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Foreword

The Institute is pleased to be able to present this report on Australia’s hospitals in 2001-02. It
is the ninth annual hospital statistics report and is produced from data in the Institute’s
National Hospital Morbidity Database, the National Public Hospital Establishments
Database and the National Elective Surgery Waiting Times Data Collection. These are
compiled each year with the assistance of the state and territory health authorities, which
have also provided data on waiting times for emergency department care.

An exciting new section has been added called Hospitals at a glance. This replaces the
Highlights section from previous editions and provides information on the number, activity
and performance of Australian hospitals, with time series information from 1993-94 to
2001-02 illustrating the changing nature Australia’s hospitals over the past eight years.

The chapter on performance indicators has been revised and includes expanded and refined
performance indicator information. The Institute is continuing to work towards making
these indicators available in pre-published form for use in other reports that present similar
information.

To reflect the continually growing volume of same day hospitalisations, a number of tables
have been added that summarise separation statistics for the thirty most common
procedures and diagnoses for overnight and same day patients separately. These tables
illustrate the difference in the type of activity between these two groups of separations.

An electronic version of this report can be found on the Institute’s Internet site. It includes
related statistical information that is not included in the hard copy form of this publication.
Also available on the Internet site are interactive cubes of data from the National Hospital
Morbidity Database that allow users to specify their own tables relating to the principal
diagnoses and Australian Refined Diagnosis Related Groups for admitted patients. This
resource is continually being expanded and will encompass other admitted patient data in
the near future.

This report reflects a huge effort by Institute staff and by data providers, both in the state
and territory health authorities, and in individual public and private hospitals to collate the
data and produce the report within 12 months of the end of the year to which it relates.

The Institute will continue to work with the data providers and the Australian Hospital
Statistics Advisory Committee to maintain timeliness, and to improve the quality and
usefulness of this report. Comments from readers are always welcome.

Richard Madden
Director

June 2003
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Hospitals at a glance

Australian Hospital Statistics 2001-02 is the ninth of the Australian Institute of Health and
Welfare’s annual summary reports describing the characteristics and activity of Australian

hospitals.

Activity of Australian hospitals increased over
the last year, with hospital separations and
patient days increasing by 4.2% and 3.4%
respectively between 2000-01 and 2001-02...

e In 2001-02 there were 6,394,498
separations and these were associated
with 23,223,762 patient days. This is
compared with 6,138,398 separations
and 22,468,953 patient days in 2000-01.

e Between 2000-01 and 2001-02
separations in public acute hospitals
increased by 2.6% and in private
hospitals they increased by 9.5% (in the
four jurisdictions for which there was
no change in coverage for private
hospitals) over this period.

e Over the same period, the number of
patient days in public acute hospitals
increased by 0.6%, while for private
hospitals they increased by 3.3%.

Patient days per
1,000 population

Separations per
1,000 population
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Figure 1: Separations and patient days per
1,000 population, public acute and private
hospitals, Australia, 1993-94 to 2001-02

Overall, separations and patient days have
increased over time...

e Between 1993-94 and 2001-02, hospital
separations increased by 38.7%: 19.9%
in public acute hospitals and 84.7% in
private hospitals. Over the same
period, the number of patient days in
public acute hospitals decreased by
5.1% while for private hospitals they
increased markedly (36.0%).

e For public psychiatric hospitals, the
number of separations decreased by
2.1% per year on average between
1996-97 and 2001-02 and the number of
patient days decreased by 2.7%.

e Between 1993-94 and 2001-02, the age-
standardised separation rate per 1,000
population increased by 6.0% in public
acute hospitals (190.3 to 201.8
separations per 1,000 population)
compared with an increase of 60.8% in
private hospitals (77.6 to 124.8
separations per 1,000 population).

e Patient days per 1,000 population
decreased by 19.7% for public acute
hospitals and increased 14.3% for
private hospitals between 1993-94 and
2001-02.

e For public psychiatric hospitals
separations per 1,000 population fell by
15.5% between 1996-97 and 2001-02
and there was a 16.8% fall in patient
days per 1,000 population.

e In1996-97, 68.2% of separations and
72.2% of patient days in acute care
hospitals were in public acute
hospitals. In 2001-02, these percentages
had fallen to 61.9% and 68.4%,
respectively, showing a shift from the



use of public acute to private acute
hospitals during this period.

The average length of stay in hospitals is
declining...

e The average length of stay in hospitals
decreased to 3.6 days in 2001-02, from
3.7 days in 2000-01, following the
overall pattern of decline shown in
previous years (a decline of 21.7%
between 1993-94 and 2001-02, from 4.6
days to 3.6 days).
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Figure 2: Average length of stay, Australia,
1993-94 to 2001-02

e Private hospital stays averaged 2.9 days
compared with 3.9 days in public acute
hospitals. For patients staying at least
one night, average lengths of stay were
6.5 days in public acute hospitals and
5.7 days in private hospitals.

e The proportion of same day separations
increased by 42.1%, from 36.8% in
1993-94 to 52.3% in 2001-02. The
number of same day separations
increased by 96.9% (1,644,475
separations), 67.3% in public hospitals
and 155.7% in private hospitals.

Females accounted for more separations than
males...

e In 2001-02 there were 3,420,234
separations for females compared to
2,974,106 separations for males, 53.5%
and 46.5% of separations respectively.

Xi

e Overall in 2001-02, there were 347.5
separations per 1,000 population for
females, compared to 307.0 separations
per 1,000 population for males.

e There were more separations per 1,000
population for females than for males
in the 15 to 54 year age groups (which
include child-bearing ages for women).
Separation rates for males were higher
than those for females for children and
persons aged over 55 years.

Separations per 1,000 population
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Figure 3: Separations per 1,000 population by
age group and sex, 2001-02

Persons identified as Indigenous had higher
separation rates than non-Indigenous
persons. ..

¢ The separation rate for persons
identified as Indigenous was higher
than the rate for non-Indigenous
persons for most age groups,
particularly for age groups 35-44 years
and older.

e Excluding separations with a principal
diagnosis of ‘care involving dialysis’,
the separation rate for persons
identified as Indigenous was still
higher than the rate for non-Indigenous
persons, but the difference for persons
aged over 35 years was not as marked.



Separations per 1,000 population A range of conditions (diseases or injuries

-~ - Indigenous and poisonings) are treated in hospitals. ..
1,600 e Fﬂ;gg;%znzzlu ding care . e Overall, over half of all separations in
1200 ~involving dialysis N 2001-02 had a principal diagnosis in
’ ___non-Indigenous, exclluding/// \\\: five of the ICD-10-AM chapters:
500 care involving dialysis Diseases of the digestive system;
Neoplasms; Diseases of the circulatory
400 system; Pregnancy, childbirth and the
puerperium; and Contact with health
0l e services (including care involving
P 2 P K P & & I dialysis, chemotherapy and care
EACANC AT A G cha yst herapy
involving rehabilitation procedures).
Figure 4: Separations per 1,000 population by * The National Heal.th Priority Areas
Indigenous status and age group, 2001-02 were represented in some high volume

diagnoses. In 2001-02 there were
149,569 separations with a principal
diagnosis of fracture, 95,774
separations with a principal diagnosis
of asthma (40,918) and coronary

The pattern of separations per 1,000
population by Remoteness Area was
different for public and private hospitals...

* For PU]?hC hospltals,‘ separation rates obstructive pulmonary disease (54,856),
were highest for patients h\.lmg mn very 68,609 separations with a principal
remote areas (231-7 separat1on§ per diagnosis of arthritis and 49,878
1,000 population). The separation rate separations with a principal diagnosis
was lowest for patlgnts living in major of angina pectoris.
cities (106.2 separations per 1,000

opulation).
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e For private hospitals, separations per 300
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Figure 5: Separations per 1,000 population by

Remoteness Area of usual residence and Figure 6: Separations (‘000) by selected

hospital sector principal diagnosis, 2001-02
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The separation rate per 1,000 population
where an admission may have been
avoided if timely non-hospital care was
provided has changed over time...

e Potentially preventable hospitalisations
are those where hospitalisation is
thought to be avoidable if timely and
adequate non-hospital care is provided.
Separation rates for potentially
preventable hospitalisations are
potential indicators of the quality or
effectiveness of non-hospital care.

e There were 600,759 separations for
potentially preventable hospitalisations
in 2001-02.

e Opverall, the rate per 1,000 population
for potentially preventable
hospitalisations increased an average of
0.8% per year between 1993-94 and
2001-02.

e The number of separations per 1,000
population for potentially preventable
hospitalisations for vaccine-preventable
diseases decreased an average of 9.8%
per year between 1993-94 and 2001-02.
Fluctuations reflected varying numbers
of separations for influenza each year.

e Potentially preventable hospitalisations
decreased by an average of 2.1% for
chronic conditions, excluding diabetes.
The increase for diabetes between
1999-00 and 2000-01 (164.1%) reflects
changes between the 1st and 2nd
editions of ICD-10-AM, which affected
the way diabetes was coded.

e Potentially preventable hospitalisations
fluctuated around 12 separations per
1,000 population for acute conditions
between 1993-94 and 2001-02.

Xiii
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Figure 7: Potentially preventable
hospitalisations, 1993-94 to 2001-02

A procedure was reported for 79% of
separations in Australian hospitals in
2001-02...

e Fifty-seven per cent of separations
reported with a procedure were in
public hospitals, although public
hospitals accounted for 62% of
separations overall. This reflects the
higher proportion of separations in the
private sector that were reported with a
procedure compared to the public
sector, 90% and 72% respectively.

e In 2001-02 there were 25,965
separations for hip replacement,
140,449 separations for lens insertion
and 16,120 separations for coronary
artery bypass graft.

Some procedures that are being increasingly
undertaken in the private sector include the
high volume procedures of chemotherapy and
haemodialysis. ..

e Between 1993-94 and 2001-02 the
number of separations for
chemotherapy increased five-fold in the
private sector; they decreased by 2% in
public hospitals. Hence, the proportion
of separations for chemotherapy that
were in private hospitals increased from
15% to 51% over this period.

e For haemodialysis, 8% of separations
were in private hospitals in 1993-94,
but by 2001-02 this had risen to 14 %.
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Figure 8: Number of separations for selected
procedures, 2001-02

The median waiting time for elective
surgery in public hospitals was unchanged at
27 days for the years 1999-00, 2000-01 and
2001-02...

e Ninety per cent of patients were
admitted within 203 days in 2001-02,
compared with 202 days in 2000-01
and 175 days in 1999-00.

e The proportion of patients admitted
after waiting more than 12 months was
4.5% in 2001-02 compared with 4.4% in
2000-01 and 3.1% in 1999-00.

e Ophthalmology and orthopaedic
surgery were the surgical specialties
with the longest median waiting times
(57 and 45 days respectively) in 2001-
02. All other surgical specialties except
ear, nose and throat surgery had a
median waiting time of less than 30
days; cardio-thoracic surgery had the
shortest median waiting time (12 days).
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Figure 9: Separations (‘000) for chemotherapy
and the proportion of separations in private
hospitals, 2001-02

There were 1,306 hospitals in Australia in
2001-02...

e In the public sector in 2001-02 there
were 724 public acute hospitals and 22
public psychiatric hospitals.

e In the private sector in 2001-02 there
were 246 private free-standing day
hospital facilities and 314 other private
hospitals.

Ophthalmology
Orthopaedic surgery
Ear, nose & throat surgery
Urology

Plastic surgery
Gynaecology
General surgery
Neurosurgery
Vascular surgery
Other
Cardio-thoracic
Total‘

0 10 20 30 40 50 60

Figure 10: Median waiting time (days) by
specialty of surgeon, 2001-02

Overall the number of hospitals in Australia
has increased over time...

e There was a marked increase in the
number of private free-standing day
hospital facilities, from 111 in 1993-94
to 246 in 2001-02 (an average of 10.5%



increase per year, although this
increase was from a small base).

e The number of public psychiatric
hospitals declined by 41% over this
period (an average of 6.3% decline per

year).

Average annual change (per cent)

15.07
10.0
5.0 Public Other
psychiatric private
0.0/
Public Private
-5.04 acute free-
standing
-10.0- day

Figure 11: Average annual change in the
number of hospitals, Australia, 1993-94 to
2001-02

The number of available beds is a better
indicator of the availability of hospital services
than the number of hospitals. There were
78,868 available beds in Australia in 2001-
02...

e In the public sector in 2001-02 there
were 49,004 available beds in public
acute hospitals and 2,457 in public
psychiatric hospitals.

e In the private sector there were an
estimated 1,851 available beds in
private free-standing day hospital
facilities in 2001-02 and 25,556 in other
private hospitals.

Average annual change (per cent)

15:0
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Public O.thetr
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Figure 12: Average annual change in the
number of available beds, Australia, 1993-94
to 2001-02
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Owerall the number of available beds in
Australia has decreased over time. ..

There was a 5.7% reduction in available
beds between 1993-94 and 2001-02, an
average of 0.7% decline per year.

Although the number of public acute
hospitals increased, the number of
available beds decreased an average of
1.7% per year. Conversely, although the
number of other private hospitals fell,
the number of available beds increased
an average of 2.3% per year.

The number of available beds/chairs in
private free-standing day hospital
facilities increased an average of 9.2%
per year, from 917 to 1,851.

The number of available beds in public
psychiatric hospitals fell 54 %, from
5,360 to 2,457, an average of 9.3% per
year.

Staff numbers in public acute and public
psychiatric hospitals have remained fairly
constant over time...

Overall, the number of full time
equivalent staff increased an average of
0.8% per year between 1993-94 and
2001-02. The number of salaried
medical officers increased an average
of 4.5% per year over this period and
the number of nurses increased an
average of 0.8%.
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Figure 13: Average full time equivalent
staff, public acute and psychiatric hospitals,
1993-94 to 2001-02

Recurrent expenditure on public acute and
psychiatric hospitals was $16,848 million in
2001-02...

e The largest share was for salary
payments, which accounted for 63%
($10,523 million) of recurrent
expenditure within the public hospital
system.

e Medical and surgical supplies,
administrative expenses and drug
supplies were the major non-salary
expenses for public hospitals

nationally.
Other non- Salaried
salary medical officers
15% — salaries and

wages

Administrative 12%

expenses
6%
Medical and
surgical
supplies Nurses —
8% salary and
wages
Drug supplies 28%

5%

Payments to Other

Visiting Medical salary and
Officers wages
4% 22%

Figure 14: Recurrent expenditure, public
acute and psychiatric hospitals, 2001-02
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The average recurrent cost of providing care
for an admitted patient in public hospitals in
2001-02 was $3,017...

e This comprised $1,598 for non-medical
labour costs, $571 for medical labour
costs and $847 for other recurrent costs.

e The difference in cost per casemix-
adjusted separation (unadjusted for
inflation) between the highest and
lowest cost jurisdictions decreased by
37.2% between 1996-97 and 2001-02,
from a difference of 59.8% in 1996-97 to
a difference of 37.5% in 2001-02.

Cost ($) m Highest state or territory

@ Australia

4,000+ O Lowest state or territory
3,500+
3,000+
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2,000
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Figure 15: Cost per casemix-adjusted
separation, 1996-97 to 2001-02

Information to assist in the interpretation
of these data can be found in Chapter 1,
Appendix 3 and other sections of this
report.




