Flood and Harrison (Flood & Harrison 2006). Western Australia had a 
higher proportion of cases coded to unspecified football than South Australia (20.6% vs 
14.1%), and an unknown number of Australian football cases may have inadvertently 
been coded to this category. However, this alone could not account for the observed 
difference between the two states. There was also significant variation in rates for 
hospitalisations per 100,000 participants across jurisdictions, particularly for Australian 
football and rugby. While most of New South Wales is not a traditional Australian 
football region, this jurisdiction recorded the highest rate for this code (1,075.6), 
significantly higher than the next highest rate (852.8 for Tasmania), and well above the 
national rate of 632.8. In contrast, Queensland, another state that is not a traditional 
Australian football area, recorded the lowest rate of 334.5. The figure for New South 
Wales contrasts sharply with that reported by Flood and Harrison of 666.7. This 
difference appears to be, at least in part, due to a marked drop in the estimated number 
of participants for Australian football in New South Wales from 52,500 in the 2003 
Australian Sports Commission report (Australian Sports Commission 2003) to only 
34,400 in the 2005 report (Australian Sports Commission 2005). These estimates are 
based upon a sample survey taken across all states and territories and are subject to a 
significant degree of sampling variability. Thus, if the estimated number of participants 
for Australian football in New South Wales was substantially less than the true number 
of participants, this would lead to an overestimate of the true rate of hospitalisations per 
100,000 participants. Conversely, an overestimate of the number of participants would 
lead to an underestimate of rates. A second factor which could impact upon rate 
calculations is the proportion of cases coded to unspecified football. This figure was 
particularly high in Queensland (31.6%, n=612). If a disproportionately high number of 
these cases were, in fact, Australian football, this would lead to underestimation of the 
true rate. With these factors in mind, the rates presented in this report in relation to 
hospitalisations per 100,000 participants should be treated with caution. In relation to 
rugby, Western Australia, not traditionally a rugby state, recorded the highest rate for 
hospitalisations per 100,000 participants of 850.0, marginally higher than that of the 
Northern Territory (823.5) and markedly higher than the national rate of 599.1. There 
was lesser variation in rates for soccer, although the Northern Territory’s rate of 58.8 
(based on a small number of cases) was much lower than all other jurisdictions and over 
four and a half times lower than the national rate of 275.5. Rates for touch football were 
the lowest of all four of the major codes with the Australian Capital Territory recording 
the highest rate of 238.1, well above the national average of 129.4. Again, with 
reference to the factors indicated above, these rates should be treated with caution.  
Australian football and rugby recorded the highest proportions of head injuries with 
over one-fifth of all hospitalisations for these two codes sustaining an injury to this 
body region. Both of these sports have a high level of body contact through the nature 
of the tackling, and particularly in the case of Australian football, bumping. The nature 
of these body contacts can also frequently result in heavy contact with the playing 
surface. High marking, a feature of Australian football, can often result in players 
falling awkwardly and making heavy contact with the playing surface. Soccer recorded 
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the highest proportion of knee and leg injuries with 42.7% of all hospitalisations 
sustaining injuries to this region of the body. This result is most likely due to the nature 
of tackling in soccer, which frequently results in contact between player’s legs, and 
often results in players falling awkwardly. Injuries to the upper limb were also 
prominent among all codes, most likely as a result of players putting out their arms to 
break their fall and consequently taking the major impact of colliding with the playing 
surface through this region of the body. Neck injuries were far more prominent in rugby 
than any of the other codes with 9.1% of rugby union players experiencing an injury to 
this body region. The proportions reported above were consistent with those found by 
Flood and Harrison (Flood & Harrison 2006).  
Fractures were by far the most prominent type of injury with all codes recording 
proportions of hospitalisations close to or over 50%. Sprains/strains and dislocations 
were also prominent, both accounting for around 10% each of all hospitalisations for 
football. Intracranial injury, including concussive injury, was prominent in rugby league 
(9.9%), rugby union (9.6%) and Australia football (8.7%), with these proportions of 
hospitalisations being more than double those of soccer and touch football. This result 
correlates with the higher proportion of head injuries experienced by these two codes. 
These proportions contrasted with those of people presenting to hospital emergency 
departments in Queensland with football-related injuries (Hockey & Knowles 2000). 
Only just over 23% of these cases had fractures, 40% had sprains and strains and 6.4% 
had intracranial injuries. These results support the fact that people presenting with more 
serious injuries such as fractures and intracranial injuries are much more likely to be 
admitted than those with less serious injuries such as sprains and strains. Spinal cord 
injury was most prominent for rugby which recorded 17 of the 28 cases for all football 
codes. These injuries appear to be significantly influenced by the nature of body 
contact. A recent report indicates that the most common circumstances of spinal cord 
injury in rugby union was scrums, followed by tackles, whereas the majority of spinal 
cord injuries in rugby league were due to tackles (Berry et al. 2006). Compared to rugby 
union, rugby league has smaller, less powerful scrums with a greater emphasis on 
tackling. Rupture of the anterior cruciate ligament was particularly prominent for touch 
football (14.0% off all hospitalisations) and soccer (9.4% of all hospitalisations). Since 
touch football is predominantly a non-contact sport, the high proportion of this type of 
injury may possibly be due to the stress placed on the knee through twisting motions 
used by players when suddenly changing direction in order to avoid opponents.  
Falls, usually after contact with another person, were the most common mechanism 
leading to hospitalisation in all codes except for Australian football. Falls were 
responsible for 54.2% of rugby league and 46.2% of rugby union hospitalisations. For 
Australian football, contact with another person, was the most common mechanism 
leading to hospitalisation. This is most likely due to rules of the game which allow 
players to bump opponents, usually through contact with the hip and shoulder. Contact 
through this manner can often be heavy, particularly if one or both players are moving 
relatively quickly.  
Football is predominantly played on outdoor sports arenas, which accounted for at least 
67.5% (n=9,543) of all hospitalisations due to football. The true figure is likely to be 
significantly higher due to the large percentage of cases (21.6%, n=3,056) where place 
of occurrence was coded to other and unspecified. It is likely that for a number of these 
cases, the injury occurred on some form of outdoor sports arena. Soccer was the only 
code where a significant number of injuries (n=192) occurred while playing on an 
indoor sports arena. 
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Overall, the mean number of bed days for all hospitalisations due to football-related 
injuries was 1.85 days. Surprisingly, Australian football, a high-level body contact 
game, recorded the lowest number of mean bed days with 1.65. Rugby had the highest 
number of mean bed days with 2.37. This value was elevated by the number of mean 
days for unspecified rugby cases which was 2.69 days. However, this higher rate for 
unspecified rugby cases is influenced by a small number of cases who spent long 
periods in hospital. These values for mean bed days were generally comparable to those 
reported by Flood and Harrison except in the case of hospitalisations for male rugby 
union players (Flood & Harrison 2006). They reported a mean value of 3.31 bed days 
compared to 2.01 bed days for this report. It is possible that these values could be 
influenced by a small number of cases with long stays in hospital as well as the higher 
percentage of unspecified rugby cases used in this report. When looking at chronic 
injury, those who sustained spinal cord injuries or injuries to the brain other than just 
concussive injury, were far more likely to spend significantly longer periods of time in 
hospital when measured against all cases of football-related hospitalisation. Not 
surprisingly, rugby accounted for the bulk of days spent in hospital due to spinal cord 
injury. Rugby also accounted for nearly half of all days spent in hospital due to brain 
injuries, other than those associated with concussive injury while, somewhat 
unexpectedly, soccer accounted for over a third of all days spent in hospital due to these 
type of injuries. Previous research suggests that multiple concussive or sub concussive 
blows to the head may cause cumulative brain injury and that this is possible in soccer 
(Kirkendall et al. 2001). How many of the hospitalisations for brain injury due to soccer 
was as a result of a single concussive event or due to the cumulative effects of several 
previous concussive events was not able to be determined from the data available to us. 
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Data issues 
 

Data 
Cases are hospital separations from the National Hospital Morbidity Database from 
episodes in hospital where discharge occurred during the financial year to 30 June 2005 
and where the left-most activity code is in the range U50.00 to U50.09. Cases involving 
transfer between hospitals were counted only once by omitting inward transfers from 
acute hospitals from the case counts (n=713). 
Population data was obtained from the AIHW. Participation data from the Participation 
in Exercise and Recreation and Sport Annual Report 2005, has been used for calculation 
of participation-based rates. This is compiled from telephone surveys in February, May, 
August and November and collects information relating to participation in exercise, 
recreation and sport for the 12 months prior to interview. The total sample size was 
13,726 persons aged 15 years and over, in private dwellings (Australian Sports 
Commission 2005). 
Unless otherwise indicated, wherever the term ‘rugby’ is used throughout this report, it 
includes rugby league, rugby union and unspecified rugby cases. Similarly, unless 
otherwise indicated, the term ‘soccer’ includes both outdoor and indoor soccer cases.  

Methods 
All rates for age groups are age-specific crude rates. Unless otherwise stated, all 
population-based rates (i.e. rates calculated across all age groups) are crude rates. For 
charts showing hospitalisations per 100,000 participants, 95% confidence intervals for 
rates were calculated by keeping the numerator data (i.e. number of hospitalised cases) 
constant and increasing the denominator (i.e. estimated number of participants) by two 
standard errors to calculate the lower confidence limit, and then decreasing the 
denominator by two standard errors to calculate the upper confidence limit. The 
standard errors used for these calculations are listed on page 70 of the Participation in 
exercise, recreation and sport survey 2005 Annual Report published by the Australian 
Sports Commission (Australian Sports Commission 2005).  
The total length of stay is the sum of the length of stay for all cases in a group of 
interest plus the length of stay for otherwise similar records where mode of admission 
was inward transfer from another acute hospital. Mean length of stay is the total length 
of stay divided by the number of cases. 
 
 
 

Correspondence regarding this report can be addressed to the AIHW National 
Injury Surveillance Unit at Flinders University, GPO Box 2100, Adelaide, 

South Australia 5001, Tel: 08 8201 7602, Fax: 08 8374 0702, E-mail: 
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ISSN 1833-024X 
INJCAT 103 

mailto:nisu@flinders.edu.au

	Hospitalised football injuries 2004–05
	Key findings
	 Introduction 
	 Comparison to all sport and leisure 
	Age 
	 Sex 
	 Trends 
	 Body region 
	 Nature of injury 
	 Mechanism of injury 
	 Place of occurrence 
	 Month of admission 
	 Length of stay 
	All hospitalisations 
	 Chronic injury 
	 Costing of hospitalisations 
	 Outdoor vs indoor soccer 
	 Discussion 
	 References 
	 Data issues 
	Data 
	Methods 





<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


