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Sex differences in health are characteristic of all phases of the life cycle, and persist into
older ages. Some have argued that sex differences in chronic illness levels increase in
later life; women are more likely to reach old age, but more likely than men to
experience chronic ill-health and minor illness. Older women do report more recent and
minor conditions and have a higher prevalence of severe handicap. However, they do
not report more chronic illness and do report less serious chronic illness.

Health differentials and socioeconomic disadvantage in older Australians

It is often assumed that old age is a time of universal ill-health, so that little attention
has been paid to inequalities in health at older ages. Mathers (1994b) has shown that the
inequalities in the health of younger Australians are also present at older ages.
According to a range of measures of socioeconomic disadvantage, there is a consistent
refationship between socioeconomic status and health among people aged 65 and over,
although it is less marked than for younger people.

In particular for older men and women, there is a clear gradient of increasing mortality
and worse perceived health status with increasing level of socioeconomic disadvantage
of area of residence (Box 1.6, page 46). Mathers (1994b) compared death rates of older
people for 1985 to 1987 for the quintile of most disadvantage (fifth) with those of the
quintile of least disadvantage (first) and found:

* total death rate—14% higher for men and 11% higher for women

* pnewmnonia/influenza—53% higher for men and 16% higher for women
¢ diabetes—15% higher for men and 32% higher for women

¢ lung cancer—28% higher for men

* bronchitis/emphysema/asthma—18% higher for men

¢ coronary heart disease—10% higher for men and 15% higher for women
* stroke—16% higher for men and 6% higher for women

*» suicide—44% lower for women.

There were no clear gradients of chronic or recent illness with level of socioeconomic
disadvantage of area, although minor illnesses and some specific chronic illnesses were
reported more frequently by those in the more disadvantaged quintiles. Older men and
women in the fifth quintile were substantially more likely to be smokers (49% for men
and 32% for women) and inactive (26% for men and 29% for women) than those in the
first quintile. The prevalence of overweight and obesity increased with increasing
disadvantage of area for older women but not for men,
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>2 Important causes of
ill-health in Australia
2.1 Setting priorities

Debate about health service priorities and how to set them is not new. No modern
society is wealthy enough to offer all of its citizens everything modern medicine or
health promotion has to offer, and all Australian governments have made judgements
on-what health services they can afford. In the 1980s and 1990s, however, the issue of
priority setting has become increasingly important, as greater budget constraints have
focused attention on the key questions of ‘What should we purchase?” and ‘What
should we be prepared to forgo?’ Systematic priority setting is usually aimed at maxi-
mising health gain gwen limited resources, while also taking equity objectives into
account.

The underlying rationale is that judgements about priorities for illness prevention and
treatment should be guided by information on the public health significance of health
problems; the theoretical and practical preventability or treatability of the health
problems; and the relative cost-effectiveness {efficiency) of individual interventions.

Public health significance can be measured by a range of indicators, including:
mortality, morbidity and cost of illness. Two methods of determining which causes of
ill-health are most important are described below.

The cost of iliness

Disease costing, or cost of illness (COI) analysis, is used to estimate the cost impact of
disease on the community. By measuring the impact of disease in economic terms, it
presents, from an. additional viewpoint, the way in which discases affect the
community. The main uses of cost of illness data are in providing a description of how
resources are currently allocated and in evaluating the cost-effectiveness of interven-
tions for the purpose of priority setting. The Australian Institute of Health and -Welfare
started its COI analysis in 1992, as part of a broader approach to evaluation (Carter
1992).

As a first step, the direct resource costs and morbidity and mortality impact of different
groups of disease have been estimated. Direct costs are the costs of forgone alternatives:
if there were no illness, then the money spent on diagnosing, treating and caring for the
sick, and the money spent on prevention could be put to other uses. Direct costs of
health services are estimated by taking known aggregate expenditures on health care
and apportioning them to disease categories using Australian data on disease preva-
lence and costs. The categories of recurrent expenditure on health are apportioned
using hospital morbidity data, casemix data, the National Survey of Morbidity and
Treatment in General Practice, and the National Health Survey. The methodology
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enables 70% of the total recurrent expenditure on health (827 billion in 1989-90) to be
attributed to disease groups. The estimates of direct costs are therefore quite
conservative.

Indirect costs are the value of the output that is lost because people are too ill to work
or have died prematurely. Indirect costs cover costs to industry due to sickness and
absenteeism and forgone earnings due to premature death. The indirect costs due to
morbidity are estimated from visits to the doctor, length of stay in hospital and time to
recuperate. They do not include sick leave taken without seeing a doctor or reduced
productivity of employees who are unwell but still at work. The indirect costs due to
premature death have been measured in years of life lost using cause-deleted life tables
and valued using the human capital approach.

The disease costings, summarised at the broad disease group level {according to ICD-9
chapters) are presented in Table 2.1. They give a useful indication of the public health
significance of different groups of diseases in terms of their economic cost. They also
provide a different perspective on the burden of disease from population morbidity and
mortality indicators, namely the economic burden caused by illness and premature
death.

Table 2.1: Cost of diseases, by ICD-9 chapter and sector of expenditure, 1989-90 ($ million)

Direct costs

Allied  Total

Nursing Pharma- profess- direct Indirect Total
ICD-¢ chapter Hospitals™  homes Medical ceutical ionals costs costs costs
Infectious 123 11 179 128 23 464 180 644
Neoplasms 798 121 109 20 11 1,080 1,544 2,604
Endocrine 122 46 134 68 45 416 267 683
Blood 82 14 26 20 2 143 28 172
Mental 926 423 226 169 82 1,826 402 2,228
Nervous 339 215 233 173 86 1,045 273 1,318
Circulatory 1,140 530 296 410 37 2,414 1,300 3,713
Respiratory 474 96 429 529 58 1,587 644 2,231
Digestive 918 86 147 105 ®1386 2,643 519 3,162
Genitourinary 612 49 223 111 24 1,019 297 1,316
Complic. preg. 480 1 21 3 2 506 311 817
Skin 186 41 157 163 34 582 129 710
Musculoskeletal 588 101 305 236 193 1,422 335 1,756
Congenital 100 4 10 2 - 116 66 182
Perinatal 93 - 1 - - 95 - 95
lil-defined 397 89 237 73 44 840 219 1,059
Injury 858 263 260 100 157 1,638 2,769 4,407
V codes 673 229 327 144 70 1,444 316 1,759
All diseases 8,910 2,318 3,320 2,454 2,257 19,260 9,599 28,856

(a) Hospitals comprise public and private hospitals. Public psychiatric are included in ‘Mentafl’.
(b) Allied professional services include dental services, which are included with diseases of the mouth in
diseases of the digestive system.

Source: AIHW, DCIS project
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It is interesting to note that-those disease groups which represent long-term illness
rather than fatal illness (such as digestive system disorders, mental disorders and
musculoskeletal disorders) rank highly in the direct cost estimates. If the expenditure
on psychiatric hospitals were to be added into the mental disorders, mental health
direct costs would rank third behind digestive disorders and circulatory disorders.

Disease costing is not able yet to provide a comprehenswe assessment of the impact of
disease on the welfare of society. This would require a measure for the impact of
anxiety, pain and suffering, for which satisfactory dollar measures have yet to be
developed. Economic costs can, nevertheless, be useful indicators of the economic
burden which individual diseases place on a society and can help identify and analyse
how resources are allocated among different types of costs, services and diseases.

Measures of the burden of mortality

One of the ways of identifying the major causes of ill-health in Australian soc1ety is to
examine fatal illnesses. Table 2.2 lists the leading causes of death in Australia in 1994,
ordered by number of deaths. The leading cause of death was cancer, followed by
coronary heart disease (ischaemic heart disease) and stroke (cerebrovascular disease).
Together, these three causes accounted for over 60% of all deaths. ‘

Measuring the burden of illness by number of deaths takes no account of the difference
between the death of a younger and of an older person. An alternative measure, which
does take age at death into account, is the potential years of life lost (PYLL) attributable
to a cause of death. PYLL are estimated up to a particular age, usually age 75. They are
an estimate of the number of extra years of life to age 75 a population could have
enjoyed in the absence of that cause of death. Hence they are an estimate of the burden
of ‘premature death’, where a death before age 75 is considered to be premature.

Table 2.2: Leading causes of death, number and per cent of total deaths, 1994

Per cent of
Cause of death/iCD-9 code Number total deaths
Malignant neoplasms (cancer) {140-208) ‘ " ases8 . - 268
Ischaemic heart disease (410-414) 30,573 241
Cerebrovasculqr disease (stroke) (430—438) . . Co 12,838 : . 10.1
Chronic cbstructive pulmonary disease and allied conditions
(including asthma, emphysema and bronchitis) (490—496) 6,713 53
Accidents (EB00—E949) 4,491 ’ 35
Motor vehicle traffic accidents (E810-E819) . 1,959 ] 1.5
Disease of arteries, arterioles and capillaries . . ‘
(including atherosclerosis and aortic aneurysm) (440-448) 3,070 24
Diabetes mellitus (250) ' Co2,742 2.2
Suicide and self-inflicted injury (E950-E959) .2,258 18
Hereditary and degenerative diseases of the central nervous
systam (330-337) 2,254 1.8
Senile and presenile organic psychohc conditions (290) . 2,227 ' . 1.8
All other causes ' 25,859 20.4

All causes - . 126,683 100.0
Source: ABS 1995 - - -
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The PYLL gives more emphasis to deaths among younger members of the population, as
a death at a young age makes a higher contribution to PYLL than a death at an older age.

Table 2.3 lists the leading causes of death in 1994, ordered by PYLL. Cancer is also at the
top of this list, but the second contributor is accidents, particularly motor vehicle
accidents. This reflects the fact that motor vehicle accidents are a leading cause of death
among young men. Similarly, suicide is the fourth leading contributor to PYLL, whereas
it is the eighth leading cause of death—again reflecting the frequency of suicide among
young people.

Table 2.3: Leading causes of death, potential years of life lost (PYLL) before age 75, 1994

Potential years Per cent of
Cause of death/ICD-9 code of lite lost total PYLL
Malignant neoplasms (cancer) (140-208) 253,809 26.3
Accidents (ES00-ED49) 118,359 12.3
Motor vehicle traffic accidents (EB10-E819) 65,731 6.8
Ischaemic heart disease (410—414) 99,114 103
Suicide and self-inflicted injury {E950-E959) 67,610 7.0
Certain conditions originating in the perinatal period {760—779) 48,503 5.0
Congenital anomalies (740-759) 42,368 4.4
Cearcbrovascular disease (stroke} (430—438) 26,858 2.8
Chronic obstructive putmenary disease and altied conditions
(including asthma, emphysema and bronchitis) (490—496) 24,636 26
Acquired immunodeficiency syndrome (AIDS)® 23,509 2.4
Diseases of pulmonary circulation and other forms of heart disease
(415-429) 23,423 2.4
All causes of death 963,833 100.0

(a) This category includes deaths directly attributed to AIDS and deaths where AIDS was mentioned on the
death certificate.

Source: AIHW

2.2 Communicable diseases

Communicable diseases preventable by immunisation

Although the impact of diseases preventable by immunisation has been much reduced,
the diseases have not been conquered.

Measles is a case in point. Between 1921 and 1925, it was responsible for the deaths of
508 Australian children up to 14 years, at a mortality rate of 5.7 per 100,000 per year.
Twenty years later, between 1941 and 1945, it was responsible for the deaths of 307
children at a rate of 3.5 per 100,000 per year. Twenty years later again, between 1961 and
1965, by which time antibiotics were readily available, measles killed 90 children at a
rate of 0.6 per 100,000 per year. Then, between 1981 and 1985, by which time immuni-
sation had been available for many vears, it killed 18 children at a rate of 0.1 per 100,000
per year. For this last period it is also possible to identify deaths from subacute
sclerosing panencephalitis (SSPE), a delayed complication of measles; there were 22
additional deaths from this condition.
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There should no longer be any deaths from measles, because there should be no
measles. Unfortunately, the disease still occurs. There were 1,380 cases of measles
notified in 1991, the first year the disease was notifiable in all States and Territories.
Then an outbreak started at the end of 1992 (1,425 cases), contmumg through 1993
(4,536 cases) into 1994 (4,895 cases).

A high level of immunisation is important if measles is to be controlled. A survey of
reported measles immunisation was conducted among children enrolling in kinder-
garten classes in the eastern Sydney area in 1989 (Ferson & Christie 1992). Information
was collected for 2,230 children from an enrolment of 2,738 (81% of total).

The proportion reported as fully immunised with measles—mumps vaccine was 91%.
This proportion was significantly lower among public school children than among
those attending other schools. Among children attending public schools, those from
English-speaking families were more likely to be reported as immunised than those
from non-English-speaking families.

Similarly, in the 198990 National Health Survey, 90% of chﬂdren aged 1-6 years \&ere
reported as fully immunised against measles.

However, survey-based data on immunisation may overstate the actual level of
immunity. Parents who participated in the 1995 National Lead Survey were asked
whether their children had suffered from measles; if not,. whether they had been
immunised against measles; and, if they said this had been done, to produce records of
immunisation. When the blood samples of the children reported to be immunised were
tested, 87% of those whose parents produced records were immune, but only 80% of
those whose parents did not produce records were immune.

Poliomyelitis appears to have been eradicated in Australia, with the last natural
infection reported in 1986, although there has been a vaccine-associated case since then.
It is anticipated that Australia will soon be formally declared free of polio.

The other infectious diseases of childhood also still occur, and still cause deaths. In 1994
there were 5,633 notifications of pertussis (whooping cough, no deaths), 3,315 of rubella
{(no deaths), 327 notifications of hepatitis B (41 deaths), 85 of mumps (1 death), and 169
of Haemophilus influcizae type b infection (4 deaths from meningitis). There were
15 cases of tetanus notified, more than for any year since 1979, with 3 deaths. The only
dlsease preventable by 1mmumsahon for which no cases were notified was chphthena

HiV mfectlon and AIDS

Previous issues of Australia’s Health have described how the AIDS epidemic is made up
of sub-epidemics in largely separate population groups, and how, in those infected by
blood transfusion, the sub-epidemic has already passed its peak. More recent data
relating to these sub-epidemics are shown in Table 523, page 234.

Figure 2.1 (page 64) shows the number of cases of AIDS by year of diagnosis. The
number of cases diagnosed each year increased rapidly to 1991, varied little from 1991
to 1993, but increased again in 1994. Early indications are that the number of cases
diagnosed in 1995 will be close to that in 1994. The number of cases diagnosed before 30
September 1995 and notified before 31 December 1995 was 443; the correspondmg
figure for 1994 was 450.
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There were 206 diagnoses of newly acquired HIV infection in 1994 (Table 2.4), and this
number has increased from 78 in 1991. As there had been 186 diagnoses of newly
acquired infection in the first nine months of 1995, it appears this increase is continuing.
It is not clear how much of the increase represents an increased ability to document new
infection, but it is of concern that, even though it is preventable, infection with HIV
appears to be increasing.

To 30 June 1995, 19,087 HIV infections had been recorded in Australia, but it is now
agreed that there was ‘a substantial amount of double counting’ in the early years of the
epidemic (Kaldor 1996), and the true figure is believed to be about 15,000. In the same
period, there had been 6,035 diagnoses of AIDS and 4,309 deaths from AIDS.

Table 2.4: Newly diagnosed cases of HIV infection, by sex, 1991 to 1995

Newly acquired'® Other diagnosis Total HIV diagnosis
Year Male Female Male Female Male Female Total®
1991 76 2 1,159 71 1,235 73 1,400
1992 138 8 518 82 1,056 90 1,161
1993 189 7 752 66 941 73 1,029
1994 193 13 657 67 850 80 941
10950 175 1 417 53 592 64 666

{a) Cases of newly acquired HIV infection were identified on the basis of a previous negative test within 12
months of the diagnosis of infection or the report of an HIV seroconversion iliness.

(b} Totals include 8 paople whose sex was reported as transsexual and 135 people whose sex was not
reported.

{c) To 30 September 1995,

Source: National Centre in HIV Epidemiology and Clinical Research

Other sexually transmitted diseases
Most information on other sexually transmitted diseases comes from statistics of
notifiable diseases.

Table 521 on page 230 gives national statistics of all notifiable diseases from 1989 to
1994. It shows that there were 2,971 notifications of gonococcal infection in 1994. Notifi-
cations of gonococcal infection decreased until 1990, but increased by 52% from then
until 1992, since when they have changed little. The short-lived increase from 1990 may
reflect introduction of laboratory notification in 1991, which may have substantially
increased the proportion of cases reported (Communicable Diseases Network—
Australia 1993).

Most of the notifications of gonococcal infection related to sexually transmitted gonor-
thoea, and there were 2.2 times as many notified infections in males as in females; this
sex ratio may reflect a high incidence in homosexual men but may also be because
gonorrhoea often does not cause symptoms in females. The highest notification rates
per 100,000 population in 1994 were at 25-29 years in males, but at 15-19 years in
fernales.
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- Source: National Cenire in HIV Epidemiclogy and Clinical Research

Figure 2.1: 'AIDS cases by calendar year of diagnosis -

Notifications of syphilis increased by 54% between 1990 and 1992, but have since
decreased. As with gonorrhoea, the increase may represent more complete notification,
as laboratory notification of syphilis was introduced following a period of decline in
cases notified. However, there is a very different sex ratio of 1.2 infections in males to
every infection in females. The highest infection rates in 1994 were at 20-24 years in
males and 15-19 years in females.

Chaneroid, donovanosis, and lymphogranuloma venereum are not notifiable diseases
in all States. There were 117 cases of donovanosis notified in 1994, none of chancroid
and two of lymphogranuioma venereum. :

Notifications of sexually transmitted diseases in each State and Territory in 1994 are
shown in Table 2.5. Converting these numbers to notification rates per 100,000
population yields gonococcal infection notification rates ranging from 430 in - the
Northern Territory to 1.7 in Tasmania. There is similar variation for syphilis, from 264
per 100,000 population in the Northern Territory to 0.4 in Tasmania. Reporting in the
Northern Territory is particularly good, and much of the apparent variation in
incidence between States appears to reflect variation in the proportions of cases that are
notified. The section on sexually transmitted diseases in Australin’s Health 1994
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concluded ‘There is thus great scope for improvement in these important statistical
collections’. That statement remains true.

Table 2.5: Number of notifications of selected sexually transmitted diseases, by State or
Territory, 1994

Disease NSW Vic Qid WA SA Tas ACT NT Aust

Chancroid - - - - nn - - - -
Donovanosis nn - 30 19 nn - - 68 117
Gonococeal infection'® 358 154 708 843 156 8 8 736 2,971
Lymphogranuloma

venereum nn 2 - nn nn - - - 2
Syphilis 1,016 143 549 104 43 2 16 451 2,324

nn  Not notifiable
{a) Vic, Qld, SA and NT include gonococcal neonatal ophthalmia.

Source: Hargreaves et al. 1995

Tuberculosis

In 1993, tuberculosis was declared a “global health emergency’ (WHO 1993a), following
resurgence of the disease in many parts of the developed and developing world. This
was due to HIV co-infections, increasing resistance of the organism to anti-tuberculosis
drugs, increasing migration, and deterioration in tuberculosis control programs.

In Australia, the tuberculosis notification rate fell steadily from over 50 per 100,000
population in the early 1950s to less than 10 per 100,000 since the early 1980s
(Figure 2.2, page 66). In contrast with many countries, the notification rate has remained
static in recent years, fluctuating between 5.5 and 6.0 per 100,000 per year (Table 2.6).

Table 2.6: Notifications of new and reactivated cases of tuberculosis and notification rates per
100,000 population, 1986 to 1995

New cases Reactivations Total cases

Rate per Rate per Rate per
Year Notifications 100,000 Notlfications 100,000 Notifications 100,000
1986 863 5.39 43 0.27 806 5.65
1987 868 534 39 0.24 907 5.58
1988 925 559 29 0.18 854 5.77
1989 802 5.36 50 0.30 852 5.66
1990 879 5.73 37 0.22 1,016 5.95
1991 803 5.21 47 0.27 950 5.48
1992 983 5.62 28 0.16 1,011 5.78
1993 944 5.35 47 0.27 9N 5.61
1994 na na na na 1,024 5.70
199542 na na na na 1,163 6.40

(a) Data for 1994 and 1995 are preliminary and do not include information on reactivation status.

Sources: Hargreaves 1995, Communicable Diseases Network—Australia and New Zeatand
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There were 991 notifications of tuberculosis in 1993, a rate of 5.6 per 100,000 population
(Hargreaves 1995), and 52 deaths. Preliminary data indicate that there were similar
numbers of tuberculosis cases notified in 1994 (1,024, 5.7 per 100,000; Hargreaves et al.
1995) and 1995 (1,163, 6.4 per 100,000; Communicable Diseases Network—Australia
and New Zealand pers. comm. 1996).

In 1993, the highest notification rate was from the Northern Territory (16 p-er_]U0,00U
population). Infection was more common in males and the highest notification rates
were for persons aged over 75 years.

Over 70% of patients for whom country of birth was reported were born outside
Australia, a notification rate of 14.6 per 100,000 overseas-born persons contrasting with
a rate of 1.8 per 100,000 Australian-born persons. The highest notification rates were
reported for persons born in the Philippines (95 per 100,000), Vietnam (94), Indonesia
(62) and China (60). There were two peaks in the age-specific notification rates in the
overseas-born, at 20-39 years and at over 65 years.

The notification rate for Aboriginal and Torres Strait Islanders was 13.0 per 100,000,
seven times the rate in Australian-born persons.

HIV-associated tuberculosis infections have been reported in small but increasing
numbers in Australia. In 1993, there were 21 notifications of tuberculosis in persons
reported to be HIV infected, compared with 12 in 1992,

Notifications per 100,000 population
" 60 - :

50+
40-
30 4
20

10 1

' 0 T - T T T : T T T T
1948 1953 1958 1963 . 1968 1973 1978 1983 1988 1993
Year

Note: From 1948 to 1985, natifications include atypical mycobacterial infections.

Source: Hargreaves 1995

Figure 2.2: Notifications of new cases of tuberculosis per 100,000 population, 1948 to 1993
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to note when examining the distribution of injury severity. Firstly, most people who are
hospitalised have sustained a minor or moderate level of injury. Bicyclists are the least
severely injured, with 83% of them having a minor or moderate injury. The proportion
of minor or moderate injuries in the other groups of road-users is around two-thirds.

Only 0.5% of bicyclist injuries are critical, compared with 2.8% of pedestrian injuries,
the group with the highest such incidence. In increasing order, the proportions of
serious, severe or critical injuries are: bicyclists 13%; vehicle occupants 24%; motor-
cyclists 29%,; and pedestrians 33%.

Pedestrians have the highest proportion of severe to critical injuries but much could be
done to reduce their vulnerability. Modification of the front and upper surfaces of cars
has the potential to reduce the severity of pedestrian impacts. Further gains in pedes-
trian safety may be had by reducing vehicle speeds: a recent study of fatal pedestrian
accidents in Adelaide concluded that a reduction of 5 km/h in vehicle speeds could
reduce the incidence of fatal pedestrian crashes by up to 30%. Reducing urban speed
limits is also likely to reduce the number and severity of bicycle injuries.

Body region

Motorcyclists sustain their most severe injury to the legs and feet; bicyclists are more
likely to receive their most severe injury to the upper limbs and to a lesser extent the
head; pedestrians receive their most severe injury to the legs and to a lesser extent the
head; and among vehicle occupants the head is the most likely site of severe injury.

The relative frequency of the head as the most severely injured region is lowest (10%)
for motorcyclists; this is likely to be due to the protection achieved by wearing a crash
helmet. Further safety gains could be made in the area of helmet performance in very

severe crashes, for front and side impacts, and in systems for retaining helmets on the
head.

Table 2.9: Road injury hospital separations', injury severity (max. AIS) by road-user type, all
States and Territories excluding Queensland®, 1991

Motorcyclist

(driver/pillion) Bicyclist Pedestrian Vehicle occupant
Severity Cases Percent Cases Percent Cases Per cent Cases Per cent
Mincr 451 10.5 682 16.5 377 11.2 2,447 18.6
Moderate 2,403 56.0 2,740 66.2 1,700 50.5 6,254 476
Serious 1,067 248 418 10.1 800 237 2,388 18.2
Severe 132 31 g0 2.2 230 6.8 594 4.5
Critical 47 1.1 20 0.5 94 2.8 163 1.2
Not known 194 4.5 186 4.5 168 5.0 1,302 9.9
Total 4,294 100.0 4,136 100.0 3,368 100.0 13,148 100.0

{a) Cell counts are subject o rounding.
(b} Injury severity could not be determined for Queensland separations.

Source; Dolinis et al. 1995
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The relative frequency of the head as the most severely injured region is highest for
bicyclists and pedestrians (both 22%). The relative frequencies of the chest and spine as
the  most severely injured regions are greatest for vehicle occupants (10% and 7%
' respectlvely)

Length of hospltal stay

Length of hospital stay is an indicator of the cost of injury and of injury severlty
Bicyclists stay in hospital for a considerably shorter period, on average, than other
categories of road-user. This is consistent with bicyclists being the least severely injured
group.

The most common severe injuries to non-fatally injured motorcyclists are to the legs.
Leg injury can result in extended and costly hospital procedures such as skin and bone
grafts, and joint reconstruction. The average length of hospital stay for motorcyclists
was eight days, the second highest after pedestrians (12 days), reflecting, the severity of
lower limb injuries. Because of the young age of most motorcyclists, severe leg trauma
can lead to many years of reduced quality of life. Modifications in motorcycle design
such as provision of leg protectors and development of protective nder apparel may
reduce the severity of leg injuries.

Age of road-user is another factor which will influence length-of ‘stay. A higher
percentage of elderly individuals among injured pedestrians may explain their longer
length of stay. .

2.7 - Mental health

The SF-36 questionnaire (see Section 1.4) measures eight dimensions of health: physmal
functioning, role limitations due to physical problems, social functioning, bodily pain,
general mental health, role limitations due to emotional problems, vitality, and general
health perceptions. The mental health dimension is measured with a score based on
responses to the following five questions:

How much of the time durh:tg the past four weeks:

. };a've you been a very nervous person?

* have you felt so down in the dumps that nothing could cheer you up?
* have you felt calm and peaceful?

* have you felt down?

* have you been a happy person?

The aggregate score based on these questions may range from 0 to 100, with low values
indicating feelings of nervousness and depression and high values indicating feeling
peaceful, happy and calm. The questions may be used with individuals to screen for
mental disorders or with populations when the distributions of responses may be
compared among populations.

In 1994 and 1995, the SF-36 was collected by self-completed questionnaire from 6,903
adults during the ABS Population Survey Monitor.
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Tables 2.10 and 2.11 give age-adjusted average mental health scores. They show differ-
ences in mental healih that should be interpreted cautiously; in particular, they do not
demoenstrate cause and effect. For example, the difference in mental health scores
between employed and unemployed people may indicate that unemployment compro-
mises mental health, that people with mental health problems have difficulty finding
employment, or both.

Table 2.10 shows, with one exception, that men report better mental health than women
for selected demographic and socioeconomic variables. Mental health as measured by
the SF-36 increases with age.

Mental health among those separated, divorced or widowed was worse than for
married people. However, whereas men who never married reported worse mental
health than men who matrried, the reverse was true for women who never married.
Further, women who never married were the only group of women who reported better
mental health than the corresponding group of men.

Both men and women who were unemployed reported poorer mental health than those
who were employed full time.

Both men and women who lived in households with an income in the lowest 30%
reported poorer mental health than those who lived in a household with an income in
the highest 30%. Education level had a negligible impact on mental health score for men

Table 2.10: Average mental health scores, selected socioeconomic and demographic variables by
sex, 1994-95

Variable Men Women
Age

18-24 years 75.2 73.0
65 years and over 79.2 75.3
Marital status

Married 78.7 75.1
Separated/divorced/widowed 72.0 69.7
Married 78.7 751
Never married 759 76.2
Labourforce status

Employed full time 785 76.2
Unemployed 73.3 68.6
Household income

Low 729 711
High 78.7 78.3
Education

Secondary only 77.0 738
Bachelor degree or higher 775 77.3
Country of birth

Australia 77.3 74.9
Other 76.1 73.2
Source: AIHW
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Table 2.11: Average mental health scores, selected health risk factor variables by sex, 1994-95

Variable - : ) ' Men Women
Exercise ' R ’ )
Yes - 775 75.3
No : . 76.0 72.9
Weight

Acceptable ’ ) 76.8 75.3
QObese : 764 739
Smoker

Yos . 75.7 73.2
No 7768 74.9
Alcohol risk . .

Low ‘ ‘ 774 75.1
High B ' , 76.2 73.1
Source: AIHW '

but women with a bachelor’s ‘degree or higher reported better mental health than
women with secondary education only.

Men born in Australia reported similar levels of mental health to those born outside
Australia, but women bom in Austraha reported better mental health than those born
outsxde Australia.

Table 2.11 lists average mental health scores for selected health risk factors. 1t shows
that people who reported exercising for sport or recreation reported better mental
health than those who did not. The difference was larger for women than for men. Both
men and women who were current smokers reported poorer mental health than those
who did not smoke.

Table 2.11 also shows small differences in mental health scores between those whose
body mass index (see Box 1.3, page 22) exceeded 30, the ‘Obese’, and those with a lower
body mass index, ‘Acceptable’. There was also a small difference relating to drinking
habits. Men were classed as being at low risk if they drank not more than four standard
drinks per day and women as being at low risk if they drank not more than two
standard drinks per day, and at high risk if they drank more than these amounts. People
at low risk reported slightly better mental health than those who were at high risk.
None of these differences was statistically significant.
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category, consumption of pasta and rice increased by 30%. Intake of vegetables
increased only slightly and the consumption of fruit (including fruit juice) decreased.

In terms of nutrients, the percentage of energy derived from dietary fat, in particular
saturated fat, fell, and that from carbohydrate, both from sugars and starch, increased.
Dietary fibre also increased. The polyunsaturated fat to saturated fat ratio improved but
was still well below the target ratio of 1:1. Sodium intake and the coniribution of
alcohol to energy intake both fell. These dietary changes were observed in all age bands
and occupational groups. .

Most of the changes in nutrient intake between the surveys were the result of small
shifts in the proportion of people reporting changes in food preparation techniques
such as trimming fat from meat or not adding salt to food and/or using low-fat or low-
salt varieties of foods.

Table 3.2 shows the proportion of the survey population which met both single and
multipte dietary targets in 1985 and 1990. Although the proportion of the population
who met various dietary targets increased during the period, the proportion who met
the listed targets was less than 50% for all targets except that for sodium. The
proportion meeting several targets was 10% or less.

Table 3.2: Victorian adults meeting single and multiple dietary targets in 1985 and 1990
(per cent} )

Men Women

Target 1985 1930 1985 1990
Per cent energy from:

Fat less than 30% 14 21 15 23
Saturated fat 10% or less 6 i3 6 12
Intake per day:

Fibre 30 g 18 30 22 32
Sodium 2.3 g or less 19 31 33 Y|
Multiple targets

Fat and saturated fat 5 11 5 10
Fat, saturated fat and fibre 2 6 2 4
Fat, saturated fat, fibre and sodium 1 3 1 3

Source: GSIRO 19583

One reason for the apparently low compliance with dietary targets is that even when a
target is met at the group level, about half the individuals in the group are likely to have
intakes at or below the target level and an even smaller proportion are likely to meet
several of the targets.

Comparing the data in Table 3.3 (page 98) with those in Table 3.2 illustrates the
relationship between these two ways of expressing compliance with the same dietary
targets. Where the average group intake is close to the target, the proportion of
individuals meeting the target is close to 50%, e.g. for sodium, whereas when the
average intake is still quite far from the target, the proportion of individuals meeting
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the target is much lower, e.g. saturated fat. Expressing compliance with dietary targets
at the individual level makes it easier to compare progress towards meeting different
dietary targets and also to identify dietary patterns which are compatible with these
targets, but may give a misleading impression of the level of compliance if the target is
not fully specified.

Table 3.3: Average reported intakes for some nutrients related to dietary targets, Victorian
adults, 1985 and 1990

Men Women

Nutrient {target) 1985 1990 1985 1990
Total fat intake as per cent of energy (30) 353 343 353 335
Saturated fat intake as per cent of energy {10} 15.1 14.3 152 139
Fibre intake grams per d_ay (30) 26.6 27.2 24.3 27.2
Sodium intake grams per day (2.3) 38 3.0 - 2.8 .24

Source: CSIRO 1933

3.2 Alcohol, tobacco and illicit drugs

Hazardous and harmful alcohol consumption

English et al. (1995). have estimated that 17.6% of Australian men aged 18 years and
over and- 10.8% of Australian women drink alcohol at levels defined as hazardous or
harmful by the National Health and Medical Research Council (NHMRC 1992). Absti-
nence was reported by 12.6% of men and 24.7% of women, and the remainder of the
Australian adult population (69.9% of men; 64.6% of women) consumed alcohol at
levels within the safe limits recommended by the NHMRC. These are no more than four
standard drinks per day for men and no more than two standard drinks per day for
women. One standard drink contains 10 g of pure ethanol.

Alcohol consumption at hazardous or harmful levels is causally associated with 36 of
the conditions listed in Table 3.4. Alcohol appears to lead to an increased risk of cancers
at several sites. It has direct toxic effects on brain and nerve tissue, the heart muscle,
liver, pancreas and other organs. Alcohol intoxication has deleterious effects on human
cognition and psychomotor performance, leading to high rates of injury and violence. It
also elevates blood pressure, thereby increasing the risk of stroke, and it is toxic to the
unborn child. Yet alcohol consumption is protective agamat cholelithiasis (gallstones)
and coronary heart disease.

In a recent analysis of deaths and hospital utilisation in Australia caused by drugs,
English et al. (1995) calculated proportions of cases of each iliness caused by hazardous
and harmful alcohol consumption, as defined by the NHMRC, relative to low alcohol
intake. They estimated that in 1992, hazardous and harmful alcohol use caused the loss
of 3,660 lives and 55,450 person-years of life before age 70 (see Section 2.1, page 58), at
an average of 15.2 years of life lost per death (see Table 3.5, page 100). There were also a
net occurrence of 71,593 hospital episodes and use of 731;169 hospital bed-days caused
by hazardous and harmful alcohol consumption. The latter figures do not mclude the
use of nursing home beds and some long-stay psychiatric facilities.

98 4 -Australia’s Health 1996




Table 3.4: Conditions causally associated with the use of alcohol, tobacco and illicit drugs

Hazardous and harmful alcohol consumption

Oropharyngeal cancer
Oesophageal cancer
Liver cancer

Laryngeal cancer

Female breast cancer
Alcoholic psychosis
Alcohol dependence
Alcohol abuse

Epilepsy

Alcoholic polyneurcpathy
Hypertension

Alcoholic cardiomyopathy
Supraventricular dysrhythmias

Stroke

Oesophageal varices
Gastro-oesophageal haemorrhage
Alcohoiic gastritis
Alcohalic liver cirrhosis
Cholelithiasis (protective)
Acute pancreatitis
Chronic pancreatitis
Spontaneous abortion
Low birthweight
Psoriasis

Ethanal toxicity

Methanol toxicity

Road injuries

Alcoholic beverage poisoning
Other athanol/methanol poisoning
Fall injuries

Fire injuries

Drowning

Aspiration

Occupational & machine injuries
Suicide

Assault

Child abuse

Coronary heart disease (protect.)

Tobacco

Qropharyngeal cancer
Qesophageal cancer
Stomach cancer

Anal cancer
Pancreatic cancer
Laryngeal cancer
Lung cancer
Endometrial cancer (protect.)
Cervical cancer
Vulvar cancer

Penile cancer

Bladder cancer

Renal parenchymal cancer
Ranal pelvis cancer
Respiratory carcinoma in situ
Tobacco abuse

Parkinson's disease (protective)
Coronary heart disease
Pulmonary circulatory disease
Cardiac dysrhythmias

Heart faiture

Stroke

Atherosclerosis

Pneumonia

Chronic obstructive pulmonary dis.
Peptic ulcer

Crohn’s disease

Ulcerative colitis

Ectopic pregnancy

Spontaneous abortion
Antepartum haemorrhage
Hypertension in preg. (protective)
Low birthweight

Premature rupture of membranes
Sudden infant death syndrome
Fire injuries

Illicit drugs

Cannabis dependence
Cannabis abuse

Opiate dependence

Opiate abuse

Opiate poiscning

Accidental opiate poisoning
Suicide

Amphestamine dependence
Amphetamine abuse

Other psychotropic poisoning

Cocaine abuse

Antepartum haemorrhage (cocaine)
Low birthweight (cocaing)
Psychostimulant poisoning

Acciden. poisoning psychostimulants
Hallucinogen dependence
Hallucinogen abuse

Hallucinegen poisoning

Accidental poisoning hallucinogens

Anabolic stercid poisoning
Hepatitis B

Hapatitis non A, non B
HIV/AIDS

Infective endocarditis

Drug psychoses

Maternal drug dependence
Newborn drug toxicity
Cocaine dependence

Source: English et al. 1995

Cigarette smoking

In the 1989-90 National Health Survey, 32.1% of men aged 18 years or more and 24.7%
of women reported they were current cigarette smokers. Further proportions of 28.8%
and 17.8% respectively were ex-smokers, leaving 39.1% of men and 57.4% of women
who had never smoked (ABS 1992).
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Table 3.5: Estimated deaths, person-years of life lost before age 70, hospital episodes and
hospital bed-days caused by hazardous and harmful alcohol consumption, cigarette smoking
and illicit drug use, by sex, 1992

Males Females
% of all % of all

Number causes Number causes
Hazardous and harmful alcohol consumption )
Deaths 2,521 3.8 1,139 2.0
Person-years of life lost 43,183 8.7 12,267 4.6
Hospital episcdes 45,600 35 - 25,593 1.6
Bed-days 443,834 6.1 287,335 3.1
Cigarette smoking (exclusive of passive smoking) )
Deaths 13,857 21.0 5,063 8.8
Person-years of life lost 63,646 12.8 24 620 : 9.3
Hospital episodes 66,636 . 5.2 31,737 1.9
Bed-days . . 551,347 786 261,519 2.8
llicit drugs
Deaths 384 0.6 104 0.2
Person-years of lifa lost 13,892 2.8 4,007 . 15"
Hospital episodes . 2,928 0.2 2,462 o 02.
Bed-days - 21,812 0.3 18,710 02

Source: English et al. 1995

Exposure to tobacco smoke has been identified as a cause of 32 different diseases as well
as a cause of fire injuries. Tobacco smoke is known to contain carcinogens, nicotine {an
addictive agent) and numerous other poisonous substances. An extensive body of scien-
tific evidence shows that active cigarette smoking increases the risk of many different
cancers, all major forms of atherosclerotic disease, and is toxic to parts of the gastro-
intestinal tract and to the unborn child. Protective effects, which are insignificant
relative to the harmful effects of tobacco, have been observed in three diseases (Table
3.4). : :

Engli’sh et al. (1995) have estimated that active smoking caused the deaths of 18,920
Australians in 1992 and caused 88,266 person-years of life lost before age 70, at an
average of 4.7 years of life lost per death (Table 3.5). Smoking also led to 98,373 hospital
episodes and the use of 812,866 hospital bed-days. The latter figures are exclusive of
nursing home stay.

llicit drugs ‘

Ilicit drug use may be defined as non-préscribed use of opiates, cannabis, halluci-
nogens, stimulants (cocaine and amphetamines) and anabolic steroids, as well as any
form of non-prescribed injecting drug use. Reliable estimates of the prevalence of illicit
drug use are difficult to obtain and the available data are likely to underestimate the
true figures. It is likely also that the prevalence varies considerably from one area to
another. The prevalence of opiate addiction at ages 15-39 has been estimated at between
0.5% and 0.8% (National Drug Abuse Information Centre 1988).
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The harmful health effects of illicit drug use arise directly from the drugs’ psychotoxic
effects and induction of dependency. Some illicit drugs harm the unborn child. The
remainder of the 28 conditions listed in Table 3.4 are due to blood-borne infectious
diseases contracted through the use of contaminated injection equipment.

Illicit drugs caused 488 deaths in Australia in 1992 (Table 3.5). This resulted in the loss
of 17,899 person-years of life before age 70, at an average of 36.7 years of life lost per
death. Tllicit drug use was responsible also for the occurrence of 5,390 hospital episodes
and 40,522 hospital bed-days. Opiates (including injecting drug use) caused 95% of
deaths ascribed to illicit drug use.

3.3 Risk factors for cardiovascular disease

National trends in cardiovascular risk factors in Australia can be determined from Risk
Factor Prevalence Surveys conducted in 1980, 1983 and 1989 by the National Heart
Foundation, and from the Australian Bureau of Statistics 1989-90 National Health
Survey and the Population Survey Monitors conducted quarterly in 1994 and 1995.

Cholesterol

Trends in plasma cholesterol levels during the 1980s varied with sex, age and education
(Bennett & Magnus 1994). Mean plasma cholesterol decreased by 3% among men aged
25-34 years, but remained the same for other ages. It fell by 3% among women aged
45-64 years, and remained unchanged in other age groups.

In 1980, 20% of men and women aged 25-64 years had plasma cholesterol levels of
6.5 mmol/L or more, the level defined by the National Heart Foundation as indicative
of a high risk of coronary heart disease. By 1989 there had been no significant change in
this proportion.

During the 1980s, women (aged 25-64) with higher education had lower average
plasma cholesterol levels than women with lower education (Bennett 1995). This
inverse relationship between plasma cholesterol and educational attainment was not
found in men. The only age and education group to experience a significant fall in
average plasma cholesterol levels during this period was women aged 45-64 years who
had not completed secondary education.

Blood pressure

The 1980s saw a marked improvement in blood pressure levels among both men and
women. From 1980 to 1989, average systolic and diastolic blood pressures declined by
4 mmHg and 3 mmHg respectively (Table 3.6) (Bennett & Magnus 1994). The preva-
lence of hypertension also fell. This was due to declines in the prevalence of both
undetected hypertension and hypertension that was being treated but not controlled.

Mean blood pressure and the prevalence of hypertension tended to be higher among
adults who had not completed secondary education. However, falls in blood pressure
over the 1980s, and consequent reductions in the prevalence of hypertension, were not
related to education (Bennett 1995).
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Table 3.6: Trends in blood pressure and hyperiension by sex and age, 1980 to 1289

Sex/age group 1980 1983 " 1989 Difference 198089
Men
Systolic blood pressure {(mmHg) .

25-34 126.7 126.0 123.2 -3.7 ** (-5.4, 2.0}
3544 128.9 127.9 125.3 -39 ** (-5.6, 2.2}
45-54 136.4 136.0 1321 —4.5°" (-6.2, 2.7}
5564 144.6 1451 140.6 —4.2* {-6.0,-2.3)
25-64 133.8 1331 129.7 -4.1* (49 -3.2)
Diastolic blood pressure (mmHg)

25-34 81.1 78.6 78.4 -2.8"(-39,-1.8)
35-44 85.1 823 81.8 -3.4** (—45,-2.3)
45-54 88.0 86.0 85.0 -3.0* (42, -1.9)
5564 - 8941 B6.8 858 ~3.4* (—4.6,-2.3)
25-64 856 832 82.5 -3.2" (-3.7,-2.6)
Prevalence of hypertension(®
Category Crude proportion (%) Prevalence odds ratio'®
Treated and controlled 4.1 46 4.9 1.26 {0.97, 1.63)
Treated and uncontrolled 115 10.7 7.3 0.60 ™ {(0.50, 0.72)
Undetected hypertension 11.1 7.0 6.6 0.57 ** (0.47, 0.68)
Total hypertensives 26.7 22.4 188 0.62 ** (0.54, 0.71)
Women
Systolic blood pressure (mmHg) .

‘2534 ‘ 114.6 1141 112.6 -2.3* (-3.8, 0.7)
35-44 120.9 119.5° 117.6 -3.6 " (~5.2, -2.0)
45-54 1331 130.8 128.8 -4.4* (-6.1, -2.8)
55-64 142.8 142.6 138.1 —4.8 " (-6.6,-3.1)
2564 127.3 125.9 123.2 -3.8 " (4.6, -3.0)
Diastolic blood pressure (mmHg)

.25-34 . 72.9 72.2 71.8 -1.3* (2.2, -0.3)
3544 78.0 76.9 75.5 —2.6 ** (-3.6,-1.6)
45-54 84.4 B1.7 g80.8 -3.5" (4.5, -2.4)
55-64 B88.7 83.7 82.2 —4.5** (5.6, -3.5)
25-64 80.2 . 78.3 77.2 -3.0 ™" (-3.5,-2.5)
Prevalence of hypertension® .

Category Crude proportion (%) Prevalence odds ratio'®
Treated and controfled 6.4 6.7 7.1 1.20  (0.87,1.49)
Treated and uncontrolled 10.6 7.8 4.8 0.43 ** (0.35, 0.53)
Undetected hypertension 4.4 28 .21 0.48 "~ (0.35, 0.65)
Total hypertensives 21.4 17.3 13.9 0.60 ** (0.52, 0.69)

{a) Differences and odds ratios are adjusted for age and survey design factors, with 95% confidence limits in
| g Y g

brackets.

{b) Hypertension defined as systolic blood pressure 2 160 mmHMg and/or diastolic blood pressure = 95 mmHg

and/or receiving treatment for blood pressure.

"p<0.05 " p<00
Source: Bennett & Magnus 1994
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Melanoma of the skin is more common in Australia than in any other country. It has
been estimated that 94% of all melanomas occurring in Australia, and perhaps more
than this, are caused by exposure to the sun (Armstrong & Kricker 1993). Both incidence
of and mortality from melanoma have been increasing for as long as they have been
recorded (1972, in the case of incidence, and 1931 in the case of mortality). There is
evidence now, however, that these trends may have come to an end (Jelfs et al. 1996),
perhaps because people are increasingly protecting their skin against sun exposure.

Non-melanocytic skin cancer is the most common cancer in Australia, exceeding in
numbers all other cancers by a factor of about two. It is widely believed to be increasing
in incidence. Marks et al. (1993) found 19% higher self-reported incidence rates in 1990
than in 1985. Greater awareness of and increasing efforts to diagnose skin cancers as
well as a real increase in incidence could have contributed to this change. It has been

Table 3.9: Summary of the main effects of solar ultraviolet radiation on the health of human
beings

Direction Strength of
Nature of effect of effect evidence for effect
Effects on immunity and infection
Suppression of cell mediated immunity Harmful (?) Sufficient
Increased susceptibility to infection Harmful Inadequate
Impairment of prophylactic immunisation Harmful Inadequate
Activation of latent virus infections Harmful Inadequate
Effects on the eyes
Acute photokeratitis and photoconjunclivitis Harmful Sufficient
Climatic droplet keratopathy Harmiul Limited
Pterygium Harmful Limited
Cancer of the conjunctiva Harmful Inadequate
Lens opacity (cataract) Harmful Limited
Uveal melanoma Harmful Limited
Acute solar retingpathy Harmiul Sufficient (7)
Macular degeneration Harmtul Inadequate
Effects on the skin
Matignant melanoma Harmful Sufficient
Non-melanocytic skin cancer Harmful Sufficient
Sunburn Harmful Sufficient
Chronic sun damage Harmful Variable
Photodermatoses Harmful Sufficient
Other direct effects
Vitamin D production Beneficial Sufficient
Other cancers Harmful Inadequate
General wellbeing Beneficial Inadequate
Indirect effects
Effects on climate, food supply,
disease vectors, atmospheric chemistry, etc. Probably harmful Inadequate

? stands for uncertain

Source: Armstrong 1994
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estimated that 80-85% of all non-melanocytic skin cancers in Australia, and probably
marny more, are caused by exposure to the sun (Armstro_ng & Kricker 1995).

The depletion of stratospheric ozone that occurred between 1979 and 1992 may increase
Australian incidence rates of all kinds of carcinoma of the skin. However, it is doubtful
whether effects of ozone depletion have contributed to any of the increases in incidence
so far ‘observed. This is because few, if any, cancers caused by increases in ambient
ultraviolet radiation due to depletion of stratospheric ozone would be expected to be
seen in less than 20 years from when the increases began (that is, before the early 1990s).
Correspondingly, however, the increases will continue for at least 20 years after ozone
levels stabilise and begin to increase again (that is, until some time after 2020). The
dominant factor determining trends in skin cancer incidence has almost certainly been
changes in perscnal exposure to the sun, and it will be difficult to see the effects of strat-
ospheric ozone depletion against the background of these changes.

3.4.2 Water

Water is essential to life. We must drink it to live and when drought occurs crops may
fail and we may starve. Adequate supplies are necessary for personal hygiene and
sanitation. Even when water supphes are sufﬁc:ent water may be a source of human
disease.

Microorganisms

- Some disease-causing microorganisms may be transmitted by drinking water. Table 3.10
sununali'lses notifications of communicable diseases in Australia in 1994 that could have
been transmitted by drinking contarnmated water; many of these infections could in
fact have been transmitted by food rather than by water.

In general terms, the microbiological safety of drinking water is now ensured:

* by a system of barriers to prevent contamination of water and to minimise
transmission of microorganisms through the supply system; and
* by monitoring the system for microbiological contamination and taking action when
evidence of contamination appears.

Table 3.10: Notiﬁcation of communicable diseases potentially transmitted by drinking water in
Australia, 1994

. : Number of  Crude incidence per State or Territory with
Infection - .+ - reported cases 100,000 population highest reported incidence
Campylobacteriosis - 10,117 85.8 Northern Territory
Cholera® - : 3 ‘ - ‘ -
Hepatitis A 1,894 10.6 Northern Territory
Salmonellosis 5,283 296 Northern Territory
Shigellosis 724 13.0 Northern Territory
Typhoid® - ‘ 50 ’ 0.3 : -
Yersiniosis . 414 . 35 . Queenstand

(a) Infection with cholera probably does not occur in Auslralia. At least two of the three cases in 1994 were
contracted overseas. -

{b) Forty-seven of the 53 raports of typhoid made to the National Saimonella Surveillance Scheme for 1994
were known to have been acquired overseas.

Source: Hargreaves et al. 1995

#
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The barriers include: protecting water sources and storages against contamination by
human or animal faeces; settling and filtration; disinfection (usually chlorination) before
distribution; and maintaining a sufficient level of disinfectant throughout the distri-
bution system.

Australian water-quality guidelines (National Health and Medical Research Council &
Agricultural and Resource Management Council of Australia and New Zealand 1995)
require that samples of water regularly be taken as it enters the distribution system and
from consumers’ taps and analysed for two indicator microorganisms—total coliform
bacteria and thermotolerant coliforms (or Escherichia coli). If any sample is found to be
contaminated, further sampling is carried out and, in the case of thermotolerant
coliferms (or E. coli), the most specific indicator of faecal contamination, additional
action is taken immediately to prevent or control contamination.

More than 98% of Australian metropolitan water supply samples comply with the
microbiological quality guidelines; 85% of non-metropolitan supply samples comply;
only 43% of remote area supply samples comply. This comparatively poor microbio-
logical quality of non-metropolitan and remote water supplies in Australia suggests
that drinking water is contributing to the occurrence of potentially waterborne infec-
tions in Australia. The exact contribution of contaminated water to these infections,
however, is not known.

Surface contact with water containing certain microorganisms and parasites may cause
disease. Rare but serious primary amoebic meningitis occurs particularly in South
Australia and Western Australia as a result of swimming in unchlorinated fresh water
after a prolonged period of high daily temperatures.

Illness may also result from swimming in water which contains high concentrations of
toxins produced by cyanobacteria (often called blue-green algae). These toxins can
cause dermatitis, hay fever-like symptoms, conjunctivitis and asthma. Gastroenteritis
may result from drinking the water. Pilotto et al. (1995) surveyed people potentially
exposed to cyanobacterial toxins in several lakes, dams or rivers in South Australia,
Victoria and New South Wales in February 1995. Subjects were asked about the occur-
rence of diarrhoea, vomiting, fever, flu-like symptoms, skin rashes, eye or ear irritations
and mouth ulcers both two and seven days after visiting these freshwater sites. At
seven days, 18.7% of subjects who had no water contact had experienced one or more of
the symptoms compared with 19.3% of subjects who had spent less than an hour in the
water and 26% of those who had spent more than an hour in the water. There were also
statistically significant increases in incidence of symptoms with increasing cyanobac-
terial cell densities in the water.

Legionella bacteria can proliferate in water under conditions found in air-conditioning
cooling towers, spas, warm-water systems in buildings, hot-water systems operated
below 60° C, or ‘dead legs’ of hot-water systems operated at higher temperatures, If
water containing high concentrations of these bacteria forms an aeroso! (as in spraying
water in cooling towers, agitating water in spas, use in showers or aerating nozzles)
and is inhaled, it can infect the lungs causing pneumonia (legionellosis) or a milder, flu-
like condition (Pontiac fever). There were 179 reports of legionellosis in Australia in
1994 (Hargreaves et al. 1995). The crude incidence rate was 1.0 per 100,000 person-years
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and the highest incidence rate was reported from the Northern Terrltory (2.9 per
100,000). .

Chemicals :

Five categories of chemical contaminants of water may affect health: disinfection agents
and inorganic by-products of disinfection; other inorganic chemicals; organic by-
products of disinfection; other organic compounds; pesticides. Of 207 chemicals listed
in these five categories in the Australian Drinking Water Guidelines, specific health
guideline values are given for 179. For another 25 a health guideline value was not
given because of lack of data from which it could be set. The remaining three chemicals
(sodium, chloride and tin) have aesthetic rather than health guidelines.

None of these 207 chemicals is known to cause adverse effects on health in Australia by
way of contamination of water. However, no substantial attempt has been made to
identify the occurrence of such adverse effects, and there are little national data on the
compliance of water supplies with the health guidelines for concentrations of
chemicals. Some 94% of samples of metropolitan water supplies and 96% of non-metro-
politan and remote supply samples comply with the health guidelines for iron
concentration. In the National Survey of Lead in Children, water in three of 501 homes

-was found not to meet the current standard of less than 50 ug/L lead in water. A draft
revision proposes that the limit should become 10 ug/L, and water in 54 of 501 homes
(11%} would not meet the proposed standard (Donovan et al. 1996).

Radiation
Radioactivity may occur naturally in ground waters used for drinking; both ground
and surface waters may be contaminated by radioactive fallout. Radium-226 and
radium-228 are the most likely radionuclides to be found in Australian ground water,
but concentrations have been well below the guideline value. Radium concentrations in
Australian surface waters are muc_h lower still.. Radon-222, uranium isotopes and
potassium-40 are also found in generally low concentrations in Australian ground
waters (Kennett et al. 1986).

5
Water supplies in rural and remote Aborlglnal and Torres Strait Islander
communities
The quantity and quality of water supplies have répeatedly been identified as
important environmental health issues for rural and remote Aboriginal communities in
Australia {(Hearn et al. 1993). Insufficient 'water may contribute to scabies, trachoma,
gastroenteritis, skin infections and ulcers. Poor water quality may be a cause of
infection. There are no national data that would allow the incidence of water-related
disease in Aboriginal and Torres Strait Islander peoples to be estimated.

Aspects of water supplies to rural and remote Aboriginal communities have been
documented (Table 3.11). Most rural and remote Aboriginal communities use ground
water as their main source of supply. Restrictions in water supplies were common and
the most common reason for them was equipment breakdown (Hearn et al. 1993). Ten
per cent or less of households had no running water connected, no shower or bath, or
inoperative water supplies. The proportions of Aboriginal and Torres Strait Islander
households so affected in urban areas was, in each case, around 2% or less (ABS 1995b).
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Table 3.11: Some characteristics of water supplies in rural and remote Aboriginal and Torres
Strait Islander communities

Characteristic Per cent with characteristic
Ground water as source'® 63
Water supply does not comply with NHMRC guidelines® 34
Water restrictions in past 12 months'® 33
No water supply maintenance!® 14
Insufficient water supply for next 5 years'® 45
Running water not connected to household® 7
Water not flowing in last 4 weeks™

Household's dwelling does not have a bathroom ar shower® 11

(a) Percentages are of 907 communities surveyed in the ATSI|C National Housing and Community
Infrastructure Needs Survey, in 1992 {Hearn et al. 1993). .

(b) Percentages are national estimates for all Aboriginal and Terres Strait Istander households living in rural or
remole areas of Australia in 1994 based on the National Aboriginal and Torres Strait Istander Survey.

Sources: Hearn et al. 1993; ABS 1985b

3.4.3 Lead

Historically, lead has been a very useful metal. The hazards of high-dose lead poisoning
have, however, been recognised for a long time, so that lead is no longer used in many
situations,

Perhaps the best known former use of lead is in paint. Many paints used to contain high
concentrations of lead, but most domestic paints have been lead-free since 1950, and all
since 1970. In the late 1970s, concern arose about lead in petrol as a contributor to air
pollution. As a result, all Australian cars manufactured since 1986 have been designed
to run on unleaded petrol; by November 1995, only 41% of petrol sold in Australia
contained lead, and at lower concentrations than formerly. The major continuing use of
lead in Australja is in lead-acid batteries.

During the 1980s it was recognised that exposure of young children to lead hampered
their intellectual development. Studies at Port Pirie in South Australia contributed
significantly to this understanding. In 1987 the National Health and Medical Research
Council (NHMRC) recommended that public health strategies should aim to reduce
exposure to lead so that blood lead levels were as low as reasonably achievable, and
that levels in excess of 1.2 umol/L (in old units 25 pg/dL) were a matter for concern; a
1985 report of a survey in Adelaide had found 10% of children aged 0—4 years had
blood lead levels in excess of this.

In June 1993, the NHMRC abandoned its 1987 level of concern, recommending a
specific goal to achieve for all Australians a blood lead level of less than 0.49 pmol/L
(10 ug/dL in old units), and stating ‘there is a particular urgency in reaching this level
in children aged 1 to 4 because of the adverse effects of lead exposure on intellectual
development’.

At its November 1993 meeting, the NHMRC recommended a timetable for achieving
the goal. A reduction of lead in all Australians to less than 0.73 umol/L (15 ug/dL) was
to be achieved by the end of 1998, with the exception of occupational exposures. The
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strategies in place to achieve this first target would result in'90% of children from 1 to 4
years of age-having a'blood lead level below 0.49 umol/L by the end of 1998.

In the meantime, following a ‘national Roundtable on lead, funding for' a’ survey of
blood lead levels had been included in the 1993-94 Budget for lead abatement activities.
This 'survey, named the National Survey of Lead in Children, was conducted early in
1995. It showed that 93% of Australian children aged 1-4 years had a blood lead level
below 0.49 pmol/L, so that the first target had already been achieved.

The mean blood lead level was 0.28 pmol /L. It decreased with age from 0.31 umol/L at
1 year to 0.25 umol/L at 4 years (Figure 3.5 shows the means by 3-month age groups).
Average blood lead levels were higher where the household was economically or
socially 'disadvantaged and where family cars used leaded” petrol. They were also
higher where the home was older, or where its paintwork was’in poor condition.

Blood lead level was higher where a member of the household smoked,-or was engaged
in activities such as lead smelting, automotive repair or panel beating, either at work or
at home. The child’s eating of soil was also associated with high blood lead levels, and
soil lead content was higher where there was deteriorating exterior paintwork. Inter-
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Figure 3.5: Mean blood lead level by 3- month age groupings, Australian children aged
_1to4 years, 1995 . .
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viewer-assessed cleanliness of the home was a very strong indicator of blood lead level,
as was lead content of a standard floor dust wipe. Lead in house dust was identified as
a major contributing source of blood lead in approximately half of the children with
blood lead levels of 0.73 umol/L and over. However, the origin of lead in house dust
was not always apparent; deteriorating interior paintwork was one source, but often no
source could be identified.
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Figure 4.4: Proportion of population covered by health insurance funds basic and
supplementary cover, 1983 to 1995
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Lastly, from December 1990 to June 1995 there was a decline of 6.7 percentage points in
national supplementary cover {from 39.4% to 32.7% of the population), again with
variations from State to State.

The rapid increase in the price of health insurance over recent years may have

contributed to the reduction in private hospital insurance membership. Of those who -

ceased private health insurance in the two years before the 1992 survey, 67% said they

had done so because they could not afford it (ABS 1993).

Table 4.4; Private health insurance, proportion of contributor units' with hospital insurance
coverage, by age group, 1983 to 1992

Age group of head of

contributor unit (years) 1983 1986 1988 1990 1992
15-24 54.6 29.3 30.0 295 28.3
25-34 70.4 465 43.0 401 35.8
35-49 75.6 55.5 53.8 52.7 46,7
50-59 71.4 56.4 56.5 55.6 522
6069 45.3 42.0 43.4 451 45,5
70 and over 36.0 3.5 34.9 36.8 36.4
All ages 621 442 43.6 431 40.5

(a) A contributor unit refers to, in the case of insured contributors, a person who contributes to private health
insurance plus all persons in the same family who are covered by the health insurance arrangements of
the contributor and, in the case of an uninsured contributor, a family or person unit not covered.

Sources: Willcox 1991; ABS 1992 Health Insurance Survey
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Age is a prime determinant of demand for private health insurance. Declines in
coverage among younger people continue, but coverage where the head of the
contributor unit was aged 60 and over increased from 1986 (Table 4.4). Other data
indicate that the proportion of those with hospital insurance who are 65 years and over
has increased from 10.2% in June 1990 to 13.4% in June 1995 (Table 4.5). The elderly are
comparatively heavy users of hospital services.

Table 4.5: Private heaith insurance, proportion of Australian population with hospital
insurance coverage by age group, June 1990 to June 1995 (per cent)

Age group June 1990 June 1991 June 1992 June 1993 June 1994  June 1995
064 44.9 43.9 40.9 39.3 36.8 34.3
65 and over 40.8 422 41.5 41.0 40.0 39.2
Proportion of HIF

membership who are :

aged 65 and over _ . 102 _ .. 109 "ne_. . 121 127 - . 134

Source: Private Health Insurance Administration Councit

An industry in transition

The private health insurance funds’ share of health expenditure fell from 20.1% in
198283 to 8.8% in 1984-85. In part this reflects the decrease in membership after the
introduction of Medicare. In part it reflects that in 1982-83, before the introduction of
Medicare, 32% of expenditure by private health insurance funds related to medical
services. When Medicare was introduced in 1984, it took over this responsibility.

Table 4.6: Funding of total health expenditure from health insurance funds, 1982-83 to 1993-94
{current prices}

Health Total health Proportion funded by
. insurance funds expenditure health insurance funds
Year ($ million) {$ million) (Per cent)
198283 2,666 13,239 20.1
1983-84 2,367 14,958 - 158
1984-85 1,456 16,546 8.8
1985-86 - 1,767 18,586 9.5
198687 ) 2,178 21,115 10.3
1987-88 2,537 23.333 . 10.9
1988-89 2,783 26,127 10.7
1989-90 3,136 28,795 10.9
1990-91 3,491 31,223 1.2
1991-92 3,796 33,134 11.5
1992-93 3,979 34,899 1.4
199394 4,072 36,663 . 111
Average annual growth,
198485 to 1993-94 12.1% 9.2%

Sources: Private Health Insurance Administration Council; AIHW
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Since 1984-85, as fund membership has decreased, the private health insurance funds’
share of health expenditure has recovered by 2.3 percentage points, reaching a peak of
11.5% in 1991-92, then declining somewhat to 11.1% in 1993-94 (Table 4.6). This
recovery requires some explanation.

The abolition of the private hospital subsidy by the Commonwealth Government from
October 1986 led to an increase in health insurance contributions. The private hospital
subsidy was 14% of private hospital revenue in 1985-86. Its abolition required funds to
increase the benefits paid by 8%.

From 1 September 1985, private health insurance funds covered the 15% gap between
the 85% Medicare benefit and the schedule fee for medical services for private patients
in hospitals. From 1 August 1987 this increased to 25% because the Commonwealth
reduced the benefit paid for in-hospital medical services to 75% of the schedule fee. The
benefit paid by the health insurance funds for these in-hospital medical services was
$208 million or 5.1% of health insurance fund expenditure in 1993-94.

Together, these two changes account for about half of the 2.4 percentage points increase
in the health insurance fund share of total health expenditure from 1984-85 to 1993-94.
The other half of the increase in that share was due to high growth in benefits paid for
private hospital services (see below).

Funding of hospitals by health insurance funds

Since the introduction of Medicare, private health funds have contributed about 6% of
public hospital expenditure (Table 4.7). This expenditure relates to private patients in
public hospitals, and has grown at about 1.2% per year in real terms (Table 4.8).

Table 4.7: Proportion of areas of recurrent health expenditure funded from health insurance
funds, 1982-83 to 1993-94 (per cent)

Public Public & Other

acute Private private  Medical Dental prof. Other Total
Year hospitals'” hospltals hospitals services services services ) recurrent
1982-83 16.4 71.1 239 40.3 331 16.3 79 21.4
1983~84 12.7 62.9 19.8 254 28.0 12.3 8.2 16.9
198485 586 61.4 13.4 - 32.0 14.4 6.2 9.5
198586 59 65.4 14.5 0.5 33.5 18.7 6.6 10.3
1986-87 6.3 72.3 16.0 1.1 3486 15.9 6.8 1.2
1987-88 6.5 791 17.0 2.7 34.1 15.5 6.8 1.8
1988-89 6.1 794 16.5 3.1 333 13.1 6.7 1.5
1989-90 6.1 80.2 17.2 3.1 33.7 131 6.7 1.7
1890-91 6.0 79.7 18.1 3.2 3z2.3 12.8 6.6 1.9
1991-82 59 825 19.0 3.2 3.9 13.0 6.6 12.2
1992-93 5.7 816 19.3 3.2 31.3 12.8 6.6 121
1993-94 5.1 80.0 19.4 3.0 29.4 15.1 6.5 11.9
Average
1984-85 to
1993-94 59 76.2 17.0 2.3 326 14.2 6.6 11.4

{a) Includes recognised public hospitals and repatriation hospitals.
(b) Includes administrative expenses of the health insurance funds.

Sources: Private Health Insurance Administration Council; AlHW
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Private hospital expenditure grew at 6.4% a year in real terms from 1984-85 to 1993-94;
this growth was much higher than the 4.1% a year growth for expenditure of the health
system as a whole. As private hospitals received 80.0% of their expenditure in 1993-94
from health insurance funds, this too meant the funds needed to increase the benefits
they paid. '

The large increases in private hospital expenditure in recent years were undoubtedly
due to increases in both costs and bed-days (see Box 5.2, page 150), but unfortunately it
is not possible to separate the two effects. Bed-days in private hospitals for which a
private insurance benefit was paid increased by 7% from 1989-90 to 1993-94. Over this
period bed-days in public hospitals hardly changed (Table 5.9, page 152).

Table 4.8: Funding from health insurance funds of various areas of expenditure, 1982-83 to
1993-94 (current prices) ($ million)

Public Other

S -—acute Private - Medical-- - -Dental “prof. CoT “Total -
Year hospitals'? hospitals services services services Admin.  Other recurrent
198283 741 - 509 854 175 54 265 - B89 2,666
1983384 621 505 614 174 53 241 157 - 2,367
198485 ' 295 533 - 229 70 204 125 1,456
1985-86 344 634 17 294 a0 233 156 - 1,767
198687 418 816 38 345 105 282 174 2,178
1987-88 . 474 . 962 . 104 378 18 - 314 186 2,537
198889 491 1,059 136 418 126 348 205 2,783
198990 528 | 1,235 - 151 463 141 390 227 3,136
199091 561 1,451 173 503 156 391 257 3,491
1991-92 565 1,635 190 528 168 = 439 271 3,796
1992_—-93 ’ 556 1,764 202 535 178 461 282 3,879
199394 498 1 ;364 208 . 538 188 483 295 4,078
Average
1984-85 |
to 1993-94 8.2% 14.9% - 10.0% 11.6% 10.0% 89.6% 12.1%

{a} Includes recognised public hospitals and repatriation hospitals.
Sources: Private Health Insurance Administration Council; AIHW

Administration of health insurance funds -

Administrative expenses for the health insurance funds decreased by 13% when
Medicare was introduced but not by as much as the fall in benefits paid.

In 1984-85 administrative expenses were 14.0% of total health insurance fund health
expenditure.. This proportion fell to a low of 11.2% in 1990-91 and since then has
increased to 11.8% in 1993-94. Since 198485, administrative expenses have increased by
137% compared with an increase in benefits paid by the funds in this period of 187%,
and an increase in total Australian health expenditure of 122%.

Health insurance fund benefits paid by State

The hospital benefits paid per person insured varies from State to State. In 1994-95,
New South Wales benefits paid were the lowest at 86% of the national average and
South Australia benefits were highest at 120% of the national average (Table 4.9).
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The benefit paid for public hospital services per person insured varied, with the largest
benefit being paid in New South Wales and the lowest being paid in Tasmania.

The benefit paid for private hospital services per person insured was highest in South
Australia and lowest in New South Wales.

Table 4.9: Hospital benefits paid per person insured (1989-90 prices), by State/Territory,
1984-85, 1989-90 and 1994-95

National
Year NSWe) Vie Qg WA sAl® Tas average
1984-85
Public hospitals 61 45 41 50 28 25 49
Private hospitals 52 94 104 76 78 96 77
Total hospital benefits 113 140 144 125 106 122 125
% of national average 80.3 111.9 115.0 99.8 84.4 g7.0
1989-90
Public hospitals 90 64 49 50 48 39 68
Private hogpitals 122 176 220 168 1598 180 162
Medical gap bensfits 20 19 23 17 20 18 20
Total hospital benefits 231 260 292 235 264 236 251
% of national average 924 103.7 116.4 94.0 105.5 94.4
199495
Public hospitals 74 60 43 47 51 40 60
Private hospitals 214 322 312 268 352 319 277
Medical gap benefits 27 32 32 25 34 27 29
Total hospital benefits 315 414 386 339 438 386 366
% of nationai average 86.1 113.2 105.6 92.7 119.6 105.5

(a) State is State of registration of health insurance funds. ACT rasidents are generally insured with NSW
funds, and NT residents are generally insured with SA and Qld funds.
(b) NT data were collected separately from December 1994, but are included here as part of SA.

Sources: Private Health Insurance Administration Council; AIHW

Ancillary benefits

Registered health benefits organisations offer ancillary benefits tables. These provide
cover for approved items not otherwise covered either by Medicare or by the hospital
tables that they offer.

In 199495 dental benefits accounted for 52% of all health benefits paid from the
ancillary tables {Private Health Insurance Administration Council 1995).

From 1989-90 to 1994-95 benefits for ambulance services have shown the greatest
increase. In real terms (after removing the effects of inflation) benefits for ambulance
services per person insured grew at an annual rate of 9.4%, compared with a growth
rate for all ancillary benefits of 2.6%. The other area of substantial growth in the
ancillary tables was benefits paid for ‘other professional services’. Benefits paid for
these services per person insured grew by 7.3% per year between 1989-90 and 1994-95.

Overall, ancillary benefits paid per person insured increased from $125 in 1989-90 to
$142 in 1994-95 (Table 4.10). Although substantial, the increase of 14% in ancillary
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benefits is not as large as the increase of 46% in total hospital benefits per person
insured in this period.

Table 4.10: Ancillary health benefits paid per person insured (1989-90 prices), 198990 and
1994-95%

National

NSW® Vic QId® WA SA) Tas average
1989-90 ]
Ambulance ‘ 17 5 2 2 3 - 8
Dental services 81 58 61 64 81 40 70
Other professional services 20 18 20 17 39 14 21
Other health services 33 18 26 22 22 24 26
Total ancillary benefits 151 100 - 109 105 145 78 125
% of national average 121.0 80.0 87.3 84.1 116.1 62.8
1994-95
Ambulance -—- - - 23 6 7T 012 47 T 13
Dental services 77 64 62 . 74 64 40 €9
Other professional services 30 28 31 32 35 16 30
Other health services . 37 24 32 20 23 3 ]
Total ancillary benefits 166 121 133 138 - 126 88 142
% of national average 110.2 89.7 §7.8 102.2 93.2 64.4

{a) This table includes benefits paid for health services only. Health insurance funds also pay benefits for non-
health services such as funeral benefits which are classified as ‘social security’, and fitness courses,
sports shoes etc. which are classified as ‘entertainment and recreation'.

(b) State is State of registration of health insurance funds. ACT residents are generally insured with NSW
funds, and NT residents have generally been insured with SA and QId funds, though since December
1994, many NT residents have insured with the new NT funds.

(¢) NT data are collected separately from December 1994, but are included here as part of SA.

Sources: Private Health Insurance Administration Council; AIHW

Reinsurance arrangements .

Registered health benefits organisations are required to share liability for members who
require long stays in hospital. The mechanism for sharing this liability is the Health
Benefits Reinsurance Trust Fund, which, until 1989, was_restricted' to the benefits
liability, from the basic hospital tables, for insured persons hospitalised for more than
35 days in a 12-month period. -

In 1989, the arrangements were extended to cover benefits liability from supplementary
tables and to include all hospital benefits liability (irrespective of the period of hospital-
isation) for persons aged 65 and over. The Commonwealth provided a. transitional
subsidy to cushion the effects of the changes on the funds. It also removed its subsidy to
the reinsurance pool.

In 1988-89, 92.6% of hospital benefits were paid from the ordinary account and only
7.4% from the reinsurance account (Table 4.11). With the 1989 changes, benefits paid
from the reinsurance account increased to 27.2% in 1989-90. Since then they have
increased to 34.2% in 1994-95. Of the benefits paid out of the reinsurance account, 88%
were for people aged 65 years and over (Private Health Insurance Administration
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Table 5.1: The labour force—employed civilians, health industry and major health occupations,
by sex, 1989 to 1995'” (000 persons)

1989 1990 1991 1892 1993 1994 1995
Employed civilians
Males 4,673.5 4,611.6 4,482.2 4,434.3 4,447 8 4,524.3 4,679.4
Females 3,150.8 3,243.6 3,223.2 3,234.2 3,262.2 3,361.2 3,537.8
Persons 7.724.3 7,855.2 7,705.4 7,668.5 7,710.0 7.885.5 B,217.2
Health industry
Males 127.2 131.0 135.9 135.3 127.4 131.8 1401
Females 408.9 415.6 435.7 423.5 432.6 426.6 444.0
Persons 536.0 546.6 5715 558.8 560.1 558.5 584.1

Major health occupations

Diagnosis and treatment

Males 55.6 50.8 56.8 53.1 54.0 57.9 63.2
Females 36.6 Krard 40.3 43.0 46.2 41.3 47.4
Persons 92.1 88.5 g7.2 96.1 100.1 99.2 110.6
Registered nurses

Mates 12.8 131 12.4 12.5 121 10.9 1.5
Females 136.6 140.2 1546 143.7 145.9 141.8 147.2
Parsons 149.3 153.3 167.0 = 156.2 158.0 152.6 158.8

(a) Average of February, May, August and November of each year to minimise the fluctuations arising from
the sampling methodology.

Source: ABS Catalogue No. 6203.0

Nursing

Nursing is the largest health profession. Nurses in Australia must have professional
registration as a registered nurse or as an enrolled nurse. Registered nurses, who
formerly had a four-year hospital-based course, now require a three-year university
degree course. Enrolled nurses may be nurses studying to become registered nurses or
may have completed a separate one-year course.

There were 79,786 practising registered nurses in 1976, or 43.6% of all health personnel.
In the decade to 1986 there was a 73.2% increase to 138,220 in the number of practising
registered nurses to 54.4% of all health personnel. This rapid growth was associated
with the move of nurse education from hospitals to tertiary education institutions.
Restructuring of the hospital labour force between 1986 and 1991 led to a decrease in
hospital employment with only minor growth (0.8%) to 139,380 in the number of regis-
tered nurses in 1991; this was a decline to 51.2% of all health personnel.

The nursing labour force in 1992-93 comprised 260,924 nurses with a professional regis-
tration. However, 30,696 (11.8%) of these nurses were not in the nurse labour force—
7,705 (3.0%) were employed elsewhere and not looking for nursing work, 4,869 (1.9%)
were overseas and 18,122 (6.9%} were not seeking work.

There were thus 230,228 nurses with a professional registration working in nursing or
seeking to do so. Of these, 18,880 (8.2%) were looking for work in nursing—of these,
52.7% were employed in other occupations and 47.3% were unemployed.
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Of the employed nurses, 78.2% were registered nurses and 21.8% were enrolled nurses.

Some features of the employed workforce were that 1.1% of its members were on leave
for three months or more, that 92.2% of employed nurses are clinicians, and that 69.5%
of nurses worked in the public sector and 30.5% worked in the private sector.

Most (61.1%) nurses worked in acute care hospitals (48.1% in the public sector; 13.0% in
the private sector), 12.3% worked in nursing homes (8.4% public sector; 3.9% private
sector) and 5.7% worked in day procedure centres (0.2% public sector; 5.5% private
sector). Many nurses worked part-time; 48.8% of female nurses and 18.6% of male
nurses worked 30 hours per week or less.

Medicine *

Doctor numbers grew by 89.5% from 20,480 to 38,800 between 1976 and 1991. In 1976,
medical practitioners were 11.2% of health personnel; this had increased to 14.2% by
1991. The number of medical practitioners per 100,000 population increased from 156 in
1976 to 230 in 1991.

The medical workforce has been predominantly male, but this is gradually changing.
Females constituted 24.7% of doctors in 1992-93, an increase from 13% at the 1971
census. Reflecting the former male preponderance, the proportion of females decreases
with age Wornen are also under—represented as specialists. The proportion of female

ot

Table 5.2: Health personnel by occupation, 1976, 1981, 1986 and 1991 censuses (per cent)

QOccupation . 1976 1981 1986 1991

Health diagnosis and treatment practitioners
Medical practitioners

General practitioners n.a. n.a. 9.4 9.3

Specialist practitionars ’ n.a. n.a. ' 3.5 4.9
Total medical practitioners 1.2 12.3 12.9 14.2
Dental practitioners 25 25 25 25
Pharmacists .. - 54 4.5 4.2 4.0
Physiotherapists 1.6 2.0 23 26
Radiographers : . 1.1 . 14 - 1.7 1.7
Occupational therapists . 1.0 1.2 . 1.1 1.3
Speech pathologists 0.3 0.5 : 05 0.6
Optometrists 05 0.6 0.6 0.7 -
Chiropractors and osteopaths 0.3 0.4 0.5 0.6
Podiatrists ‘ 0.4 0.4 0.4 0.4
Other practitioners 0.7 1.1 1.5 20
Total 25.1 26.9 28.2° 30.7
Nurses
Enrclled ~ - 313 246 139 14.6
Registered : - 436 48.5 54.4 51.2
Dental n.a. n.a. .- 35 35
Total 74.9 73.1 718 69.3
Total health occupations - - 1000 100.0 " 1000 100.0

Source: ABS Catalogue No. 4346.0
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medical practitioners will continue to increase as, in 1995, 46.7% of Australian medical
students were female.

The distribution of doctors does not match need. Oversupply exists, particularly of
general practitioners in the capital cities, but there are shortages in some rural and
remote areas. In 1994, capital cities and major urban centres had 120.4 general practi-
tioners per 100,000 population, and rural and remote areas had 80.2.

Specialist doctors are mainly located in the capital cities and large urban centres where
major hospital facilities are available. Shortages have been identified in some
specialties. In February 1996, the Australian Health Ministers’ Advisory Council
accepted the advice of the Australian Medical Workforce Advisory Committee
concerning undersupply of anaesthetists, orthopaedic surgeons, urologists, and
ophthalmologists. A recent study estimated that there are shortages of 62 surgeons in
New South Wales and 39 in Tasmania with the other States having no significant
shortages. The non-surgical specialist workforce appears to have an oversupply
estimated at 110 specialists in New South Wales and shortages of 265 in Queensland, 37
in Western Australia and 63 in Tasmania (AMWAC & ATHW 1996).

Not all of Australia’s registered doctors are active; 0.9% were looking for work in
medicine and 5.5% were not practising medicine or seeking to do so. Some 6.3% of
registered medical practitioners were employed overseas.

In 1992-93, 39,942 (92.2%) medical practitioners employed in medicine were working as
clinicians (engaged in diagnosis, care and treatment of patients, Table 5.3), and 3,130
(7.8%) were administrators, educators, researchers and public and occupational health
practitioners. Of the clinicians, 46.3% were primarily working as general practitioners,
35.0% were working as specialists, 6.6% were specialists in training and 12.1% were
hospital non-specialists.

General practitioners worked an average of 45.7 hours per week, compared with 50.9
hours for specialists and 51.4 hours for hospital non-specialists. Male doctors worked
an average of 51.2 hours per week, compared with 37.2 hours for females. Some 60.4%
of working medical practitioners were primarily in private practice.

Although most doctors consult only in English, 16.7% of working medical practitioners
at times used a language other than English in patient encounters. The main languages
used were Chinese, French and German.

Dentistry

Dentists have maintained their proportion of the health occupations at 2.5% from 1976
to 1991. As has occurred for doctors, there has been a substantial increase in the
percentage of dentists who are female. In 1966, only 5.4% were female, whereas in 1992
this had risen to 16.5% (ATHW Dental Statistics and Research Unit 1994). The increase
will continue, because an even higher proportion, 88 of 236 (37.3%) in 1994, of recent
dental graduates from Australian universities are female.

The population pyramid for practising dentists in 1992 (Figure 5.1) shows the age distri-
bution of male and female dentists in Australia. There are few practising female dentists
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Table 5.3: Medical practitioners and nurses, by type and age group, 1992-93

Age group
. Less ' . - 65 and %
Type than 25 25-35 3544 45-59 '60-64 over Total female
Medical practitioner clinicians® ' ' ) :
General/primary care 10 3,360 6,736 5,337 1,154 1,881 - 18,488 29.6
Non-specialist . )
salaried hospital 327 3,434 758 223 35 44 4,821 365
Specialist 5 854 4,548 6,069 1,142 1,382 14,000 13.6
Specialist-in-training 6 2,032 539 56 - - , 2633 29.8
Total 348 9,680 12,581 - 11,685 2,331 3,317. 39,942 24.7
% female 427 37.6 28.1 | 16.2 13.9 a5 24.7
"Nurses ' )
Registered nurses®™ 11,065 47,952 56,387 41,969 4,055 = 163,408 92,6
Enrolled nurses'® 2,400 12,049 -12,579 6,700 462 - 45519 93.6
Total 13,465 60,001 68,966 48,669 4517 b 208,927 928
% femmale 832 G222 91.6 94.9 8936 e 828

{a) Aclinician is a person mainly involved in the area of clinical practics, i: a. diagnosis, care and treatment,
including recommended preventative action, of patients. Clinical practice may involve direct client contact
or may be practised indirectly through individual case material (as in radiclogy and laboratory medicine).

{b) Age data not available for NT. NT is included in the total. '

{c) Included in the 60—64 age group. )

(d) Age data not available for NSW and NT. NSW and NT are included in the total.

Source: AIHW

aged 40 years and over and very few aged 55 and over. Even at 25-29 years, two-thirds
of practising dentists are male. -

The great majority of dentists (79.6%) are in general practice with 9.7% in specialist
practice. Only 5.6% of female dentists are in specialist practice, compared with 10.5% of
male dentists; although this difference at least partly reﬂects the differing age distribu-
tions of male and female dentists. :

Nearly half (48.2%) of practising dentists work 40" or more hours per ‘week, with 30.7%
working 30-39 hours per week. Over half (57.2%) of male dentists but only 30.5% of
female dentists work 40 or more hours per week.

Over three-quarters (77.4%) of practising dentists are in private practice. A greater
percentage of female than male dentists (29.5% compared with 14. 5%) report that they
work in the public sector.

Other professions ]

From 1976 to 1991 the proportion of health professionals who were pharmacists
declined from 5.4% to 4.0%. The occupations which have shown growth as a proportion
of health practitioners include physiotherapists (from 1.6% to 2.6%), chiropractors and
osteopaths (0.3% to 0.6%), optometrists (0.5% to 0.7%) and other practitioners including
dietitians, orthotists, acupuncturists, herbalists, homoeopaths, naturopaths and
prosthetists (0.7% to 2.0%). - ‘

]
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Age group

65+

60-64
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45-49
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Source: AIHW Dental Statistics and Research Unit 1994
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The average time spent in acute hospitals by admitted patients has declined. It has
always been shorter in private hospitals (4.1 days in 1993-94} than in public hospitals
(4.8 days).

The reductions in length of stay are attributable to many factors including: fewer
patients who need only nursing home care being cared for in acute hospitals; better
anaesthetics and antibiotics; and the use of less invasive surgical techniques. The
increasing use of same-day treatments, both those which have long been performed on
a same-day basis and those which until recently have required two or three days in
hospital, has influenced the decline in length of stay. The continued development and
increasing application of these techniques is likely to extend the decline in length of
stay (Hirsch & Hailey 1992).

The differences between public and private hospitals at least partly reflect their
different roles and casemix. For example, private hospitals perform more surgery. In
New South Wales in 1988-89, 64% of private hospital patients underwent surgery,
compared with 38% of public hospital patients. Of the patients having surgery, 12% of
private hospital patients had surgery on the ear, nose, throat or eye, which generally
involve short hospital stays, compared with 5% of public hospital patients. In contrast,
only 6% of surgical patients in private hospitals underwent operations involving the
circulatory or respiratory systems, many of which are major surgery and involve
relatively long hospital stays, compared with 16% in public hospitals.

Table 5.8: Selected hospital statistics for reporting OECD countries, 1993

Average length Admissions Acute beds
Country of stay (days) per 1,000 population per 1,000 population
Australia® 4.9 246 4.3
Auslria P22 233 5.4
Belgium na na 4.8
Denmark 6.3 210 41
Finland 11.0 237 )4 6
France na na 5.0
Germany na na 7.2
Greece na na i3 g
Ireland 6.3 135 3.2
Italy ®i10.2 na b5 5
Mexico 35 blg,0 na
Netherlands ®+0.3 na 4.1
New Zealand 7.7 175 na
Norway ©7.0 145 3.5
Portugal 7.8 8784 3.6
Sweden na na 3.4
Switzerland 1.8 na B2
Turkey big.9 na 1.9
United Kingdom 7.6 ®1200.3 2.1
United States 6.0 122 1 )35

(a} Data for Australia refer to financial year 1992-93.
{b) 1992 data.

Sources: QECD 1995; AIHW preliminary data
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The use of acute hospitals is also measured by the number of bed-days used by
admitted patients. The total number of bed-days has changed little, with a fall of less
than 1% from 21,657,000 to 21,462,000 between 1985-86 and 1993-94. This has been
achieved despite an increasing and increasingly aged population.

Table 5.9 shows the use of hospitals measured by occupied bed-days .per 1,000
population and highlights the relationships among admissions, length of stay and bed-
days. The sustained reductions in length of hospital stay are reflected in the number of
bed-days per 1,000 population in acute hospitals. Between 1985-86 and 1993-94, the
number of bed-days per 1,000 population fell from 1,390 to 1,209. During this period,
private hospital bed-days declined from 301 per 1,000 population in 1985-86 to 276 per
1,000 in 1987-88 then increased to 291 in 1993-94. This contrasted with a fall in the use
of public acute hospitals, as measured by number of bed-days per 1,000 population.

Table 5.9: Use of acute hospitals,'” 1955-86 to 1993-94

Use/Acute hospital type 198586 1987-88  1989-90  1991-92  1992-93 1993-94
Admissions™ :

Public ('000) 2,466 2,622 2,790 3,025 3,118 3,387
Public (per 1,000 population) 157 160 165 . 174 177 191
Pr_ivale ('000) 872 878 1,018 1,157 1,202 1,251
Private (per 1,000 population) 55 54 60 65 68 70
Total {'000) 3,338 3,500 3,808 4,182 4,321 4,638
Total {per 1,000 population) 212 214 225 240 246 261
Average length of stay (days)

Public ' {3.9 65 6.0 53 5.2 4.8
Private 5.5 5.2 46 4.2 42 T 41
Total . 6.5 6.2 5.6 50 4.9 T 4.6
Bed-days ; ' ) o
Fublic {'000) 16,891 17,098 16,669 16,122 16,212 16,289
Public {per 1,000 populatlon) 1,089 1,043 983 - 926 922 . 918
Private (000) 4,766 4,532 4,731 4,891 5,006 5,172
Private (per 1,000 population) 301 276 279 281 285 291
Total {'000) 21,657 21,630 21,400 21,013 21,218 21,462
Total {per 1,000 population) 1,390 1,319 1,262 1,207 1,207 1.209
Occupancy (per cent)

Public - . 72 73 75 79 87 80
Private 62 58 60 - 64 66 67 .
Total ' 69 69 71 74 81 77
Non-admitted patient services

Public (000) . 37,666 43,711 38,209 30,676 33,093 30,562
Public (per 1,000 population) .- 2,381 2,666 2,253, 1,761 1,882 . 1,722

{a} Public hospitals inctude Department of Veterans' Affairs General and Auxiliary hospitals. Private hospitals -
include private psychiatric hospitals and exclude freestanding day hospital facilities,

(b} The number of separations was taken as the number of admissions.

(c) Number of services was eslimated as the number of treatments plus three times the number of wsnts for
198586, 1987-88 and 198990, but as reported tor 1991-92, 1992-93 and 199394,

Sources: Mathers & Harvey 1988; Gillett et al. 1991; Gillett & Solon 1992; Cooper-Stanbury et al. 1994;
AlHW preliminary data; ABS 1995a
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Since 1991-92 there has been little change in the number of bed-days per 1,000
population in acute hospitals.

Between 1985-86 and 1993-94, occupancy rates for acute hospitals increased, from 69%
to 77%. This result was the combination of an increase in occupancy rate from 72% to
80% in the public sector, and a slightly lesser increase from 62% to 67% in the private
sector, where occupancy rates have recovered from a low of 58% in 1987-88.

Population growth, shorter lengths of stay including a greater use of same-day admis-
sions, and admission rates have all influenced demand for beds, and the desire for
occupancy levels to be high has itself been a factor influencing bed supply.

Trends in admission rates have been different for public and private hospitals. From
1985-86 to 1993-94, admissions in the public sector increased by 2.5% per year from 157
to 191 per 1,000 population. In the private sector this increase was somewhat larger,
3.1% per year, from 55 to 70 admissions per 1,000 population (Table 5.9). The increase in
admission rates had more effect on occupancy levels in private hospitals.

Same-day surgery

The trend over recent years to same-day treatment of hospital patients reflects changing
medical practice and pressure for increasing productivity. Improved quality of care may
be achieved with same-day surgery through lower infection and embolism rates. For
many diagnostic procedures, and some surgical procedures, most patients now receive
same-day care. The trend has been encouraged through incentives under the Medicare
Agreements for public hospitals to treat suitable surgical patients on a same-day basis.
The availability of private health insurance benefits for designated procedures
performed in hospital on same-day patients has also had a major influence.

The proportion of same-day patients in public acute hospitals increased from 20% in
1987-88 to over 31% in 1992-93. In 1992-93, nearly 39% of admissions to private
hospitals were same-day patients, In the private sector, much of the increase in same-
day activity took place in freestanding same-day hospitals. Tn 1989-90 there were 39
freestanding same-day hospitals (Gillett & Solon 1992), and in 1993-94 there were 111
(ABS 1995a), 30% of them dedicated to endoscopy. These freestanding same-day
hospitals had a total of 917 beds, some 4.3% of private hospital beds; these ‘beds’
included chairs and recliners, mainly for post-operative use. Same-day hospitals
accounted for 12.7% of all private hospital admissions.

Non-admitted patients

The data available on non-admitted patients treated in public hospitals have limited
reliability because they have not been collected in a consistent manner, either over time
or among States and Territories (Cooper-Stanbury et al. 1994).

In 1993-94 an estimated 30.5 million non-admitted patient occasions of service and
group sessions or 1,722 occasions of service per 1,000 population were provided by
Australia’s public acute hospitals. This represents a 0.2% decrease from the 30.7 million
occasions of service and group sessions, and a 1.1% decrease from the 1,761 occasions of
service per 1,000 population provided in 1991-92.
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Private hospitals, which generally do not offer non-admitted patient care, provided
another 903,000 occasions of service and group sessions in 1993-94. This represents a
6% increase on the 850,700 occasions of service provided in 1991-92.

Regional variations in acute hospital use

Classification of areas is different for public and for private hospitals, so comparisons
cannot be exact in all States. For public hospitals the capital cities and Newcastle,
Wollongong, Geelong and Launceston are classified as ‘metropolitan’; all other areas are
‘nmon-metropolitan’. The ABS survey of private hospitals classifies areas into ‘capital
cities” and ‘rest of State’, ‘

In 1993-94 there were 2.3 million admissions (184 per 1,000 population} to public acute
hospitals in metropolitan areas, and 1.1 million (206 per 1,000) in non-metropolitan
areas. Patients admitted to metropolitan public acute hospitals had a slightly shorter
length of stay of 48 days than patients in non-metropolitan hospitals (4.9 days)
(Table 5.10Q).

Metropolitan public acute hospitals provided 878 bed-days per 1,000 metropolitan
population in 1993-94. Non-metropolitan public hospitals provided 1,013 bed-days per
1,000 population. The bed-day use per 1,000 population was 13% higher for public
acute hospitals outside the metropolitan areas than in metropolitan areas. In 1991-92

Table 5.10: Regional variation in use of acute hospitals, 1993-94

Type of hospital

Region Public®! Private'® Total@
Admissions (per 1,000 population) :

Metropalitan 184 75 260
Non-maetrapolitan 206 59 265
AI! n_egions 191 70 261
Average length of stay {days) '

Metropolitan 4.8 4.2 4.6
Non-metropolitan 49 4.1 4.7
All regions 48 - 441 . 48
Bed-days (per 1,000 population}) - :
Metropolitan 878 314 1,192
Non-metropolitan 1,013 . 239 1,253
All regions 919 291 1,210

(a)  Public hospitals include Department of Veterans’ Affairs General and Auxiliary hospitals. Private hospitals
include private psychiatric hospitals and exclude freestanding day hospital facilities.

{b) For public hospitals, ‘metropolitan’ equates to ‘capital city’ plus the major regional centres of Newcastle,
Woallongong, Geelong and Launceston. ‘Non-metropolitan’ equates to ‘rest of State’. Rates were
calcutated using ‘metropolitan’ and ‘non-metropolitan population bases.

{c) For private hospitals, ‘metropolitan’ equates to ‘capital city’ and ‘non-metropolitan’ equates to ‘rest of

State'. Private hospitals include private psychiatric hospitals. Rates were calculated using ‘capital city’ and

'rest of State’ population bases.

Totals may be affected by rounding. Rates were calcutaled using 'metropolitan’ and non- metropolrtan

population bases.

Sources: AIHW preliminary data; ABS 1995a
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The most common hospital treatment category during 1993-94 was renal dialysis,
accounting for almost 230,000 admissions to public and private hospitals. Most of these
were same-day cases. If all same-day episodes are excluded, then the most common
category was for normal delivery, which alone accounted for over 5% of non-same-day
cases. This category does not include deliveries by caesarean section or complicated
deliveries.

The next most common AN-DRG was that for neonate (newborn) admission. In
1993-94, a baby born in hospital was not counted as an admission unless it received
treatment in its own right, was the second or subsequent baby of a multiple birth,
remained in hospita] without its mother, or remained in hospital with its mother after
day nine.

5.4 Waiting for elective surgery

A firm admission date is not always given when hospital admission for elective (non-
urgent) surgery is first requested. This is because hospitals cannot accurately predict the
resources required to treat emergencies. Consequently, hospitals often do not allocate
admission dates for elective surgery patients until available operating theatre times are
comparatively close.

Waiting times are used by hospital administrators as a management tool for planning
and resource allocation purposes, and by patients and doctors when making decisions
concerning referral for hospital care. Regional health services can use the information to
determine transfers of resources from areas of excess capacity to areas with insufficient
capacity. At national and State levels, the information is useful to monitor equity of
access to services in relation to such factors as patient accommodation status, location
and type of treatment or care. Health consumer advocacy groups and independent
researchers also find the data useful.

The size of a waiting list is the result of many factors, including the size of the hospital,
the number of people in the associated community and the health needs of that
community. It does not necessarily indicate the system’s ability to cope with the
demand for surgery. A more important consideration is the length of time patients
spend waiting. This can depend on many factors, including the clinical urgency of
treatment, the clinical urgency for others on the list and the specialty of treatment.

Until relatively recently, there were little available national data concerning waiting for
surgery in public hospitals. In March 1994, the Australian Institute of Health and
Welfare produced a report (Gillett & Mays 1994) on elective surgery waiting lists based
on data collected in the second half of 1993. The report highlighted varying practices of
States and Territories in the collection and reporting of waiting list data. Consequently,
it was not possible to use the data for planning, performance monitoring and policy
purposes at a national level.

National surveys aiming to collect nationally consistent information relating to as many
public hospital waiting lists as possible have since been conducted for 1994 (Mays 1995)
and 1995 (Moon 1996).
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Waiting times in 1995
Two types of information were collected in the survey:

* during a six-month period, about patients added to and removed from waiting lists
(including those admitted for elective surgery and those removed from the list for
other reasons)

* on a census date, about patients waiting to be admitted for elective surgery.

Patients were classified into two groups based on the clinical urgency of the awaited
procedure:

* Category 1: admission desirable within 30 days; 30% of patients admitted during the
survey period were classified into this category

* Category 2: all other patients, with no desirable time set for admission.

Although much effort has been expended to make the data from each State and
Territory comparable, some areas for improvement remain. These include improve-
ments in comparability of the urgency categorisation and of the scope of the data.

Performance measures

As length of time spent on the waiting lists indicates system performance, the following
measures relating to waiting times were made:

* clearance time: the theoretical time it would take to clear the waiting list of all
patients waiting on the census date, if the clearance rate remained constant and
patients could be treated at any hospital —

* proportion of Category 1 patients waiting over 30 days for admission
. ﬁrpporﬁon of Category 2 patients waiting over 12 months for admission.

The clearance time for Category 1 patients was estimated to be 0.6 months (Table 5.14).
During the survey period, 11% of Category 1 patients admitted for elective surgery had
waited over 30 days for admission. On the census date 27% of Category 1 patients on
the waiting lists had been waiting over 30 days for admission.

For Category 2 patients, the estimated clearance time is 3.5 months (Table 5.15). For
these patients, there is considerable variation in the estimates of clearance time for the
different specialties, ranging from 1.5 months for cardiothoracic surgery to 5.2 months
tor orthopaedm surgery. During the survey period, 4% of Category 2 patients admitted
had been waiting for over 12 months before admission. On the census date, 11% of
Category 2 patients on waiting lists had already waited over 12 months for admission.

Other issues

Under the 1993-98 Medicare Agreements, access to public hospital services is to be
based on clinical need. Using the urgency categories as a guide to clinical need, the 1995
survey showed that for all the categories reported, the clearance times for Category 1
patients were lower than for all patients. This suggests that admission from waiting lists
is influenced by clinical need.
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Table 5.14: Performance measures for Category 1 elective surgery patients, public hospitals,
1995

Patients admitted Patients waiting over

Clearance time after waiting over 30 days at
Specialty {months)®) 30 days (%) census date (%)®)
Cardiothoracic surgery 0.5 11 14
Ear, nose and throat surgery 0.7 13 33
General surgery 0.5 9 22
Gynaecology 0.6 " 22
Neurosurgery 0.4 6 11
Ophthalmology 0.5 12 26
Orthopaedic surgary ) 0.8 15 42
Plastic surgary 0.8 13 38
Urology 0.8 14 27
Vascular surgery 0.5 9 20
GCther 0.2 2 15
All patients 0.6 1" 27

{a) Excludes Queensland data.

(b) Calculation for each specialty is: (Category 1 patients on waiting list at census date)/(Category 1 patients
cleared, i.e. admitted or removed per month during the survey period).

(¢} Caleulation for each specialty is: [{Category 1 patients admitted during survey period after waiting >30
days)/(all Category 1 patients admitted during survey period)] x 100.

(d)y Caleulation for each specialty is: [(Category 1 patients waiting >30 days at census date)/(all Category 1
patients on waiting list at census date)] x 100.

Source: Moon 1996

Also under the Medicare Agreements, priority for receiving hospital services should not
be determined by intended status as a public or private patient. It is difficult to assess
whether there is any systematic difference between the priority given to public patients
compared with other patients because the survey data do not permit allowance for
severity of illness, age, treatment required and other factors.

A comparison without allowance for these factors of 1995 survey data showed that an
individual admitted as a public Category 1 patient was 1.4 times more likely to have
waited over 30 days for admission than a patient in the ‘other” category, which mostly
consisted of private patients (Moon 1996). For Category 2 patients, the difference was
greater, with public patients being 11 times more likely to have waited over 12 months
for admission. Without allowance for factors affecting urgency, it is not possible to draw
any conclusions from these findings.

With continued data quality improvement, particularly in relation to the categorisation
of patients on the basis of clinical need, more knowledge will be gained on the equity of
access to hospital services. In addition, with annual assessments of waiting times,
questions such as whether they are increasing or decreasing can be answered.
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Table 5.15: Performance measures for Category 2 elective surgery patients, public hespitals,
1995%

] Patients admitted  Patients waiting over
Clearance time ' after walting over 12 12 months at census

Speclalty (months)® months (%) date (%))
Cardiothoracic surgery 1.5 ) 1 3
Ear, nose and throat surgery . 47 6 16
General surgery 3.0 3 10
Gynaecology 2.2 2 5
Neurosurgery 1.9 1 8
Ophthalmology \ 4.2 3 5
Orthopaedic surgery 5.2 8 "
Plastic surgery 5.0 10 23
Urology 3.7 4 15
Vascular surgery 3.9 4 22
Other 1.4 1 7
All patients : 35 4 1A

(a) Excludes Queensland data.

{b) Calculation for each specialty is: (patients on waiting list at census date)/(patients cleared, i.e. admitted or
removed per month during the survey period).

{c) Calculation for each specialty is: [(patients admitted during survey period after waiting >12 months)f(all
patients admitted during survey period)] x 100.

{d) Calcutation for each specialty is: [(patients waiting >12 months at census date)/(all patients on waiting Irst
at census date)] x 100,

Source: Moon 1996 '

5.5 Care of the aged

Residential services

For the last decade, while the number of aged Australians has been increasing rapidly,
Australia has been substantially reforming its residential aged care services, reducing
the supply of nursing home care and expanding the lower dependency hostel sector.
These changes have occurred in a context of increasing outlays on community-based,
rather than residential, services for the frail and disabled aged (ATHW 1995).

Under the Aged Care Reform Strategy, the planned level of provision is 40 nursing
home beds per 1,000 persons aged 70 and over, and 50 hostel places, to be available by
the year 2011 (earlier strategies had provided for up to 60 hostel places per 1,000). These
residential care places are to be supplemented by the availability of 10 community aged
care packages per 1,000 persons aged 70 and over (Department of Human Services and
Health 1995b). The community aged care packages provide an intensive form of
community-based support, and are intended as a viable alternative for persons who
might otherwise require residential care.

Implementation of the strategy has led to changes in the supply of residential care,
based on both absolute numbers and provision ratios. In absolute numbers, the supply
increased by 2,754 nursing home beds, and by 22,219 hostel places from 1985 to 1994,
and 2,381 community aged care packages were established (Table 5.16).
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In 1985, before the implementation of the reforms, there were 67 nursing home beds
and 32 hostel places per 1,000 persons aged 70 and over. By 1994, there were 52 nursing
home beds and 40 hostel places per 1,000 persons aged 70 and over. The period was
thus characterised by a substantial reduction in nursing home bed supply ratios, and an
increase in hostel place supply ratios. The net effect was a loss of 7 residential care
places per 1,000 persons aged 70 and over, partially offset by the establishment of 2
community aged care packages per 1,000 persons aged 70 and over.

Table 5.16 also reveals decreased variability of residential care supply, particularly if the
Northern Territory, with its relatively large Aboriginal population which has a different
usage of residential services, is excluded from the comparison. In 1985, nursing home

Table 5.16: Residential care places, by State/Territory and type of facility, 30 June 1985 and
30 June 1994

Ratio of beds/places per 1,000

Number of beds/places population aged 70+
State/Territory 1985 1994 1985 1994
Nursing home beds
New South Wales 28,332 29,189 73.8 57.8
Victoria 15,296 17,101 527 46.8
Queensland 11,538 12,230 68.0 50.8
Wastarn Australia 6,245 6,082 72.3 52.2
South Australia 7,298 6,812 70.5 50.3
Tasmania 2312 2,094 73.9 825
Australian Capital Territory 357 557 51.2 41.9
Northern Territory a5 192 525 65.5
Australia 71,503 74,257 66.6 52.3
Hostel places
New South Wales 11,158 18,409 291 36.5
Victoria 7,998 13,861 27.5 37.89
Queensland 6,985 11,534 41.2 47.8
Wastern Australia 3,282 5,192 38.0 44.6
South Australia 4,523 6,030 43.7 445
Tasmania 640 1,347 205 338
Australian Capita! Territory 252 603 32.5 454
Northern Tarritory 47 128 26.0 43.9
Australia 34,885 57,104 325 40.2
Community aged care packages
New South Wales - 844 - 1.7
Victoria - 535 - 1.5
Queensland - 410 - 1.7
Wastern Australia - 197 - 1.7
South Australia - 285 - 21
Tasmania - 61 - 1.5
Australian Capital Territory - 20 - 1.5
Northern Territory - 29 - 9.9
Australia - 2,381 - 1.7

Source; AIHW 1995
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bed provision ranged from 51 in the Australian Capital Territory to 74 beds per 1,000
persons aged 70 and over in Tasmania. By 1994 the range was from 42 in the Australian
Capital Territory to 58 in New South Wales.

For hostels, the number of available places per 1,000 persons 70 and over in 1985 ranged
from 21 in Tasmania to 44 in South Australia; in 1994 the range was from 34 in Tasmania
to 48 in Queensland. For nursing home care in 1994, New South Wales could be charac-
terised as a high provider (58 beds per 1,000), Tasmania, Western Australia, Queensland
and South Australia as medium providers (53 to 50 beds per 1,000), and Victoria and the
Australian Capital Territory as low-level providers (47 to 42 beds per 1,000). In terms of
total residential care, the high-level providers in 1994 were Queensland, Western
Australia, South Australia and New South Wales (98 to 94 places per 1,000}, and the
Australian Capital Territory, Tasmania and Victoria were low-level providers (87 to 84
places per 1,000).

Occupancy rates

Since 1989-90, the national occupancy rates for nursing homes have been stable
remaining between 97% and 98% (Table 5.17). Although data for hostels are available
only from 1991-92, occupancy rates again appear relatively stable between 92% and
94%. There is some State variation, but disparities are quite small. Moreover, low levels
of provision do not necessarily imply high occupancy rates. For example, Victoria and
the Australian Capital Terntory have the lowest levels of nursing home provision;
nursing home occupancy rates are very high in the Australian Capital Territory, but
lower than average in Victoria.

Table 5.17: Occupancy rates for nursing homes and hostels,' by State and Territory,
1989-90 to 199394

NSW Vic Qld WA SA Tas ACT NT Australia

Occupancy rates for nursing homes (per cent) o .

1989-90 97.3 97.4 98.2 94.7 98.2 96.7 100.0 95.8 97.4
1990-91 - 978 .97.2 98.3 96.1 97.5 95.5 991 - 98.9 . 975
1991-92 98.2 97.8 98.9 96.2 96.3 g97.1 99.7 99.6 97.9
12392-—93 - . 981 96.8 99.2 95.9 95.5 98.3 100.0 99.5 97.6
1993-94 97.9 . 96.3 98.3 895.8 96.0 88.8  100.0 98.8 97.3
Occupancy rates for hostels (per cent)® - )
1991-92 920 = 9286 95.6 g2.4 g4.2 92.8 80.7 88.9 93.2
1992-93 891.7 90.8 94.5 92.3 91.6 919 ' 878 84.2 92.0
1993-94 g2.9 93.4 853 941 91.3 96.1 808 88.3 93.5

{a) Based on whole-year occupancy.
(b) Hostel data not available before 1991,

Source: AIHW 1895

Admissions and turnover .

The number of admissions, excluding transfers, to nursing homes per year increased
from 1989-90 to 1993-94, partly. as a consequence of thie increase in number of beds
(Table 5.18). The ratio of admissions to total number of beds (commonly referred to_as
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turnover) measures the number of people accessing available beds. It increased from
0.54 in 1989-90 to 0.58 in 1993-94.

More detailed scrutiny of the data reveals that this modest increase in turnover is part
of a substantial shift in patterns of nursing home usage. Readmissions and respite
admissions together accounted for 17% of total admissions in 1989-90, but 29% by
1993-94. The growth is largely accounted for by increases in respite care admissions,
that is, movement between community care and the nursing home and back again. °
Respite care is a valuable support service for those caring for frail elderly people in the
community and has been encouraged by government in a variety of ways. Readmis-
sions, which have increased marginally, are likely to represent movement from both the
acute hospital and community care sectors.

If turnover is examined in relation to permanent (i.e. non-respite) admissions, there is
no increase in rates of bed usage since 1989-90; in fact, there is a small decrease.

For hostels, turnover increased slightly from 1991-92 to 1993-94 (Table 5.18). So, too,
have the proportions of readmissions and respite admissions. When only permanent
(non-respite) admissions are considered, the turnover rate has remained essentially
constant.

Table 5.18: Admissions and turnover in nursing homes and hostels, 198990 to 1993-94

1989-90 1990-91 1991-92 1992-93 1993-94

Nursing homes

Number of admissions 39177 37,740 40,065 41,481 42,774
Turnover {admissions/no. of beds) 0.54 0.52 0.54 0.56 0.58
Readmissions/admissions (%) 12.8 131 136 14.7 14.3
Respite admissionsfadmissions (%) 43 54 8.3 10.5 14,7
Non-respite admissions per bed 0.52 0.49 0.50 0.50 0.49
Hostels!®

Number of admissions 27,438 30,436 32,781
Turnover (admissions/no. of places) 0.56 0.58 0.58
Readmissions/admissions (%) 16.8 17.8 196
Respite admissions/admissions (%} 51.0 52.1 545
Non-respite admissions per bed 0.27 0.28 0.27

{a} Hostel data not available before 1991.
Source: AIHW 1995

Accessibility and gross utilisation

Accessibility is defined as the number of admissions per 1,000 persons aged 70 and
over. For nursing homes, it was relatively steady from 1989-90 to 1993-94, ranging
between 30 and 33 admissions per 1,000 persons aged 70 and over (Table 5.19). An
increasing proportion was admitted for respite care. In terms of permanent (non-
respite) care, accessibility declined during the period, from 31 to 26 admissions per
1,000 persons aged 70 and over.
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Gross utilisation refers to all persons who were resident in the nursing home at any

time during the year in question, rather than the number of people who were resident

at any one time. It is the sum of the number of residents at the start of a financial year

and the number of admissions in the financial year. It indicates changes in the number

of persons gaining access to nursing home care, particularly if it is hypothesised that

the number of short—stay usages is increasing, so that more people are usmg the
available beds.

Gross utilisation has increased, with 108,847 people using nursing home care in 1989-90
and 115,064 in 1993-94. When the increasing numbers of aged people are taken into
account, however, there has been a decline in the gross utilisation rate for nursing home
care, from 90 per 1,000 aged 70 and over in 1989-90, to 82 in 1993-94.

For hostels, accessibility has increased since 1991-92 (Table 5.19). This increase is
accounted for by respite care admissions, with accessibility to permanent care being
essentially stable. In terms of gross utilisation, the total number of persons accommo-
dated and the gross utilisation rate per 1,000 persons aged 70.and over have both
increased. This latter increase is larger than the comparable decrease in the gross utili-
sation rate for nursing homes, giving a net increase in the total propornon of the aged
population accommodated in residential care in recent years. As already noted, this
increase is an increase in persons admitted for respite care.

Table 5.19: Accessibility'® and gross utilisation per 1 [000 persons aged 70 and over, ® nursing
homes and hostels, 1989-90to 1993-94

1989-90 1990-91 1991-92 1992-93 1993-94

Nursing homes

Accessibility L 32.3 30.1 307 30.7 306
Respite care accessibility 1.4 1.6 25 32 4.5
Non-respite care accessibility 309 28.4 28.2 27.5 26.1
Gross utilisation rate 89.7 86.5 855 84.0 824
Hostels'® ‘ _

Accessibility 21.0 225 23.5
Respite care accessibility - . . 107 11.8 12.8
Non-respite care accessibility ’ : 10.3 10.8 -10.7
Gross utilisation rate : 54.7 571 58.4

(a} Accessibility is defined as the number of admissions per 1,000 persons aged 70 and over.
(b} Average population in a financial year is used for calculating the accessibility and utilisation rates.
{c) Hostel data not available before 1891.

Source: AIHW 1995

Care in the home

Only a small proportion of the care given to older people and people with a disability is
provided in institutions. The 1993 ABS Survey of Disability, Ageing and Carers shows
that only 17% of people with a severe or profound handicap who needed assistance or
supervision with personal daily activities lived in institutions (Table520). The
overwhelming majority lived in households. Even at 80 years and over, 58% of the
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of indicators to cover the continuum of hospital and non-hospital components of care,
and investigation of options for international networks.
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In formulating the Plan, the Australian Institute of Health and Welfare consulted
widely. This process culminated in November 1994 with a National Health Information
Forum to identify health information issues requiring national action.

The Plan identified eight directions as the highest priority health information issues that
were important to the health of Australians and required national action:

* work with Aboriginal and Torres Strait Islander peoples to develop a plan to improve
all aspects of information about their health and health services;

* develop a national health and welfare information model;

* in consultation with health service consumers and providers, undertake a compre-
hensive examination of the feasibility and usefulness of potential approaches to
developing and enhancing the ability to link health records, and identify the linkages
that will result in the greatest community benefit;

* develop a plan to improve health outcomes information by developing clinically
specific measures of health outcomes for major health problems and enhancing the
usefulness of clinical information systems for measuring the effectiveness and
outcomes of interventions;

* develop and collect standardised information on the incidence, prevalence, conse-
quences and outcomes of care of severe mental illness;

* develop ongoing surveillance of potentially modifiable, major disease risk factors,
including biological measurements where necessary, ensuring adequate coverage of
small, priority populations;

* develop and collect standardised information on primary and other non-institutional
health care encounter data; and

* undertake a systematic review of current major health data collections and make
recommendations regarding rationalisation and improvements in the cost-effec-
tiveness of collections.

Significant progress had been made in the first six of these directions by early 1996.

6.1.5 The National Health Information Model

The National Health Information Model is a new initiative in national health infor-
mation management. It is part of the development of national standards for health
information, and provides a high-level framework and a technique for future infor-
mation development and management. The first version of the National Health
Information Model was developed in 1995 (AITHW 1995b).

The development of the Model addresses one of the highest priority areas of the
National Health Information Development Plan: ‘A well-developed and widely
accepted national health and welfare information model will provide the framework for
all other developments in health information. It will also provide a framework for the
paralle] development of information on other community services, maximising its
compatibility with health services information. It will be vital to the development of
information to support the proposed major reforms in the financing and delivery of
health and community services in Australia.’
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(person events, i.e.
birth, life, death,
health and welfare
service events, legal
status events,
community events,
environmental
events etc.)

State of wellbeing

{physical, mental, functional,

social, econcmic, cultural,
spiritual) .

T

>O—— Optional, 0, 1 or more than 1
—+—— Mandatory, 1 and only 1
>*—— Mandatory, 1 or more than 1

Figure 6.1: Simplified topography of the National Health Information Model, version 1,
highlighting the major entities in the model

The National Health Information Model has been developed using a ‘top-down’
methed, allowing the Model to reflect how health information could and e,hould be
structured, rather than to rcﬂect how it currently is structured. '

The Model is a person-centred framework, including persons as individuals, and as

members of families, groups and communities. It:

* includes a person’s or group's state of wellbeing;

* depicts events which may influence a state of wellbeing;

* includes health and welfare events and services, the resources they use, and the

policy and planning elements which affect them;

* has a time element, allowing the representation of situations and events occurring

over time; and

* includes classification systems for each of the major parts of the Model.
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The Model does not attempt to provide details of what is currently occurring in each of
the areas it covers, but it does provide a framework and language for these details to be
discussed and documented. It also indicates areas where further work should be carried
out. With increasing emphasis being placed on national standards and nationally
agreed data items for health, the National Health Information Model provides for this
work to proceed within a standardised environment.

Aims of the Model
The National Health Information Model aims to provide:

* a framework for the organisation of information, the development of data, and the
design of new information systems;

* a framework for the stable and consistent storage and expression of data;

* a means of identifying gaps and deficiencies in current information holdings, systems
and strategies; and
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* a vehicle for coordinating investment in information management and system
strategies.

Development of the Model

The first version of the National Health Information Model was prepared by a collabo-
rative eff_ort, comprising team members and funding from the Australian Institute of
Health and Welfare, the Commonwealth Department of Human Services and Health,
the New South Wales Health Department, and Health and Community Services
Victoria, and the input and ideas from a series of workshops from March to June 1995.
Participants in the workshops were nominated and selected for their broad experience;
they ranged from health professionals and practitioners, administrators and managers
through to consumer representatives.

International work of a similar nature was valuable in development of the National
Health Information Model.

6.1.6 The Model, the Dictionary, and the future

The advent of the National Health Information Agreement has brought new strategies
for developing and managing national health information. Within this Agreement, the
scope of the National Health Data Dictlonary has expanded beyond its initial institu-
tional care focus to encompass all national. health data definitions. In doing so, the
chtu)nary needs a framework to accommodate the information needs of the full range
of health sectors, service providers and users, and which can anticipate directions and
accommodate developments in information technology and systems development.

The National Health Information Model provides the conceptual basis for the National
Health Data Dictionary. The Model provides the framework, and the Dictionary
provides the detailed definitions. The merging of the current Dictionary structure with
the National Health Information Model into a single publication will provide a single
reference point for national health information management. .

Use of the National Health Information Model is now an important part of the process
for developing new data items for the National Health Data Dictionary. However, the
Model has uses beyond the Dictionary, and will be an important component of the
national health information infrastructure.

6.2 Achievements in health statistics

This section reports on some major achievements in health statistics in the last two
years. '

6.2.1 Health statistics relating to Aboriginal and Torres Stralt
Islander people

A major initiative -
Aboriginal and Torres Strait Islander health has long been an important concern of
Australia’s health authorities, with a consequent demand for high-quality and timely

health statistics. Over the past two years, even greater attention has focused on
Aboriginal health, and the 1994 National Health Information Forum placed Aboriginal
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and Torres Strait Islander health information and related issues as the highest national
health information priority. It proposed work

.. with Aboriginal and Torres Strait Islander peoples to develop a plan to improve all
aspects of information about their health and health services, including: information on
health status, risk factors for disease, social, cultural, physical, chemical and biological
environment and the availability, accessibility and use of public and personal health serv-
ices ... (AIHW & AHMAC 1995)

In early 1995 the Australian Institute of Health and Welfare published an important
information paper on the current national status of Aboriginal and Torres Strait Islander
health (Bhatia & Anderson 1995). The information in it had formed the basis of the
Institute’s submission to the National Aboriginal Health Strategy Evaluation which
reported in late 1994. Following this evaluation, which highlighted the need for good-
quality information, the Institute’s submission for increased funding for Aboriginal and
Torres Strait Islander health information was accepted by the Joint Planning Committee
for Aboriginal and Torres Strait Islander Health.

With the additional funds, the Institute and the Australian Bureau of Statistics (ABS)
established a unit within the ABS National Centre for Aboriginal and Torres Strait
Islander Statistics in Darwin. This unit’s work program will include major biennial
reports on the state of Aboriginal and Torres Strait Islander health, reviews of the
methodologies for collecting health data for this population group and assessments of
the quality of the resulting health statistics. Strategies and initiatives for improving the
quality and completeness of these statistics will also be developed.

Other recent achievements

In 1996, for the first time, all Australian States and Territories will be collecting
Aboriginal and Torres Strait Islander vital statistics. The need to improve completeness
of identification of Aboriginal and Torres Strait Islander peoples in these collections is
discussed in Section 6.3.

Some findings from the 1994 National Aboriginal and Torres Strait Islander Survey have
been reported in Section 1.5.1. The survey has additional data on self-perceived health
status, and data on access to and use of services. Analysis and reporting on the wide
range of data collected is under way.

The 1995-96 National Health Survey has an enhanced sample of Aboriginal and Torres
Strait Islander people. Evaluation of this enhancement will assist in understanding the
capacity of national surveys to give useable data on indigenous people.

One problem with interpretation of data relating to Aboriginal and Torres Strait
Islander people has been lack of good information on their numbers. In 1994, the ABS
published for the first time Aboriginal and Torres Strait Islander population estimates
by age and sex for each State and Territory for 1986 to 1991 (ABS 1994). Population
projections for 1994 by age, sex, and region (capital city, other urban, and rural) have
been published (ABS 1995). Other projections are scheduled for publication. These
advances in quantifying the Aboriginal and Torres Strait Islander populations are
essential to improving the quality of mortality and morbidity statistics.
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6.2.2 Injury

New injury surveillance data standards

The National Minimum Data Set for Injury Surveillance is being extended into a three-
level set of data standards for injury surveillance. The Level 1 data standard is the
existing Minimum Data Set, with minor corrections and changes. Level 2 builds on the -
first, extending classifications for some data items, and adding others. Level 3, only
proposed at this stage, will comprise detailed and specialised data items and classifi-
cations for use as needed (e.g. for in-depth studies of particular types of injury).

The Level 1 data standard is designed to enable basic continuing public health surveil-
lance of injury levels and patterns. Level 2 is designed to provide the more detailed
information necessary for identifying hazards, planning strategies for their control, and
recognising new or unusual injury events. Information at the second level of detail is
needed only on a sample of injury cases. Collection according to the Level 2 standard
will normally require designated funds and staff, whereas the simpler Level 1 data may
be collected as part of an ongoing data system.

The data items and classifications making up the Level 1 and Level 2 data standards for
injury surveillance are summarised in Table 6.1.

Table 6.1: Special injury data items

National data standards for injury surveillance (NDSIS)

Item . Level 1 7 Level 2
1. Narrative description'of Narrative description of injury event Narrative description of injury event
'nJU:W event {short—100 characters maximum) {unlimited length structured narrative:
injury event, |ts location, factors
invalved)
2.lMain_ ‘external cause’ External cause—major groups External cause (ICD-9 or 10)
) External cause—intent groups
{maps to ICD-9 and 10}
3. Type of place Place of injury occurrence—type Place of injury occurrence—subtype -
{maps to ICD-Q and 10) . Place of injury occurrence—opart
4. Type of activity Activity when injured—type Activity when injured—subtype
{maps to ICD-10) - classifications
5. Trauma Nature of main injury Principle diagnosis—injury or
. . Bedily location of main injury poisoning {(ICD-9 or 10)
{maps to ICD-9 and 10) .
6. Major factors ] Not included Maijor injury factors
7.-Major mechanisms of  Not included . Mechanisms of injury—types
injury , .
8. Date of injury Not included DDMMYY
9. Time of injury Not included HHMM

Note: A ‘Leval 1' implerﬁentation of NDSIS may, it desired, adopt some Level 2 items. For example,‘full
(4-digit) ICD-9 external causes codes, and full (1-letter and 3-digit) ICD-10 external causes codes
{Chapter 20), are acceptable alternatives to the Level 1 ‘main external cause' list and ‘intent’ list.
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International developments in injury surveillance

International collaboration on injury statistics is taking a step forward, thanks to an
initiative of the US National Center for Health Statistics (NCHS). The NCHS has begun
an International Collaborative Effort (ICE) on injury statistics. The goal is to improve
the quality, reliability and comparability of internaticnal statistics on injuries.

NCHS sponsored an international symposium in 1994 to examine sources of injury data
{and associated methodological problems), current barriers to producing comparable
international mortality and morbidity statistics, data requirements, and coding issues.

The International Classification of Diseases (ICD} is the most widely used classification
of injuries. The symposium considered its value and limitations, and the potential for
improving it. One possibility was the development of a special-purpose classification
attuned to the needs of injury surveillance and control, which would complement the
ICD.

Likely components of follow-up work are a detailed comparison of injury mortality
(data and methods) in several countries; a cause-specific examination of injury using
both mortality and morbidity data; a survey and appraisal of approaches to collection
of injury data in emergency departments; and compilation of an international inventory
of injury data sources. In addition, the World Health Organization’s Injury Surveillance
Methodology Working Group is developing a proposed minimum data set for injury
surveillance.

Surveillance of spinal cord injury

Beginning in 1986, data on spinal cord injury (SCI) were collected by spinal units in
New South Wales. This system later developed into a national register. It was antici-
pated that information obtained through the system would enable four aims to be met:
the prevention of SCI by collecting information on its causes to enable changes to be
made to reduce or remove risks; monitoring and evaluation of acute care and rehabili-
tation services; measurement of the long-term outcomes of SC; and assessment of the
needs of people with SCI.

When the support of major funders ended in 1991, the Institute commissioned a review
of demand for SCl information. The review (Blumer 1995) made the following
recommendations:

* that a register of incident cases be established, and that a uniform core surveillance
data set be agreed on by spinal unit directors;

*» that collection and entry of core data items be incorporated into the routine regis-
tration of cases by spinal units. The potential for obtaining some of these data directly
from other hospital information systems should be investigated by spinal unit
directors;

¢ that the National Injury Surveillance Unit (NISU) manage a central collection of core
data, with appropriate safeguards; and

* that NISU prepare regular statistical summaries from a national perspective and
provide an ad hoc information service. Depending on the level of work involved,
ongoing funding may be necessary.
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Available evidence suggests that the population of people with spinal injury is ageing
rapidly, and may thus be developing special needs for support and treatment. Blumer
(1995) also recommended that a register of existing SCI cases be established to inves-
tigate and monitor the needs of this group. Steps to be taken in order to develop this
are: .

* establish a baseline register using the SCI register (once it is developed) and those
cases of SCI readmitted to hospital and identified as unregistered SCls;

* monitor new SCI cases through the incidence register; and
* monitor deaths through the National Death Index.

A national registration system for SCI has now been developed in cooperation with the
six spinal units that provide the acute care for nearly all people who sustain injuries to
their spinal cords.

Design of the register emphasises simplicity and flexibility, with its development
occurring in stages as resources become available. Initially, an incidence register and
reporting system has been set up to monitor new cases of SCI. To promote linkage with
other databases, the spinal units are providing the Institute with a data set that
conforms to standard data definitions and coding of the National Health Data
Dictionary, the ABS, and the Institute’s National Injury Surveillance Standards.

The registration system incorporates information on causation, the characteristics of the
SCI population, patlent case management, and:- environmental and social . factors.
Periodic reports to “individual spma] units are to be produced as well as an annual
nat1ona1 report.

National registration of cases began on 1 July 1995.

Coronlal information system :

The coronial process potentially provides a rich source of mformatlon not currently
accessiblé due to inadequate data storage and retrieval systerns. A national coronial
information system (NCIS) would offer significant benefits to many users through the
production . of more timely and detailed data on deaths occurring as a result of an
external cause. It would contribute significantly to planning the. prevention -of death
and injury. and has the potential to produce ma]or reductlons in the costs of m]ury to
Australian society. - -

A needs assessment and feasibility study for the establishment of an NCIS was carried
out by the Institute in 1994. A draft report which included a proposed model and
costing for such a system resulted, and was endorsed by the Austrahan Coroners’
Society in 1995.

Gaining the commitment of Australian coroners for an NCIS has been fundamental to
the success of this venture. Coroners, as the collective owners of such a system,; have
recognised the many benefits of improving the accessibility of coronial information, and
are now actively engaged in making an NCIS become a reality, and sharing their infor-
mation with appropriate, interested parties.

Later in 1995, State and Commonwealth Attorneys-Geneéral gave in-principle support
for funding for the development of the system.
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Some progress has been made in improving the quality of identification of Aboriginal
and Torres Strait Islander people on vital registrations. ABS has recently reviewed
completeness of statistics for the four years 1991 to 1994, by comparing the numbers of
registered Aboriginal and Torres Strait Islander births and deaths with the numbers that
would be expected from a knowledge of the population (Table 6.3). It concluded that by
1994, only South Australia, Western Australia, the Northern Territory and the
Australian Capital Territory had high-quality data. Failure to record all Aboriginal and
Torres Strait Islander births and deaths results in underestimation of corresponding
rates.

Table 6.3: Estimated completeness of recording of indigenous status on vital registrations,
1991 to 1994 (per cent)

Births Deaths

State/Territory 1991 1992 1993 1994 1991 1992 1993 1994
NSW - - 7584 85-94 25-74 25-74 25-74 25-74
Vic 85-94 85-94 85-94 85-94 25-74 25-74 25-74 25-74
Qld - - - - - - - -
WA - 95+ 95+ 95+ 95+ 95+ 95+ 95+
SA 95+ 95+ 95+ 95+ 95+ 95+ 95+ 95+
Tas 75-84 85-94 a5+ 85-94 <25 <25 <25 <25
ACT 95+ 25-74 8594 95+ - - 95+ 95+
NT 95+ 95+ 95+ 95+ 95+ 95+ 95+ 95+
Source: ABS

ABS is developing a standard procedure for identifying Aboriginal and Torres Strait
Islander people. This procedure will be used in ABS collections, in particular for
censuses from which population estimates are derived. The standard procedure has
also been recommended to Registrars as the common method to be used in each State
and Territory’s registrations of births, deaths and marriages. With both denominator
and numerator of vital statistics being obtained using the same procedures, the
reliability of the statistics will be improved.

Work also needs to be done to promote standardisation and completeness in other data
sets such as hospital separations, cancer incidence and communicable disease
notifications.

The second issue is the capacity of national household surveys to yield Aboriginal and
Torres Strait Islander data. The number of indigenous people available in a national
survey is too small to allow any meaningful information to be produced. To overcome
this, the sample for the 1995 National Health Survey was increased (with funding from
ATSIC and some States), the extra households being targeted to be Aboriginal or Torres
Strait Islander. A related issue, because of the differing nature of the characteristics of
this population from those of Australia as a whole, is the capacity of questions in a
national survey to yield useful information on indigenous people.

The ABS will be evaluating the outcome of the augmented sample in the National
Health Survey. Useful data on Aboriginal and Torres Strait Islander people will remain
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a major challenge in future household surveys, and survey designs (and sponsors) will
need fo put a great emphasis on this.

The final emerging issue is the continuing capacity to produce comprehensive data on
Aboriginal and Torres Strait Islander people from a single survey, allowing the links
among employment status, land tenure, housing and health to be explored. The 1994
National Aboriginal and Torres Strait Islander Survey did this.

6.3.2 Statistics concerning people of non-English-speaking
background

Although immigrants generally have better health status than other Australians, there
has been concern that language and cultural differences may create barriers to gaining
access to health services and health information. People of non-English-speaking
background have been identified as a priority population for monitoring equity objec-
tives of social and health programs. In addition, there are specific health problems and
aspects of lifestyle where there is a need to have information on Australians from
particular ethnic backgrounds. It has even been suggested that the decline of immigrant
health with increasing length of residence is an equity issue in itself, and that the health
system should attempt to preserve the better health of immigrants (Schofield 1995).

The maost important data item relating to ethnic origin is country of birth, and the
Australian Institute of Health and Welfare has recommended that this should be
collected in.all health- and welfare-related data collections in a manner consistent with
the Australian standard cla551f1cat10n of countries for social statistics (Mathers et al.
1996) S :

Country of birth is a common but not universatly accepted indicator of language
background. On its own, however, it cannot identify those resident in Australia who do
not share the majority Australian culture, or who may experience language barriers to
health promotion programs. This would require at least the recording of language
spoken at home or preferred language. These more direct measures of language and
culture are rarely included in national or State or Territory health data collections; their
value. as indicators of inequalities in health and disadvantage in access to health
services should be further examined.

6.3.3 Mortality and morbldlty data

The national data collected on major causes of ill-health have generally not been
adequate for the needs of those involved in prevention and health services planning.
The long-term impact of many causal factors, prevention strategies and health
promotion programs on population health remains poorly measured or unmeasured.

Mortality data remain the most comprehensive and completely collected national data
relating to health. The main limitations of currently available mortality data relate to
problems with the coding of all conditions mentioned on the medical certificate of cause
of death, inadequate coding of factors relating to fatal injury (such as type of injury,
place of injury), and inadequate identification of priority populations. Proposed
changes to death registration forms and the introduction of automatic coding. will soon
allow. study of all conditions on death certificates. Inadequate coding of factors relating
to fatal injury will be addressed with the introduction of ICD-10 coding in 1998,
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Identification of priority populations, those requiring special consideration because of
increased exposure to causes of disease, increased incidence of disease, or a need for
special kinds of services, remains a problem where it is not appropriate to identify the
population in major collections.

Hospital inpatient episode data have been used as an indicator for the incidence of
serious morbidity. These data have serious limitations because they do not identify
multiple admissions for a single illness episode. This is being remedied in several
locations through the introduction of unique patient identifiers and record linkage.

There are currently no national data on the incidence, prevalence and consequences of
mental iliness and outcomes of its care. The proposed National Mental Health Survey
will provide baseline data on incidence and prevalence of mental illness. However, it is
a single survey which will provide little information on outcomes of care and no
continuing monitoring information.

Apart from conditions where national disease registers have been established (notably
for cancers, AIDS and congenital malformations), there are few population level sources
for disease incidence data. There are considerable time lags for the compilation of
national information from most disease registers. It is essential that these time lags be
reduced.

A national communicable diseases surveillance system is in place with an agreed list of
notifiable conditions. There is an urgent need to enhance this system by improving the
quality and uniformity of surveillance data, developing the capacity to detect new or
non-notifiable conditions, improving feedback of information to data providers,
improving local capacity to analyse and interpret surveillance information, and devel-
oping nationally agreed guidelines for the timeliness of reporting of specific conditions
which relate to the urgency of the public health response required.

Disease prevalence data are generally limited to those collected by self-report in
population surveys. Such data are usually limited by inability to be related to clinicat
diagnoses and by reporting biases. Information on severity, or on disability and
handicap is usually lacking. The inclusion of the SF-36 instrument (see Section 1.4,
page 16) in the 1995 National Health Survey is a step towards the collection of infor-
mation on the severity and consequences of illness conditions.

6.3.4 Risk factors, and lifestyle and behaviour

Although national information on some potentially modifiable risk factors for major
diseases is available from several sources, ongoing national collections, such as the
National Health Survey, do not cover all major risk factors (e.g. blood pressure and
blood cholesterol concentration are not measured). Moreover, few collections are repre-
sentative of the whole population, include sufficient numbers of people from priority
populations, use nationally agreed data collection instruments, include routine
validation of subjects’ self-reports, or include biological measurements where these are
the most accurate and cost-effective measures. All these are important characteristics if
the national data collected are to be accurate, comparable across time, and able to guide
major health policy needs.
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Relevant risk factors include food, alcohol and tobacco consumption patterns, nutni-
tional status, body weight and composition, exercise patterns, high blood pressure and
serum cholesterol. Information on these risk factors is important for planning, targeting
and evaluating programs aimed at risk factor modification and disease prevention, and
for monitoring progress towards national health targets.

The National Heart Foundation’s Risk TFactor Prevalence Surveys, which have
measured some of these factors, did not include rural areas or cover risk factors in the
young or elderly. That survey program does not have committed funding and no
further survey is planned at this stage.

Anthropometric measurements and blood pressure were collected as part of the
nutrition component of the 1995 National Health and Nutrition Survey. Blood sampling
was not included in this survey, and the nutrition component is unlikely to be repeated
within ten years. There are four national health targets relating to blood pressure and
serum cholesterol but no defined strategy for monitoring them.

Adequate information about the food supply, the food intake and the nutritional status
of the population is essential for the development and unplementanon of appropriate
nutrition policies and health promotion programs. It is impractical to collect nutrient
intake data sufficiently often in sufficient detail for those data to be the sole. basis of
nutrition monitor'mg so food expenditure patterns are used instead. Information on
food expendxture is also requlred to mveshgate issues. of equlty of access to healthy
food.. RENPIEE A A :

An enhanced national approach to immunisation surveillance is reqmred as parl of a
national strategy for preventing communicable diseases. The validity of data currently
collected periodically by population surveys would be increased by a review of
immunisation records and collection of blood for serum antibodies in at least a sample
of subjects. Although the Australian Childhood Immunisation Register established at
the beginning of 1996 will yield good data on the proportion of children immunised, it
will not yield data on the effectiveness of. immunisation, nor will it characterise the
children who are not being immunised. -

Physical and chemical environment

The environment has been largely neglected in the development-of national health
information. With global population growth and increasing industrialisation, the risks
to population health of environmental change will grow. It is important that infor-
mation be developed on aspects of the environment relevant to health.

There is evidence of significant links between poor air quality and illness in cities.
National information on air quality is needed to gulde policy on control measures to
1mpr0ve air quality.

Health knowledge, attitudes and beliefs

Except in relation to HIV and AIDS, little work has been done to 1dent1fy key aspects of
health knowledge, attitudes and beliefs which could be used as indicators for
monitoring -progress towards better health at the population level. As community
interest in alternatives to scientifically based health care has increased, so has the need

Ll
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for this work, especially when, as is the case with immunisation, the effectiveness of
public health measures depends on near-total participation.

Health and socioeconomic indicators

Population surveys such as the ABS National Health Survey generally include a
comprehensive range of socioeconomic information, including education level, income,
employment status and occupation. Administrative collections rarely include any of
these indicators of sociceconomic status. The vital statistics collections include
occupation, but this is not collected in a form that provides data of sufficient accuracy
or reliability for use in identifying socioeconomic disadvantage. Disease registers also
can generally collect only limited information on socioeconomic status.

It would be desirable to have one or two nationally agreed identifiers of sociceconomic
status for use in population surveys. Some countries have linked survey data with
administrative records, including some relafing to health, to produce more meaningful
information. Such linkage raises many issues, and it merits community debate.

6.3.5 Statistics on health care funding, resources and use

Health labour force

Limited data are available about new entrants to the medical labour force. Data relating
to Australian medical graduates are available, but there is limited information on how
many Australian- or overseas-trained doctors, particularly from New Zealand, register
for practice. The data show the number of practitioners, and some of their current
characteristics, but do not provide information on additions to or deletions from
medical registers.

Statistics relating to health professions other than medicine and nursing, where such
registers exist or are being created, would be improved by the introduction of national
registers.

Public hospital workforce planning suffers from a lack of sufficiently detailed statistics
which will allow the examination of distribution, training, and other workforce issues.
Periodic surveys to collect sufficiently detailed statistics from public hospitals achieve at
best a 70% response.

Health expenditure

Statistics on health expenditure by State governments are available from a variety of
central agency sources, including the ABS public finance database, State health
authority annual reports, State Budget papers and the Commonwealth Grants
Commission (CGC).

These bodies have adopted different practices for defining and measuring State health
expenditure, resulting in discrepancies between sources and a lack of detailed infor-
mation at the State level. As noted in Section 4.2, the CGC database, one of the better
databases on State health expenditure, includes Commonwealth grants to States,
reports recurrent expenditure only and excludes capital expenditure and depreciation.

The work program for the National Health Information Agreement includes developing
a standard set of definitions on agreed expenditure areas and producing a uniform
health expenditure data set. The definitions are expected to be completed during 1996

Development of health information » 207



and fully implemented from 1997-98. One of the critical issues in this development is
the differentiation of costs for admitted and non-admitted patient services. Another
area of deficiency relates to data on the size and quality of capital asset stocks (land,
buildings and equipment), and capital asset management practices.

Hospital morbidity

Hospital morbidity collections are maintained by all State and Territory health author-
ities and the Department of Veterans’ Affairs. The collections are primarily patient
management tools incorporating data from the patient’s admission form, and data
recorded during the stay and on separation. Such records focus on the hospital stay,
rather than episodes of illness. As a patient may enter hospital several times for the
same condition, this means that statistics relate only to admissions and not to patients.

The’ Institute is encouraging greater uniformity of existing collections through the
definitional work of the National Health Data Committee. The Institute maintains the
National Hospital Morbidity database, which will be based on the National Minimum
Data Set for institutional health care. Some inconsistencies in scope and coverage of
data remain, but these differences are expected to be resolved soon.

Waiting for hospital care

Over the past two years national definitions have been developed for use in these
collections. Using them, the Institute has published reports presenting results from
surveys conducted in 1994 and in 1995. However, the definitions themselves are still
developing. In parhcular States and 'I‘erntorles appear to use the urgency categories
differently. There have also been difficulties in ensuring the scope of the collection is
consistent.

Information on other barriers to using health services—and the consequences of
restricted access—is also poor. Such barriers include location, age, sex, language diffi-
culties, cultural barriers, income, education, and avallablhty of information.

Quality of health care

With the advent of benchmarking in the health sector, there is an increasing demand for
consistent, timely data on the performance of health service providers including
hospitals. Benchmarking also requires that information about how best practice
providers.achieve their results be made available for other providers to learn from. One
of the limitations of the recent First National Report on Health Sector Performance Indicators
was that data were not presented at hospital level (see Section 5.9). Improving the
usefulness of such data at hospital level is a priority for the next report..

Though many hospitals are accredited with the Australian Council on Healthcare
Standards, accreditation is only now starting to move away from being based on the
physical structure of hospitals and the processes of care. It is starting to look at the
quality of care provided, and at process ‘outcomes’ rather than the processes
themselves. Accreditation for other health services is less developed.

Information about the quality of care provided, whether in institutions or not, is
generally lacking. Some indicators of the quality of hospital care are presently being
tested for validity and reliability. These indicators, based on others developed by-the

4
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Australian Council on Healthcare Standards Care Evaluation Program, relate to
unplanned readmission to hospital, unexpected return to operating theatre, and
hospital-acquired infection.

There is almost no information about the health outcomes that result from the
%37 billion spent on health services.
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> StatiStidal table‘s'

Fertility and pregnancy

Table 51: Estimated resident population by sex and age group, selected years, 1901 to 1995

(number)

Age group . 1901 1921 1941 1961 1981 1991 1995
Males .
Less than 1 47,247 68,140 64,746 116,736 117,842 - 132946 131,579
1-4 172,957 237,382 235996 451,006 465376 . 519,356 530,226
5-14 450,067 569,576 = 572,940 1,058,453 1,321,340 1,290,729 1,321,993
15-24 ' 366,146 455,681 631,286 776,319 1,320,618 .1,405897 1,388,524
25-34 320,456 453279 . 594,700 728,618 1,244,663 1,416512 1421,036
35-44 .. 279,558 . 367,484 493543 . 739,220 931,360 1,319,366 1,368,538
45-54 156,674 280,969 434,359 628,894 772,879 960,260 1,134,346
55-64 99,170 207,023 305575 428,856 661,984 734081 758,094
65-74 ' 64,716 89,483 172,064 266,069 426,174 548,636 606,378
75-84 18,731 29,188 68,762 102292 158,247 243406 273,066
85 and over, 2207 . 4865 7739 . 15789 27,784 44,220 56,701
All ages 1,977,928 2,762,870 3,581,719 5,312,252 7,448,267 6,615,409 8,990,481
Females ‘

Less than 1 46,077 65,312 62,008  -111,755 112,880 126,139 124,993
1-4 168,836  220,372° 226,841 420,996 443,520 493262 503,615
5-14 " 441,003 555222 551,617 1,009,052 1,264,582 1,223,098 1255205
15-24 - -365792 462,563 613,096 730,052 1,278,293 1,354,941 1326571
25-34 293,424 458,492 573,606 665421 1212261 1,408,886 1,418,319
35-44 216,135 351,166 473,819 707,223 891,517 1,303,292 1,373,402
45-54 © 118,574 255,574 430,892 596,964 737,394 915819 1,005,053
55-64 - 80,302 178,238 305,835 435378 691,752 728,737 74821
65-74 48,935 B0,705 184,734 332,702 511,502 633509 677,604
75-84 14,757 30,777 78,425 148,351 256,487 370,917 407,253
85and over 2,038 5448 10,714 29,040 74,805 110,027 133,282
Alf ages 1,795,873 2,672,864 3,520,567 5,195,934 7,474,993 8,668,627 9,063,508

(a) Plreliminary data.

Sources; Commonwealth Statistician 1925; Commonwealth Bureau of Cansus and Statistics 1943, 1970a;

ABS Cat. No. 3201.0
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Table S2: Age-specific birth rates® and total fertility rates,™ 1921 to 1994 (live births per
1,000 females)

Age group of mother (years)

Total
Less 45 and fertllity
than 20 20-24 25-29 30-34 35-39 4044 over rate

Annual averages
1921-1925 27.3 133.7 167.0 137.0 96.9 404 42 3,032
1941-1945 23.9 126.9 152.8 114.3 66.3 211 1.7 2,635
1961-1965 46,5 204.0 207.2 1224 582 17.5 1.2 3,289
1981-1985 257 100.8 144.5 82.0 25.4 4.4 0.3 1,915

Annual rates

1990 221 79.4 137.9 101.7 347 5.5 0.2 1,907
1991 221 75.0 132.0 100.2 36.0 55 0.2 1,855
1992 21.9 74.8 132.5 104.6 384 6.1 0.3 1,894
1993 20.9 711 130.0 105.5 39.0 6.3 0.2 1,865
1994 20.7 69.2 126.0 105.1 41.2 6.7 0.3 1,846

(a) Age-specific birth rates are the live births registered during the calendar year, according to age of mother,
per 1,600 of the female resident population of the same age as estimated for 30 June.

(b) Total fertility rate is obtained by summing the 5-year age-specific birth rates and multiplying by 5. It
represents the number of children 1,000 women would bear during their lifetimes if they experienced the
rates of the year shown.

Sources: ABS 1977, Cat. No. 3301.0

Table S3: Age-specific birth rates™ and total fertility rates,™ States and Territories, 1994
(live births per 1,000 females)

Age group of mother (years)

Total
State/ Less 45 and fertility
Territory than 20 20-24 25-29 30-34 35-39 40-44 over rate
NSW 20.6 71.8 127.0 105.7 43.3 7.3 0.3 1,879
Vic 14.2 571 1237 112.0 44.3 7.2 0.3 1,793
Qid 25.6 77.7 127.1 98.5 37.2 5.8 0.2 1,861
WA 249 736 130.3 102.6 375 6.1 0.3 1,877
SA 16.1 62.7 1211 101.5 39.4 6.6 0.2 1,738
Tas 27.2 93.2 138.6 96.4 31.7 5.0 0.1 1,961
ACT 14.0 515 i17.4 111.1 43.0 6.2 - 1,716
NT 84.0 121.4 122.3 830 41.2 6.6 0.2 2,344
Australia 20.7 69.2 126.0 105.1 412 6.7 0.3 1,846

(a) Age-specific birth rates are the live births registered during the calendar year, according to age of mothaer,
per 1,000 of the female resident population of the same age as estimated for 30 June.

(b) Total fertility rate is obtained by summing the 5-year age-specific birth rates and multiplying by 5. It
represents the number of children 1,000 women would bear during their lifetimes if they experienced the
rates of the year shown.

Source: ABS 1995a
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Table S4: Crude birth rates” and total fertility rates,™ selected countries, latest available year

Crude birth rate Total fertility rate
Country Year Rate Year Rate
Australia 1950-95 14.8 1994 1,846
Ce_ihada 199095 15.1 . 1980 1,826
Chile - ) ' 1990-95 219 1991 2,471
France 1990-95 12.9 1991 1,770
Germany 1990-95 9.9 199095 1,500
Greece 1990-95 9.9 1892 1,390
Hong Kong 1990-95 1.2 1992 1,257
lcetand 1880-85 17.6 1992 2,212
India 189085 29.1 1990-95 3,746
Indonesia 1590-95 248 1990-95 2,900
Ireland 169095 14.7 : 1992 2,110
Israel 199095 21.2 1992 : 2,931
ltaly 1990-95 9.8 . 1982 1,250
Japan ] 1890-95 10.1 1892 1,502
Lebanon 1990-95 26.9 1990-95 : 3,085
Malaysia 1990-95 28.8 . 1990-95 3,620
Malta : 1990~95 14.6 1992 2,119
Natherands ) : ’ 1990-95 ' 13.0 1992 ‘ 1,587
New Zealand 168065 17.3 1992 2,132
Norway 1990-95 143 1992 1,885
Philippines 1690-95 304 1991 3,775
Poland 189095 13.2 1891 2,049
Russian Federation T 1990-95- - - 109 - ’ 1992 1,552
Singapore 1990-95 15.9 1993 : ‘1,778 -
South Africa 1990-95 3.2 1990-95 4,085
Spain - . 1990-85 8.7 ‘ 1951 1,302
Sweden 1990-95 14.1 . 1992 2,090
Switzerland . *1990-85 126 . 1992 1.580
United Kingdom 189095 13.5 1892 1,790
United States of America 1590-95 15.9 1991 2,073
Vietnam 189095 30.7 1990-95 3,867
Yugoslavia 1990-95 14.2 1930 1,879

(a) Live births per 1,000 mid-year population.

{b) Total fertility rate is obtained by summing the 5-year age-specific birth rates and multiplying by 5. It
reprasents the number of children 1,000 women would bear during their lifetimes if they experienced the
ratas of the year shown.

Sources: UN 1995, WHO 1995
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Table $5: Birthweight distribution of total births,'” States and Territories, 1993

Births/Birthweight NSW Vie Qid WA SA Tas ACT NT  Australia

(Number)
Births
Less than 2,500 g 5167 4,024 3,179 1,647 1358 385 294 320 16,374
All births B7,898 64,737 47,448 25336 19,967 6,856 4,791 3,545 260,578
(Per cent)
Birthweight (g)
Less than 500 0.2 0.2 0.3 03 0.2 0.1 0.6 6.2 0.2
500 to 999 0.6 0.4 06 0.4 0.5 0.4 03 0.8 0.5
1,000 10 1,499 06 0.5 0.7 06 0.6 0.7 0.7 1.1 0.8
1,500 to 1,899 1.0 1.2 1.4 1.2 1.4 1.0 1.2 1.6 1.2
2,000 to 2,499 3.5 3.8 38 40 4.1 3.3 34 5.4 3.7
Less than 2,500 5.9 6.2 6.7 6.5 6.8 5.6 6.2 9.1 6.3
2,500 to 2,999 15.2 15.3 145 15.5 15.6 14.9 14.9 215 15.2
3,000 10 3,499 36.7 36.4 36.1 371 36.3 35.1 35.3 37z 36.5
3.500 to 3,999 307 306 30.7 298 30.0 314 312 247 30.5
4,000 1o 4,499 9.9 9.8 10.2 8.5 9.7 10.7 10.8 6.5 9.9
4,500 and over 16 1.7 18 1.5 1.6 2.2 1.6 1.1 1.7

(a) Includes live births and foetal deaths {stillbirths) with known birthweight, Totals include births with unstated
birthweights.

Source: Lancasler et al. 1996

Table §6: Infant mortality rates, States and Territories, selected years, 1901 to 1994
(per 1,000 live births)

Year NSW Vic Qid WA SA Tas ACT NT Australia
1901 103.7 102.9 101.9 128.9 100.0 89.0 @ 62.5 103.6
1921 62.6 72.6 54.2 78.3 65.5 78.0 74.0 63.3 65.7
1941 43.8 36.2 39.1 35.3 325 49.0 16.4 83.3 39.7
1961 20.8 17.8 20.0 19.7 20,0 16.8 15.6 239 19.5
19814 10.3 2.3 10.4 89 B.O 12.3 B9 235 10.0
1990 8.1 7.8 7.7 8.6 85 8.9 9.4 15.2 82
1991 7.2 6.5 7.6 7.2 55 9.0 7.6 14,2 7.1
1992 7.4 56 7.9 7.0 6.1 6.6 6.3 15.5 7.0
1993 6.2 5.4 7.0 5.9 52 5.9 4.3 15.3 6.1
1994 6.3 5.1 6.2 56 47 7.5 47 11.3 5.9

(a) Part of New South Walss prior to 1911.
Sources: Commonwealth Bureau of Census and Statistics 1963; ABS Cat. No. 3302.0
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Table $7: Perinatal mortality rates,’”) States.and Territories, 1981 to 1994 (per 1,000 live births

plus foetal deaths)

Year NSW Vic Qid WA SA Tas ACT NT Australia
1981 13.8 13.3 13.0 12.4 10.6 13.2 101 27.9 13.2
1982 135 14.5 12.5 11.6 12.8 11.0 111 271 134
1983 124 12.5 124 10.8 1.3 12.9 1.5 211 12.2
1984 12.4 1.7 1.4 12.0 10.3 12.5 9.2 19.5 1.9
1985 1.2 12.2 12.0 10.8 12.4 138 10.9 17.4 1.8
1986 1.5 1.7 10.9 11.0 101 18.7 10.7 19.7 1.5
1987 10.8 10.2 1.0 10.6 88 9.4 10.9 19.0 10.6
1988 1 10.1 106 9.0 10.0 13.0 11.0 19.9 10.7
1989 10.3 9.3 97 8.8 10.1 1n.o 9.6 21.1 99
1990 10.5 10.5 9.3 9.3 10.2 10.0 12.0 17.0 10.3
1991 10.0 3.8 10.3 8.8 8.0 1.9 10.5 16.8 9.6
1992 10.6 8.2 9.3 8.7 8.1 9.1 9.0 17.0 94
1993 8.5 7.5 8.1 7.3 7.6 9.5 7.2 19.3 8.2
1994 8.3 8.0 8.1 71 7.0 7.9 6.0 14.8 8.0

(a) Perinatal deaths consist of foetal deaths {stillbirths) and neonatal deaths {within 28 days of birth). The
perinatal mortality rate is defined as the number of deaths per 1,000 live births and foetal deaths

combined.

Sources: ABS Cat. No. 3304.0; Lancaster et al. 1996; AIHW National Perinatal Statistics Umit

Table S$8: Perinatal mortality rates,” by age group of mother, 1981 to 1994 {per 1,000 live births

plus foetal deaths)

Age group of mother (years)

Year Under 20 20-24 25-29 30-34 35-39 40 and over Total
1981 ' 18.1 12.5 1.7 127 17.9 27.8 13.2
1982 " 18.4 12.8 1.4 12.8 17.8 226 13.4
1983 15.4. 11.8 10.9 11.6 13.7 25.5 122
1984 16.1 n.7 10.1 11.4 15.8 28.1 1.8
1885 14.6 . n.s 10.2 11.5 14.4 11.8 1.8
1986 14.3 1.3 9.9 10.5 14.8 23.9 11.5
1987 14.0 10.4 9.1 10.4 121 176 10.6
1588 14.5 11.0 9.2 9.6 12.9 17.8 10,7
1989 132 10.2 8.5 9.6 11.0 16.6 9.9
1990 14.0 10.4 9.2 9.7 1.6 17.0 10.3
1991 14.0 10.0 8.1 83 9.8 18.9 9.6
1992 12.9 9.7 8.2 8.7 10.0 15.4 9.4
1993 1.3 8.5 72 73 9.1 10.6 82
1994 104 8.2 6.8 7.4 9.2 125 B.O

(a) Perinatal deaths consist of foetal deaths (stillbirths) and neonatal deaths (within 28 days of birth). The
perinatal mortality rate is defined as the number of deaths per 1,000 live births and foetal deaths

combined.

Sources: ABS Cat. No. 3304.0; Lancaster et al. 1996; AIHW National Perinata! Stalisticis Unit
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Table S9: Neonatal, postneonatal and infant mortality rates,”) by sex, selected countries, latest
year (per 1,000 live births)

Males Females
Post- Post-
Country Neonatal neonatal Infant Neonatal  neonatal {nfant
Australia (1994) 4.4 21 6.5 3.4 1.8 5.2
Canada (1992) 4.4 24 6.8 35 1.9 5.4
Chile (1991) 8.6 7.3 159 7.1 6.2 133
France (1992) 37 4.2 7.9 2.9 2.8 57
Germany (1993) 3.5 3.0 6.6 27 2.4 51
Greece (1993} 6.7 22 8.8 53 25 7.7
Hong Kong {1993) na na 48 na na 4.5
Iceland {1993) 4.3 21 6.4 1.3 1.7 31
Ireland (1992) 4.7 28 75 38 1.9 5.8
Isragl (1992) 6.3 3.4 9.7 5.4 37 9.2
ltaly {1991) 7.0 2.0 9.0 5.5 1.8 7.3
Japan (1993) 2.4 2.2 4.7 2.2 1.9 4.0
Malaysia (1991} 8.8 47 13.5 7.5 4.1 11.6
Malta (1993) 9.0 1.5 10.5 3.6 2.0 5.7
Netherlands {1992} 4.7 21 6.8 4.0 1.7 57
New Zealand (1992) 43 4.1 8.4 3.1 31 6.1
Norway (1992) 4.1 22 6.4 3.4 1.9 5.4
Philippines (1990} 13.3 13.8 271 9.9 1.3 21.2
Poland (1993) 10.7 4.2 14.9 B.5 34 11.8
Russian Federation (1992) 13.3 79 211 9.2 6.3 15.5
Singapore (1992) 3.1 2.2 53 2.8 17 4.5
Spain (1991) 5.1 2.8 7.9 4.1 24 6.4
Sweden (1992) 36 22 5.8 2.6 19 4.5
Switzerland (1993) 34 2.4 58 3.5 1.8 5.3
United Kingdom (1992) 4.7 2.6 7.4 3.8 1.9 5.7
United States of America (1991) 6.2 3.8 10.0 5.0 2.9 7.8
Yugoslavia {1990) 125 8.0 205 101 7.8 17.8

na Not available.

(a) Neonatal: Less than 28 days.
Postneonatal: 28 to 364 days.
Infant: Less than 1 year.

Sources: WHO 1995; UN 1995; ABS 1995b
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Table $10: Maternal deaths and death rates,” by triennium, 1964-66 to 1988-90 - - -

) Rates (per 100,000
Maternal deaths {number) confinements)

Triennium  Confinements Direct® Indirect®® Incidental™®  Total® Direct Total

1964-66 667,649 202 - - 275 30.3 41.2
1967-69 713,064 166 - - 237 23.3 33.2
1970-72 790,818 150 - - 244 19.0 30.8
1973-75 " 726,690 sn 32 45 137 8.3 18.9
1976-78 678,098 52 35 19 106 7.7 15.6
1979-81 - 682.880 - 54 34 9 lelgg 7.9 14.4
1982-84 713,985 42 25 27 94 5.9 13.2
1985-87 726,642 32 30 24 86 - 4.4 11.8
1988-90 - 754,468 a7 33 26 96 49 127

{(a) Maternal mortality as defined by the World Health Organization is the death of a woman during
pregnancy, childbirth or in the 42 days of the puerperium, irrespective of the duration and the site of the
pregnancy, from any cause related to or aggravaled by the pregnancy or its management. This definition
includes deaths from abortion and ectopic pregnancy, but excludes deaths from incidental causes. In this
table, incidental deaths are included as ars deaths occurring more than 42 days after termination of the
pregnancy, when they have their origin and illness related to the pregnancy.

Direct maternal deaths are those resulting from obstetric complications of tha pregnant state {pregnancy,
labour and the puerperium), from interventions omissions, incorrect treatment, or from a chain of events
resulting.from any of the above—they are complications of the pregnancy itself, e.g. eclampsia, rupture of
the uterus, postpartum haemgorrhage.

(¢} Indirect obstetric deaths are those resulting from pre-existing disease or disease that developed during
‘pregnancy and was not due to direct obstetric causes, but which may have been aggravated by the
physiological effects of pregnancy, e.g. heart disease, diabetes, renal disease.

(d) 'Incidental deaths are due to causes such as road accidents, malignancies and suicide where the

~pregnancy is unlikely to have contributed significantly to the death.

(e) Before 1973-75, no distinclion was made between indirect and incidental deaths.

(f)y Only 60 of the 69 certified causes of death were ]udged by the State maternal mortallty committees as
being direct maternal deaths. .-

(g) One death with inadequate data. o

Sources: NHMRC 1970, 1972, 1976, 1979, 1981, 1987, 1988, 1991 1993
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Table $11: Maternal death rates,” selected countries, 1983 to 1992 (per 1,000 live births)

Country 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992
Australia®™ *6.2 *7.7  *A4  *58 *53 49 *56 ‘65 ‘35 *34
Canada *5.4 *3.2 *4.0 *3.0 *4.1 *4.8 ‘4.1 2.5 *2.9 na
Chile 40,3 34.7 50.0 47.3 48.3 41.1 40.5 na na na
France 15.1 14.2 12.0 10.9 9.6 93 8.5 i0.4 11.9 na
Germany 11.4 10.8 10.7 8.0 8.7 8.9 6.7 91 8.7 6.7
Greece 14,3 *8.7 '6.9 ‘8.0 *4.7 '5.6 4.0 1.0 2.9 na
Hong Kong 7.2 ‘6.5 *5.3 ‘2.8 4.3 ‘40 *5.7 *4.4 5.9 na
Iceland na na na na "238 na na °21.0 na na
Ireland®! 119 *62 "64 ‘49 ‘34 "8 38 ‘a8 7.6 na
Israel 2.0 *5.1 *8.0 8.0 *3.0 *5.0 ‘6.9 *"12.6 '8.5 na
Itaty 9.2 9.2 8.1 5.6 4.5 7.7 *4.6 8.9 ‘4.8 na
Japan 15.5 15.3 15.8 13.5 12.0 9.6 10.8 8.6 9.0 9.2
Malta na na "35.8 na ‘na na na na ria na
Netherlands 5.3 97 “4.5 ‘8.1 7.5 *9.6 *5.3 7.6 '6.0 na
New Zealand® *19.8 5.8 ™35 *189 €127 *174 *103 8.6 *15.0 na
Norway *4.0 *2.0 20 *13.8 *5.6 ‘35 8.4 *3.3 8.2 na
Poland 16.2 14.2 1.1 131 155 1.6 10.7 12.8 12.8 9.9
Russian Federation na na na na na 16.8 16.1 13.6 13.0 na
Singapore®™ 148 "120 "47 M130 69 ‘76 42 *20  "41 na
Spain 7.6 5.2 ‘4.4 *5.5 4.9 *5.0 29 *5.5 na na
Sweden na 2.4 *5.1 2.9 *4.8 *8.9 5.2 3.2 na na
Switzerland *5.4 *1.3 5.4 3.9 6.5 *100 *3.7 6.0 1.2 *4.6
United Kingdom g1 8.6 7.3 6.9 6.3 6.3 7.7 7.6 6.9 6.7
United States 8.0 78 7.8 7.2 6.6 8.4 7.9 8.2 79 na
Yugoslavia 16.8 17.2 16.4 14.7 106 16.3 15.5 10.7 na na

na Not available

-

Rate based on 30 or fewer maternal deaths.

{a) Data in this table are not directly comparable with those in Table S10. The number of maternal deaths
reported in Table S10 has been adjusted after examination by State and Territory maternal mortality

committees.

{b) Data tabulated by date of registration rather than occurrence.

Source: UN 1995
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Mortality :

Table S§12: Life expectancy at selected ages by sex, States and Territories, 1994 (years)

At birth At age 15 At age 65
State/Territory Males Females Males Females Males Females
New South Wales 74.9 80.9 60.7 66.9 15.6 1897
Victoria 75.6 81.2 61.2 67.1 15.7 19.6
Queensland 74.8 80.9 60.6 66.9 157 19.9
Western Australia 75.6 81.2 61.2 67.3 16.2 201
South Australia 751 81.3 60.8 67.2 15.5 20.0
Tasmania 73.2 79.8 592 66.0 14.8 189 |
Australian Capital Territory 76.7 81.5 62.5 67.0 16.8 18.5 |
Northern Territory 69.1 736 55.2 61.0 13.9 153
Australia ' 75.0 80.9 60.8 67.0 15.7 19.7

Sources: ABS 1995b; ABS

Table S13: Life expectancy at selected ages by sex, 1901 to 1994 (years)

At birth ‘ Atage 15 At age 65

Year Males Females Males Females Males Females
Annual averages

19011910 55.2 58.8 49.0 51.9 1.3 12.9
1920-1922 59.2 63.3 51.4 54,6 12.0 136
1946-1948 66.1 70.6 54.3 58.3 12.3 14.4
1960-1962 67.9 74.2 55.1 61.0 12.5 © 157
1980-1982 712 - 783 57.4 ° 64.3 138 18.0
A_mjlual rates

1990 73.9 80.0 59.8 65.8 15.2 . 190
1991 . 74.4 80.3 60.2 66.0 18.4 19.1
1992 745 = B804 60.3 66.1 15.4 19.2
1993 75.0 80.9 60.8 66.5 15.7 19.5
1994 75.0 809 60.8 67.0 15.7 197

Sources: Commonwealth Bureau of Census and Statistics 1970b; Office of the Australian Government
Actuary 1985; ABS Cat. No. 3302.0
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Table $14: Life expectancy at selected ages, selected countries, latest year (years)

At birth At age 15 At age 65
Country/Year Males Females Males Females Males Females
Australia (1994) 75.0 80.9 60.8 67.0 15.7 19.7
Canada (1992) 749 81.4 60.7 67.1 16.1 204
Chile {(1990-95) 68.5 75.6 55.4 62.2 13.9 16.9
France {1992) 738 823 596 68.0 16.4 211
Germany (1593) 72.8 79.3 58.5 64.9 14.5 18.3
Greece (1993) 75.0 80.4 60.9 66.2 16.0 18.7
Hong Kong (1993) 768.6 82.3 62.2 67.8 171 208
lceland (1893) 76.2 78.9 na na na na
Indonesia (1990-95) 61.0 64.5 na na na na
Ireland {1992) 726 78.2 58.4 63.8 13.6 17.3
Israel (1992) 74.7 78.5 60.7 64.4 155 17.6
Italy (1981) 73.7 80.5 59.6 66.3 15.2 19.2
Japan (1993} 76.5 831 62.1 68.7 16.7 21.3
Lebanon (1990-95) 66.6 70.5 na na na na
Malaysia {1990-95) 68.7 73.0 na na na na
Malta (1993) 74.5 79.4 na na na na
Netherlands (1992) 74.3 80.5 60.1 66.2 14.7 19.4
New Zealand {1992) 72.8 79.2 58.7 65.0 147 18.8
Norway (1992} 74.2 80.5 59.9 66.2 15.0 19.2
Philippines (1991) 63.1 66.7 53.5 56.3 12.3 13.7
Poland {1993} 67.4 76.0 53.7 62.2 125 16.2
Russian Federation (1993) 58.9 71.8 45.9 58.7 10.9 15.0
Singapore (1992) 73.2 78.9 58.9 64.5 15.0 18.5
South Africa (1990-95) 60.0 66.0 na na na na
Spain (1991} 73.4 80.7 59.3 66.4 15.5 19.3
Sweden (1992} 75.5 811 61.1 66.6 15.7 19.6
Switzerland (1993) 75.0 81.7 60.7 67.4 15.9 20.4
United Kingdom (1992) 73.7 79.2 59.4 64.9 14.4 18.4
United States of America (1991} 72.2 79.2 58.2 65.1 154 194
Vietnam (1990-95) 62.9 67.3 na na na na

na Not available

Sources: WHO 1994, 1995; UN 1995; ABS 1995b
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Table 515: Age-specific, crude and age-standardised death rates, all causes by sex, selected .

years, 1921 to 1994 (per 100,000 population)

Sex/Age group

1994

(years ’ 1921 1944 1961. 1981 1991

Males

04 2,213 1,289 564 281 191 161

59 ’ 200 139 49 34 20 17

10-14 172 108 52 - 29 22 22

15-19 219 159 123 124 88 81

2024 321 . 205 161 153 128 114

25-29 373 199 146 133 127 122

30-34 . 442 232 169 123 133 132

35-39 584 339 229 165 161 159

40-44 .- 730 - 461 380 261 198 197

45-49 994 737 588 455 313 284

50-54 1,299 1,161 992 790 517 464

55-59 ‘ 1,895 1,775 1,614 1,284 885 796

6064 . 2,878- 2,774 2,619 1,983 - 1,543 141

6569, o 4,199 4,251 4117 3,231 2,489 2,373.
70-74 6,199 . 6,479 6,252 5195 3,927 3,834

75-79 : 10,076 10,054 9,312 8,018 6,547 6,302 -
8084 v 15,368 15,264 14,084 - 12,112 10,548 10,224
85 and over - 26,213 29,453 23,772 20,814 17,571 18,389

Crude rate 71,106 1,099 - 946 815 744 759

ASR® CER - 1,733 1,578 1,358 1,109 885 859-
Females

04 . ) 1,771 1,022 443 216 151 128

59 : 192 103 38 18 14 13

10-14 - . 128 73 30 20 15 17

15-19 . 205 104 47 . 45 37 « 30

20-24 - - 290 155 61 - - 48 45 © 36

2529 o 377 202 74 51 54 41

30-34 : 426. 234 92 57 54 - 48

35-38 ‘ ' 535 311 146° 87 77 77

40-44 ' ) 563 374 209 T 143 111 - 113

4549 . 690 565 347 265 187 176

50-54 843 780 542 378 307 282

55-=50 : 1,289 1,103 785 617 484 458

6064 1,915 1,805 1,298 971 797 743
6569 . - 3,12 2,884 2,178 1,568 1,305 1,232
70-74 " 5,041 4,789 3,652 2,652 2,187 2,054

75-79 - 8,285 8,275 6,271. . 4,426 3,797 3,621

80-84 . © 13,136 12,704 10,241 7,597 6,487 6,613

85 and over - 22,345 25,457 ‘20,670 16,035 14,351 14,868 -
Crude rate . 873 901 745 . 646 : 635 661

ASR® o 1,294 - 1,225 875 633 937 523

{a) Age-standardised rates. Reference population is the 30 June 1991 Austrafian population,

Sources: Jd’Espaignet et al. 1991; AIHW
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Table S16: Age-specific, crude and age-standardised death rates, all causes by State or Territory
of usual residence, 1994 (per 100,000 population)
Sex/Age group
{years) NSW Vic Qid WA SA Tas ACT NT Aust
Males
04 172 138 183 133 131 222 146 278 161
5-8 19 13 18 16 21 5 35 12 17
10-14 22 18 27 14 23 27 9 94 22
15-19 79 63 94 103 65 131 79 150 81
20--24 101 99 126 148 119 188 49 258 114
25-29 131 102 131 116 103 135 94 383 122
3034 145 99 136 137 150 124 106 260 132
35~-39 176 138 155 144 143 171 116 422 159
40-44 218 168 205 177 181 145 223 456 197
4549 281 274 279 249 306 407 270 572 284
50--54 465 437 468 438 508 827 428 802 464
55-59 815 738 807 807 750 1,009 761 1,336 796
6064 1,423 1,338 1,470 1,411 1,343 1,708 1,062 2,535 1,411
6569 2,386 2,383 2,372 2,146 2419 2,629 2,140 3,236 2,373
70-74 3,728 3,890 4,004 3,492 3,992 4,150 3,304 5,263 3,834
75-79 6,557 6,246 6,177 6,023 6,475 7,583 5,779 9,744 6,392
80-84 10,489 10,144 9,969 9,791 10,169 11,103 9,138 9,444 10,224
85 and over 18,328 18651 17,670 17,265 19,768 21,220 15,981 16,071 18,389
Crude rate 787 756 742 655 855 912 425 553 759
ASR® 869 839 858 812 872 985 754 1,184 859
Females
04 134 114 127 147 95 149 64 356 128
59 17 11 16 3 16 11 - 13 13
10-14 17 15 20 15 22 - 9 28 17
15-19 29 15 H 33 39 48 49 68 30
20-24 31 35 42 44 33 47 26 38 36
25-29 35 a1 45 40 50 43 32 83 41
30-34 47 44 45 53 59 42 86 70 48
35-39 81 76 78 68 67 38 49 243 77
4044 114 106 116 114 109 146 81 220 113
45-49 183 162 175 179 167 242 126 342 176
5054 291 247 322 253 an 250 259 235 282
55-59 454 446 500 440 417 539 453 531 458
60-64 744 73 742 754 672 898 638 1,846 743
85-69 1,222 1,245 1,156 1,185 1,290 1,402 1,276 3,089 1,232
70-74 2,102 2,035 2,018 2,031 1,852 2,501 1,767 4,252 2,054
7579 3,639 3,767 3,495 3,212 3,527 4,050 3,586 7,256 3.621
80-84 8,677 6,727 6,502 6,113 6,491 7127 6,920 8,51 6,613
85 and over 14,855 15,159 14,703 13,706 15,088 15518 16,240 15686 14,868
Crude rate 692 690 612 554 739 745 387 347 661
ASR® 526 524 519 494 513 579 516 878 523
(a) Age-standardised rates. Reference population is the 30 June 1991 Australian population.
Source: AlHW
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Table §17: Age-specific, crude and age-standardised death rates, all'causes, by sex, selected -
countries, latest year (per 100,000 population)

Age group (years)

222 A Australia’s Health 1996

Country/Year g 14 5-14 15-24 25-34 35~44
Males
Australia (1994) 653 38 20 a8 127 177
Canada (1992) 680 33 23 o7 126 193
Chile {1991} 1,590 83 36 123 181 299
France (1992) 789 40 20 108 180 293
Germany (1993) 655 37 20 a3 118 240
Greece (1993) 882 26 20 100 112 174
Hong Kong {1993) 480 30 17 54 78 162
Iceland {(1993) 844 30 9 62 68 140
Ireland {1992) 753 34 22 98 121 160
Israsl (1992) 268 40 21 75 86 142
ltaly (1991) 905 32 23 103 151 185
Japan (1993) 467 46 19 64 74 158
Malaysia (1991) 1,350 95 5% 142 182 293
Malta (1993} 1,045 63 7 41 89 . 103
Netherlands (1992) 684 40 21 61 85 161
New Zealand (1992) 838 55 32 158 155 193
Norway (1992) ¢ 636 a7 21 94 13 171
Philippines {1990} 2,714 379 101 185 338 497
Poland (1993} 1,492 51 28 111 199 456 -
Russian Federation (1993) 2,288 19 70 289 612 1,117
Singapore {1992) 530 4 34 97 130 192
Spain {1991) 789 43 27 125 200 240
Sweden (1992) 584 29 15 60 92 170
Switzerland (1993) 579 J30 - 23 116 161 190
" United Kingdom (1992) 738 35 19 75 94 175
United States (1991) 1,000 52 29 148 204 312
Yugoslavia (1990) 2,052 70 34 90 143 203
(continued)



Table S17 (continued): Age-specific, crude and age-standardised death rates, all causes, by sex,
selected countries, latest year (per 100,000 population)

Age group (years)

Country/Year 45-54 55—64 65-74 75andover Crude rate ASR(®!
Males

Australia (1994) 362 1,085 3,017 9,629 759 838
Canada (1992) 413 1,226 3,007 9,230 751 870
Chile (1991) 670 1,686 3,924 11,575 626 1,137
France (1992} 584 1,362 2,842 9,696 g72 N3
Germany (1993) 609 1,461 3,452 12,343 1,048 1,058
Greece (1993) 438 1,121 2,956 9,619 1,000 863
Hong Kong (1993) 397 1,198 3,116 7,417 563 783
Iceland (1993) 315 970 2.488 9,220 661 749
Ireland (1892) 463 1,408 4131 12,059 934 1,109
Israel (1992) 408 1,245 3,208 10,155 683 910
Italy {1991) 464 1,345 3,201 10.119 1,035 964
Japan (1993) 392 1,077 2,451 9,090 785 794
Malaysia (1991) 721 1,879 4,239 10,867 520 1,166
Malta {1993) 314 1,200 3,564 11,183 784 971
Netherlands {1992) 398 1,241 3,483 11,069 a83 967
New Zealand (1992) 472 1,415 3,531 10,596 865 1,017
Norway (1992) 424 1,290 3,332 10,830 1,089 958
Philippines {1996) g22 1,822 3,765 10,832 610 1,247
Poland (1993) 1,064 2,462 4,996 13,518 1,107 1,475
Russian Federation {1993) 2,173 3,731 6,371 14,588 1,600 2,131
Singapore (1992) 542 1,617 3,818 9,030 572 989
Spain {1991} 511 1,274 3,060 10,102 936 956
Sweden (1992} 380 1,116 3,014 10,222 1,126 875
Switzerland (1993) 402 1,049 2,845 10,004 931 871
United Kingdom (1892) 443 1,379 3,792 10,856 1,088 1,005
United States{1991) 605 1,525 3,439 9,557 912 1,012
Yugoslavia {1930) 800 1,969 4,073 11,659 958 1,236

(continted)
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Table 517 (continued): Age-specific, crude and age-standardised death rates, all causes, by sex,
selected countries, latest year (per 100,000 population) .

Age group (years})

Country/Year - : : (=g 1-4 " 5-14 15-24 25-34 35-44
Females

Australia (1994) 515 32 15 33 44 94
Canada (1992) 536 28 17 37 45 98
Chile (1991) - 1,330 56 25 38 62 143
France (1992) 570 28 16 37 65 118
Germany {1993) 509 30 14 34 51 ° 122
Greece (1993) 774 27 16 30 41 82
Hong Kong (1993} 447 28 9 29 40 87
Iceland {1993} 305 11 - 30 24 84
Ireland (1992) 576 32 13 28 43 106 -
Israél {1992) 917 44 15 29 41 89
Italy (1991} 734 30 14 30 51 92
Japan (1993) 402 40 14 24 37 89
Malaysia (1991) 1,160 80 38 57 88 171
Malta {1993) T+ 567 9 15 19 35 96
Netherlands {1993} 571 30 15 26 - 46 110
New Zealand.(1992) 614 35 24 54 57 Y119
Norway (1992) " - " 535 a3 13 o7 47 a1
Philippines (1990) - . 2122 340 81 90 146 240
Poland (1993) 1,182 4 19 35 57 159
Russian Federation (1993} 1,750 97 39 87 138 297
Singaporae (1992) 447 36 20 40 56 111
Spain (1991) - 644 36 18 39 58 100
Sweden (1992) ' 451 18 13 27 40 83
Switzertand (1993) - 530 42 i5 36 64 ~ - 96
United Kingdom (1992) 575 30 14 31 44 109
United States (1991} 784 43 18 50 74 139
Yugoslavia (1990) 1,792 62 24 35 57 - 137
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Table 517 (continued): Age-specific, crude and age-standardised death rates, all causes, by sex,
selected countries, latest year (per 100,000 population)

Age group (years)

Country/Year 45-54 5564 65-74 75andover Cruderate  ASR®
Females

Australia (1994) 222 594 1,618 7,310 661 538
Canada (1992) 261 668 1,592 6,646 632 518
Chile (1991) 369 892 2,186 8,536 494 706
France (1992) 240 517 1,200 7,377 850 472
Germany (1993} 30 665 1,859 9,283 1,152 628
Greece (1993) 193 516 1618 8,321 881 569
Hong Kong (1933) 223 582 1,743 6,023 456 494
Iceland (1993) 323 570 1,522 8,686 668 566
{reland (1992) 301 834 2,314 8,997 810 702
Israel {1992) 249 784 2,136 8,489 619 675
[taly (1991) 234 583 1,530 7,717 204 561
Japan {1993) 197 458 1,190 6,216 638 444
Malaysia (1991) 427 1,176 3,192 9,087 402 850
Maita (1993) 170 750 1,907 8,633 693 641
Netherlands {1992) 262 652 1,650 7,809 829 563
New Zealand (1892) K 789 1,981 7,626 732 620
Norway (1992) 243 651 1,679 7,959 1,000 564
Philippines (1990) 452 963 2,373 9,307 425 837
Poland (1993) 389 943 2,546 10,831 930 824
Russian Federation {(1993) 673 1,367 3,120 11,301 1,293 1,043
Singapore (1992} 33 886 2,298 7,264 444 6546
Spain (1991} 219 505 1,436 7,910 797 550
Sweden (1992) 244 607 1,613 7,705 1,049 539
Switzerland (1993) 226 516 1,369 7,500 873 499
United Kingdom (1892} 281 812 2,196 8,244 1,089 631
United States (1991) 339 873 1,977 7,227 811 613
Yugoslavia {1990) 365 919 2,459 9,615 825 811

(a) Infant mortality per 100,000 births.

(b) Age-standardised rate. Reference population is the European standard population (WHO 1995).

Standard death rates in this table are different from the standard rates in other tables because of the use
of a difterent reference population,

Sources: WHO 1994, 1995; UN 1995; AlHW
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Table S18: Age-standardised death rates,'” by sex and ICD-9 chapter, selected years, 1921 to
1994 (per 100,000 population}

1993

Sex/ICD-9 chapter . 1921 . 1941 1961 1981 1986 1991 1992 1994
Males
Infectious and parasitic 210 93 17 5 5 B 7 7 7
Neoplasms 157 179 197 242 241 237 240 239 243
Endocrine, nutritional 16 24 16 18 20 24 25 28 28
Blood diseases 10 [ 4 3 4 3 3 2 2
Mental disorders 7 4 5 a 13 13 13 14 17
Nervous system diseases 47 26 15 13 14 16 18 19 18
Circulatory diseases 387 635 759 565 463 381 376 357 356
Respiratory diseases 207 149 108 98 86 78 a5 75 77
"Digestive diseases 59 57 39 36 32 29 27 25 25
Genitourinary diseases 126 138 44 16 14 - 14 i3 12 14
Skin diseases 5 3 2 1 1 1 1 1 1
Musculoskeletal diseases 7 5 4 3 3 3 3 3 3
Congenital diseases 9 10 10 7 5 5 5 4 5
Perinatal diseases 54 43 20 7 6 5 5 5 4
li-defined conditions 315 103 15 6 6 5 5 4 3
Injury and poisoning 117 104 104 81 72- 65 62 59 - 59
All causes 1,733 1,577 1,358 1,109 984 885 887 853 862
Females
Infectious and parasitic 158 58 9 4 3 4 4 4 .4
Neoplasms 159 163 139 136 145 144 141 143 142
Endocrine, nutritional 26 40 20 15 15 15 16 - 16 17
Blood diseases 13 6 5 3 3 2 2 2 - 2
Menta! disorders 3 3. 2’ 6 9 9 10 11 14
Nervous system diseases 36 22 9 8 10 12 13 13 14
Circutatory diseases .. 345 523. © 514 347 297 248 250 233 232
Respiratory diseases 160 115 45 . 32 32 34 38 35 .37
' Digestive diseases 58 40 23 20 21 19 18 16 17
Ganitourinary diseases 67 76 20 12 11 10 9- 9 10
Complications of pregnancy 24 14 2 - - - - - -
Skin diseases 5 3 2 - 1 1 1 1 1
Musculoskeletal diseases 9 [ 4 4 4 5 5. 4 5
Congenital diseases 7 9 8 6 5 4 4 - 4 4
Perinatal diseases 40 33 15 5 4 4 4 -3 3
Il-defined conditions 250 74 14 4 4 3 3 -3 3
Injury and poisoning 34 40 42 30 28 25 24 21 21
All causes - 1,394 1,225 875 633 591. 537 542 518 525

(a) Reference population is the 30 June 1991 Australian population, classified by 5-year age groups.

Source: AIHW
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Table $19: Age-standardised death rates,”” by sex and ICD-9 chapter, States and Territories,
1994 (per 100,000 population)

Sex/ICD-9 chapter NSW Vic Qid WA SA Tas ACT NT  Aust
Males

Infectious and parasitic 9 5 7 5 5 7 7 30 7
Neoplasms 241 238 241 236 248 271 247 289 243
Endocrine, nutritional 26 35 23 24 27 29 27 44 28
Blood diseases 2 2 3 2 3 1 2 9 2
Mental disorders 17 19 14 15 17 14 6 14 17
Nervous system diseases 20 19 14 17 17 20 18 22 18
Circulatory dissases 369 339 355 324 372 404 298 485 356
Respiratory diseases 73 79 80 71 77 103 57 139 77
Digestive diseases 25 24 25 24 26 23 20 22 25
Genitourinary diseases 15 14 14 12 10 19 10 8 14
Skin diseases 1 1 1 2 1 - - - 1
Musculoskeletal diseases 3 3 3 4 2 1 1 - 3
Congenital diseases 5 4 5 4 3 7 1 5 5
Perinatal diseases 5 4 4 3 4 5 4 8 4
Il-defined conditions 3 2 4 4 4 9 6 6 3
Injury and poisoning 57 48 68 685 58 74 50 122 59
All causes 872 842 863 814 875 988 755 1,201 862
Females

Infectious and parasitic 4 4 4 4 4 7 5 37 4
Neoplasms 139 150 133 141 138 150 130 181 142
Endocrine, nutritional 13 20 16 19 18 21 18 58 17
Blood diseases 2 2 2 2 2 3 1 - 2
Mental disorders 13 16 12 1 15 16 17 15 14
Nervaus system diseases 14 15 10 14 15 13 10 13 14
Circulatory diseases 243 220 236 208 230 247 240 292 232
Respiratory diseases 38 36 39 3z 33 43 38 137 37
Digestive diseases 16 16 17 18 7 24 20 33 17
Genitourinary diseases 9 9 12 6 8 14 9 25 10
Complications of pregnancy - - - - - - - - -
Skin diseases 1 1 1 1 1 1 - 6 1
Musculoskeletal diseases 4 5 5 5 5 6 8 9 5
Congenital diseases 4 4 5 4 4 6 1 6 4
Perinatal diseases 4 3 3 3 3 2 4 17 3
il-defined conditions 3 2 2 3 2 5 2 7 3
Injury and peisening 21 18 25 23 20 23 17 44 21
All causes 528 525 520 495 514 580 519 881 525

{a) Relerence population is the 30 June 1931 Australian population, classified by 5-year age groups.
Source: AIHW

Statistical tables » 227



Table S20: Age-standardised death rates,” by selected ICD-9 chapters and sex, selected -
countries, latest year (per 100,000 population)

1ICD-9 chapter

: Intectious Injury & All
Country/Year & parasitic - Neoplasms Circulatory Digestive poisoning causes
Males
Australia (1994) 7 246 340 25 57 840
Canada (1992) 6 248 330 3z 65 870
Chile (1983) 42 215 344 107 150 1,204
France (1992) - ik 295 255 47 97 913
Germany (1993) 7 271 472 55 64 - 1,058
Greece (1993) . 6 221 375 28 59 - BBY
Hong Kong (1993) 25 254 201 37 39 783
Iceland (1993) 2 183 348 9 60 749
ireland (1992} 6 271 504 28 59 1,109
Israel {1992) 18 177 378 26 58 910
Italy (1891) 4 284 376 53 65 964
Japan (1993) 14 226 257 37 63 794
Malta (1993) 10 227 443 30 26 971
Netherlands {1992) 7 295 370 31 142 967
New Zealand (1992) 5 264 450 28 77 © 1,017
Norway (1992) 5 225 430 24 69 958
Poland {1993) 12 298 741 47 123 1,475
Russian Federation {1993) 32 320 1,042 58 380 2,131
Singapore (1992) 21 249 366 24 63 989
Spain (1991) 12 255 335 59 70 - 956
Sweden (1992) - 6 197 421 31 62 . 875
Switzerland (1993) 19. 254 339 26 a3 B71
United Kingdom (1992) 5 275 450 30 44 1,005
United States (1991) 14 251 410 36 86 1,012
Yugoslavia (1990) 14 228 613 51 92 1,237
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Table S20 (continued): Age-standardised death rates,'” by selected 1CD-9 chapters and sex,
selected countries, latest year (per 100,000 population)

ICD-9 chapter

Infactious Injury & All
Country/Year & parasitic Neoplasms Circulatory Digestive poisoning causes
Females
Australia (1994) 4 150 235 17 21 539
Canada {1992} 4 159 194 20 26 518
Chile (1989) 25 162 244 52 35 738
France {1992) 7 129 151 25 41 472
Germany (1993) 4 162 297 29 27 628
Greaca {1993} 4 114 287 14 18 569
Hong Kong (1993) 18 137 153 21 20 494
iceland (1993) 5 188 229 16 21 556
Ireland {1992) 4 187 302 20 21 702
Israel {1992) 16 150 270 19 29 6875
Italy (1991) 2 146 248 27 26 561
Japan (1993) 7 M 172 18 25 444
Malta {1993) 10 150 292 24 19 971
Netherlands {1992) 4 160 214 24 23 563
New Zealand (1992) 4 173 264 19 30 620
Norway {1982} 4 144 236 16 28 564
Poland (1993) 5 155 452 25 34 824
Russian Federation (1993) 7 141 631 26 a1 1,043
Singapore (1992) 186 149 282 16 24 646
Spain (1991) 6 19 242 28 21 550
Sweden (1982) 5 143 244 19 27 539
Switzerland (1993) 8 142 203 16 34 499
United Kingdom {1992) 3 182 266 24 18 631
United States (1991} 9 163 253 22 29 €13
Yugoslavia (1990) 8 129 467 23 33 an

(a) Reference population is the European standard population (WHO 1995). Standard death rates in this
table are different from the standard rates in other tables because of the use of a different reference
population.

Sources: WHO 1994, 1995; UN 1995; AIHW
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Other health conditions | o . |

Table S21: Notifiable diseases, 1989 to 1994 (number)

Disease ' 1989 1990 1991 1992 1993 1994
Arbovirus infection, nec 2,809 2,008 201 303 -+ 578 587
Dengue® nn nn 46 366 690 17
Ross River virus@ nn nn 3,532 5,630 5,428 3,974,
Botulism nn nn nn - - -
Brucellosis 20 46 28 29 20 34
Campylobacteriosis 4279 5,683 8,672 9,135 8,111 10,117
Chancroid -3 13 - 5 1 -
Chlamydial infection® 504 5 4,044 6,293 6,500 6,519
Cholera - 1 - 3 6 3
Diphtharia 1 7 8 14 1 -
Donovanosis 99 N 72 78 67 117
Gonococeal infection 3,154 1,019 2,530 2,908 2,811 2,971
Haemophilus influenzae, type b
infection nn nn 549 501 396 169
Hepatitis A 460 530 2,195 2,109 2,006 1,894
Hepatitis B 3,017 2,970 3,652 5,219 2,254 327
Hepatitis C nn nn 4,116 8,812 7572 8,941
Hepatitis, nec 43 707 338 70 .72 42
Hydatid infection 15 16 44 38 32 56
Legionellosis 104 90 110 185 178 178
Leprosy 34 31 13 16 15 11
Leptospirosis 99 121 169 159 178 123
Listeriosis nn nn 44 38 53 34
Lymphogranuloma vensreum - - - 3 1 2
Malaria 770 882 790 712 688 703
Measles 169 880 1,380 1,425 4,536 4,895
Meningococcal infection 204 295 285 292 378 383
Mumps nn nn nn 23 28 94
Ornithosis 25 23 136 94 98 85
Pertussis 614 862 337 739 3,990 5,633
Plague - - - - - -
Poliomyelitis - - - - - -
Q tever 353 431 595 543 889 667
Rabies - - - - - -
Ruballa® - 2 620 3,810 3,812 3,315
Salmonellosis 4,492 4,564 5,440 4,614 4,731 5,283
Shigellosis 779 610 902 694 708 724

Syphilis 2,099 1,754 2,053 2,695 2,305 2,324

(continued)
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Table 521 {continued): Notifiable diseases, 1989 to 1994 (number)

Disease 1989 1990 1991 1992 1993 1994
Telanus 1 [ 7 14 10 15
Tubercutosig! 902 979 903 970 1,071 1,024
Typhoid 57 70 B89 50 72 50
Viral haemarrhagic fever - - - - - -
Yellow fever - - - - - -
Yersiniosis 241 433 515 567 459 414

nec not elsewhere classified.
nn  not notifiable.

(a) Dengue fever and Ross River fever included in the Arbovirus infection for 1989 and 1990.
(b) Trachoma only for 1989 and 1930.

{c) Congenital rubella syndrome only for 1989 and 1990,

(d} Data from Nationa! Tuberculosis Notification System.

Source: DHSH 1995a,¢
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Table §22: Virus and selected non-virus reports,'” 1989 to 1994 (number)

1989 1990 199 1992 1993 1994
Virus
Measles, mumps, rubella
Measles 69 221 256 204 852 1,199
Mumps 60 54 32 48 77 87
Rubella 582 300 246 753 923 1,178
Hepatitis viruses
Hepatitis A 221 262 444 I 452 373
Hepatitis B 3.061 2,981 2,182 2,303 2,324 2,407
Hepatitis C - 115 1,212 2,603 4,503 6,118
Hepatitis D - 1 a7 as 47 24
Hepatitis E - - - 1 12 6
Hepatitis, other non-A or B 2 5 18 7 - -
Arboviruses
Alphaviruses
Ross Rivar 2,076 669 833 1,319 1,890 2,240
‘Other alphaviruses 67 10 36 251 204 273
Flaviviruses
" Dengue 39 68 29 385 528 35
MVE virus . 1 2 10 1 9 .-
" Other flaviviruses/not typed 32 2 47 57 104 26
Other DNA viruses
Adenovirus 1,641 1,432 1,518 1,722 1,870 1,542
Cytomegalovirus 1614 1,810 1,820 1,728 1,558 1,728
Epstein—Barr virus 1,051 1.211 1,360 1,625 1,570 1,515
. Herpes simplex .
. HSV ype 1 2,948 3,343 3,073 3,502 4,016 4,610
| HSViype2 4,776 4,431 3,810.. 4,330. 4899 4,889
~ HSV not typed 2,637 1,180 820 825 679 824
‘Herpes Type 6 1 1 3 2 4 6
“Varicella zaster 436 450 522 684 923 . 1,062
Herpas virus group/not typed . 366 - 210 114 36 27 15
Other® - : ‘ - 16. 20 67 206 109 121
Other RNA viruses
Coxsackievirus A 33 57 59 - 43 ‘82 36
Coxsackievirus B 17 132 154 128 13 87
Echovirus 515 204 164 496 490 443
HIV-1 55 75 54 45 70 76
HTLV-1 - 3 8 2 13 o1
Influenza .
Influenza A 572 255 60 1,322 544 1,196
Influenza B 435 41 408 126 648 87
Other 1" 4 6 2 4 8
Poliovirus 239 248 194 185 114 106
Parainfluenza 870 835 805 a74 730 1,201
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Table $22 (continued): Virus and selected non-virus reports,”® 1989 to 1994 (number)

1989 1990 1991 1992 1893 1994
Respiratory syncytial virus 3,066 3,132 2,555 3,554 3,506 3,746
Rhinovirus 759 470 €653 683 867 905
Rotavirus 1,693 1,876 2,642 2,134 1,989 2,274
Other® 621 914 870 945 1,032 1,158
Non-virus
Chlamydia
Trachomatis 3,394 3,250 2,626 2,663 2,835 2,179
Pneumoniae - - 2 14 1 -
Psittaci 92 86 139 97 74 114
Other - - 1 16 27 72
Mycoplasma
Mycoplasma pneumaoniaa 703 402 381 1,579 1,758 819
Mycoplasma hominis - - 2 4 - 2
Rickettsiae
Coxiella burneti (Q} fever) 227 250 240 269 552 345
Other rickettsiae 4 2 1 31 15 9
Streptococcus species 128 292 345
Yersinia enterocolitica 5 5 34
Brucella species 15 3 21
Bordetella species 93 613 782
Legionella spacies 5 11 35
Cryptococeus species 13 30 26
Leptospira species 28 59 86
Treponema pallidium 267 547 431
Entamoeba histolytica 3 9 7
Toxoplasma gondii 35 48 84
Echinococcus granulosus 7 23 23
Other 1 4 9
Total 35,283 30,977 30,570 38.831 44 690 47,029

(a) As reported by virus laboratories through the Commonwealth Diseases Intelligence network. Data
collected under the Notifiable Diseases Returns (Table $21) may bear littte or no correlation to that
collected under the CDI Iaboratory scheme. Although the latter is a sampling program, the Notifiable
Diseases data depend on voluntary reporting by medical praciitioners etc.

{b) Other DNA viruses include papovavirus (untyped), molluscum contagiosum, Orf virus, parvovirus, milkers
nodule virus, poxvirus (untyped) and cowpox virus.,

(c) Other RNA viruses include enterovirus type 70 and 71, picomavirus (not typed), enterovirus (not typed),
paramyxovirus (unspecified), reovirus, coronavirus, astrovirus, calcivirus, Norwalk agent and small virus-

like particles.

Sources: DHHLGCS 1993; DHSH 1994, 1995b
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Table 523: Characteristics of AIDS cases, by age, sex, State/Territory, exposure category and

defining condition, 1987 to 1995

Description 1987 1988 1989 1990 1991 1992 1993 1994 1995
Total cases 3 5§33 612 667 796 77 804 868 443
Mean age (years)
Males 36 a7 37 37 a7 38 38 38 38
Famales 40 30 34 36 36 39 37 31 32
Males (per cent) 96.1 97.0 975 97.2 954 954 949 95.0 94.8
State/Territory (per cent)
NSW 65.6 59.7 58.2 62.5 55.0 54.3 56.7 56.5 51.2
Vic 21.0 22.5 21.4 18.6 231 21.8 21.0 20.4 23.7
Qlid 6.6 7.3 8.2 8.6 104 1.5 111 113 16.0
WA . 3.1 4.7 4.9 4.0 4.6 5.4 37 39 4.1
SA 24 4.1 47 3.8 4.8 42 5.6 55 3.4
Tas 0.5 0.2 1.0 0.6 0.4 1.2 0.3 0.6 0.2
NT - - 02 05 06 06 056 03 05
ACT 0.8 1.5 1.4 15 1.0 1.0 1.0 15 0.9
Exposure category {per cent)
Male homosexual/bisexual

contact ] ‘ 86.6 88.9 86.3 855 81.0 798 784 805 81.5°
Male homosexual/bisexual

contact and 1D use 26 28 3.3 2.4 3.6 46 6.6 4.5 3.8
1D use {female and ‘

heterosexual male) 0.5 21 2.3 2.4 3.8 1.9 31 2.9 3.6
Heterosexual contact ' 1.6 1.7 1.6 2.8 4.6 6.4 6.2 5.9 6.8
Haemophilia/coagulation '

disorder 18 1.3 2.1 1.8 1.4 1.7 1.2 0.7 0.7
Receipt of blood transfusion, L L ) ‘ ‘

blood components or tissue 5.2 1.3 1.6 29 2.1 1.9 1.1 1.3 09.
Mother with/at risk for HIV ‘ .

infection - - 0.2 0.2 0.4 0.4 0.4 - 07 + .05
Other/undetermined 1.6 1.7 . 286 2.7 30 . 32 3.4 3.6 2.3
AIDS-defining condition (per cent) '
Pneumocystis carinii

pneumonia (PCP) 42.8 40.0 351 29.8 31.3 27.1 21.7 21.9 21.7
Kaposi's sarcoma (KS)-skin 17.6 15.0 141 10.7 11.9 12.4 11.2 10.4 9.9
PCP and other {not KS) 5.5 5.1 A7 6.9 4.8 5.0 36 23 29
HIV encephalopathy 1.3 2.8 4.4 4.8 2.5 27 3.7 4.9 34
Other 328 373 417 47.8 49.5 52.8 59.8 60.5 62.1

(a) Diagnosed by 30 September and reported by 31 December.

Source: National Centre in HIV Epidemioclogy and Clinical Research
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{a)

Table 524: Leading cancers,”™ new cases and deaths by type and sex, 1990

New cases Deaths
Lifetime

Cancer Number Per cent Rate® risk® Number Per cent Rate®
Males

Prostate 5,753 17.7 50.4 1in18 2,078 12.2 17.8
Lung 4,896 15.0 458 1in18 4,447 26.1 411
Colorectal 4,719 14.5 44.8 1in19 2,189 129 20.2
Melanoma 3127 9.6 30.9 1in 30 512 3.0 5.0
Bladder 1,532 4.7 141 1in 62 479 2.8 4.3
Unknown primary 1,511 4.6 14.2 1in 61 1,000 59 8.2
NHL' 1,285 3.9 126 1in 72 633 37 5.9
Stomach 1,168 36 10.8 1in 80 781 4.6 741
Kidney 890 2.7 86 1in 96 427 2.5 4.0
Pancreas 671 21 63 1in138 709 4.2 6.6
All cancers 32,541 100.0 308.4 1in3 17,010 100.0 157.7
Female

Breast 7,121 25.8 65.5 1in 14 2,421 18.6 20.4
Colorectal 4,007 14.5 31.4 1in 27 1,943 14.9 141
Metanoma 2,654 9.6 249 1in 40 37 2.4 2.6
Lung 1,826 6.6 15.2 1in 51 1,593 12.2 12.6
Unknown primary 1,367 4.9 9.9 1in93 937 7.2 6.5
Uterus 1,075 3.9 95 1in 84 217 1.7 1.5
Cervix 1,067 3.9 10.2 1in 98 339 2.6 3.0
NHL 979 3.6 8.1 1in 108 538 4.1 3.9
QOvary 968 35 8.7 1in 99 732 56 6.0
Pancreas 598 2.2 4.2 {in212 657 5.0 4.7
All cancers 27,568 100.0 237.4 1in4 13,033 100.0 100.0

{a) Rankings are based on the number of new cases; excludas non-melanocytic skin cancers.

(b} Age-standardised rates are expressed per 100,000 population using the World Standard Population.

{c) Lifetime risk—a measure which approximates the risk of contracting a particular cancer in a litetime if the
risks at the year of estimation remained throughout a person’s life. For the purposes of this table, Yifetime’
is defined as ages 0 to 74_

(d) Non-Hodgkin's lymphoma.

Source: Je¥s et al. 1996
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Table §25: Major cancers, age—étandardised incidence.rates,“" by sex, 1984 to 1990 {per 100,000
population)

Cancer. 1984 1985 1986 1987 1988 1989 1990
Males .
Lung 759 74.4 728 722 66.6 66.7 64.4
Prostate ) 65.9 69.9 70.3 71.3 69.8 74.3 81.7
Melanoma 28.0 305 328 375 40.4 303 382
Colorectal 60.6 64.8 63.0 61.7 61.8 63.7 62.5
Bladder 26.3 27.9 25.8 23.8 23.8 22.5 208
Non-Hodgkin's lymphoma - 139 15.3 15.2 162 15.6 159 - 165
All cancers 4166  431.0 429.8 428.6 4246 © 429.9 430.5
Females C
Breast ) 727 741 74,1 79.4 773 81.0 '80.5
Melanoma 26.0 . 289 28.6 . 32.4 329 29.9 30.2°
Colorectal . 44.6 47.4 459 44.5 426 44 1 43.0
Lung 17.7 17.8 18.7 185 19.1 19.9 20.0
Carvix . 13.4 13.4 13.5 13.6 12.8 12.4 12.3
Body of uterus 12.7 12.5 13.2 126 12.2 1.8 11.9
Bladder : 72 6.9 7.7 6.8 6.9 6.1 5.8
Non-Hodgkin’s Iy'rnphoma - 103 104 10.2 109 10.7 11.1 107 °
All cancers .. 2945 . 3022 302.6 308.1 304.2 3064 304.4
(a) Age-standardised to the 1991 Australian population,

Source: AIHW - 7

LI

Table 526: Major cancers, average annual age-standardised incidence rates,” by sex, States and
Territories 198690 and Australia 1990 (per 100,000 population)

Cancer NSW Vic Qid WA SA Tas ACT NT Aust®
Males

Prostate 72.7 G7.0 74.7 75.7 76.2 67.4 51.5 40.0 81.7
Lung 67.4 67.7 6_5_.1 70.1 €65.8 74.1 59.2 73.5 64.4
Colorectal 60.9 63.1 - 599 56.2 59.7 57.6 56.1 42.3 62.5
Melanoma 40.2 25.0 55.9 371 30.3 245 39.0 216 39.2
Bladder 20.8 271 24.7 17.0 18.0 21.4 155 19.2 20.5
Females .
Breast 777 795 78.5 81.8 76.8 68.1 74.8 48.6 80.5
Colorectal 41.4 45.8 42.9 43.2 439 44.5 44 .4 34.2 43.0
Melanoma 40.2 25.0 55.9 37 30.3 24.5 39.0 21.6 30.2
Lung 19.0 20.0 15.9 221 19.0 24.3 20.2 21.9 20.0

Cervix 12.5 11.9 13.4 14.8 1.7 14.5 12.3 i8.0 12.3

(a) Age-standardised to the 1991 Australian population,
{b) State and Teriitory averages for 1986-90 do not equate to a single-year average for Australia.

Source: AlIHW
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Table 527: Major cancers, age-standardised incidence rates,' by sex, selected countries
1984-88 and Australia 1988 (per 100,000 population)

Males Colon Rectum Lung Melanoma Prostate All cancers
Australia 26.5 17.5 46.9 331 1.8 3029
Brazil 17.0 1.3 85.7 5.8 49.6 191.7
Canada 27.8 16.6 68.5 6.7 514 318.1
England and Wales 171 13.7 65.4 3.0 231 2400
lialy 24.0 14.8 823 3.9 255 344.1
Japan 14.8 1.6 415 0.2 6.6 265.4
Netherlands 18.7 16.2 B83.4 39 296 2725
New Zealand

{non-Maori} 30.9 20.4 51.7 18.6 354 283.4
United States 274 134 56.4 14.6 51.9 293.7
Females Colon Rectum Lung Melanoma Breast All cancers
Australia 20.8 9.6 14.2 28.3 62.3 2359
Brazil 1.0 8.2 16.8 3.7 78.5 2159
Canada 23.6 10.2 239 7.0 711 253.4
England and Wales 14.6 7.8 205 5.0 56.1 198.8
ltaly 17.3 7.9 8.2 4.4 66.0 2153
Japan 10.1 6.3 1.7 0.2 21.9 155.2
Nethertands 171 10.3 8.1 56 €8.1 194.8
New Zealand

(non-Maori) 30.5 12.3 15.7 230 64.3 248.0
United States 20.7 B.4 321 11.6 88.5 2736

{a) Age-standardised to the World Standard Population.
Source: Parkin et al. 1992
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Table $28: Dental caries experience®
Territories, 1988 to 1993 (mean number of teeth)

! of 6-year-old and 12-year-old school children, States and

NSW Vic Qld WA SA Tas ACT NT Australia
6-year-olds (dmft)

. 1988 1.83 1.89 2.40 152 2.02 1.66 1.29 1.81 1.93
1989 2.21 2.16 2.34 1.62 2.21 1.70 117 2.04 2.16
1990 2.20 2.10 2.43 1.54 1.88 1.59 1.15 2.08 2.06
1991 2.05 2.04 2.48 1.29 1.98 187 1.14 1.96 1.94
1992 2.00 2.05 2.37 1.32 153 1.48 1.09 1.99 1,95
15993 2.04 1.81 2.18 1.48 1.79 1.35 1.33 1.81 1.06
12-year-olds (DMFT)

1988 1.24 1.93 1.85 1.96 1.69 1.29 1.20 1.34 1.62
1989 1.33 1.72 1.66 2.1 1.46 1.06 1.12 1.10 1.56
1990 1.32 ) 1.69 175 1.26 1.1 1.03 1.18 1.44
1981 1.18 {0) 1.54 1.43 1.06 1.18 0.91 1.26 1.29
1992 1.19 () 1.50 1.22 1.04 0.98 0.76 091 T 122
1993 . 1.04 {B) 1.44 1.20 0.64 0.96 0.77 0.85 1.10

(a) As measured by dmityDMFT index. Beginning in 1889, the dmft index (number of decayed, missing and
filled primary teeth) was recorded in all States and Territories other than Queensland. In Queensland
during 1889 the dft {(number of decayed and filled primary teeth} was recorded. Befora 1989 the dft index
was recorded in all States and Territories. The increase in caries experience in 1989 may therefore be

. associated with the adoption of the more comprehensive dmft index.

{b) ‘Insufficient numbers examined to provide an astimate.

Source: AIHW Dental Statistics and Research Unit

Table 529: Primary teeth with caries experience (dmft),'” 4- to 10-year-old children, 1977 and

1988 to 1993 (mean number of teeth) .

Age (years)

Four Five Six Seven Eight Nine Ten
1977 286 2.96 3.13 3.35 337 3.01 2.23
1988 1.68 1.73 1.93 212 2.20 2.23 1.86
1989° ® 201 . 2.15 2.38 2.31 2.26 1.88
1890 () 1.85 2.06 2.20 2.31 2.28 1.78
1951 (©) 1.78 1.94 213 224 222 1.81
1962 (&) 1.80 1.95 1.83 2.21 2.1 1.74
1993 & 1.76 1.80 2.0% 2.15 213 1.73

(a) Beginning in 1989, the dmft index (number of decayed, missing and filled primary teeth) was recorded in
all States and Territories other than Queensland. In Quegnsland during 1989 the dft (number of decayed

and filled primary teeth) was recorded. Before 1989 the dft index was recorded in all States and

Territaries. The increase in caries experience in 1989 may therefore be associated with the adoption of
the more comprehensive dmfi index.
{b) Insufficient numbers examined to provide an estimate.

Source: AIHW Dental Siatis!ibs and Research Unit

LA
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Table §30: Permanent teeth with caries experience (DMFT), 6- to 12-year-old children, 1977 and
1988 to 1993 (mean number of teeth)

Age (years)

Six Seven Eight Nine Ten Eleven Twelve
1977 0.51 1.21 1.84 2,50 3.10 392 4.80
1988 0.08 0.28 0.49 0.70 0.99 1.26 1.62
1889 0.08 0.28 0.46 0.65 0.83 1.37 1.56
1990 0.10 0.24 0.42 0.63 .76 1.00 1.44
1991 0.09 0.24 0.40 0.56 0.83 0.01 1.29
1892 0.09 0.21 0.38 0.53 0.69 0.90 1.22
1993 0.08 0.22 0.38 0.51 0.66 0.90 1.10

Source: AIHW Dental Statistics and Research Unit

Table $31: Current smokers, by age group and sex, 1974 to 1992 (per cent)
Year of survey
Age group 1974 1976 1980 1983 1986 1989 1992
Mates
16-19 37.7 37.2 357 31.9 31.2 20.0 21.1
20-24 52.0 47.6 56.5 449 411 41.0 36.8
25-29 49.2 46.8 49.6 49.2 388 38.9 36.9
30-34 52.4 45,7 40.0 43.5 34.5 36.7 34.1
35-39 48.1 46.9 41.8 422 347 354 29.5 |
40-44 45.9 43.4 431 42.6 36.6 323 35.1
4549 472 40.7 47.4 43.1 29.0 26.3 304
50-54 46.8 53.9 471 38.0 35.5 22.1 26.9
55-59 40.6 33.7 401 381 34.8 255 26.8
60-69 36.2 36.0 26.8 33.7 29.2 21.4 19.7
70 and over 3.4 35.3 18.5 26.6 16.3 20.8 11.2
Total 45.3 43.9 411 40.3 33.4 30.2 28.2
Females
16-19 29.8 32.2 373 44.9 27.9 311 247
20-24 38.0 441 40.0 449 41.2 37.7 36.2
25-29 37.4 435 40.5 345 39.0 367 328
30-34 304 379 358 32.1 31.3 30.4 28.7
35-39 29.4 28.0 333 288 29.0 26.4 27.6
40-44 27.5 34.4 29.5 28.1 30.0 242 255
45-49 326 35.8 20.0 385 251 28.8 27.3
50-54 37.0 38.3 313 25.5 2786 27.9 17.5
55-59 25.4 17.9 261 291 236 17.6 16.8
60-69 16.2 18.8 23.0 22.2 20.9 19.6 17.8
70 and over 9.9 11.3 101 8.4 1.6 10.5 6.2
Total 29.6 32,5 311 309 28.9 27.0 23.8
Sources: Hilt et al. 1988, 1991; Hill & White 1995
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Hospital morbidity and utilisation

Table $32: Separation rates from public acute and repatriation hospitals, by sex and age group,
States and Territories, 1992-93 (per 1,000 population)

Sex/

Agegroup - NSW Vie Qid WA SA Tas ACT NT Total
Males '
Less than 1 605.0 470.8 485.0 671.3 665.6 4426 1,103.2 4275 563.1
1-14 120 85.6 104.8 110.5 128.8 70.4 112.5 147.7 104.6
15-34 " 932 77.0 1043 97.5 83.5 774 69.4 103.5 807
35-49 1213 . 992 - 1209 111.9 118.4 93.4 103.7 117.4 113.5
50-64 231.3 2057 2354 226.1 228.6 209.6 292.0 207.4 224.9
65-74 522.5 416.5 4219 526.0 562.2 431.8 580.7 370.2 480.0
75 and over 742.2 573.0 572.9 770.2 808.3 611.6 684.2 649.8 673.6
Allages - 182.9 147.3 167.2 173.8 196.3 1473 1583 1445 169.7
Females A _ '
Lessthan1 =~ 457.0 336.2 376.2 516.0 467.5 350.3 1,089.0 294.1 4249
1-14 795 ° 615 76.6 83.2 95.3 53.8° 81.0 1.9 75.8
15-34 2111 1916 210.2 229.0 226.2 216.4  206.4 252.0 209.4
35-49 1510 1381 1360 152.9 141.8. 118.2 1519 | 165.7 1441
50-64 2164 176.2 209.3 2110 205.4 1716 2478 1976 2025
65-74 356.0 289.2 3185 343.8 339.7 288.0 421.7 336.7 = 328.8
75andover’ - 523.9 4067 . 386.1  527.3 464.2 380.0 507.9 485.3 460.9
All ages 207.3 175.8 186.4. 2059 2095 |, 1737 203.6 196.8 194.6
Persons 195.2 161.7 176.8 189.8 203.0 160.6 180.9 169.6 182.2
ASR®@ 192.9 160.5 178.6 196.2 197.0 159.4 204.0 185.2 182.2
(a) Age-standardised re\'ltes. Reference population is the 1992-93 Australian population.

Source: AIHW
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Table 833: Occupied bed-days in public acute and repatriation hospitals, by sex and age group,
States and Territories, 1992-93 (per 1,000 population)

gg)ggroup NSW Vic Qid WA SA Tas ACT NT Total
Males

Less than 1 3,158.9 2,569.3 28423 36163 3,583.8 2,190.5 59685 34633 3,058.9
1-14 269.8 193.3 277.2 290.7 317.9 169.3 326.4 872.1 263.6
15-34 527.9 2541 3831 3257 308.7 295.6 286.4 550.3 385.1
3549 657.9 349.1 515.2 406.2 475.7 382.1 406.3 788.1 505.5
5064 1,686.5 984.0 11754 11,0129 1,1425 10547 1,329.3 11,3551 1,287.1
65-74 4,0009 25471 27688 23,0035 36304 2,796.7 36486 26298 32653
75 and over 8,361.7 5519.7 6221.7 6,63%.2 71362 6873.2 74079 7,1336 69423
All ages 1,223.7 736.7 880.1 820.0 1,030.6 836.9 779.9 917.5 964.9
Females

1-14 203.0 154.5 228.9 2207 2431 139.2 269.8 761.9 206.7
15-34 845.6 692.6 716.8 754.6 797.3 7838 786.6 11,0041 770.0
3549 740.9 5078 509.5 520.4 $13.2 485.7 606.0 814.5 592.6
5064 1,377.1 805.8 966.5 878.6 990.3 907.7 1,095.4 1,2588 1,0652
6574 3,100.9 19319 21472 22032 2,2983 23202 28495 2364.7 2,466.8
75 and over 8,564.0 49348 54521 54276 56750 55023 59085 49158 64519
All ages 1,436.3 9314 980.9 963.0 1,1352 11,0185 987.1 1,006.2 1,136.2

Persons(® 1,330.5 8349 9305 8911 1,083.3 9290 8832 9604 1,050.9

(a) Includes a small number of persons whose sex was unknown.
Source: AIHW

|
Less than 1 2,650.1 2,150.8 2,350.2 28878 2,6789 1,859.8 59106 20794 25251
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Table §34: Occupied bed-days in private acute and private psychlatrlc hospitals, by sex and age
group, States and Territories, 1992-93 (per 1,000 population)

Sex/ : NSW

Age group and ACT Vic'® Qld® wA SA Tas “Total®
Males

Less than 1 155.6 300.6 337.4 547.2 1437 204.1 251.0
1-14 29.5 42,9 37.2 33.7 51.3 47.3 35.0
15-34 : 95.4 1048 - 641 79.9 122.0 96.1 89.3
35-49 135.9 175.7 143.0 133.0 196.7 168.0 145.2
50-64 295.4 391.8 357.0 326.9 438.5 360.7 332.5
65-74 576.2 840.9 1,063.5 493.1 704.3 649.2 698.0
75 and over 970.6 1,513.1 2,119.6 733.0 1,596.8 1,035.6 1,293 .4
All ages 182.3 248.7 251.3 164.3 271.3 211.8 207.5
Females

Less than 1 241.2 318.3 284.3 4487 137.9 147.0 264.8
1-14 27.7 36.9 31.3 28.7 38.1 36.4 301
15-34 200.5 2925 259.2 308.4 383.0 295.5 252.1
35-49 261.2 367.3 313.2 3397 4470 - 379.0 309.1
50-64 335.6 ' 459.3 418.5 423.7 550.6 421.6 393.7
65-74 525.6 778.2 921.9 532.0 884.2 674.5 665.9
75 and over 1,301.2 2,0195 2,712.8 891.6 2,486.8 1,488.5 1,738.6
All ages 287.8 4213 422 1 321.6 532.9 374.7 354.8
Persons 235.3 335.8 336.5 242.6 403.0 293.9 281.3

(a) Data presented for Victoria are estimated from the ABS Private Health Establishments collection
published as Private Hospitals Australia, 1992-93, ABS Cat. No. 4390.0

(b) Queensland data are for the 1992 calender year.

{c) Does not include the Northern Territory.

Source: AIHW

242 4 Australia’s Health 1996




Table 535: Percentage of bed-days occupied by private patients in public acute and repatriation
hospitals, by sex and age group, States and Territories, 1992-93 (per cent}

g;);lgroup NSW Vie Qld WA SA Tas ACT NT Total
Males

Less than 1 24.6 27.6 10,0 17.0 31.0 20.5 76.6 27.5 243
1-14 30.2 25.4 11.6 209 219 18.9 316 211 23.5
15-34 30.0 249 8.9 248 20.2 4.6 21.8 14.3 23.5
3549 281 26.7 12.8 23.1 32.8 12.3 25.7 14.2 24.5
50~-64 36.0 281 12.7 23.2 22.4 151 27.9 13.9 28.1
65-74 48.8 44.5 28.5 31.2 40.7 7.5 401 19.0 41.7
75 and over 353 454 26.5 30.0 33.5 31 33.3 15.5 34.5
Unknown — 1.5 - - 67.0 7.6 - 271 375
All ages 36.3 35.8 18.4 26.2 315 8.6 36.1 17.3 31.2
Females

Less than 1 23.6 26.7 B.6 16.5 29.7 24.3 77.4 29.8 23.8
1-14 30.9 26.4 10.2 20.2 23.5 18.0 28.9 20.7 234
15-34 27.5 26.0 13.9 15.2 17.9 17.8 38.8 20.2 22.8
35-49 29.0 31.0 151 218 22.1 16.6 37.4 19.7 26.0
50-64 328 26.7 13.7 22.8 19.8 a8 321 17.9 26.3
65-74 30.1 33.6 155 18.4 20.9 7.0 234 15.9 26.3
75 and over 281 38.8 21.2 16.3 23.4 3.7 21.3 15.7 27.4
Unknown - - .= - 4.9 6.8 - - 4.2
Al ages 29.0 31.9 16.0 17.9 21.4 10.5 358 20.0 25.7
Persons 323 33.6 17.2 21.7 26.2 9.6 358 18.6 28.2
Source: AIHW
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Table $36: Separations from public acute and repatriation hospitals by most frequently’

occurring procedures, States and Territories, 1992-93 (per 100,000 population)

ICD-9-CM procedure NSW Vic Qld wa SA Tas ACT NT Totaf
44 Lysis of adhesions and decompression of cranial

and peripheral nerves 54 51 57 65 69 51 26 29 55
135 Other exiracapsutar extraction of lens 115 a9 72 129 130 36 93 48 103
200 Myringotomy 73 a8 59 88 142 41 104 81 a2
231 Surgical remaval of tooth 72 76 61 83 107 a8 215 101 77
283 Tonsillectomy with adenoidectomy 52 51 52 &0 87 21 49 36 55
332 Diagnostic procedures on lung and bronchus 89 77 82 68 . 106 133 71 51 85
372 Diagnostic procedures on heart and pericardiurh 180 108 33 198 121 236 375 - 136
399 Other oparations on vessels 13 942 1,265 1,11 1,055 a21 1,302 73 702
441 Diagnostic procedures on stomach - 212 75 125 16 41 147 19 405 126
451 Diagnostic procedures on small intestine 313 389 A 472 581 452 707 38 379
452 Diagnostic proceduras on other intestine 290 212 203 - 255 208 369 491 163 272
470 Appendeciomy 130 i 93 127 1 87 58 97 115
512 Cholecystectomy 136 i28 118 106 144 108 97 68 127
530 Unilateral repair of inguinal hernia 10 98 58 1M 105 a2 70 68 103
542 Diagnostic procedures of abdominal region 92 82 88 &9 98 45 11 171 87
573 Diagnostic procedures on bladder 155 121 143 207 217 193 59 116 153
802 Transurethral prostateciomy 84 90 61 63 108 80 75 19 81
640 Circumcision 72 63 27 67 70 31 58 100 60
662 Bilataral endoscopic destructlon or occlusmn of .

fallopian tubes 62 59 32 100 79 84 74 104 62
673 Other excision or destrucllon of Iesmn or lissue :

. of cervix 69 77 66 52 66 46 42 83 68
684 Total abdominal hysterectomy FAl 66 83 76 68 51 )l 49 68
690 Dilation and curettage of uterus 297 292 276 305 250 277 285 332 289
695 Aspiration curettage of uterus 109 158 12 96 329 116 135 470 126
730 Artificiat rupture of membranes 151 156 89 73 65 152 382 184 13
736 Episiotomy 119 83 101 104 68 81 201 139 102

(continued)
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Table $36 (continued): Separations from public acute and repatriation hospitals by most frequently occurring procedures, States and
Territories, 1992-93 (per 100,000 population)

1C0-9-CM procedure NSW Vic Qid WA SA Tas ACT NT Total
741 Low cervical caesarean section 202 182 199 179 198 177 350 297 197
756 Repair of other current obstetric laceration 3 260 196 188 182 247 262 276 256
786 Remaoval of intemnal fixation device 60 55 61 62 52 53 60 60 58
790 Closed reduction of fracture without internal

fixation 162 109 107 139 144 101 92 171 133
793 Open reduction of fracture with intemal fixation 125 118 115 138 120 110 143 20 123
802 Arhroscopy 52 61 75 38 106 52 43 64 61
815 Joint replacement of lower extremity 12 84 72 112 122 74 114 14 97
852 Excision or destruction of breast tissue 64 7 55 68 39 71 76 45 62
860 Incision of skin and subcutaneous tissue 63 36 66 88 71 65 28 310 61
862 Excision or destruction of iesion or tissue of skin

and subcutaneous lissue 88 83 89 79 100 100 59 180 88
863 Qther local excision or destruction of fesion or

tissue of skin and subcutaneous tissue 181 165 260 193 229 165 268 97 197
870 Soft tissue X-ray of face, head and neck 36 131 164 174 262 170 17 236 121
884 Artariography using contrast material - 42 50 46 63 103 BB 13 21 54
8990 Transfusion of blood and blood components 69 200 60 146 264 263 117 34 130
992 Injection or infusion of other therapeutic or

prophylactic substance 126 679 519 824 706 497 1,036 193 475
Source: AIHW
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Table $37: Occupied bed-days in public acute and repatriation hospitals by most frequently occurring procedures, States and Territories,

1992-93 (per 100,000 population)

ICD-9-CM procedure NSW Vie Qid WA SA Tas ACT NT Total
44  Lysis of adhesions and decompression of cranial
and peripheral nerves 118 88 100 124 129 110 74 48 107
135 Other extracapsular extraction of lens 235 178 136 308 264 103 133 150 206
200 Myringotomy 87 98 66 105 170 46 124 93 a5
231 Surgical removat of tooth 87 87 89 99 153 48 227 128 96
283 Tonsillectomy with adenoidectomy 111 90 a0 99 159 54 55 55 100
332 Diagnostic procedures on lung and bronchus 458 463 533 490 723 601 517 47 502
372 Diagnostic procedures on heart and pericardium 663 407 136 841 439 693 1,342 - 491
399 Other operations on vessels 62- 1,033 1,388 1,182 1,165 894 1,493 302 787
441 Diagnostic procedures ¢n stomach 742 250 315° 52 160 480 45 1,014 413
451 Diagnostic procedures on small intestine . 1,111 1,315 1,21 1,421 2,000 1,202 2,091 105 1,293
452 Diagnostic procedures an other intestine 683 488 624 608 720 735 967 370 622
470 Appendectomy 546 450 363 499 460 I73 477 499 472
512 Cholecysteclomy 880 739 598 661 864 697 560 491 759
530 Unilateral repair of inguinal hernia 413 330 272 386 423 294 180 263 357
542 Diagnostic procedures of abdominal region 181 148 186 153 210 92 220 285 172
573 Diagnostic procedures on bladder 431 275 378 513 538 537 222 401 398
602 Transurethral prostatectomy 692 695 429 518 828 694 B96 180 640
640 Circumcision 95 77 40 132 89 43 219 414 88
662 Bilateral endoscopic destruction or occlusion of
'f'allopi_an tubes . - 70 .70 45 i 15 93 99 89 165 74
- 673 Other excision or dastruction of lesicn or tissue T '
of cervix 72 82 72 60 95 50 42 94 75
684 Total abdominal hysterectomy 566 525 422 586 538 460 548 367 525
690 Dilation and curettage of uterus 406 373 381 403 335 367 398 537 387
695 Aspiration curettage of uterus 127 173 17 108 354 136 181 484 141
730 Anililcial' rupture of membranes 599 787 380 344 309 714 1,807 849 583
538 47 498 297 399 923 708 471

736 Episiotomy

448

{continned)
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Table 537 (continued): Occupied bed-days in public acute and repatriation hospitals by most frequently occurring procedures, States and

Territories, 1992-93 (per 100,000 population)

1CD-9-CM procedure NSW Vie Qid WA SA Tas ACT NT Total
741 Low cervical caesarean section 1,598 1,657 1,457 1,405 1,709 1,509 2,850 2,490 1,581
756 Repair of other current obstetric laceration 1,350 1,236 788 823 810 1,143 1,024 1,334 1,147
786 Removal of internal fixation device 172 144 175 209 214 173 205 200 173
790 Closed reduction of fracture without internal

fixation 427 3n 295 369 363 366 286 643 362
793 Open reduction of fracture with internal fixation 1,342 1,397 1,278 1,193 044 1,402 1,255 2,622 1,310
802 Arthroscopy 113 103 129 81 214 103 70 195 118
815 Joint replacement of lower extremity 1,895 1,434 1,287 1,860 1,605 1,502 2,004 375 1,621
852 Excision or destruction of breast tissue 142 141 129 150 121 137 147 72 139
860 Incision of skin and subcutaneous tissue 323 172 315 425 343 336 149 2,00 309
862 Excision or destruction of lesion or tissue of skin .

and subcutaneous tissue 573 673 598 434 671 641 424 1,548 606
863 Other local excision or destruction of lesion or

lissue of skin and subcutaneous lissue 509 419 617 374 887 906 452 221 531
870 Soft tissue X-ray of face, head and neck 262 1,620 2121 2,758 2,837 2,762 1,164 2,702 1,487
884 Areriography using contrast material 196 223 24 271 432 267 554 67 244
990 Transfusion of blood and blood components 235 619 180 530 770 679 163 292 406
992 Injection or infusion of other therapeutic or

prophylactic substance 290 1,085 B70 1,618 1,487 805 1,617 1,180 863
Source: AIHW
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Table §38: Separations from public acute and repatriation hospitals by most frequently occurring diagnoses, States and Terrilories,

1992-93 (per 100,000 population)

ICD-9-CM diagnosis NSW Vic Qid WA SA Tas ACT NT Total
173 Other malignant neoplasm of skin 103 a8 166 17 150 90 129 32 15
250 Diabetes mellitus 89 89 92 78 128 87 a3 78 91
296 Affective psychoses 152 32 72 102 107 90 101 a8 96
345 Epilepsy 105 74 97 85 75 63 55 89 20
366 Cataract 170 166 146 195 181 43 128 50 163
410 Acute myocardial infarctian 185 150 163 156 185 190 119 73 168
411 Other acute and subacule forms of ischaemic ' o

heart disease . 172 135 105 123 116 215 157 65 142
414 Other forms of chronic ischaemic heart disease 266 168 153 220 281 270 218 20 215
427 Cardiac dysrhythmias 158 117 122 ‘115 145 134 107 70 134
428 Heart failure 218 179 182 196 264 164 113 101 200
474 Chronic disease of tonsils and adenoids 103 12 100 13 166 71 109 B7 112
486 Pneumania, organism unspecified 93 67 96 108 125 66 50 274 9
493 As_fhma. 379 318 327 421 572 238 325 292 369
496 Chronic airway obsiruction, not elsewhere

classified 145 94 142 88 144 128 58 17 124
530 Diseases of oesophagus 219 155 154 167 274 224 251 109 180
535 Gastritis and diodenitis 119 84 96 128 . 85 13 150 125 105
550 inguinal hernia 133 123 127 128 135 107 103 78 127
558 Other non-infectious gastroenterltis and colitis 171 95 164 134 168 17 17 107 144
574 Cholelithiasis ' 181 158 158 144 174 155 153 B6 165
599 Other disorders of urethra and urinary tract 17 89 17 138 132 124 57 182 13
626 Disorders of menstiuation and other abnormal

bleeding from female genital tract 116 122 119 137 154 126 125 122 124
634 Spontaneous abortion 121 B6 92 102 76 50 128 160 101
642 Hypertension complicating pregnancy, childbirth '

and the puerperium - 113 a5 103 123 105 89 126 132 107

' 118 121 142 120 122 171 163 165 126

644 Early or threatened labour

{continned)
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Table $38 (continued): Separations from public acute and repatriation hospitals by most frequently occurring diagnoses, States and

Territories, 1992-93 (per 100,000 population}

ICD-9-CM diagnosis NSW Vic Qid WA SA Tas ACT NT Total
650 Delivery in a completely normal case 239 127 401 195 154 198 269 381 228
B56 Other foetal and placental problems affecting

management of mother 147 154 104 17 158 113 119 163 138
664 Trauma to perineum and vulva during delivery 274 241 191 176 207 289 281 276 237
682 Other cellulitis and abscess 104 79 114 114 94 63 48 419 101
715 Osteoarthrosis and allied disorders 120 86 a1 146 143 73 98 23 108
724 Other and unspecified disorders of back 113 86 146 150 207 97 80 76 122
780 General symptoms 219 147 250 191 257 161 122 285 204
786 Symptoms involving respiratory system and

other chest symptoms 237 150 243 168 289 199 178 201 212
789 Other symptoms involving abdomen and pelvis 285 221 396 288 330 264 230 267 290
B13 Fracture of radius and ulna 152 99 108 140 149 85 92 248 128
996 Complications peculiar to certain specified

procedures 110 101 7B 140 151 &7 102 60 107
998 Other complications of procedures, not else-

where classified 96 a2 84 94 100 78 64 65 as
V25 Contraceptive management 127 130 62 172 170 124 87 128 124
V56 Aftercare involving intermittent dialysis 1,185 1,129 1,289 1,101 1,048 816 1,281 15 1,154
V57 Care involving use of rehabilitation procedures 179 252 13 13 78 20 20 5 136

V58 Other and unspecified aftercare

Source: AIHW




Table 539: Occupied bed-days in public acute and repatriation hospitals by most frequently occurring diagnoses, States and Territories,

(%)
g 1992-93 (per 100,000 population)
A
> ICD-9-CM diagnaosis NSW Vie Qld WA SA Tas ACT NT Tatal
g 173 Other malignant neoplasm of skin 425 280 509 374 454 298 288 134 302
8 250 Diabetes melfitus 1,070 865 816 700 1,213 1,0M 802 731 943
E: 296 Affective psychoses 2,624 527 1,480 B27 1,139 1,911 1,890 1,514 1,556
e 345 Epilepsy 501 335 475 396 322 370 254 413 421
2 366 Calaract 354 283 263 442 353 123 173 151 37
;3 410 Acute myocardial infarction 1,589 1171 1,326 1,279 1,519 1,585 1,061 567 1,381
oy 411 Other acute and subacute forms of ischaemic ' Ny
-3 heart disease ‘ 1,015 670 560 671 T 703 1,194 929 297 786
414 Other forms of chronic ischaemic heart disease 1,838 1,009 1,029 1,016 1,484 1,404 551 97 1,329
427 Cardiac dysrhythmias 753 512 665 496 693 640 500 244 635
428 Heart failure 2,687 1,769 2,129 2,005 2,663 1,618 1,248 726 2,218
474 Chronic disease of tonsils and adenoids | 214 206 151 232 318 171 138 132 208
486 Pneumonia, organism unspecified 796 552 966 699 1,026 634 443 1,857 774
493 Asthma ' 1,307 976 1,015 1,361 1,990 884 1,064 1,003 1,216
496 Chronic airway obstruction, not elsewhere .
' classified 1,795 882 1,329 939 1,310 1,346 657 836 1,320
530 Diseases of oesophagus 546 430 390 393 691 470 434 237 480
535 Gastritis and duodenitis 243 166 215 238 198 204 280 216 214
550 Inguinal hemia 480 379 31 419 505 342 231 184 410
558 Other non-infectious gastroenteritis and colitis an 261 12 460 580 352 305 533 410
574 Cholelithiasis o 517 762 654 736 859 818 779 530 801
539 Other disorders of urethra and urinary tract 570 538 552 566 751 561 300 977 573
626 Disorders of menstiuation and other abnormal _ : '
bleeding from female genital tract 220 220 238 307 408 227 271 207 248
634 Sponfaneous abortion ' 149 111 129 137 127 123 159 256 133
642 Hypertension complicating pregnancy, childbirth :
and the puerperium 646 539 491 695 661 480 972 869 601
644 Early or threatened labour 368 324 318 - 308 330 386 570 731 346
' {continued)
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Table $39 (continued): Occupied bed-days in public acute and repatriation hespitals by most frequently occurring diagnoses, States and

Territories, 1992-93 (per 100,000 population)

{CD-9-CM diagnosis NSW Vic Qid WA SA Tas ACT NT Total
850 Delivery in a completely normai case 842 524 1,544 765 650 790 947 1,355 866
656 Other foetal and placental problems affecting

management of mother ’ 733 802 502 591 828 583 715 915 702
664 Trauma to perineum and vulva during delivery 1,107 1,116 746 702 876 1,324 1,048 1,252 995
682 Other cellultis and abscess 715 532 644 641 536 451 350 2,638 640
715 Osteoarthrosis and allied disorders 1,427 972 857 1,583 1,400 799 1,073 187 1,207
724 Other and unspecified disorders of back 662 499 848 641 1,019 53 425 362 670
780 General symptoms 743 501 696 607 984 574 395 966 672
786 Symptoms involving respiratory systermn and

other chest symptoms 658 354 €663 453 919 567 491 623 579
789 Other symptoms involving abdomen and pelvis 689 480 846 rall 901 686 513 628 679
813 Fracture of radius and ulna 338 228 266 329 323 299 237 1,041 299
996 Complications peculiar to certain specified

procedures 1,201 936 821 1,402 1,356 651 978 428 1,073
998 Other complications of procedures, not else-

where classified 758 535 573 638 607 578 468 348 632
V25 Contraceplive management 139 142 82 201 192 146 91 182 140
V56 Aftercare involving intermittent dialysis 1,208 1,166 1,316 1,103 1,063 842 1,285 20 1,174
V57 Care involving use of rehabilitation procedures 4,102 6,464 286 328 2,104 517 1,047 29 3,323
V58 Other and unspecified aftercare 2,406 1,000 650 1,369 1,432 1,483 1,348 207 1,500

Source: AIHW




Nursing homes S

Table S40: Nursing home residents® and proportion of population resident, by agé and sex,

States and Territories, 30 June 1994 (number)

% of
Age group NSW Vie Qld WA SA Tas ACT NT  Aust pop'n
Females )
Less than 50 187 9N 74’ 37 40 13 6 8 456 0.0t
50-59 280 138 106 56 59 20 12 7 678 0.08
6064 316 160 123 61 59 26 10 5 760 0.22
6569 680 342 259 140 165 36 18 6 1,646 0.46
70-74 1,478 793 578 261 337 98 32 15 3,592 1.14
75-79 2,691 1,830 1,058 511 639 202 55 15 6,702 2.50
80-84 4,761 2,594 1,930 942 1,031 357 101 20 11,736 712
8589 5079 3047 2135 1083 1,245 . 389 82 21 13,081 15.27
90-94 ’ 3,51 2,186 1,555 746 852 278 51 10 9,183 2844
95-99° 1,280 773 565 245 338 74 20 - 3,285 4365
100 and over 274 174 130 43 91 a2 5 3 742 57.79
Total 20,537 11,828 8,514 4,125 4,856 1,515 392 110 51,877 0.58
Males
Less than 50 191 79 77 73 33 16 6 10 ;485 0.1
. 50-59 283 140 102 53 40 16 8 9 651 0.07
6064 357 150 | 153 62 61 13 4 5 805 0.23
65-69 71 364 262 137 151 34 13 8 1,680 0.50
70-74 1,102 563 477 209 265 69 33 19 2,737 1.04
7579 | . 1,506 850 653 270 335 109 20 10 3,753 2.27
80-84 - 1,788 1,043 768 358 415 140 .32 11 4,555 4.66
85-89 " 1,365 " 862 640 329 340 115 30 8 3,689 9.25
90~-94 ) 639 401 296 175 159 44 13 3 1,730 1536
95-99 144 113 78 32 40 10 5 - 422 2539
100 and over 35 37 15 14 1 3 - — 115 39.25
Total 8,121 4,602 3,521 1,712 1,850 569 164 83 20,622 0.23

All persons 28,658 16,430 12,035 5,837 6,706 2,084 556 193 72,499 0.41

(a) Excludes homes not specifically catering for aged persons.
Sources: DHFS; AIHW
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Table 541: Nursing home separations by length of stay, States and Territories,
1993-94 (per cent)

Duration NSW Vic Qid WA SA Tas ACT NT Aust
Less than 4 weeks 26.9 252 18.4 242 2.2 25.7 14.3 3z 245
4 10 7 weeks 10.9 9.3 7.9 71 8.4 10.3 6.5 252 9.7
8to 12 wesks 57 6.7 47 5.2 8.0 6.0 6.5 5.6 6.0
13 to 25 weeks 7.9 10.2 7.6 8.7 10.0 77 75 3.7 8.7
26 to 3B weeks 4.8 7.5 55 56 5.4 58 51 37 57
39 1o 51 weeks 38 6.0 50 4.6 4.1 8.8 4.4 3.7 4.8
1to < 2years 1.5 11 12.8 12.2 1.4 13.6 15.7 84 11,7
210 < 3 years 7.6 7.9 10.3 8.9 86 71 11.3 46 B2
ato < 4 years 57 4.8 79 6.0 6.0 35 10.2 4.6 5.8
410 < 5 years 44 33 4.8 47 4.2 25 6.8 — 4.2
5to <10 years 7.9 6.0 11.6 9.8 8.1 7.1 10.9 74 8.2
10 or more years 23 1.4 30 25 1.9 1.3 0.3 0.9 2.1
Total 1000 1000 100.0 1000 1000 1000 1000 100.0 100.0
Separations 15462 8907 5003 3018 3569 1,167 292 107 37,525

Source: DHFS

Health expenditure

Table 542: Total health expenditure {(current and 1989-90 prices) and rate of growth,
1952-83 to 1993-94

Total health expenditure {3m) Annual rate of growth (%)
Year Current prices  1989-90 prices®® Current prices  1989-90 prices(®
1982-83 13,239 20,673
1983-84 14,958 21,980 13.0 6.2
1984-85 16,546 22,862 10.6 4.1
1985-86 18,586 24,180 12.3 5.8
198687 21,115 25,341 13.6 4.8
198748 23,333 26,287 10.5 3.7
1988-89 26,127 ] 27,719 12.0 54
1989-90 28,795 28,795 10.2 3.9
1980-91 31,223 29,435 84 2.2
1991-92 33,134 30,3186 6.1 30
1992-93 34,899 31,489 5.3 39
1993-24 36,663 32,785 5.1 4.0
(a) Health expenditure 1982-83 to 1993-94 deflated to constant 1989-90 prices using specific health
deflators.
Source: AIHW
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Table 543: Total, recurrent and capital health expenditure (current and 1989-90 pnces)

1975-76 to 1993-94 ($ million)

254 4 Australia’s Health 1996

Recurrent Government capital - Capital Total
Year expenditure consumption expenditure expenditure
Current prices
1975-76 5,092 114 513 . 5,719
1976-77 5,901 150 552 6,603
1977-78 6,762 176 531 . 7,469
1978-79 7,462 200 579 8,240
197980 8,297 241 540 9,078
198081 9,457 268 499 10,224
198182 11,049 303 446 11,758
1982-83 12,434 341 464 13,239
198384 13,996 358 604 14,958
1984-85 15,397 380 769 16,546
198586 17,172 416 .- 998 18,586
1986-87 19,528 454 1,133 21,115
198788 21,575 476 1,282 23,328
1988-89 24,275 487 1,365 26,127
1989-90 26,829 510 1,456 28,795
1990-91 29,253 §21 1,449 31,223
1991-92 31,222 497 1,415 33,134
1992-53 32,759 508 1,632 34,899
1993-94 34,185 823 1,955 36,683
1989-90 prices(®):
1975-76" 15,706 350 1,623 17,679
1976-77 16,017 417 1,587 18,021
1977-78 16,979 450 1412 18,841
1978-79 17,589 479 1,448 19,517
1979-80 17,769 515 1,219 19,502
1980-81 18,182 510 1,007 19,699
1981-82 19,087 51 795 20,393
19582-83 19,438 506 728 20,673
1683-84 20,603 492 864 21,960
198485 21,271 507 1,084 22,862
* 198586 22,396 509 1,274 24,180
1986-87 23,490 522 1,329 25,341
1987-88 24,333 520 1,434 26,287
1988-89 25,766 513 1,440 27.719
1989-90 26,829 510 1,456 28,795
1990-81 27,505 511 1,420 29,435
199192 28,423 490 1,403 30,316
1992-93 29,371 496 1,622 31,489
1993-94 30,314 511 " 1,939 32,765
{a) Health expenditure 1977-78 to 1953-54 deflated tc constant 1898990 prices using specific health
deflators.
Source: AIHW




Table 544: Total health expenditure, GDP and rate of growth (current prices),
1982-83 to 1993-94

Total health expenditure GDP

Amount Growth Amount Growth  Health expenditure
Year {$m) rate (%) (Sm) rate (%) as % of GDP
1982-83 13,239 174,476 76
1983-84 14,958 13.0 195,830 12.2 7.6
1984-85 16,546 10.6 217,129 10.9 7.6
1985-86 18,586 12.3 241,034 11.0 7.7
1986-87 21,115 13.6 265,029 10.0 8.0
1987-88 23,328 10.5 299,629 131 7.8
1988-89 26,127 12.0 339,927 13.4 7.7
1989-90 28,795 10.2 371,051 9.2 7.8
1990-91 31,223 84 378,082 1.9 8.3
1991-92 33,134 6.1 386,213 22 86
1992-93 34,899 5.3 403,453 45 8.7
1993-54 36,663 5.1 426,812 5.8 8.6

Sources: AIHW,; ABS Cat. Nos. 5204.0, 5206.0

Table 545: Health expenditure per person (current and 198990 prices) and rate of growth,
1982-83 to 1993-94

Expenditure per person {$) Rate of growth (%)
Current 1989-90 Current 1989-90
Year prices prices'® prices prices
198283 866 1,352
198384 966 1,420 1.5 5.0
1884-85 1,055 1,458 9.2 2.7
1985-86 1,169 1,521 10.8 4.3
198687 1,309 1,571 12.0 3.3
198788 1,424 1,604 87 . 2.1
1986-89 1,566 1,661 10.0 3.6
198990 1,700 1,700 B.6 23
1990-91 1,818 1,714 6.9 0.8
1991-92 1,805 1,743 4.8 1.7
1992-93 1,985 1,791 4.2 2.8
1993-94 2,066 1,848 4.0 3.0
(a) Health expenditure 198283 to 199394 is deflated to constant 198990 prices using specific health
deflators.
Source: AIHW
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Table S46: Total health expenditure {current prices), 1983-84, 1985-89 and 1993-94 ($ million)

Health expenditure . 1983-84 1988-89 1993-94
Recurrent health expenditure
Institutional
Hospitals
Recognised public 4,651 7.675 9,512
Repatnation 227 411 357
« .Private 803 1,335 2,333
Public psychiatric 564 718 473
Total hospitals 6,245 10,140 12,675
Total nursing homes 1,257 2,085 2,647
Other institutional services 258 402 613
Total institutional 7,760 12,626 15,934
Non-institutional
Medical services 2.416 4,351 6,884
‘Dental services 622 1,253 1,831
Other professional services 433 961 1,244
Community and public health 413 1,033 1,582
Pharmaceuticals 1,221 2,164 4,042
Other non-institutional® 1,131 1,887 2,668
Total non-institutional 6,236 11,649 18,251
Total recurrent health expenditure®™ " 13,996 24,275 34,185
Capital health expenditure’ 6504 1,365 1,855
Capital consumption 358 487 523
Total health expenditure 14,958 26,127 36,663

{a) Includes aids and appliances, research, administration and other non-institutional services.

(b) Does not include capital consumption.
Source: AIHW

256 ¢ Australia’s Health 1996




Table S47: Total health expenditure (1989-90 prices), 1983-84, 1988-89 and 1993-94 ($ million}

Health expenditure 1983-84 1968-89 1993-94
Recurrent health expenditure
Institutional
Hospitals
Recognised public 6,788 8,104 8,538
Repatriation 331 434 31
Private 1,172 1,410 2,094
Public psychiatric 823 759 425
Total hospitals 9,115 10,707 11,377
Total nursing homes 1,835 2,202 2,376
Other institutional services 376 424 550
Total institutional 11,326 13,333 14,303
Non-institutional
Medical services 3,664 4,742 6,179
Dental services 1,096 1,366 1,476
Other professional services 628 1,013 1,123
Community and public health 567 1,084 1,396
Pharmaceuticals 1,753 2,253 3,497
Other non-institutional‘@ 1,570 1,976 2.341
Total non-institutional 9,278 12,434 16,012
Total recurrent health expenditure® 20,604 25,766 30,314
Capital health expenditure 864 1,440 1,939
Capital consumption 492 513 51
Total health expenditure 21,960 27,719 32,765

(b) Doss not include government capital consumption.
Source: AIHW

(a) Includes aids and appliances, research, administration and other non-institutional services.

Statistical tables » 257



Table $48: Total health expenditure (1989-90 prices),™ by source of funds, 1970-71 to 1993-94
(6 million)

Public sector

Commonwealth -State and local Total Private All
Year government . government government sector sectors
1970-71 3,262 3,340 6,602 5,043 11,644
1971-72 3,658 3,521 7,179 5157 12,336
1972-73 3,866 3,717 7,583 5,393 12,977
197374 4,038 4,152 8,19 5,299 13,489
1974-75 4,436 5,120 9,556 5.680 15,237
197576 8,301 4,457 12,758 4,921 17,679
197677 7,403 4,522 11,826 6,095 18,021
1977-78 6,798 4,801 11,599 7,243 18,841
1978-79 6,872 5,233 12,105 7.412 19,517
1979-80 6,747 5,180 11,927 7,575 19,502
1980-81 6,857 5,318 12,276 7,424 19,699
1981-82 7.068 5,530 12,597 7,795 © 20,393
1982-83 6,972 5,467 12,439 8,234 20,673
198384 - 8,351 5,692 14,043 7,917 21,960
1984-85 10,454 5,797 16,250 6,611 22.862'
1985-86 11,030 6,147 17,177 7,003 24,180
1986-87 11,253 6,557 17,810 7,531 - 25,341
198788 11,540 6,788 18,329 7,958 26,287
198889 11,802 7,160 18,962 8,757 27,7119
1989-90 12,104 7,570 19,674 9,120 28,795
1980-91 12,321 7,677 19,998 9,437 29,435
1991-92 . ‘ 12,856 7,689 20,545 9771 . 30,316
1992-83 : 13,648 . 7,726 21,374 10,116 31,489
199394 ‘ 14,680 7,381 22,062 10,708 . - 32,765

(a) Health expenditute 1970-71 to 1993-94 deflatad to constant 1989-90 prices using specitic_ health
deflators. Not adjusled for tax rebates for health expenditures and other 1ax expenditures,

Source: AIHW
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Table 549: Total health expenditure by area of expenditure and source of funds,"”

1993-94 {$ million)

Public sector

Private sector

Health
Common- State/ insurance Indiv- Other
Area of expenditure wealth local  Total funds iduals =} Total Total
Institutional
Recognised public 4,661 4,029 8,689 493 - 329 822 9,512
Private 168 - 168 1,867 140 159 2,165 2,333
Repatriatian 352 - 352 5] - - 5 357
Public psychiatric b 443 453 - 18 2 20 473
Total hospitals 5191 4471 9,662 2,365 158 490 3,013 12,675
Nursing homes 1,783 237 2,020 - 627 - 627 2,647
Ambulance 37 226 263 84 118 19 221 484
Other institutional
{nec) 128 1 128 - - - - 128
Other institutional
services 165 227 391 84 118 19 221 613
Total institutional 7,138 4,935 12,074 2,449 903 509 3,861 15,934
Non-institutional
Medical services 5,700 - 5700 208 683 294 1,185 6,884
Dental services 58 139 197 539 1,089 6 1,634 1,831
Othar professional
sarvices 165 - 165 188 754 137 1,079 1,244
Community and public
health! 410 1,325 1,735 1 - 2 3 1,738
Benefits paid pharm. 1,887 - 1,887 - 396 - 396 2,282
All other pharm. — - - 42 1,698 19 1,760 1,760
Total pharmaceuticals 1,887 - 1887 42 2,094 19 2,156 4,042
Aids and appliances 138 1 138 168 433 29 6830 770
Administration 444 172 616 483 - - 483 1,099
Research(® 368 105 473 - 61 - 61 534
Other non-institutional 14 a5 109 - - - - 109
Total non-institutional 9,183 1,838 11,021 1,629 5114 487 7,230 18,251
Total recurrent
expenditure 16,321 6,678 23,000 4,078 6,017 996 11,091 34,001
Capital expenditure 80 891 971 na na na 984 1955
Capital consumption 42 481 523 o @ i 0 523
Total health
expenditure 16,443 8,145 24,588 na na na 12,075 36,663

(a) The table records amounts provided by Commonwealth, State and local governments and the private
sector to lund health expenditure. It does not record gross outlays by various sectors on health.

(b} The ‘Other’ column includes the hsalth expenditure by workers compensation and compulsory motor
vehicle third party insurance funds.

(c) Includes the old categories of community health services and health promotion and iliness prevention.

(d) Health research expenditure is allocated according to the sectors which actually undertake the research,

not according to the source of funds.

(e) Capital expenditure for the private sector cannot be allocated by source of funds.
{f} Capital consumption or depreciation expenditure by the private sector is included in recurrent expenditure.

Source: AIHW
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Table S50: Total health expenditure as a percentage of GDP, Australia and selected OECD

countries, 1970 to 1994 {(per cent)

Nine Eight
country country
Year ®Aust Can Fra ®Ger Jpn NZ Swe UK USA mean®™ mean'®
1970 5.2 71 5.8 5.9 4.6 5.2 71 4.5 7.3 59 5.7
1971 5.7 7.4 6.0 6.3 4.7 5.2 7.5 4.6 7.5 6.1 59
1972 59 7.2 6.2 6.5 4.8 5.3 7.5 4.7 7.6 6.2 6.0
1973 5.8 8.9 6.2 6.8 4.7 55 7.3 46 7.6 6.2 6.0
1974 5.9 6.8 6.3 7.4 5.1 6.1 76 53 7.9 6.5 6.3
1975 6.5 7.2 7.0 8.1 5.6 6.7 7.9 5.5 8.4 7.0 6.8
1976 7.5 7.2 7.0 81 5.6 6.3 8.2 55 8.6 71 6.9
1977 7.5 7.2 7.0 8.1 5.8 6.6 9.1 5.3 8.7 7.3 71
1978 7.8 7.2 7.3 8.1 6.0 71 9.1 53 . 8.7 7.4 7.2
1979 7.6 7.1 7.4 8.1 8.1 7.0 9.0 53 8.8 7.4 7.2
1980 7.4 7.4 7.6 8.4 6.6 7.2 9.4 56 - 9.3 7.7 . 7.5
1981 7.3 7.5 7.9 8.7 6.6 6.9 9.5 5.9 9.6 7.8 - 7.5
1982 7.5 8.4 8.0 8.6 6.8 6.6 9.6 5.8 10.4 8.0 7.7
1983 7.7 8.6 8.2 8.5 6.9 6.4 9.5 6.0 10.6 8.0 7.7
1084 7.7 85 85 8.7 6.7 6.0 8.3 59 105 " 8.0 7.7
1985 77 8.5 8.5 8.7 6.6 6.4 B.9 59 . 108 8.0 7.7
1986, 77 88 85 86 66 66 B6 58 1.0 8.0 7.7
1987 8.0 8.9 8.5 8.7 71 6.9 8.6 5.9 11.3 8.2 7.8
1988 7.8 88 8.6 8.8 6.9 6.9 8.6 58 11.6 8.2 7.8
1989 7.7 9.0 8.7 8.3 6.8 7.2 8.6 5.8 12.0 8.2 7.8
1990 7.8 84 8.9 8.3 6.8 7.4 8.6 6.0 12.7 8.4 7.9
1991 8.3 10.0 9.1 8.4 6.7 7.8 8.4 6.5 13.4 8.7 8.2
1992 8.6 10.2 94 8.6 7.0 7.7 7.6 7.0 13.8 8.9 8.3
1993 8.6 10.2 98 886 7.3 7.7 7.5 71 14.1 9.0 . 8.4
1994 85 10.0 7.0 14.3 )
Average 73 841 79 8.1 6.2 6.6 8.4 57 103 76 7.3

(a) This table follows the Australian convention of labelling Australian data for a financial year by the second
year (that is, 1974—75 data are labelled 1975), whereas data for Australia in OECD publications are
labelled by the first year {that is, 1974—75 data are labelled 1974)

(b) West Germany only.

(c) Unweighted means.-

(d) Unweighted means. Excludes USA

Sources: OECD 1995; AIHW
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Table S51: Proportion of population with basic and supplementary hospital insurance,'” States,
1983 to 1995 (per cent)

Date BINSW Vic Qld WA )5a Tas NT Aust
Basic

31 December 1983 63.9 70.2 38.9 80.5 B6.3 64.7 61.5
31 December 1984 47.0 52.8 355 52.0 54.2 51.4 479
31 December 1985 50.1 53.8 35.6 50.9 53.4 50.6 431
31 December 1986 51.5 55.0 34.7 47.2 51.3 50.7 49.2
31 December 1987 50,5 52.2 333 455 49.3 49.6 47.5
31 December 1988 49.3 50.3 327 436 48.3 48.8 46.2
31 Decamber 1989 47.0 50.0 321 418 443 48.2 44 .5
31 December 1990 47.0 51.2 318 40.8 431 46.9 445
31 December 1991 452 44.5 328 41.0 40.0 43.8 41.9
31 December 1992 43.4 42.0 32.7 40.8 37.8 42.7 40.4
31 December 1993 41.¢ 389 329 39.6 35.6 40.2 38.4
31 December 1994 387 36.0 31.9 38.3 359 38.4 14.4 36.3
31 December 1995 35.1 34.1 316 37.4 34.4 37.8 25.2 34.3
Supplementary'®

31 December 1983 21.6 36.7 19.9 32.3 4.0 46,8 28.8
31 Decembear 1984 24.2 35.6 24.2 331 40.0 43.3 30.0
31 December 1985 30.1 411 24.9 351 40.3 435 33.9
31 December 1986 328 43.0 24.5 39.9 39.4 44 .4 35.7
31 December 1987 38.7 42.8 26.6 40.9 40.8 44.5 38.3
31 December 1988 39.6 421 26,7 399 41.4 44.6 38.4
31 December 1989 395 43.3 26.9 38.9 38.7 448 38.4
31 December 1990 40.1 45.6 271 38.4 393 442 39.4 ]
31 December 1931 39.1 40.7 28.5 38.0 37.4 415 37.6
31 December 1992 381 391 28.8 39.3 36.0 40.9 36.7
31 December 1993 36.5 36.7 29.5 34.1 384 38.8 35.3
31 December 1994 34.9 34.2 29.0 37.4 34.6 37.3 13.3 33.7

(a} Holding basic insurance is a prerequisite for taking out supplementary insurance cover, Therefore, the
population holding supplamentary insurance is included in the data for those holding basic insurance
coverage.

(b) The insured population includes most ACT residents with insurance. However, the denominator of this
proportion is the total population of NSW and ACT.

{c} Includes most NT residents. Since Dacember 1994 many NT insurees have registered with NT funds.

{d) From September quarter 1995, the Private Health Insurance Administration Council no longer collects
data on supplementary insurance.

Source: Private Health Insurance Administration Council

Statistical tables » 261




Health labour force @~ °

Table $52: Employment in the health industry, August 1981 to August 1995

Employed in - Al employed Proportion of all Civillan Proportion of civilian

health industry - persons employed persons  labour forcel® labour forcet®

Year ('000) ('000) (per cent) (°000) {per cent)
1981 406.1 ' 6,393.7 6.4 ’ 6,774.3 6.0
1982 424 5 6,379.3 6.7 6,840.7 6.2
1983 440.6. 6,241 .1 71 6,927.9 6.4
1984 453.6 6,466.1 7.0 7,070.1 6.4
- 1985, 461.6 6,675.6 6.9 7,248.3 6.4
1986 489.2 6,918.6 71 7.516.2 6.5
1987 - 5105 7.082.3 7.2 7,694.4 6.6
1988 £30.7° 7,353,4 7.2 7,892.1 6.7
1989 520.3 7.727.6 6.7 8,197.0 6.3
1990 557.9 7,825.0 71 8,4125 6.6
1991. 580.0 7,669.2 7.6 8,475.2 6.8
1992 575.3 7,679.3 7.5 8,585.7 6.7
1993 5614 76210 7.4 8,537.0 6.6
1894 547.2 7,885.7 6.8 8,683.5 6.3
1985 591.9 8,217.7 7.2 8,939.6 6.6

(a) Includes unemployed jpersons tooking for work.
Source: ABS Cat. No. 6203.0
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Use of professional services

Table §53: Medical and optometrical services, fees and benefits under Medicare,
1988-89 to 1994-95

Number of services Fees charged Schedule fees Benefits paid
Year (million) ($ million) ($ million)y ($ millicn)
GP attendances
1988-89 80.1 1,483.9 1,573.3 1,338.3
1989-90 85.2 1,677.4 1,775.0 1,509.3
1990-91 850 1,800.7 1,919.5 1,631.4
1991-92 89.0 1,974.4 21352 1,781.8
1992-93 93.2 2,166.2 2,353.4 1,897.8
1993-94 96.7 22887 2,503.1 2,126.1
1994-95 98.4 23815 2,582.7 2,1956
Specialist attendances
198889 13.7 651.9 646.8 544.2
1989-90 143 719.9 707.0 595.0
1990-91 149 7925 7708 648 4
1981-92 156 B63.7 8406 705.0
1992-93 16.3 930.9 908.0 763.3
1993-94 16.8 977.4 957.4 806.2
1994-95 17.5 1,031.2 1,005.7 847.3
Obstetrics
198889 0.6 74.1 59.8 45.9
198990 0.6 82.8 63.3 48.7
1890-91 0.6 95.4 76.0 58.3
1991-92 0.8 955 ] 739 56.7
1992-93 07 93.7 718 553
1993-94 Q.7 92.0 70.0 541
1994-95 Q.7 93.9 70.8 55.0
Anaesthetics
1988-89 1.4 197.5 941 71.3
188590 1.4 119.7 102.7 77T
1990-91 1.5 135.5 1135 85.9
1991-g2 1.6 151.3 125.4 ' 84.9
1992-93 1.6 165.4 137.9 104.4
1993-94 1.6 171.2 142.4 107.7
1994-95 1.7 184.0 152.1 115.0
Pathology'®
1988-89 315 600.5 €605.7 507.6
1989-90 26.0 648.7 661.8 554.5
1990-91 261 729.0 754.2 631.9
1991-92 304 7254 751.7 629.2
1992-93 39.7 734.5 757.0 634.0
1993-94 42.9 795.5 837.8 7031
1994-95 47.0 869.9 926.3 778.3

{contined)
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Table 553 (continued): Medical and optometrical services, fees and benefits under Medicare, -.
1988-89 to 1994-95 :

Number of services Fees charged Schedule fees Benefits paid -

Year {million) {$ million) ($ million) ($ million)
Diagnostic imaging

198889 7.2 483.8 464.2 394.7
1989-90 . 7.7 5548 537.4 458.7
1990-91 8.3 638.6 626.3 534.9
1991-92 ' 8.5 _ 6839 678.8 . 578.8
1992-93 a1 . 762.7 765.7 655.2
1993-94 9.5 833.7 848.4 728.7
1994-95 9.9 . 804.2 925.9 787.1
Operations

198889 38 464 .8 4242 334.6
1989-90 4.1 526.0 4746 3753
1990-91 4.5 595.5 532.4 420.9
1991-92 4.7 665.0 593.0 468.0
1992-93 4.9 718.4 . 643.4 509.3
1993-94 ) 5.0 7276 652.6 515.8
1994-95 52 761.6 679.6 537.2
Optometry -
1988-89 : : . 2.2 76,2 : 85.8 73.0
1989-90 : 2.4 87.1 98.8 84.1
1990-1 2.6 984 ° 113.6 96.6
1991-92 B 28 108.6 124.8 106.1
1992-93 3.0 131 ’ 137.6 117.0
1993-94 . ’ 3.2 1257 . 145.6 123.9
1994-95 ' 3.3 131.5 152.7 129.8
All other services®™ C "

1988-89 . ' 2.9 114.8 111.6 ' 91.9
1989-90 3.1 134.6 130.0- . 1070
1990-91 3.4 169.4 1626 135.1
1991-92 3.6 208.0 2009 167.6
1992-53 ' 38 231.3 2237 187.4
1993-94 4.2 263.5 256.8 . 2146
1994-95 4.4 295.5 288.4 2410
Total services

1988-89 143.4 4,057.7 4,065.5 3,401.4
1989-80 144.8 4,551.1 4,550.6 3.,8101
1990-91 146.9 5,056.0 5,069.1 4,243.3
1991-92 156.8 5,475.8 5,524.3 4,588.2
1992-93 172.3 59221 5,998.5 5,023.7
1993-94 1806 6,275.2 6,414.0 5,380.1
1894-85 188.1 6,633.3 67,842 5,696.4

{a) Pathology schedule structure changed in August 1989 with a 35% reduction in number of items. In
February 1992, a patient episode initiation item was infroduced, artificially inflating the number of
pathology services.

(b) Includes radiotherapy and nuclear medicine therapy, assistance at operations and other miscellaneous
itemns.

Source: DHSH 1995d

264 4 Australia’s Health 1996




Table 554: Medicare services, age-specific rates, by sex, 1989-90 to 1994-95

Sex/Age group 1989-90  1990-91 1991-92  1992-83  1993-94 1994-95
Males

0-4 8.67 8.49 8.90 9.73 9.85 9.60
59 5.00 4,76 5.00 5.39 5.43 5.24
10-14 4,23 3.98 4,22 4,50 4.60 4.50
15-19 4.32 4,22 4,37 4.68 4.68 467
2024 4.45 437 4.57 4.90 5.00 5.02
25-34 4.89 4.88 5.14 5.49 5.58 577
35-44 5.71 5,72 6.00 6.39 6.80 6.91
45-54 7.37 7.39 7.66 8.22 8.82 9.23
55-64 10.76 10.98 11.70 12.72 13.35 14.01
65-74 11.32 11.47 12.55 14.18 15.82 17.11
75 and over 16.32 16.43 17.35 18.85 19.85 20.38
Crude rate 6.73 6.72 7.1 7.73 8.07 8.35
Age-standardised rate' 6.89 6.86 7.24 7.85 8.20 8.45
Females

04 7.91 7.71 8.10 8.88 9.01 8.80
59 5.04 4.73 4.99 5.39 5.44 523
10-14 4.39 417 4.39 4.68 4.79 4.67
1519 7.34 7.31 7.63 8.18 8.27 8.37
2024 9.96 9.70 10.20 11.13 11.43 11.64
25-34 11.09 10.89 11.38 12.40 12.62 13.05
35-44 9.84 9.81 10.36 11.27 11.61 12.11
45-54 11.09 11.18 1.71 12.77 13.52 14.00
55-64 12.89 13.03 13.85 15.03 15.54 16.20
65-74 15.48 15.50 16.46 17.73 18.57 19.21
75 and over 19.15 19.33 20.41 21.94 22.87 23.43
Crude rate 10.29 10.24 10.81 11.75 12,14 12.49
Age-standardised rate’! 10.17 10.08 10.61 11.51 11.88 12.19

(a) Reference population is the 30 June 1991 Australian population.
Sources: HIC 1990, 1991, 1992, 1993, 1994, 1995; AIHW
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Table §55: Medicare services, age-specific rates, by sex, States an

(services per person)

d Territories, 1994-95

i;’ggroup NSW Vie Qld WA SA Tas ACT NT Aust
Males LT
04 10.35 9.27 9.95 8.18 9.46 8.46 9.01 6.10 9.60
59 5.64 5.35 5.17 4.57 4.97 4.38 4.90 3.07 5.24
10-14 4.91 4.39 455 400 4.16 3.95 4,32 2.62 4.50
15-19 5.08 4.51 4,78 419  4.39 404" 421 2.70 4.67
20-24 5.60 5.03 4.84 4.25 4.74 4.38 3.94 2.91 5.02
25-34 6.53 5.82 5.33 4.78 5.35 483 4.85 3.59 577
3544 7.87 6.74 6.69 5.86 6.22 574 575 4.88 '6.91
45-54 10.42 8.78 9.03 B.16 8.27 801 8.5 6.92 923"
5564 1580  13.44  13.21 12.80 1243 1235 1247 9.73 1401
65-74 18.71 16.85 1572 1673 1613 1325  16.71 11.00 17.11
75 and over 2182 2085 1879 19.04 1940 1618 2028 11.79  20.38
Crude rate 9.36 8.24 7.96 7.25 7.92 7.10 6.80 475 = 835
ASR® 9.36 8.30 8.10 7.53 7.82 7.10 7.63 5.49 8.45
Females o
04 © 053 8.36 921 755 8.66 7.64 8.64 5.50 8.80
59 " 554 5.37 5.16 4.60 5.02 4.47 5.09 3.18 5.23
10-14 4.94 463 4.69 4.31 4.42 4.31 4,52 2.92 4.67
15-19 8.87 7.65 8.96 8.22 7.68 851  7.55 6.63 8.37
20-24 1262 11.07 11.86 1113 1023 1172  10.06 877 1164
25-34 13.94 1289 12586 1256 1189 1216 1220 954 1305
35-44 " 1324 1180  11.91 11.37 1097 10.84  10.89 922 1211
45-54 1625 1345 1394 1306 1282 1276 1243 1026  14.00
55-64 17.77  15.61 1599 1468 1466 1474 1458 1025  16.20
6574 ‘" 2080 1870  19.01 17.48 1751 1665 1736 1276  19.21
75 and over 2402 2400 2356 2111 2242 2125 2148 1452 2343
Crude rate 1353 1227 1233 1136  11.74 1140 10.77 785 1249
ASR® 1342 1186 1218  11.32 1119 1117 1111 854 - 1219

{(a) Age-standardised rates. Refarence population is the 30 June 1991 Austrafian population.
Sources: HIC 1995; AIHW
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Table 556: Medicare services, percentage of enrolled persons by number of services, by age
group and sex, 1993-94 {per cent)

Number of services

Sex/Age group 0 1 2 3 4 5 or more
Males

0-4 6.38 6.41 7.15 7.46 7.27 65.33
5-9 15.00 11.83 1147 9.93 8.56 43.51
10-14 20.27 14.54 12.36 10.13 8.07 34.63
15-19 21.22 14.42 11.85 9.42 7.65 35.44
20-24 24.44 13.45 10.81 8.65 7.04 35.61
25-34 29.95 12.66 9:81 7.77 6.25 33.56
35-44 25.65 12.31 9.40 7.41 6.17 39.06
45-54 20.48 10.93 8.29 B8.66 571 47.93
5564 16.81 713 572 5.01 4,64 60.69
65-74 27.27 4.43 3.76 3.38 3.26 57.90
75 and over 50.56 222 1.92 1.71 1.72 41.87
All ages 23.78 10.57 8.64 7.16 6.07 4378
Females

04 715 7.31 7.91 8.06 7.69 61.88
59 15.09 12.11 11.26 9.87 8.48 43.19
10-14 19.94 14.48 12.45 10.07 8.03 35.05
15-19 13.54 10.25 9.36 8.17 712 51.56
20-24 10.90 5.69 5.83 591 5.81 65.86
25-34 15.75 5.08 4.86 512 5.06 64.13
3544 13.62 6.71 5.78 597 577 62.15
45-54 10.89 5.91 512 514 5.09 67.85
55-64 11.00 4.67 4.27 4.33 434 71.39
65-74 16.86 3.22 an 3.14 328 70.39
75 and over 43.1 1.46 1.50 1.54 1.66 50.73
All ages 16.32 6.49 6.00 5.78 5.43 59.98

Source: HIC 1995
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congenital: A condition that is recognised at birth, or that is believed to have been
present since birth, including conditions which are inherited or caused by an environ-
mental factor.

crude death rate: See Box 1.1, page 5.

direct bill: The process by which a medical practitioner or optometrist sends the bill for
services direct to Medicare.

disability: See Box 1.2, page 11.

employed: Employed people are those aged 15 years and over who, during the reference
week: worked for one hour or more for pay; worked for one hour or more without pay
in a family business; or had a job but were not at work because of leave or other
reasons. Unemployed are those aged 15 years and over who were not employed in the
reference week and: had actively looked for work; were available for work; or were
waiting to start a new job or be called back to a job from which they had been stood
down for less than 4 weeks. The labour force comprises employed and unemployed;
others are described as not in the labour force (ABS Catalogue No. 6203.0).

epidemiology: The study of the distribution and determinants of health-related states
and events in populations, and the application of this study to control of health
problems.

expectation of life: See life expectancy.

foetal death: Birth of a foetus weighing at least 500 grams (or, where birthweight is
unavailable, of at least 22 weeks gestation), which shows no signs of life. Commonly
referred to as stillbirth.

foetal death rate: Number of foetal deaths per 1,000 total births (foetal deaths plus live
births).

freestanding day hospital: A private hospital where only minor operations and other
procedures not requiring overnight stay are performed, not forming part of any private
hospital providing overnight care.

handicap: A social disadvantage resulting from disability or impairment.
health promotion: Activities to improve health and prevent disease.

hostels: Establishments providing board, lodging or accommodation for the aged,
distressed, or disabled who cannot live independently but do not need nursing care in
a hospital or nursing home. Residents are generally responsible for their own provi-
sions, but may be provided with domestic assistance {meals, laundry, personal care).
Only hostels subsidised by the Commonwealth are included in statistics.

incidence rate: The number of instances of illness commencing, or of persons falling ill,
during a given period in a specified population divided by the population at risk.

inpatient: A person formally admitted by a hospital. Healthy newborn infants are not
regarded as inpatients unless they have a stay of more than 10 days, or are the second
or subsequent birth in multiple births. Also known as admitted patient.
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intersectoral action: Involvement of government sectors other than the health sector in
actions affecting health.

International Classification of Diseases: WHO's internationally accepted classification
of death and disease. The ninth revision (ICD-9) is currently in use. In this report,
causes of death classified before 1979 under previous revisions have been reclassified to
ICD-9 by the Institute. '

length of stay: Duration of hospital stay, counted by regarding the days of admission
and of separation as one day, plus all intervening days. Where a patient is admitted and
discharged on the same day, the length of stay is taken as one day.

life expectancy: Average number of years of life remaining to a person at a particular
age if death rates do not change.

low birthweight: Birth of a baby weighing less than 2,500 grams.

minimum erythemal dose (MED): A measure of ultraviolet rachahon where 1 MED is
5uf-f1c1ent to cause detectable sunburn.

morbidity: Any departure, subjectlve or objective, from a state of physiological or
psychological wellbeing.

neonatal death: Death of an infant within 28 days of birth.
neonatal mortality rate: Number of neonatal deaths per 1,000 live births.

nor-inpatient: A patient not requiring admission to hospital, but who receives
treatment in  accident and emergency (casualty) departments, undergoes short-term
specialist .treatment (such as minor surgery, radiotherapy or chemotherapy), or is
treated at home. Previously referred to as outpatient, .also known as non-admitted
patient.

nursing homes: hstabhshments which provide long- “term ‘care mvo]vmg regular basic
nursing care to chronically ill, frail, disabled or convalescent. people or senile mpahents

Organisation for Economic Co-operation and Development An organisation of 24
developed countries, mcludmg Australia.

Paea s

outpatient: See non-inpatient.

Pap smear: Papanicolaou smear, a procedure for the detection of cancer and pre-
cancerous conditions of the female genital tract.

perinatal: Pertaining to or occurring in the period shortly before or after birth.
perinatal death: Foetal or neonata] death. .

perinatal mortality rate: ‘Number of perinatal deaths per 1,000 tota] blrths {foetal
deaths plus live births).

potential years of life lost (PYLL): Number of potentlal years of hfe lost in a populatmn
as a result of premature death. :

prescription drugs: Pharmaceutical drugs available only on the prescnphon of a regls—
tered medical practitioner and available only from pharmacies. e

280 4 Australia’s Health 1996




prevalence: The number of instances of a given disease or other condition in a given
population at a designated time divided by the population at risk of having the disease
or condition,

private health insurance: See Box 4.2, page 130.

private hospitals (recognised): Privately owned and operated institutions approved by
DHEFS. Private hospitals cater only for private patients who are treated by a doctor of
their own choice and are charged fees for accommodation and for medical services.
Private hospitals can be further classified as acute or psychiatric.

psychiatric hospitals: Establishments devoted primarily to the treatment and care of
inpatients with psychiatric, mental, or behavioural disorders.

public health: One of the efforts organised by society to protect, promote, and restore
the people’s health. It is the combination of sciences, skills, and beliefs that are directed
to the maintenance and improvement of the health of all the people through collective
or social actions. The programs, services, and institutions involved emphasise the
prevention of disease and the health needs of the population as a whole. Public health
activities change with changing technology and social values, but the goals remain the
same: to reduce the amount of disease, premature death, and disease-produced
discomfort and disability in the population. Public health is thus a social institution, a
discipline, and a practice.

public hospitals: Hospitals providing free shared-ward accommodation for all who
require it and free treatment there by a hospital-appointed doctor. In addition, they
provide, to those who are prepared to pay for it (for example, through private
insurance), private ward accommodation and the doctor of choice. Thus, public
hospitals serve much private medical practice as well as public.

quality adjusted life-year (QALY): A measure of the outcome of actions (either
individual or treatment interventions) in terms of their health impact. If an action gives
a person an extra year of healthy life expectancy, that counts as one QALY. If an action
gives a person an extra year of unhealthy life expectancy (partly disabled or in some
distress), it has a value of less than one. Death is rated at zero.

quintile: Strictly the five values at or below which 20%, 40%, 60%, 80% and 100% of the
data in a sample fall. The term is also used to denote the successive one-fifths of the
values in a sample which are bounded by the lowest value and each of the other values.

real cost: Cost expressed in terms which have been adjusted for inflation (for example,
in 1984-85 dollars). This enables comparisons to be made between expenditures in
different years.

recurrent expenditure: Expenditure which recurs continually or very frequently (for
example, salaries). It may be contrasted with capital expenditure, such as the cost of
hospital buildings and diagnostic equipment, for which expenditure is made
infrequently.

risk factor: An attribute or exposure that is associated with an increased probability of
a specified outcome, such as the occurrence of a disease. Risk factors are not necessarily
causes of disease.

Glossary » 281




separation: When an inpatient leaves hospital to return home, transfers to another insti-
tution, or dies. See also admission.

separation rate: The number of separations per 1,000 total pc;puia’-tion'per year. See also
admission.

stillbirth: See foetal death.
symptom: Any evidence of disease apparent to the patient.

Torres Strait Islander: A person of Torres Strait Islander descent who identifies as a
Torres Strait Islander and is accepted as such by the community in which he or she
lives. ' .
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rubelia, 62, 230, 232

rural areas and remote areas, 128
Aboriginal and Torres Strait Islander

people in, 26

acute hospital use, 154-5
doctors, 141
injury deaths, 814
institutional facilities, 147, 148-9
water supplies, 112-3

same-day surgery, 153, 158
school-based dental care, 79
self-reported health status, 18, 19
Aboriginal and Torres Strait Islander, 24-5
disability and handicap, 9-15
low-income families, 36-8
mental health, 88-90
older Australians, 52-3
overseas-born Australians, 34-6
single mothers and-their children, 39-40 -
unemployed people, 38-9
youth, 48-9
severe handicap, see disability and handicap
sexually transmitted diseases, 62-5
Aboriginal and Torres Strait Islander, 27
see also AIDS
SF-36 questionnaire, 16-8
mental health dimension, 88-90
sight disorders, see eye disorders/problems
single mothers and their children, 3940, 41
skin cancer (melanoma}, 68, 69, 109, 110, 235-7
overseas-born Australians, 32, 34
skin cancer (NMSC, non-melanocytic), 67,
109-10
skin diseases/problems, 170
Aboriginal and Torres Strait Islander
people, 25, 28
cost of, 59
deaths, 226
youth, 49
smokers, 239
Aboriginal and Torres Strait Islander
people, 26-7
mental health, 90
low-income families, 38
older Australians, 52, 53
overseas-born Australians, 34
unemployed young women, 38
smoking, 99-100
households, children’s blood lead levels
in, 114
socioeconomic disadvantage, 3640, 46, 207
cardiovascular disease mortality, 74
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children, 39-41, 47-8
dental service use, 174-9
immigrants, 30
older Australians, 53
youth, 50-1
see also Aboriginal and Torres Strait
Islander people
solar ultraviolet radiation, 105-10
specialists, 140-1, 142
dentists, 142
referrals/use, 169-73, 263
spina bifida, 456
spinal cord injury surveillance, 197-8
standards, 183-94
imjury surveillance, 196

- States and Territories

Aboriginal and Torres Strait Islander
people, 25, 203

acute hospitals, 148-9, 155-8, 240-51

aged care services, 1634

AIDS cases, 234

birth defects (congenital malformations),
445

birth deliveries, 44, 45

cancers, 236

comumunicable diseases, 64-5, 110-2

fertility and pregnancy, 211, 2134

health authorities, 118

health service expenditure, 122, 124-9,
258-9

medical service (Medicare) use, 173, 266

mortality, 7-8, 218, 221, 227

nursing homes, 252-3

private health insurance, 129-31, 134-6,
261

public hospital performance, 184-6

solar ultraviolet radiation, 105-7

specialist doctors, 141

tuberculosis, 66

statistical developments, gaps and

deficiencies, 189-209, 271-3

Medical Qutcomes Study Short-Form (SF-
36), 16-8, 8890

National Aboriginal and Torres Strait
Islander Survey, 22-3, 26

disability surveys, 89, 11-2

health services expenditure, 121, 126

hospital use, 150

mental health, 12

private health insurance, 130

sexually transmitted disease notifications,
64-5

stillbirths (foetal death), 42, 44




pregnancies, see births
prescription drugs, 180-3
Aboriginal and Torres Strait Islander
people, 26, 27 ‘ .
priorities for health services, 5861
private acute hospitals, 145-9
ACHS accreditation, 185 -
administration, 119 '
health expenditure, 127, 133-4, 256-7, 259
-health insurance benefit paid, 134-5
hospital benefits paid, 135
morbidity and use, 1519, 186, 242
private health insurance, 129-37, 261
caesarean sections, 45 -
health expenditure source, 259
private patients, 169-75
admissions, 186
caesarean birth rate, 44
dental care, 174-7
in public hospitals, 243
private practice
dentists, 142 :
medical practitioners, 141 -
private psychiatric hospitals, 145-9, 242
private sector employment (health personne])
140
private sector health expendll'ure, 122, 124
125, 126, 258-9 . ‘
health insurance share, 1324 -
productivity benchmarking, 1837, 208-9
see alsp international comparisons

- prostate cancer,.68, 69, 72-3, 235-7. .

overseas-born Austrahans, 32
survival rates, 71

psychiatric hospitals, 145-9,.242
administration, 119
health expenditure, 126, 256—9
see also mental health

public acute hospitals, 145-62 -
ACHS accreditation, 185
administration, 119 ;
bendunarki.ng, 183-7
elective surgery,.185-6 - . .
health expenditure, 126,. 127 129, 133—4

256-7, 259 . -
health insurance beneflt pald 134—5
hospital benefits paid, 135
morbidity and use, 151—9 186 240-1,
243-51

waiting lists, 159-62, 185—6 208
waorkforce statistics, 207

public patients S
admissions, 186 R

caesarean birth rate, 44
dental care, 174-7
public psychiatric hospitals, 145-9
health expenditure, 256-7, 259
public sector employment (health personnel),
140

quality of health care, 183—7 208—9

radiation contamination of water, 112
recreational exercise, 104
reduced activity /lack of exercise
Aboriginal and Torres Strait Islander
people, 26, 27
children of sociceconomic disadvantage;
48 .
low-income families, 38
older Australians, 52
youth, 36, 49
registered health benefits orgamsahon
reinsurance arrangements, 1367
remote areas, see rural areas and remote areas
renal dialysis, 158, 159 '
repatriation hospitals, see public acute s
hospitals
research expenditures, 127, 259
residential care for the aged 162-6, 167
see also nursing homes
resources, 138-88, 25362 ©
respiratory disease deaths, 6, 7, 2267
" Aboriginal and Torres Strait Islander, 21
children of soc10ec0nom.1c dlsadvantage, i
47 K
overseas-born Aust'rahans 32.
youth, 50
respiratory diseases/ condrhons 10, 13,15
‘Aboriginal and Torres Strait Islander, 24
consultations and’ referrals, 168, 170
cost of, 59 -
older Australians, 52
surgical patients, 151
youth, 48 SRR
respite care (resmlenhal aged), 165 166
risk factors™ -
urumgrants, 30
low-income families; 38
mental health and, 90
older Australians, 52, 53
statistical gaps and deﬁaenmes 205-7
youth, 49 N PR
see also alcohol; smoking
road transport injuries, see motor vehicle
accidents

PN

i

T ©. Index » 2971




National Health and Medical Research
Council, 120
blood lead level reduction goal, 113—4
National Health Data Dictionary, 190, 194
institutional facility data, 147
national health goals and targets, 199-201
National Health Information Agreement,
189-94 :
National Health Information Development
Plan, 190-1
National Health Information Model, 1914
National Health Information Work Program,
190
National Health Survey, 195, 203, 205
National Nutrition Survey (1995), 93, 956
National Survey of Lead in Children, 112,
114-5
NATSIS, 22-8, 195
neonatal deaths, 22, 42, 44, 213-5
neonate hospital admissions, 158, 159
neoplasms, see cancer
nervous system diseases, 12, 13, 15
cause of death, 60-1, 226-7
consultations and referrals, 170
cost of, 59
older Australians, 52
youth, 48
neural tube defects, 45-6
non-admitted patients, 152, 153-4, 155, 156
non-English-speaking people, see immigrants
non-Hodgkin’s lymphoma, 68, 69, 235-6
notifiable diseases, 230-1
nurse consultations, 26, 27
nurses, 138, 139-40, 142
graduates, 144
statistical collections, 202
nursing homes, 145-9, 162-6, 252-3
administration, 119
cost of diseases, 59
health expenditure, 126, 127, 256-7, 259
nurses, 140
nutrition, 938
Aboriginal and Torres Strait Islander, 28
statistical gaps and deficiencies, 206
undergraduate course completions, 144

obese people, see weight
obstetrics, see births
occupational deaths (rural), 84
occupational health, 118
oesophagus, cancer of, 34, 71
older Australians, 51-3
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oral health, 79
see also age
optometrists, 142, 144
osteopaths and chiropractors, 142, 144
oral health, see dental health
Organisation for Economic Co-operation and
Development (OECD) food supply
data, 94-6
Organised Approach to the Prevention of
Cancer of the Cervix (OAPCC), 71-2
Ottawa Charter, 2
outpatient visits, see emergency/outpatient
visits
ovary, cancer of, 68, 69, 235-6
overseas-born Australians, see immigrants
overseas-trained doctors, 143-4
overweight people, see weight
ozone depletion, 106, 110

paints, lead in, 113, 114
pancreas, cancer of, 68, 69, 235-6
parasites in drinking water, 110-2
parasitic diseases, see communicable diseases
pathology services, 169, 171, 172, 263
patients, see admissions; private patients;
public patients
pedestrian injuries, 54-8
peptic ulcer, drug treatment of, 181-2, 183
performance indicators, 183-7
perinatal diseases, 170
cost of, 59
perinatal mortality, 42, 44, 214, 226-7
socioeconomic health differentials, 47
personnel, 13845, 262
see also dentists; medical practitioners;
nurses
pertussis, 62, 230
petrel, 113
petrol sniffing, 28
Pharmaceutical Benefits Scheme, 180-3
pharmaceuticals, 180-3
cost of, 59
health expenditure, 126, 127, 256-7, 259
pharmacists, 140, 142, 144
physical activity, see exercise; reduced
activity /lack of exercise
physiotherapists, 142, 144
pneumonia, 53, 111-2
poisoning, see injury
poliomyelitis, 62, 230
pollution
air quality, 206
water quality, 110-3: surveillance, 119




benchmarking, 184
international comparisons, 151
nursing homes, 253
road accidents, 88

time in nursing home, 253

life expectancy, 8, 9, 218-9
Aboriginal and Torres Strait Islander, 21
overseas-born Australians, 33
quality, 18-21

lifestyles, 14
see afso risk factors

low-incomie families, 36-8

lung cancer, 68, 69, 71, 235-7
older Australians, 52, 53
overseas-born Australians, 32, 34

magnesium, nutritional adequacy of, 96
malformations {congenital), 446 -
management of health information, 189-94
marital status and mental health, 89
maternal mortality, 22, 43, 216-7
measles, 61-2, 230, 232 -
measures of health, 16-21
Medical Outcomes Study Short-Form (SF-36),
16-8
mental health dimension, 88-90
medical practitioners, 140-1, 142
graduate course completions, 144
overseas-trained, 143—4
services provided, 168-74, 263
statistical collections, 201-2, 207
medical service use, 168-74, 2637
Aboriginal and Torres Strait Islander
people, 26, 27
chlldren of socioeconomic dlsadvantage,
cost of diseases, 59
health expenditure, 126, 133-4, 256-7, 259
low-income families, 36° :
older Australians, 52
overseas-born Australians, 34-6
single mothers and their children, 40
unemployed people, 39
youth, 49
Medicare, 130, 168-73, 263-7
access to public hospital bBIV]CEb, 160-1
Medicare gap, 133 - :
benefits paid, 135
medication, see drugs
melanoma, see skin cancer -
meningitis, 62, 111, 230 -
mental disorder deaths, 226-7 * -
Aboriginal and Torres Strait Islander, 21

mental health, 88-90
Aboriginal and Torres Strait 1slander
people, 27
consultations and referrals, 170
cost of, 59
disability and handicap, 10, 12, 13, 15
drug prescriptions for depression, 183
national goals and targett. priority area,
200-1
youth, 49
see alse psychiatric hospitals
microorganisms in drinking water, 110-2
migraine, 49 .
migrants, see immigrants
minerals, nutritional adequacy of, 96
model for national health information, 1914
morbidity, see diseases; hospital m()l'bldll’y
mortality, 4-8, 218-29
Aboriginal and Torres Strait Islander data,
203
infant and perinatal, 22, 42, 213-5
maternal, 22, 43, 216-7
overseas-born Australians, 314, 35
predicators, 18
premature, 2
statistical gaps and deficiencies, 204-5
see also causes of death .
mothers, 3945, 211
martality, 22, 43, 216-7
motor vehicle accidents, 60-1, 80, 84-8
children of socioeconomic disadvantage,
48
older Austral]ans, 52
overseas-born Australians, 32
rural and remote areas, 83
youth, 48, 50
motor vehicle occupants
deaths, 84, 86
hospital separations, 87
injury sites, 87, 88 ‘
motorcyclist injuries, 84-8
multiple pregnancies, 41-2, 43
mumps, 62, 230, 232
musculoskeletal disorders, 10, 13, 15
consultations and referrals 170
cost of, 59
death rates, 226-7
youth, 49
National Aboriginal and Torres Strait Islander
Survey (NATSIS), 22-8, 195
National Aboriginal Health’ Strategy
Evaluation, 195
national coronial mformahon system (NCIS),
198
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road user accidents, 868
single mothers and their children, 3940
youth, 49, 50
hospital insurance, 131-2, 261
hospital morbidity, 208
statistical gaps and deficiencies, 205
hospital performance indicators, 183-7
hospitals, 14562, 240-51
administration, 119
cost of diseases, 59
health expenditure, 126, 127, 129, 256-7
nurses, 140
waiting lists, 159-62, 185-6, 208
see also health service use; public acute
hospitals
hostels, 119, 162—6
hours worked
dentists, 142
general practitioners, 141
house dust, lead in, 115
household aged care, 166-7
household income and mental health, 82
hypertension, 101-2
hypoxia, 48

illicit drugs, 100-1
conditions causally associated with, 99
illness, see diseases
immigrants, 30-6
children’s dental health, 29-30
mental health, 89 '
statistical gaps and deficiencies, 204
tuberculosis, 46
immunisation, 61-2, 206
income, 18, 19
health status, 36-8
mental health and, 89
see also disadvantaged people
infant mortality, 213-5
Aboriginal and Torres Strait Islander, 22,
42, 44
infants, 40-6
infectious diseases, see communicable diseases
influenza, 49, 53
information development, 120, 189-209
injury, 169, 170
children of uremployed people, 39
cost of, 59
head, 10, 12, 13, 15, 87-8
national goals and targets priority area,
200-1
surveillance data, 196-8
injury deaths, 7, 80-8, 226-9
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Aboriginal and Torres Strait Islander, 21
children, 47, 48
overseas-born Australians, 32
youth, 48
institutional facilities, 145-9
Aboriginal and Torres Strait Islander
access to, 26
administration, 119
health expenditure, 126, 127, 129, 256-7,
259
see also health service use
intellectual disabling conditions, see mental
health
International Classification of Diseases (ICD),
197
international comparisons
acute care bed ratios, 146-7
admissions, 149, 151
birth and fertility rates, 212
cancers, 237
food supply, 946
health services expenditure, 123-4, 260
life expectancy, 8, 9, 219
international comparisons (mortality), 222-5,
228-9
cardiovascular disease, 74, 76
maternal deaths, 217
neonatal, postnatal and infant mortality,
215
youth, 48
international symposium on injury
surveillance, 197
interpersonal violence in rural and remote
areas, 84
intersectoral health determinants, 2—4
isolated areas, see rural areas and remote areas

kidneys
Aboriginal and Torres Strait Islander
problems, 25
cancer, 68, 69, 235-6
dialysis, 158, 159
knowledge about health, 2067

labour force participation and mental health,

language other than English, 34-6, 204
doctors using, 141

lead, 112, 113-5

leg injuries {road users), 87

legionellosis, 111-2, 230

leisure-time exercise, 104

length of stay, 151-9




259
see also health service use
falls resulting in deaths, 80, 84
fatal illness, see causes of death
fertility, see births :
fillings, see dental health
fire-arms related deaths, 84
foetal deaths, 42, 44
maternal mortality, 43
folic acid supplementation for women, 45
food, see nutrition
funding and expenditure, 2-3, 117-37, 253-61
Medicare, 263-4
Pharmaceutical Benefits Scheme, 1813
statistical gaps and deficiencies, 207-8

general practitioners, 140-1, 142 -
services provided, 168-73, 263
genitourinary disorders and diseases, 169, 170
cost of, 59
older Australians, 52
genitourinary causes of death, 226-7
Aboriginal and Torres Strait Islander
people, 21 S
global measures of health, 18, 19
glue sniffing, 28
goals and targets, 199-201
gonococcal infection, 63-5, 230
government health agencies, 117-8, 120
government health expendxmre, 122 124—9
" 258-9-
carer support, 167
Pharmaceuhcal Benefits Scherne, 181-3

handicap, see dlsabllll’y and hand:cap
hat wearérs, 107-8 ~ Co
hay fever, 43
head injury, 10, 12, 13, 15
road users, 878 .-
headache, 49 -
health administration, 117-21
health expenditure, 127, 259
health insurance funds, 134
see also funding and expendlture health
personnel )
health benefits organisation reinsurance
arrangements, 136-7
Health Care Card holders, dental care, 174-7
health determinants, 14
health expectancies, 18-21 . ., .
health expenditure, 121-9, 258-9
private health insurance, 132-4
see also government health expenditure

health facilities, see facilities
health goals and targets, 199-201
health information development, 120}, 189-209
health insurance, 129-37, 261
caesarean sections, 45
health expenditure source, 259
health knowledge, attitudes and beliefs, 2067
health outcomes, 16-21
health personnel, 13845, 262
see also dentists; medical practitioners;
nurses .
health promotion services, 2-4, 120—1
Abariginal and Torres Strait Islander use,
27
health service use, 138-88
Aboriginal and Torres Strait [slander
people, 26, 27
ancillary health benefits paid, 136
children of socioeconomic dlsadvmtage
48
low-income families, 38 ., - .
older Australians, 52
overseas-born Australians, 34~6,
single mothers a.nd their children 3940
youth, 49 .
unemployed people, 39 .
see nlso access to health services; hoqpual
(—.‘plbOdEb
health status, 1-57 -
hearing, sce ear diseases and hearing disorders
heart disease, see cardiovascular diseases
heart failure, 158, 248, 250
drug prescriptions, 183 .
heart problems (Aboriginal and Torres Strait
Islander), 25, 28 .
hepatitis, 62, 110, 230, 232 )
high blood pressure, 101-2, 205-6
- Aboriginal and Torres Strait Islander
.people, 25 C
drug prescriptions for; 183 -
HIV infection, see AIDS
home care of older people, 166-7
hom1c1de 32, 50
hospxtal admissions, 149-62
elective surgery, 161-2
hospital benefits, 134-7
hospital episodes, 37
Aboriginal and Torres Strait Islander 22
alcohol- and drug -related, 98, 100
children of socioeconomic dlsadvantage
48
low-income families, 36
overseas-born Australians, 346
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deaths, 226-9
older Australians, 52
overseas-born Australians, 32
diphtheria, 62, 230
disability and handicap, 8-16
Aboriginal and Torres Strait Islander
people, 28
expectancy, 18-21
low-income families, 36
older Australians, 52
place of aged care, 168-9
single mothers, 3940
unemployed people, 38
youth, 48-9
disadvantaged people, 36—40, 46, 207
children, 3941, 47-8
dental service use, 174-9
older Australians, 53
prescription drug use, 180, 181, 182-3
youth, 50-1
see also Aboriginal and Torres Strait
Islander people
disease costing, 58-60

ear diseases and hearing disorders, 10, 12, 13,

15
Aboriginal and Torres Strait Islander
people, 25
children of unemployed people, 39,
older Australians, 52
youth, 48
ear, nose and throat surgery, 151, 161, 162
economic impact of disease, 58-60
see also funding and expenditure
eczema, 49
educational attainment
cholesterol levels, 101
leisure-time exercise, 104
mental health, 89
efficiency benchmarking, 183-7
see also international comparisons
elective surgery, 159-62, 185-6
emergency /outpatient visits (health service
use)
Aboriginal and Torres Strait Islander
people, 26, 27: dental, 177-9
children in single-parent families, 40

disease prevalence data, 205

children of socioeconomic disadvantage,

disease prevention, sce health promotion 48
services children of unemployed people, 39
diseases, 1-4, 230-9 low-income families, 36
Aboriginal and Torres Strait Islander emphysema, 60-1
people, 24-5 older Australians, 52, 53
cardiovascular, 76-7 youth, 49
children of sociceconomic disadvantage, employment in health industry, 13845, 262
48 see nlso dentists; medical practitioners;
disabling conditions, 9-16 nurses

economic impact, 5860
low-income families, 36-8
older Australians, 52-3
overseas-bomn Australians, 346
single mothers and their children, 3940
statistical gaps and deficiencies, 204-5
unemployed people, 38-9
see also causes of death
doctors, see medical practitioners
drinking, see als¢ alcohol
drinking water, 110-3
drowning, 47, 81
drugs, 100-1, 180-3

employment status and mental health, 89
environmental health and hygiene, 1-4, 10515
statistical gaps and deficiencies, 206
surveillance, 119
exercise, 104
mental health and, 90
see lso reduced activity /lack of exercise
expectancies (health), 18-21
expenditure, see funding and expenditure
eye disorders/problems, 13, 15
Aboriginal and Torres Strait Islander, 25
older Australians, 52
optometrists, 142, 144

Aboriginal and Torres Strait Islander, 26, youth, 48
27,28
conditions causally associated with illicit, facilities, 145-9
99 Aboriginal and Torres Strait Islander

deaths, 48, 50, 81
dust, lead in, 115

access to, 26
administration, 119
health expenditure, 126, 127, 129, 256-7,
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drownings, 47, 81 o
immunisation, 61-2: statistical gaps and
deficiencies, 206
lead exposure, 112, 113-5-
low-income families, 36
of single mothers, 39-40
smokers, 27
unemployed people, 38-9
see also infants; youth
chiropractors and osteopaths, 142, 144
cholesterol, 101, 205
cigarette smoking, see smoking
circulatory disease deaths, 6, 7, 226-9
Aboriginal and Torres Strait Islander, 21
youth, 50
circulatory diseases/conditions, 13, 15
Aboriginal and Torres Strait Islander
people, 24-5
consultations and referrals, 170
cost of, 59
older Australians, 52
surgical patients, 151
youth, 48
clinical need, 160
colorectal cancer, 68, 69, 235-7 N
older Australians, 52
Commonwealth gov ernment health agencies,
117-8, 120
Commonwealth government health
expenditure, 122, 124-8, 258—9
carer support, 167 -
Pharmaccutical Benefits Scheme, 181-3
communicable {infectivus and parasitic)
disease deaths, 5, 6, 226-9-
Aboriginal and Torres StraJt Islandcr
people, 21 -
AlIDS, 61, 63
overseas-born Australians, 31, 32
preventable by immunisation, 61-2
communicable diseases, 61-7
consultations and referralb, 170
cost of, B9 -
notifiable, 230-1
potentially transmitted by drinking water,
110
statistical gaps and deficiencies, 205
community aged care, 163 - )
community health services, 119-20
Aboriginal and Torres Stralt Islander use,
270
health expenditure, 127 256-7, 259
congenital malformations, 446 -
circulatory system, 48

consultations and referrals, 170
cost of, 59 '
congenital disease death rates, 226-7
coronary heart disease, 198
mortality, 74-5
older Australians, 52, 53 -
overseas-born Australians, 32
cost of illness, 58-60
country of birth, 31, 204
expected age at death by, 33
mental health, 89
mortality differentials, 32
tuberculosis patients, 66
cyanobactena, 111

data standards, see standards
deafness, see ear diseases and hearing-
disorders
death, sce causes of death; mortality
definitions, see statistical developments, gaps
and deficiencies
dental health, 77-80
children, 28-30, 39, 48, 238-9
older Australians, 52
youth, 48, 49
dental nurses, 140
dental services
ancillary health benefits paid, 136
health expenditure, 127, 1334, 256-7, 259
dental services, use of, 1749
Aboriginal and Torres Stralt Islandcr
people, 27
older Australians, 52
youth, 49
dentists, 140, 141-2, 144-5
departments of health, 118
dermatitis, 49
diabetes
Aboriginal and Torres Strait Islander
people, 25, 28
hospital treatment, 248, 250
diabetes deaths, 60-1 :
Abariginal and Torres Strait Islander
people, 21 °
older Australians, 53
overseas-born Australians, 31, 3”
diagnosis, 248-51
Diagnosis Related Groups, 156, 158—9
diagnostic imaging, 171, 172, 264
dialysis, 158, 159
diet, see nutrition
digestive system diseases, 170
cost of, 59
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