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7 Demographic profile for admitted
patients

Introduction
This chapter presents a demographic profile of admitted patients who separated from
hospital during 2000�01.
Data on the sex of each patient was reported to the National Hospital Morbidity Database as
male, female, indeterminate or not stated/inadequately described. The 72 separations for
patients who were not reported as male or female are included in totals for persons in the
tables in this chapter.
All States and Territories except Victoria supplied the date of birth of the patient for the
database, in which case the Institute calculated the age of the patient by subtracting the date
of birth from the date of admission. Victoria supplied the age in years or days for each
patient. The three separations for which the age of the patient was not reported are included
in the totals in tables including age group.
The data on Aboriginal and Torres Strait Islander status were supplied by data providers,
categorised as:
� Aboriginal but not Torres Strait Islander origin
� Torres Strait Islander but not Aboriginal origin
� Aboriginal and Torres Strait Islander origin
� not Aboriginal or Torres Strait Islander origin
� not reported.
New South Wales, South Australia, the Australian Capital Territory and the Northern
Territory supplied country of birth details coded to the Australian Bureau of Statistics�
Standard Australian Classification of Countries (SACC) as requested by the Institute. The
remaining four jurisdictions provided data for country of birth according to the Australian
Bureau of Statistics� Australian Standard Classification of Countries for Social Statistics
(ASCCSS). The Institute mapped the data provided by Victoria, Queensland, Western
Australia and Tasmania from ASCCSS to SACC.
Not all States and Territories were able to provide information on the area of usual residence
for every separation. The National Health Data Dictionary specifies that data on the usual
residence of patients should be provided as the State or Territory and the Statistical Local
Area (SLA) of usual residence. SLAs can be aggregated to Statistical Divisions and Rural,
Remote and Metropolitan Areas (RRMA) for reporting. Although most separations included
data on the State or Territory of usual residence, not all States and Territories were able to
provide information on the area of usual residence in the form of an SLA code, using the
2000 edition of the Australian Standard Geographical Classification as requested by the
Institute. Details of the data provided by States and Territories and the mapping process
conducted by the Institute to assign 2000 SLA codes to separations is described in
Appendix 3.
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The age-standardised rates in this chapter were derived using 30 June 2000 population
estimates for Aboriginal and Torres Strait Islander peoples and other Australians (Table 7.7
and 7.8), country of birth groups (Table 7.10) and RRMA groups (Table 7.12), because
31 December (mid-year) estimates were not available for these population groups. Thus,
there will be small discrepancies between the age-standardised rates reported in these tables
and the standardised rates reported for State or Territory of usual residence (Table 7.11) and
Statistical Division of usual residence (Figures 7.8 and 7.9), and in Chapters 2, 4 and 6,
which were based on 31 December 2000 estimates (see Appendix 3). The age-specific rates
presented in Figures 7.1 to 7.4 were also based on 31 December 2000 estimates.

Sex
There were more separations for females than for males in all age groups from 15 to 54
years (which include child-bearing ages for women), and also in the 75 years and over age
groups (Table 7.1). Females accounted for higher proportions of separations than males,
52.8% of total separations in public hospitals (2,043,224) (Table 7.2) and 55.0% in private
hospitals (1,249,886) (Table 7.3). Separations per 1,000 population were higher for females
than for males in age groups from 15 to 49 years in public hospitals and from 15 to 59 years
in private hospitals (Figures 7.1 and 7.2). Females also accounted for more patient days
(12,251,903) than males (10,216,744) (Table 7.4). In public hospitals, they accounted for 53.1%
(8,351,763) of patient days, and for more patient days than males in the age groups, 15 to 44
years and 75 years and over (Table 7.5). In private hospitals, females accounted for 57.9%
(3,900,140) of patient days, and for more patient days than males in the 15 years and over
age groups (Table 7.6). Patient days per 1,000 population were higher for females than for
males in age groups from 15 to 44 years in public hospitals and from 15 to 64 years in
private hospitals (Figures 7.3 and 7.4).

Age group
In public hospitals, separations peaked in two age groups. The first was in the 65 to 74 years
age group, which was most commonly reported for male patients, and the second was in
the 25 to 34 years age group, which was most commonly reported for female patients (Table
7.2). The number of separations per 1,000 population was highest for patients in the 85 years
and over age group (Figure 7.1). The highest number of patient days for females was
reported in the 75 to 84 years age group and for males in the age group 65 to 74 years (Table
7.5). Average length of stay was highest for patients aged 85 years and over (Figure 7.5).
In private hospitals, separations peaked in the 65 to 74 years age group for male patients
and in the 45 to 54 years age group for female patients (Table 7.3). Patients in the 75 to 84
years age group accounted for the most patient days (Table 7.6), and had the highest
number of separations per 1,000 population (Figure 7.2). As for public hospitals, the average
length of stay was longest for patients aged 85 years and over (Figure 7.6).
In both sectors combined, the population group 65 years and over accounted for a high
proportion of admitted patient activity. This population (2,377,504), which comprised 12.3%
of the total Australian population, accounted for 2.0 million separations (33.1%) and 10.8
million patient days (48.0%). There were 855.0 separations per 1,000 population for this age
group, compared with a crude rate of 318.4 per 1,000 for the total population. The average
length of stay for these patients was 5.3 days, compared with 3.7 days for all patients.
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Aboriginal and Torres Strait Islander status
Table 7.7 and Table 7.8 present Aboriginal and Torres Strait Islander status data by hospital
sector and State and Territory. For Aboriginal and Torres Strait Islander patients, the age-
standardised rates were calculated using the Australian Bureau of Statistics experimental
projections of the Aboriginal and Torres Strait Islander population for June 2000 (Appendix
Table A6.2). These rates are subject to variability in relatively small populations of
Aboriginals and Torres Strait Islanders, such as in the Australian Capital Territory.
Differentials in the separation rates between patients identified as Aboriginal and Torres
Strait Islander and the separation rates for patients not identified as Aboriginal and Torres
Strait Islander are expressed in terms of rate ratios. The age-standardised rate for patients
identified as Aboriginal and Torres Strait Islander is divided by the age-standardised rate
for patients not identified as Aboriginal and Torres Strait Islander. A ratio of 1.0 indicates
there is no difference between the rates of the two population groups, while a ratio greater
than 1.0 indicates an excess of separations for Aboriginal and Torres Strait Islander patients
in comparison to non-Aboriginal and Torres Strait Islander patients.
There were 177,417 separations for patients reported as Aboriginal or Torres Strait Islander,
mainly in New South Wales, Queensland, Western Australia and the Northern Territory
(Table 7.7). Overall, on an age-standardised basis, there were 620.2 separations for
Aboriginal and Torres Strait Islander patients reported per 1,000 Aboriginal and Torres
Strait Islander population for Australia, compared to the rate for the overall population of
306.9 per 1,000. The separation rate for Aboriginal and Torres Strait Islander patients was
over twice the rate for non-Aboriginal and Torres Strait Islander patients.
The Northern Territory reported the highest number of separations for Aboriginal and
Torres Strait Islander patients per 1,000 Aboriginal and Torres Strait Islander population
(952.1 per 1,000). Western Australia and the Australian Capital Territory reported the next
highest rates (852.9 and 786.1 per 1,000, respectively), ahead of South Australia and
Queensland (744.8 and 666.8 per 1,000 population, respectively). The separation rate for
Aboriginal and Torres Strait Islander patients in the Northern Territory was almost five
times the rate for non-Aboriginal and Torres Strait Islander patients, with a rate ratio of 4.6.
These rates are influenced by the quality of the data on Aboriginal and Torres Strait Islander
status, which varied among the States and Territories, as described below. They can also be
influenced by variation among the jurisdictions in the health status of Aboriginals and
Torres Strait Islanders and in their access to hospital services.
Just over 53% of separations for patients reported as Aboriginal or Torres Strait Islander
were for overnight stays (94,764), compared with 49.2% for all patients (3,020,647) (Table
7.8). Overall, on an age-standardised basis, there were 292.4 overnight separations for
Aboriginal and Torres Strait Islander patients reported per 1,000 Aboriginal and Torres
Strait Islander population for Australia, compared to the rate for the overall population of
151.5 per 1,000. The overnight separation rate for Aboriginal and Torres Strait Islander
patients was twice the rate for non-Aboriginal and Torres Strait Islander patients.
Western Australia reported the highest number of overnight separations for Aboriginal and
Torres Strait Islander patients per 1,000 Aboriginal and Torres Strait Islander population
(443.6 per 1,000). South Australia and Queensland reported the next highest overnight
separation rates (356.5 and 309.9 per 1,000, respectively), ahead of the Northern Territory
and New South Wales (309.2 and 235.8 per 1,000 population, respectively). The overnight
separation rate for Aboriginal and Torres Strait Islander patients in Western Australia was
almost three times the rate of non-Aboriginal and Torres Strait Islander patients, with a rate
ratio of 2.9.
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Table 7.9 and Figure 7.7 present data for separations and separation rates per 1,000
population by Aboriginal and Torres Strait Islander status and age group and sex.
Aboriginal and Torres Strait Islander status categories included as �Aboriginal or Torres
Strait Islander� were Aboriginal but not Torres Strait Islander origin, Torres Strait Islander
but not Aboriginal origin and Aboriginal and Torres Strait Islander origin.
Females accounted for a higher proportion of separations than males, 57.0% of total
separations (101,213), and this proportion was higher than the proportion of separations for
females overall (53.6%) (Table 7.9). Aboriginal and Torres Strait Islander separations peaked
over two 5-year age groups. The first was in the 35 to 44 years age group (31,873), which
was most commonly reported for male patients (14,448), and the second was in the 25 to 34
years age group (30,925), which was most commonly reported for female patients (19,607).
The separation rates for both Aboriginal and Torres Strait Islander males and females were
higher than those for non-Aboriginal and Torres Strait Islander patients in all age groups,
and markedly so for patients aged over 34 years (Figure 7.7). Separation rates for
Aboriginals and Torres Strait Islanders for older age groups are subject to variability due to
the relatively small populations in these age groups.

Quality of Aboriginal and Torres Strait Islander status data
The variation in the number of Aboriginal and Torres Strait Islander separations per 1,000
Aboriginal and Torres Strait Islander population among the States and Territories suggests
that there was variation in the proportion of Aboriginal and Torres Strait Islander persons
who were identified as such in the hospital morbidity data collections and/or in the total
population.
The quality of the data provided for Aboriginal and Torres Strait Islander status in 2000�01,
although better than previous years due to the use of the National Health Data Dictionary
definitions by all jurisdictions, is still in need of improvement, being considered acceptable
for only South Australia and the Northern Territory. Data on Aboriginal and Torres Strait
Islander status in this chapter should therefore be interpreted cautiously.
For 2000�01, the New South Wales Health Department reports that its data were in need of
improvement. To address this issue, the department continues to be very active in the
implementation of initiatives aimed at improving the quality of Aboriginal and Torres Strait
Islander origin information in hospital separations data. Departmental publications and
circulars continue to be used to encourage a uniform approach to the identification of
Aboriginal and Torres Strait Islander patients in addition to providing a framework for
continuous improvement in this data collection. To complement these strategies the
Aboriginal Health Information Strategy Unit has developed and implemented a training
program and conducted a pilot study in relation to improving Indigenous origin
information. The training program has been conducted across the State in most Area Health
Services and is currently being reviewed and improved to support further training.
Resources specific to New South Wales have been developed, including training manuals,
videos and fact sheets. A report of a pilot study, Improving Aboriginal and Torres Strait
Islander Origin Information in NSW showed that data quality and consistency problems were
affecting a number of patient registration details in addition to Aboriginal and Torres Strait
Islander origin information (NSW Health Department 2000).
The Victorian Department of Human Services reports that, despite data quality
improvement in recent years, Aboriginal and Torres Strait Islander status data for 2000�01
should be treated with some caution. Studies in Victoria have shown that data are more
accurate if the hospital employs a Koori Hospital Liaison Officer (KHLO), particularly in
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regional hospitals, where the KHLOs are located in the main Koori communities. Aboriginal
and Torres Strait Islander status data are considered less reliable in some tertiary hospitals
drawing Indigenous patients from outside their local communities, and in private hospitals.
Victoria is currently undertaking an Aboriginal and Torres Strait Islander Hospital Services
Accreditation Project ultimately intended to lead to improved patient identification and the
provision of more culturally appropriate services.
For 2000�01 data, Queensland Health notes that Aboriginal and Torres Strait Islander status
was recorded as �not stated� in about 2.5% of admitted patient records for public hospitals,
and in 20% of admitted patient records for private hospitals, with the overall �not stated�
percentage being around 10%. It is not known whether these �not stated� records reflect
similar proportions of Indigenous/non-Indigenous separations as the �stated� records. In
general the available evidence suggests that the number of Aboriginal and Torres Strait
Islander separations is still significantly understated, and that this under-counting occurs
through mis-reporting as well as the non-reporting mentioned above. The department
continues to work on improving overall Aboriginal and Torres Strait Islander identification
in all mainstream administrative data collections.
The Western Australian Department of Health regards its 2000�01 Aboriginal and Torres
Strait Islander status data as being in need of improvement. Results of surveys conducted in
Western Australian hospitals suggest that about 85% of Indigenous and 99% of non-
Indigenous people are identified correctly. However, it appears that the category
�Aboriginal and Torres Strait Islander origin� is sometimes interpreted as �Aboriginal and/or
Torres Strait Islander origin�, resulting in higher counts than expected in this category.
The South Australian Department of Human Services regards its 2000�01 Aboriginal and
Torres Strait Islander status data as being of acceptable quality. The department conducts
training courses in data collection every year and the courses in 2000�01 included training
on how to ask and record the Indigenous Status question, based on a training package
produced by the Australian Bureau of Statistics. A 30% loading for casemix payments is
applied to Aboriginal and Torres Strait Islander separations in South Australia, and this acts
as an incentive for improved identification.
The Tasmanian Department of Health & Human Services reports that the quality of this
data has continued to improve in 2000�01. A �whole of agency� strategy has been developed
to highlight the importance of these data across all data collections. The Australian Bureau
of Statistics is assisting in this project.
The Australian Capital Territory Department of Health and Community Care considers that
its 2000�01 data were much improved since 1999�00. During 2000, the department
conducted training for both the Canberra Hospital and Calvary Hospital admission staff,
and Aboriginal and Torres Strait Islander status is a funding component in contracts with
the hospitals.
The Northern Territory�s Department of Health and Community Services reports that the
quality of its 2000�01 Aboriginal and Torres Strait Islander status data is considered to be
acceptable. The department retains historical reporting of Indigenous status and individual
client systems receive a report of individuals who have reported their Indigenous status as
Aboriginal on one occasion and as Torres Strait Islander on another. System owners will
follow up on these clients. All management and statistical reporting, however, is based on a
person�s currently reported Indigenous status.
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Country of birth
Australian-born patients accounted for 73.6% (4,518,326) of total separations, 72.3% in the
public sector and 75.8% in the private sector (Table 7.10). There was some variation in the
proportions of separations in the public and private sectors by country of birth. For
Australian-born persons, 61.9% were in the public sector, as were 78.3% for persons born in
Greece, 73.7% for persons born in the Middle East and North Africa, 49.0% for persons born
in Japan and 47.7% for persons born in the United States of America. The age-standardised
separation rate for Australian-born patients was higher (314.2 per 1,000) than that for the
overseas-born population (245.9 per 1,000).

Area of usual residence
The area of usual residence of a patient can be expressed in many ways, such as the State or
Territory of usual residence, the Rural, Remote and Metropolitan Area (RRMA) of usual
residence and the Statistical Division of usual residence. Data for these measures have been
aggregated from Statistical Local Areas and postcodes provided by States and Territories.
For information on this process and further information on the RRMA classification see
Appendix 3.
Tables 7.11 and 7.12 present selected separation statistics by hospital sector, same day status
and State or Territory of usual residence or RRMA of usual residence. Figures 7.8 and 7.9
present, as maps, separation rates per 1,000 population by Statistical Division of usual
residence for both public and private hospitals. The age-standardised separation rates that
are presented in these tables and figures take account of the different age populations of the
States and Territories, rural, remote and metropolitan areas and Statistical Divisions.

State or Territory of usual residence
In Table 7.11 the standardised rate for each State and Territory is accompanied by the
standardised rate for all other jurisdictions excluding the reference State or Territory. For
example, the rate for total separations for patients usually resident in Queensland was 322.8
separations per 1,000 population. The standardised rate for patients usually resident in the
other States and Territories combined was 299.2 per 1,000 population. Thus, patients usually
resident in Queensland had a total separation rate that was 7.9% higher than the rate for
patients usually resident in all the other jurisdictions combined. This difference was
statistically significant (that is, there is a less than 1% probability that the difference between
Queensland and the other jurisdictions occurred by chance).
The separation rates for New South Wales, Tasmania and the Australian Capital Territory
tended to be lower for residents of these jurisdictions than for residents outside these
jurisdictions, especially for same day separations.
Residents of the Australian Capital Territory and the Northern Territory generally had
lower proportions of separations within their own State or Territory than residents of the
remaining jurisdictions. For example, only 93% of residents of the Northern Territory were
actually hospitalised in the Northern Territory, compared with 99% of residents in Victoria,
Queensland and South Australia and almost 100% of residents in Western Australia.
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Rural, remote and metropolitan areas
In Table 7.12 the standardised rate for each RRMA is accompanied by the standardised rate
for all other RRMAs excluding the reference RRMA. For example, the rate for total
separations for patients usually resident in remote centres was 407.7 separations per 1,000
population. The standardised rate for patients usually resident in the other RRMAs
combined was 304.7 per 1,000 population. Thus, patients usually resident in remote centres
had a total separation rate that was 33.8% higher than the rate for patients usually resident
in all the other areas combined.
Generally the separation rates were lower for patients usually resident in capital cities or
other metropolitan centres than for patients usually resident in other RRMAs. The highest
same day separation rate was observed in remote centres (187.7 per 1,000 population) and
the highest overnight separation rate in other remote areas (245.4 per 1,000 population). The
separation rate for public hospitals was highest in remote centres (352.5 per 1,000
population) and other remote areas (329.3 per 1,000 population), while the separation rate
for private hospitals tended to be highest in other metropolitan centres (124.8 per 1,000
population) and large rural centres (123.7 per 1,000 population).

Statistical Divisions
Separation rates per 1,000 population varied by Statistical Division of the usual residence of
the patient for both public and private hospitals (Figures 7.8 and 7.9). In the public sector,
the highest rates were reported for residents of the Statistical Divisions of Kimberley in
Western Australia and Pilbara in State/Territory. In the private sector, the highest rates
were reported for Moreton in Queensland and Greater Hobart in Tasmania. The data for
these maps were derived from data provided on the area of usual residence of the patients,
aggregated to Statistical Divisions as described in Appendix 3.

Additional data
The accompanying tables on the Internet at http://www.aihw.gov.au/publications/
hse/ahs00-01.html provide information on the number of separations and patient days by
five-year age group, sex and State and Territory for all hospitals, public hospitals and
private hospitals.
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Separations per
1,000 population

greater than 360
280 to < 360
240 to < 280
200 to < 240
Less than 200

Separations per
1,000 population

90 or greater
80 to < 90
60 to < 80
40 to < 60
Less than 40

Figure 7.8: Separations per 1,000 population by Statistical Division of 
usual residence, public hospitals, Australia, 2000-01

Figure 7.9: Separations per 1,000 population by Statistical Division of  
usual residence, private hospitals, Australia, 2000-01


