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 THIS REPORT V

 

This Report 

 

 
The Steering Committee for the Review of Government Service Provision was 
requested by COAG to collate information relevant to the performance indicators in the 
National Agreements, and to provide it to the COAG Reform Council. The COAG 
Reform Council subsequently requested the Steering Committee to include information 
on all categories of performance information set out in each National Agreement, 
including those variously referred to as performance indicators, progress measures, 
outputs, benchmarks and targets. 

The information in this report is an input to the COAG Reform Council’s analysis. To 
facilitate the COAG Reform Council’s work, this report contains the following 
information: 

• background and roles and responsibilities of various parties in National Agreement 
performance reporting 

• contextual information relevant to the National Healthcare Agreement 

• overview of the outputs, progress measures, performance benchmarks and key 
issues in performance reporting for the National Healthcare Agreement 

• individual indicator specifications and summaries of data issues 

• attachment tables containing the performance data. The electronic version of this 
report contains electronic links between indicator specifications and attachment 
tables, to assist navigation through the report. Attachment tables are also available 
in excel format. 

The original data quality statements provided by data collection agencies are also 
provided as an attachment to this report.  
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National Healthcare Agreement 
performance reporting 

 
Attachment tables 
Data for the performance indicators in this report are presented in a separate set of 
attachment tables. Attachment tables are identified in references throughout this report 
by an ‘NHA’ prefix (for example, table NHA.3.1).  
 

About this report 

Background to National Agreement reporting 

In November 2008, the Council of Australian Governments (COAG) endorsed a 
new Intergovernmental Agreement on Federal Financial Relations (IGA) 
(COAG 2009a). COAG reaffirmed its commitment to the IGA in July 2011 
(COAG 2011a). The Ministerial Council for Federal Financial Relations (MCFFR) 
has general oversight of the operations of the IGA. [para. A4(a)] 

The IGA includes six National Agreements (NAs):  

• National Healthcare Agreement 2011 

• National Education Agreement 

• National Agreement for Skills and Workforce Development 

• National Affordable Housing Agreement 

• National Disability Agreement 

• National Indigenous Reform Agreement.  

COAG has also agreed to National Partnership (NP) payments — to fund specific 
projects and to facilitate and/or reward states and territories that deliver on 
nationally significant reforms. 
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Five of the NAs are associated with a national Specific Purpose Payment (SPP) that 
can provide funding to the states and territories for the sector covered by the NA. 
These five SPPs cover schools, vocational education and training (VET), disability 
services, healthcare and affordable housing. The National Indigenous Reform 
Agreement is not associated with a SPP, but draws together Indigenous elements 
from the other NAs and is associated with several NP agreements. 

Under the reforms, each NA contains the objectives, outcomes, outputs and 
performance indicators for each sector, and clarifies the respective roles and 
responsibilities of the Commonwealth and the states and territories in the delivery 
of services. The performance of all governments in achieving mutually agreed 
outcomes and benchmarks specified in each NA will be monitored and assessed by 
the COAG Reform Council (CRC). 

At its 7 December 2009 meeting, COAG agreed to a high level review of the NAs, 
NPs and implementation plans. On 13 February 2011, COAG noted a report on this 
review and agreed to further reviews of the performance indicator frameworks 
within each NA (COAG 2011b). The review of the National Healthcare Agreement 
(NHA) performance indicator framework is to be completed by 30 April 2012. It is 
anticipated that the outcomes from the review will be included in future cycles of 
NHA reporting. 

In a separate process, a revised NHA (COAG 2011c) was agreed by COAG in 
August 2011, to align with the development of the Performance and Accountability 
Framework under the new National Health Reform Agreement. This report is based 
on the revised NHA. The only change to the NHA performance indicator 
framework is the removal of two performance benchmarks (see table 1 for details). 

National Agreement reporting roles and responsibilities 

The IGA states that: 
para C5 — The performance reporting framework for the National Agreements is based 
on: 

(a)  high-level performance indicators for each National Agreement; 

(b)  the Steering Committee for the Review of Government Service Provision (the 
Steering Committee) having overall responsibility for collating the necessary 
performance data; and 

(c)  the COAG Reform Council publishing performance data relating to National 
Agreements, and National Partnerships to the extent that they support the objectives 
in National Agreements, within three months of receipt from the Steering 
Committee, along with a comparative analysis of this performance information that: 
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i. focuses on the high-level National Agreement performance indicators; 

ii. highlights examples of good practice; 

iii. highlights contextual differences between jurisdictions which are relevant to 
interpreting the data; and 

iv. reflects COAG’s intention to outline transparently the contribution of both 
levels of government to achieving performance benchmarks and to achieving 
continuous improvement against the outcomes, outputs and performance 
indicators.  

The CRC is considering the impact of NPs on the achievement of the objectives of 
the NAs [para. C5(c)]. At the time of preparing this report, the CRC had not 
requested the Steering Committee to include any performance data related to NPs.  

The IGA further specifies that: 
The Steering Committee will provide the agreed performance information to the COAG 
Reform Council, desirably within three months and no later than six months after the 
reporting period to which the data relates. [para. C10] 

Performance information in respect of the education and training sectors will be on a 
calendar year basis, commencing with performance information for 2008, and for all 
other sectors will be on a financial year basis, commencing with performance 
information for 2008-09. [para. C11] 

… the Steering Committee will comment on the quality of the performance indicator 
data using quality statements prepared by the collection agencies which set out the 
quality attributes of the data using the Australian Bureau of Statistics’ Quality 
Framework. [para. C12] 

Role of the CRC 

The IGA states that:  
… the [CRC] will report to the Prime Minister … on: 

(a)  the publication of performance information for all jurisdictions against National 
Agreement outcomes and performance benchmarks; 

(b) production of an analytical overview of performance information for each National 
Agreement, and National Partnership to the extent it supports the objectives in a 
National Agreement, noting that the [CRC] would draw on a range of sources, 
including existing subject experts; 

(c) independent assessment of whether predetermined performance benchmarks have 
been achieved before an incentive payment to reward nationally significant reforms 
under National Partnerships is made; 

(d) monitoring the aggregate pace of activity in progressing COAG’s agreed reform 
agenda; and 
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(e) other matters referred by COAG. [para A11] 

The IGA further specifies that: 
The [CRC] will provide annual reports to COAG containing the performance data. It 
will also report its own comparative analysis of the performance of governments in 
meeting the objectives of the National Agreements. The reports will also highlight 
examples of good practice and performance so that, over time, innovative reforms or 
methods of service delivery may be adopted by other jurisdictions. The parties [to the 
IGA] will provide the [CRC] the information necessary for it to fulfil its role, as 
directed by COAG. [para. C14] 

The [CRCs] reports should be provided to COAG no later than three months after 
receiving the performance information from the Steering Committee. [para. C15] 

In preparing its performance information reports, the [CRC] may draw upon other data 
collection agencies and subject experts it considers relevant to its work. [para C16] 

Role of the Steering Committee 

The Steering Committee is required to report twice yearly to the CRC on 
performance under the NAs.  

Reports from the Steering Committee to the CRC are required: 

• by end-June on the education and training sector (National Education Agreement 
and the National Agreement for Skills and Workforce Development), 
commencing with performance information for 2008  

• by end-December on the other sectors (National Healthcare Agreement, the 
National Affordable Housing Agreement, the National Disability Agreement and 
the National Indigenous Reform Agreement), commencing with performance 
information for 2008-09  

• including the provision of quality statements prepared by the collection agencies 
(based on the Australian Bureau of Statistics’ [ABS] data quality framework). 

The CRC has also requested the Steering Committee to collate data on the 
performance benchmarks for the reward components of the following NP 
agreements: 

• National Partnership Agreement on Youth Attainment and Transitions 

• National Partnership Agreement on Essential Vaccines 

• National Partnership Agreement on the Elective Surgery Waiting List Reduction 
Plan (Steering Committee reporting for this NP was completed in May 2011) 

• National Partnership Agreement on Improving Public Hospital Services. 
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The Steering Committee reports separately to the CRC on these NP agreements. 

Steering Committee report to Heads of Treasuries on data gaps in the National 
Performance Reporting Framework 

The Steering Committee was asked by the Chair of the Heads of Treasuries 
Committee on Federal Financial Relations to draw together information on data 
gaps in the National Performance Reporting Framework. The first report addressed 
data gaps in the performance indicators covered in the education and training NAs, 
and was submitted to the Heads of Treasuries Committee on 17 September 2009. 
The second report addressed data gaps in the indicators for the performance 
reporting categories covered in this report, and was submitted to the Heads of 
Treasuries Committee on 23 April 2010. To date, the Heads of Treasuries 
Committee has not requested any further data gaps reports. 

Role of Ministerial Councils and COAG Working Groups 

The IGA states that: 
The role of relevant Ministerial Councils, other than the Ministerial Council for Federal 
Financial Relations, and relevant COAG Working Groups with respect to [the IGA] 
includes recommending to COAG on: 

(a)  development of objectives, outcomes, outputs and performance indicators for 
National Agreements; and 

(b) proposing new specific projects and reforms which could be supported by National 
Partnerships. [para. A9] 

Ministerial Councils may also be consulted by the MCFFR, in relation to its roles 
in: 

• maintaining a register of the national minimum data sets [para. C28] 

• oversighting progress in improving the quality and timeliness of indicator data 
and the coordination of improvements in data collection processes, data quality 
and the timeliness of performance reporting for the National Performance 
Reporting System. [para. C29] 

Role of data collection agencies 

Data collection agencies are responsible for providing the required data to the 
Steering Committee, and preparing data quality statements ‘… which set out the 
quality attributes of the data using the ABS’ Quality Framework’. [para. C12] 
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As noted above, data collection agencies may also be called upon by the CRC, as 
the CRC prepares its performance information reports. [para. C16] 

Data collection agencies may also be consulted by the MCFFR, in relation to its 
roles in: 

• maintaining a register of the national minimum data sets [para. C28] 

• oversighting progress in improving the quality and timeliness of indicator data 
and the coordination of improvements in data collection processes, data quality 
and the timeliness of performance reporting for the National Performance 
Reporting System. [para. C29] 
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Performance reporting 

The Steering Committee is required to collate performance information for the 
National Healthcare Agreement (NHA) (COAG 2011c) and provide it to the CRC 
no later than 31 December 2011. The CRC has requested the Steering Committee to 
provide information on all performance categories in the National Agreements 
(variously referred to as ‘outputs’, ‘progress measures’, ‘performance indicators’, 
‘performance benchmarks’ and ‘targets’). 

The NHA includes the performance categories of outputs, progress measures and 
performance benchmarks (the performance indicators in this report are the measures 
that have been selected to inform outputs and progress measures). The links 
between the objectives, outcomes and associated performance categories in the 
NHA are illustrated in figure 1. 

Figure 1 NHA performance reportinga, b  

a Shaded boxes indicate reportable categories of performance information included in this report. b The NHA 
has multiple outputs, progress measures and performance benchmarks. Only one example of each is included 
in this figure for illustrative purposes.  

This report includes available current year data for: 

• NHA outputs  

Objectives 

eg Australians are born 
and remain healthy 

Outcomes

eg Children are born 
and remain healthy 

Outputs 

eg Immunisation rates for vaccines 
in the national schedule 

Progress measures 

eg Proportion of babies born of low 
birthweight 

Performance benchmarks
eg By 2017, increase by five 
percentage points the proportion 
of Australian adults and Australian 
children at a healthy body weight 
over the 2009 baseline 
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• NHA progress measures  

• NHA performance benchmarks. 

This is the third NHA performance report prepared by the Steering Committee. The 
CRC has requested that data included in previous reports not be reproduced in 
subsequent reports. Therefore, this report contains only data that relate to more 
recent reporting periods or which have been revised since earlier reports.  

This report contains the original data quality statements (DQSs) completed by 
relevant data collection agencies. In addition, this report includes comments by the 
Steering Committee on the quality of reported data based on the data quality 
statements. This report also includes Steering Committee views on areas for 
development of NHA ‘outputs’, ‘progress measures’ and ‘performance 
benchmarks’. Box 1 identifies the key issues in reporting on the performance 
categories in the NHA. 

A separate appendix (National Agreement Performance Information 2010-11: 
Appendix — Health, Affordable Housing, Disability and Indigenous Reform) 
provides general contextual information about each jurisdiction, to assist 
interpretation of the performance data. Contextual information is provided on 
population size and trends, family and household characteristics, socioeconomic 
status and general economic indicators. 
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Box 1 Key issues in reporting against the NHA 

General comments 

• The NHA includes a very large number of indicators (70 in total). In its baseline 
2008-09 NHA performance report, the Steering Committee recommended the 
development of a conceptual framework to link high level health outcomes with 
health system outputs. This would assist in determining whether the NHA has 
achieved its objectives, and provide a basis for rationalisation of indicators. This 
recommendation was adopted by the CRC in its report, National Healthcare 
Agreement: Baseline performance report 2008-09. The Steering Committee 
considers that this recommendation should be considered as part of the review of 
the NHA performance indicator framework being conducted by Heads of 
Treasuries/Senior Officials during 2011-12.  

• There have been some improvements in the quality of data by Indigenous status 
and availability of data by socioeconomic status (SES). However, data that were 
available for previous reports were not available for this report for one indicator by 
SES and for four indicators by Indigenous status. Further work to provide timely 
disaggregation of all indicators by SES and Indigenous status is required to inform 
analysis of social inclusion beyond the specific indicators under the social inclusion 
objective. 

• Only limited data on private hospitals is available for some hospital-related 
indicators. In some cases, comparisons can only be made for peer group A and B 
public hospitals. Further work is required to ensure hospital data are representative 
of all hospitals.  

• Department of Veterans’ Affairs (DVA) data, previously unavailable for reporting, are 
included for all relevant indicators (eight performance indicators). 

Performance benchmarks 

• Two performance benchmarks have been removed under the refreshed NHA 2011. 
Of the seven remaining performance benchmarks: 
– one benchmark (PB 1(a)) has never been reported against. Unless an alternative 

data source can be identified, data for this performance benchmark are not 
expected to be available until the 2012-13 NHA performance report 

– three benchmarks (PB1(b), PB1(c), PB4(a)) could not be updated for this report 
– three benchmarks (PB2(a), PB3, PB4(b)) have new data for this report.  

• Supplementary measures are provided for one benchmark (performance 
benchmark 2(a) and related performance indicator 22) for the first time in this report. 
The supplementary measures provide results against a reduced indicator scope to 
remove fluctuations that may be due to changes in definitions or coding practices 
rather than actual changes in outcomes. 

(Continued next page)  
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Box 1 (continued) 

Performance indicators (outputs and progress measures) 

• Of the 70 performance indicators, 60 indicators are able to be reported against. New 
data are available for this report for 54 indicators.  

• Of the 70 indicators, 27 are interim and five report against proxy measures. 

• For one reported indicator, data are not comparable over time (performance 
indicator 69). For all other reported indicators, prior year data (either published in 
previous reports, or provided as new or revised data with this report) are available 
for time series (although the level of comparability varies, as explained in the data 
quality information).  

• As also identified by the CRC, assessing and improving the quality of reporting by 
Indigenous status, remoteness and SES are priorities. 
– 17 of 54 reported indicators could not be reported by Indigenous status 
– 13 of 54 reported indicators could not be reported by remoteness 
– 14 of 54 reported indicators could not be reported by SES. 

• Data sourced from Medicare that were disaggregated by Indigenous status in the 
previous report are not available for this report, as the required Indigenous status 
adjustment factors were not available in time (relevant to four indicators). 
Indigenous identification in the Medicare data set is voluntary, and the data are 
subject to an adjustment factor to correct for Indigenous under identification. 
Improved collection of Indigenous status will reduce potential bias associated with 
these adjustments. The AIHW has advised that a process has been put in place to 
ensure these data will be available for future reporting cycles.  

• Of the 54 reported performance indicators, current year data (2010 or 2010-11) are 
available for 25 indicators; and data with one year lag (2009 or 2009-10) are 
available for 25 indicators. Four indicators are lagged two years or more. Further 
work is required to ensure availability of more timely data. 

• Multiple data sources have been used to construct measures for some indicators in 
this report. Comments on the comparability of different data sources within a 
measure have been provided where applicable.   
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Changes from the previous National Healthcare 
Agreement performance report 

Table 1 summarises changes to indicator specifications, measures or data from the 
second NHA performance report. 

In general, this report only includes new data that were not included in previous 
reports. However, where there has been a change in indicator, measure or data 
collection, data for previous years have been reported, where possible, to provide a 
consistent time series.  

CRC advice to the Steering Committee on data requirements 

Under the IGA, the CRC ‘may advise on where changes might be made to the 
performance reporting framework’ [IGA para C30]. The CRC recommended 
changes to outputs and indicators in its first two NHA reports (CRC 2010, 2011), as 
well as providing additional advice to the Steering Committee. COAG published 
responses to the CRC recommendations on 19 August 2011 (COAG 2011d, 2011e). 
Where practicable, the Steering Committee has incorporated the CRC 
recommendations and advice in this Report.  

Changes from the 2009-10 NHA performance report are outlined in table 1, 
including changes arising from CRC recommendations and advice, and revisions to 
the NHA endorsed by COAG in August 2011. 
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Table 1 Changes from the previous NHA performance report 
Change Indicator 

Benchmark targets have been restated to 
provide more certainty about when the 
benchmark target is to be achieved 
(COAG 2011c). These changes affect the 
title only, they do not affect time series or 
measures reported. 

NHA performance benchmarks 1(a), 1(b), 4(b). 

Two performance benchmark targets from 
the 2008 NHA have been removed from 
the 2011 NHA. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

One performance benchmark target has 
been renumbered. 

NHA performance benchmark 3(a):  
− This benchmark has never been reported against 

as data are not available. 
− Although the benchmark has been removed from 

the formal reporting requirements of the NHA, the 
‘implementation of a national approach to activity 
based funding for public hospital services wherever 
appropriate’ remains a priority reform area under 
the National Health Reform Agenda, including the 
NHA (p. 33 para A-11). 

NHA performance benchmark 3(b): 
− Data relating to emergency department 

presentations continue to be reported through 
performance indicator 35. 

− A new national emergency access target for 
emergency department presentations has been 
established through the National Health Reform 
Agenda. Emergency department performance will 
be reported under the new National Health Reform 
Agreement — National Partnership Agreement on 
Improving Public Hospital Services.  

NHA performance benchmark 3(c): 
− renumbered to NHA performance benchmark 3(a). 
 

Historical data have been revised and/or 
additional information has been included in 
this report (details are included in the 
specifications for each indicator). 

NHA performance benchmark 2(a) and 3(a) 
NHA performance indicators 2, 4, 9, 10, 11, 12, 19, 
20, 21, 22, 23, 24, 25, 27, 28, 29, 30, 32, 33, 34, 35, 
39, 42, 44, 45, 47, 48, 52, 53, 54, 56, 59, 62, 66, 67, 
68 and 69. 

Minor amendments to the terminology 
used in the specification – this does not 
affect scope or time series. 

NHA performance indicators 2 and 9. 

Methodology for deriving data and/or 
calculating rates has been updated. Where 
possible, data have been backcast. 
(Details are provided in the specifications 
for each indicator.) 

NHA performance indicators 10, 11, 12, 20, 34, 39, 
44 and 59. 

 (Continued next page) 
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Table 1 (continued) 

Change Indicator 

Additional disaggregation by: 
− State and Territory 
− Age groupings 
− Remoteness 
− Sex 

are provided for various indicators. 

 
− NHA performance indicators 14, 16 and 58. 
− NHA performance indicator 48. 
− NHA performance indicator 62. 
− NHA performance indicator 62. 

 

Inclusion of variability bands to improve 
interpretation of mortality data.  

NHA performance indicators 19, 20 and 59. 

Supplementary measures provided to 
improve comparability.  

NHA performance benchmark 2(a) and NHA 
performance indicator 22 
− supplementary measures remove or restrict data 

with significant measurement or coding issues. 

Revised set of measures provided to 
improve alignment with indicator concept. 

NHA performance indicator 58: 
− seven new patient experience measures, focussing 

on whether health professionals listened carefully 
to, showed respect for, and spent enough time with 
patients, are reported. 

− two patient experience measures are no longer 
reported: ‘persons reporting they were provided a 
reason for prescription medication’, and ‘persons 
reporting they were provided a reason for 
pathology / imaging tests’. 

Improvement in completeness of data; 
Department of Veterans Affairs (DVA) data 
provided for a number of primary care 
indicators.  

NHA performance indicators 21, 24, 25, 27, 29, 30, 
32 and 53.  
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Context for National Healthcare Agreement performance 
reporting 

The overarching objective of the NHA is ‘improving health outcomes for all 
Australians and the sustainability of the Australian health system’ [NHA para. 12]. 
The NHA identifies the long-term objectives of Commonwealth, State and Territory 
governments as: 

(a) Prevention: Australians are born and remain healthy 

(b) Primary and community health: Australians receive appropriate high quality 
and affordable primary and community health services 

(c) Hospital and related care: Australians receive appropriate high quality and 
affordable hospital and hospital related care 

(d) Aged care: Older Australians receive appropriate high quality and affordable 
health and aged care services 

(e) Patient experience: Australians have positive health and aged care 
experiences which take account of individual circumstances and care needs 

(f) Social inclusion and Indigenous health: Australia’s health system promotes 
social inclusion and reduces disadvantage, especially for Indigenous 
Australians 

(g) Sustainability: Australians have a sustainable health system [NHA para. 13].  

Underlying these objectives are a number of outcomes [NHA para. 16]: 

• Prevention 

– Children are born and remain healthy 

– Australians have access to the support, care and education they need to make 
healthy choices 

– Australians manage the key risk factors that contribute to ill health  

• Primary and community health 

– The primary healthcare needs of all Australians are met effectively through 
timely and quality care in the community 

– People with complex care needs can access comprehensive, integrated and 
coordinated services 
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• Hospital and related care 

– Australians receive high quality hospital and hospital related care that is 
appropriate and timely 

• Aged care 

– Older Australians receive high quality, affordable health and aged care 
services that are appropriate to their needs and enable choice and seamless, 
timely transition within and across sectors 

• Patient experience 

– All Australians experience best practice care suited to their needs and 
circumstances informed by high quality health information 

– Patients experience seamless and safe care when transferring between 
settings 

• Social inclusion and Indigenous health 

– Indigenous Australians and those living in rural and remote areas or on low 
incomes achieve health outcomes comparable to the broader population 

• Sustainability 

– Australians have a sustainable health system that can respond and adapt to 
future needs. 

Overview of the health sector in Australia 

Due to the large size and scope of the health sector, the information provided in this 
section focuses on a broad overview of the key factors that should be considered in 
interpreting the performance of Australia’s health sector.  

The factors that contribute to good health outcomes are complex and have multiple 
causal links. Health services — such as those delivered by general practitioners 
(GPs) and hospitals — have a role in preventing illness and improving the health of 
those who use the services. However, a range of individual factors — such as 
genetics, diet, exercise and weight — also contribute to health outcomes. 
Governments and society can influence some of these determinants of health (for 
example, through vaccinations which prevent infectious diseases or programs 
supporting smokers to quit).  

A simplified presentation of the interactions between the determinants of health, 
health services and other factors, such as patient experience and health system 
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sustainability, is shown in figure 2. This figure also identifies the conceptual 
location of NHA objectives in the healthcare system. 

Figure 2 Interactions in the health system 

 
Source: Adapted from AIHW (2010a) Australia’s Health 2010. 

An overview of health services in Australia can be found in the Report on 
Government Services 2011, Health Preface (SCRGSP 2011b) (the 2012 Report, due 
for release on 31 January 2012, will contain updated information in a Health Sector 
Summary). The Health Preface in the Report on Government Services outlines 
government roles and responsibilities, funding arrangements, and the size and scope 
of the health sector. It also provides some contextual information for Indigenous 
health issues.  

Responsibility for healthcare—funding and service delivery 

Health services are administered through a mixture of private and public providers. 
The Australian Institute of Health and Welfare (AIHW) classifies health services 
into government delivered, mixed private and public services, and private sector 
services (AIHW 2010a). Health funding is also a mix of private and public monies, 
with the majority of funding provided by governments (69.7 per cent in 2008-09) 
(AIHW 2010b; SCRGSP 2011). Funding and service delivery responsibilities in 
2010-11, the focus of reporting in this Report, are summarised in table 2. The table 
draws on information from the AIHW publications Australia’s Health 2010 and 
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Health expenditure Australia 2008-09 (AIHW 2010a, 2010b) plus other sources 
(AIHW 2011a, 2011b, 2011c; PC 2011; SCRGSP 2011b). 

Table 2 Responsibility for health services, 2010-11 
Service Funding Responsibility Service Delivery Responsibility 

Public hospitals − State and Territory and local governments 
− Australian Government  
− Private sector 

− State and Territory 
governments 

− Private under contract 
 

Private hospitals − Private sector (services provided to patients 
are partially or fully subsidised from a variety 
of public and private sources including private 
health insurance, Department of Veterans’ 
Affairs, Medicare, the Pharmaceuticals 
Benefits Scheme (PBS), third party insurers) 

− Australian, State and Territory governments 

− Private sector 
 

Community and public 
health 

− State and Territory and local governments 
− Australian Government (through Medicare 

and the PBS) 
− Private sector 

− State and local government 
− Mixed private and public 

sectors 

Dental services − Private sector 
− Australian, State and Territory and local 

governments and private health insurance 
provide some funding 

− Mixed private and public 
sectors 

 

Aged care − Australian Government: residential care; 
community care packages (Community Aged 
Care Packages, Extended Aged Care at 
Home (EACH), EACH-Dementia) 

− Australian and State and Territory 
governments: Home and Community Care  

− Private sector 

− State and Territory and Local 
governments 

− Mixed private and public 
sectors 

− Not for profit (i.e. religious, 
community-based and 
charitable providers) 

Other (e.g. patient 
transport and aids, 
physiotherapists and 
psychologists) 

− Private sector  
− Australian, State and Territory  and local 

governments 

− Mixed private and public 
sectors 

Medical services − Australian Government 
− Private sector  

− Private sector 
 

Medications − Australian Government (through the PBS) 
− Private sector 

− Private sector 
 

Administration and 
research 

− Australian Government 
− State and Territory governments 
− Private sector  

− Mixed private and public 
(including universities) 

Source: adapted from AIHW 2010a, 2010b, 2011a, 2011b, 2011c; PC 2011; SCRGSP 2011b  

From 1 July 2011, the funding and service delivery responsibilities that apply to 
health services changed (COAG 2011c, 2011f). The National Health Reform 
Agreement sets out governments’ commitments in relation to public hospital 
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funding, public and private hospital performance reporting, local governance of 
elements of the health system, policy and planning for primary health care, and 
rearrangement of responsibilities for aged care (para. 10, COAG 2011c).  

Expenditure on healthcare 

The healthcare system is a substantial component of Australia’s economic output 
(9.4 per cent of GDP in 2009-10 [AIHW 2011c]). Of the $121.4 billion in 
healthcare expenditure in 2009-10, the Australian Government provided 
$52.9 billion (43.6 per cent), the states, territories and local government provided 
$31.9 billion (26.3 per cent), and the non-government sector provided $36.6 billion 
(30.1 per cent) (AIHW 2011c). Funding of health services by expenditure area is 
summarised in table 3. 
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Table 3 Total health expenditure, by area of expenditure and 
source of funds, 2009-10 ($million)a, b, c 

Area of expenditure Government funding Non-
governmentd 

Total

 Australian 
government 

State and 
Territory and 

local 
government 

Total  

Total hospitals  17 167  19 904  37 071  9 218  46 288
Public hospitalse  13 878  19 522  33 400  2 838  36 238
Private hospitals  3 289   382  3 671  6 379  10 050

Medical services  16 610 –  16 610  4 632  21 242
Dental services  1 257   628  1 885  5 805  7 690
Patient transport, aids 

and other health 
practitioners 

 2 213  1 681  3 894  5 938  9 832

Community health and 
otherf 

  858  4 738  5 595   256  5 851

Public health   937   935  1 872   133  2 005
Medications  8 437 –  8 437  7 866  16 303
Administration and 

research 
 4 766  1 170  5 936  1 158  7 094

Total recurrent funding  52 245  29 056  81 301  35 005  116 306
Capital expenditure   134  2 814  2 948  2 101  5 049
Total health fundingg  52 379  31 870  84 249  37 106  121 355
Non-specific tax 

expenditure 
  540 ..   540 - 540 –

Total health funding  52 919  31 870  84 789  36 566  121 355
a This table shows funding, in current prices, provided by the Australian Government, State and Territory 
governments and local government authorities, and by the major non-government sources of funding for 
health care. It does not show total expenditure on health goods and services. Funding data for Aged Care are 
not included in this table; Government (Australian and State and Territory) recurrent expenditure on 
Aged Care (Assessment, Residential and Community care) services in 2009-10 was approximately 
$11 014 million (SCRGSP 2011b, Chapter 13). b Totals may not add due to rounding c Some data in this 
table have been updated in related performance indicators. d Includes expenditure by private health insurance 
funds and individuals, and on health goods and services by workers compensation and compulsory third-party 
motor vehicle insurers, as well as other sources of income (for example, rent, interest earned) for service 
providers. e Public hospital services exclude certain services undertaken in hospitals. Can include services 
provided off-site, such as hospital in the home, dialysis or other services. f 'Other' denotes 'other recurrent 
health services not elsewhere classified'. g Total health funding has not been adjusted to include non-specific 
tax expenditure as funding by the Australian Government. – Nil or rounded to zero. .. Not applicable. 

Source: AIHW (unpublished) Health expenditure database. 

Overview of the health of the Australian population 

Life expectancy is the average number of years that a person can expect to live if 
the current age-specific mortality rates continue (AIHW 2010a). Australians have 
among the highest life expectancy at birth in the world (fifth highest in 2009, behind 
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Japan, Switzerland, Italy and Spain), with male life expectancy at birth of 79.3 years 
and female life expectancy at birth of 83.9 years (OECD 2011a). Further data on 
life expectancy at birth (including Indigenous life expectancy) are reported under 
NHA performance indicator (PI) 18. An international comparative study also ranks 
Australia highly on ‘healthy lives’, based on measures of mortality and life 
expectancy (Commonwealth Fund 2010). Mortality data are reported under 
NHA PI 59. 

Premature mortality — which is related to life expectancy — provides useful 
comparative information on the effectiveness of the health system. Annual 
comparative tables published by the Organisation for Economic Cooperation and 
Development (OECD) measure the rate of deaths of people aged under 701. An 
individual dying at the age of 69 is equivalent to one potential year of life lost 
(PYLL). An individual dying at age three, would be equal to 67 PYLL. Across 
OECD countries in 2006, Australia ranked 7th highest for females and 6th highest 
for males — both above the OECD average (a higher ranking indicates fewer years 
of life lost) (OECD 2011b). Some caution needs to be exercised in interpreting 
these data, as factors outside the control of the health system, such as homicides, 
can affect PYLL measures. However, other factors such as infant mortality are key 
contributors to PYLL, suggesting that this measure is important in understanding, at 
least in part, the effect of health-related premature mortality. Infant mortality data 
are reported under NHA PI 19.  

A single summary measure of population health which takes into account both 
illness and death is ‘disability-adjusted life years’ (DALYs). The DALY is the sum 
of years of life lost due to premature death and the ‘healthy years’ of life lost due to 
disability. One DALY is considered one lost year of ‘health’. The burden of disease 
is considered the gap between a person’s current health status and the health status 
that one could expect with old age, perfect health, and no disability (WHO 2011). In 
2010, it is estimated that cancers (19 per cent of total DALYs) were the leading 
contributor to the burden of disease in Australia, followed by cardiovascular disease 
(16 per cent), nervous system disorders (13 per cent), mental disorders 
(13 per cent), and chronic respiratory diseases (7 per cent) (AIHW 2010a).  

                                              
 
 
1 The OECD uses a benchmark age of 70 for its international comparative tables measuring 
premature mortality using potential years of life lost (PYLL) method. The AIHW uses a benchmark 
age of 75 to calculate PYLL in Australia. 
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NHA Objectives 

This section examines elements of the healthcare system categorised according to 
the seven objectives of the NHA.  

Prevention 

The long-term objective of prevention in the NHA is that ‘Australians are born and 
remain healthy’ [NHA para. 13]. Prevention is defined as ‘action to reduce or 
eliminate the onset, causes, complications or recurrence of disease’ 
(Russell et al. 2008). It represents interventions that reduce illness, disease and 
injury, as well as the associated costs and reduced productivity. Well planned 
prevention programs can enhance both the quality and length of people’s lives 
(Panattoni et al. 2011).  

The health of individuals and populations is influenced by many factors, which act 
in various combinations. These factors include people’s behaviours, genetics, 
environment and socioeconomic characteristics (AIHW 2010a, 2011g). The 
determinants of health can be analysed from the point of view of ‘risk factors’ 
and/or ‘protective factors’. Risk factors increase the risk of ill health (for example, 
tobacco smoking, excessive alcohol consumption), while protective factors decrease 
the risk of ill health (for example, good nutrition, physical activity)  
(Giskes et al. 2002). Only some of these factors can be directly influenced by 
governments, either at an individual or community level. 

The indicators for the prevention objective in the NHA focus on modifiable risk 
factors2, rates of immunisation, and diagnoses that are amenable to early detection. 
For example, although age is a major risk factor for many health conditions, it is not 
modifiable, whereas tobacco smoking is modifiable.  

Socioeconomic circumstances or living environments can affect the ability of some 
Australians to modify behaviours and make healthy life choices (see, for example, 
Glover et al. 2004; ANHPA 2011). Research shows a social gradient in health 
prevention for both ‘risk’ factors and ‘protective’ factors (Giskes et al. 2002; White 
et al. 2003; WHO 2011). Where possible, NHA data are disaggregated by 

                                              
 
 
2 The four main modifiable behavioural risk factors identified by the World Health Organisation 

(WHO) are: tobacco use, physical inactivity, harmful use of alcohol and unhealthy diet 
(WHO 2011). 
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socioeconomic status using the ABS Socio-Economic Index for Areas Index of 
Relative Socio-economic Disadvantage (SEIFA [IRSD]) and remoteness. 

Monitoring health and risk factors can help explain and predict trends in health, and 
provide insight into why some groups have worse health than others. For example, 
increasing prevalence of obesity among adults foreshadows increases in the 
occurrence of health problems such as diabetes and cardiovascular disease, and 
higher healthcare costs in the future (OECD 2011). In contrast, healthy birthweight 
is positively correlated with long term health (OECD 2011). NHA PIs 1, 5, 6, 7 
and 8 report prevalence rates for specific preventative, and health risk, factors. 

Health prevention includes population-based prevention approaches and 
preventative healthcare:  

• Population-based prevention approaches — such as immunisation and screening 
programs — aim to reduce disease and illness through interventions at the 
community level, by preventing the onset of illness or by reducing the likelihood 
of health risk factors developing into health problems. The prevention indicators 
in the NHA focus on population-based prevention—NHA PIs 9, 10, 11, 12 and 
13 report immunisation and screening rates for selected diseases and treatable 
diagnoses.  

• Preventative healthcare includes medical interventions that reduce the 
progression of disease or illness within a community or cohort, or that manage 
the impact of disease or illness on overall health status (such as effective 
management of diabetes). Indicators that could be considered medical 
interventions are included under the primary and community care objective in 
the NHA (for example, NHA PIs 30, 31 and 32).  

Primary and community health 

The long-term objective of primary and community health in the NHA is that 
‘Australians receive appropriate high quality and affordable primary and 
community health services’ [NHA para. 13]. Primary and community healthcare 
services are delivered by a range of health and allied health professionals in various 
private, not-for-profit and government service settings. These settings include 
general practice, community health services, allied health, the Pharmaceutical 
Benefits Scheme (PBS) and dental services. The primary and community health 
sector is the part of the healthcare system most frequently used by Australians. It 
contributes to preventative health care, and is important in the detection and 
management of illness and injury, through direct service provision and referral to 
acute (hospital) or other healthcare services as appropriate (SCRGSP 2011b).  
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Efficiency of the health care system is heavily dependent on primary healthcare to 
ensure that individuals progress to other parts of the system only when required 
(Duckett 2007). Access to general services can influence the use of other, more 
costly services; for example, perceived or actual lack of access to GP services can 
lead to presentations at emergency departments for conditions better managed in the 
primary and community health sector (Van Konkelenberg et al. 2003). Data on 
selected potentially avoidable GP-type presentations to emergency departments and 
potential avoidable hospitalisations are reported under NHA PIs 23 and 22 
respectively. 

Accessibility of GP care is influenced by factors including affordability and 
geographic location of medical services. Bulk-billing rates can provide an indication 
of affordability of GP care (figure 3). 

Figure 3 Non-referred attendances that were bulk billed (per cent)a, b 

0

  20

  40

  60

  80

  100

NSW Vic Qld WA SA Tas ACT NT Aust

Pe
r c

en
t

2006-07 2007-08 2008-09 2009-10 2010-11

 
a Data include attendances by practice nurses. b Allocation to State/Territory based on patients’ Medicare 
enrolment postcode. 

Source: Department of Health and Ageing (2011), Medicare Statistics – June Quarter 2011. 

Direct household expenditure on healthcare provides another indication of 
affordability. In 2009-10, 5.3 per cent of household expenditure on goods and 
services went towards health and medical care, up from 5.1 per cent in 2003-04. On 
average in 2009-10, people in the lowest income quintile spent less in absolute 
terms on health and medical care ($38) compared to those on higher incomes 
($108), but this expenditure represented a greater proportion of low income earners’ 
household expenditure on goods and services (6.9 per cent) compared to those on 
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higher incomes (5.0 per cent) (ABS 2011a). Data on people deferring access to 
healthcare because of cost are reported under NHA PI 16. 

The geographic location of medical services can provide an indication of 
accessibility for people living in remote areas. GP services can have added 
importance for people in remote areas because of the role of local GPs in 
responding to a diversity of their healthcare needs. GPs in more rural or remote 
communities are more likely to be regularly engaged in complex care, including 
critical emergency treatment (Humphreys et al. 2003; ACRRM 2010). Data on the 
number of GPs by remoteness 2010-11 are provided in table 4 (data for 2009-10 
and 2008-09 are available in the 2009-10 NHA performance report).  

Table 4 GPs per 100 000 population, by State and Territory, by 
remoteness, 2010-11a  

 NSW Vic Qld WA SA Tas ACT NT Aust 

Major cities          
Number 120 120 127 111 136 .. 116 .. 122 
FTE 103 93 97 74 99 .. 67 .. 95 

Inner regional           
Number 125 125 116 94 138 164 np .. 124 
FTE 90 87 88 66 85 92 np .. 87 

Outer regional          
Number 98 115 129 128 139 95 .. 136 118 
FTE 69 84 80 75 88 70 .. 59 76 

Remote          
Number np np 203 146 147 191 .. 285 178 
FTE np np 63 57 77 75 .. 57 66 

Very remote          
Number np .. 348 226 np np .. np 281 
FTE np .. 55 42 np np .. np 50 

Total          
Number 120 121 129 114 137 142 116 202 124 
FTE 98 91 91 71 95 85 67 58 91 

a For data quality and confidentiality reasons, figures for the following areas have been combined: outer 
regional, remote and very remote in NSW; outer regional and remote in Victoria; remote and very remote in 
South Australia, Tasmania and NT; and major cities and inner regional in the ACT. np Not published. .. Not 
applicable. FTE full time equivalent.  

Source: DoHA (unpublished) Medicare Statistics; ABS (unpublished) Estimated Resident Population, 30 June 
2010; tables NHA.C.1-C.2. 

Data on primary care service use for GPs, specialists, dentists, optometrists and 
community mental health are provided under NHA PIs 24–29.  

More information on government roles and responsibilities, funding arrangements, 
and size and scope of the primary and community health sector can be found in the 
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Report on Government Services 2011, chapter 11, Primary and community health 
(SCRGSP 2011b). (The Report on Government Services 2012 is due to be released 
on 31 January 2012).  

Hospital and related care 

The long-term objective of hospital and related care in the NHA is that ‘Australians 
receive appropriate high quality and affordable hospital and hospital related care’ 
[NHA para. 13]. Hospitals are key health institutions in Australia, accounting for 
around one-third of health expenditure, and also contributing to professional 
education (Duckett 2007). 

The hospital sector was comprised of 84 938 beds in 2009-10, 67 per cent of which 
were in public hospitals and 33 per cent in private hospitals. This equated to 
2.6 public and 1.3 private hospital beds per 1000 people in the population 
(AIHW 2011b). 

• Public hospitals are created under State and Territory legislation, and may be 
operated by government or a third party. Public hospitals range in size from 
large metropolitan hospitals with a variety of specialist services to small 
community hospitals, and provide services free of charge to eligible patients. . 

• Private hospitals are privately owned and operated, and may be for-profit or 
not-for-profit entities. Private hospitals range in size and scope of services 
available, and services are provided on a fee-for-service basis. 

The breakdown of hospitals for 2009-10 by hospital type is illustrated in table 5. 
The number of hospital beds for each jurisdiction is provided in table 6. 

Table 5 Number of hospitals, by hospital type, 2009-10 (number) 
 NSW Vic Qld WA SA Tas ACT NT Aust

Public hospitals         
Public acute 218 149 166 94 78 23 3 5 736
Public psychiatric 8 1 4 1 2 1 – – 17
Total public 226 150 170 95 80 24 3 5 753

Private hospitals         
Private free 

standing day 
surgeries 

89 82 53 32 25 2 9 1 293

Private other 84 79 53 23 31 6 3 1 280
Total private 173 161 106 55 56 8 12 2 573

Total 399 311 276 150 136 32 15 7 1 326

– Nil or rounded to zero. 
Source: AIHW (2011b) Australian Hospital Statistics 2009-10, Cat. no. HSE 84, Canberra.  



   

26 SCRGSP REPORT TO 
CRC DECEMBER 2011 

 

 

Table 6 Public and private hospital average available beds and 
number of average available beds per 1000 population, by 
State and Territory, 2009-10a, b  

 Unit NSW Vic Qldc WA SA Tas ACT NT Aust 

Public hospitals          
Number of beds in 
public acute hospitals  

no. 18 651 13 032 10 453 5 163 4 632 1 280 907 694 54 812

Number of beds in 
public psychiatric 
hospitals  

no. 956 154 458 213 227 79 .. .. 2 088

Public acute beds per 
1000 population 

rate 2.6 2.4 2.3 2.3 2.8 2.5 2.6 3.0 2.5

Public psychiatric 
beds per 1000 
population 

rate 0.1 <0.1 0.1 0.1 0.1 0.2 .. .. 0.1

Private hospitalsd          

Number of beds in 
private free-standing 
hospitals 

no. 644 621 414 351 150 9 64 7 2 260

Number of beds in 
other private 
hospitals 

no. 6 323 6 880 5 945 3 085 2 158 939 328 120 25 778

Private free-standing 
hospital beds per 
1000 population 

rate 0.1 0.1 0.1 0.2 0.1 <0.1 0.2 <0.1 0.1

Other private hospital 
beds per 1000 
population 

rate 0.9 1.3 1.3 1.4 1.3 1.9 0.9 0.5 1.2

Total          
Number of beds no. 26 575 20 687 17 270 8 812 7 716 2 307 1 299 821 84 938
Beds per 1000 
population 

rate 3.7 3.8 3.9 3.9 4.4 4.6 3.7 3.6 3.8

a The number of average available beds presented here may differ from the counts published elsewhere. For 
example, counts based on bed numbers at a specified date such as 30 June may differ from the average 
available beds over the reporting period. b Average available beds per 1000 population is reported as a crude 
rate based on the estimated resident population as at 31 December 2009. c The count of private and public 
hospitals and licensed beds in Queensland was based on data as at June 2010. d Information on private 
hospital bed numbers was mainly provided by states and territories. Information on the number of private 
free-standing day hospital facilities beds for NSW, SA and the NT was sourced from the DoHA. – Nil or 
rounded to zero. .. Not applicable. 

Source: AIHW (2011b) Australian Hospital Statistics 2009-10, Cat. no. HSE 84, Canberra.  

Hospitals provide different services depending on where they are located, their size, 
and the way in which they are funded (DoHA 2010). Further, defining the concept 
of a ‘hospital’ is becoming more difficult as the nature of acute health services 
changes (for example, patients being cared for in the community with hospital 
support, and previously complex procedures no longer requiring overnight hospital 
stays). Public hospitals can be broadly categorised into similar groups called peer 
groups. These peer groups are based on a range of factors including the range of 
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admitted patient activity and geographical location. Examining peer groups allows 
for more meaningful comparisons (AIHW 2011b).  

Most hospital resources are used to provide care for admitted patients. In 2009-10, 
around 23 000 Australians were admitted to hospital each day. An additional 
135 000 non-admitted services were provided per day (such as provision of 
emergency department services and outpatient clinics) (SCRGSP derived from 
AIHW 2011a). Non-admitted patient care accounted for around 14 per cent of total 
hospital expenditure in 2008-09 (17 per cent of public hospital recurrent 
expenditure in 2008-09) (AIHW 2011c). 

The Report on Government Services 2011, chapter 10, Public hospitals 
(SCRGSP 2011b), contains more information on government roles and 
responsibilities, funding arrangements, and size and scope of public hospitals (the 
Report on Government Services 2012 is due to be released on 31 January 2012). 
Australian Hospital Statistics 2009-10 (AIHW 2011b) contains additional 
descriptive information on Australia’s public and private hospitals. 

Aged care 

The long-term objective of aged care in the NHA is that ‘older Australians receive 
appropriate high quality and affordable health and aged care services’ [NHA 
para. 13]. Two types of formal aged care services are provided under the Australian 
aged care system — residential aged care homes and community care services.  

• Residential aged care homes provide full time care in purpose-built aged care 
homes owned by the care provider.  

• Community care services provide older people with care in their own homes 
from visiting care providers. Community care services include Home and 
Community Care (HACC) program services (which also provide services to 
younger people with disability), Community Aged Care Packages (CACPs), the 
Extended Aged Care at Home (EACH) program, the EACH Dementia (EACHD) 
program, the Transition Care Program (TCP), the Department of Veterans’ 
Affairs Veterans’ Home Care (VHC) Multi-Purpose Services, packages 
delivered under the National Aboriginal and Torres Strait Islander Flexible Aged 
Care Program and Aged Care Innovative Pool, the National Respite for Carers 
Program and Community Nursing programs (DoHA 2008; SCRGSP 2011b; PC 
2011). 

These ‘formal’ care services are in addition to the ‘informal’ care and support 
provided by family and friends. Approximately 80 per cent of older Australians rely 
on informal care and support (PC 2011). Access to formal care is contingent on an 
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aged care assessment, which is therefore a critical point in accessing services. 
NHA PI 54 reports on the number of Aged Care Assessment Team (ACAT) 
assessments completed for access to subsidised intensive aged care (including 
residential care, community care packages and transition care).3 

Treasury projections estimate that the number of Australians over 70 will double by 
2030 (from 2 to 4 million), and the number of Australians over 85 will quadruple by 
2050 (from 0.4 to 1.8 million).4 The provision of places for residential aged care is 
targeted to people aged 70 years and over (AIHW 2011e). The 85 plus age group 
has been identified as a major driver of demand for aged care services over the next 
40 years (Commonwealth of Australia 2010, PC 2011). Consumer demand for 
higher quality and more diverse care services are also important drivers of demand; 
for example older people want to age at home (including people living in regional 
and remote areas), people from non-English speaking backgrounds want culturally 
appropriate care and people want to have control over choice of services (PC 2011; 
Ergas and Paolucci 2011). During the period 1995 to 2010, growth in the number of 
operational residential aged care places (2.0 per cent per year) has not matched the 
rate of growth in the population aged 70 and over (2.4 per cent per year), meaning 
that residential aged care is progressively catering for a smaller proportion of the 
elderly (AIHW 2011e; ABS 2011b). NHA PIs 49–57 provide data on the number of 
aged care places available, usage rates for selected aged care services and some 
quality measures.  

Future demand for long-term residential care will not only be driven by the ageing 
population. A number of other factors, including levels of informal care, levels of 
health, rates of disability and life expectancy, could affect the capacity of ageing 
people to live independently or within their community, and consequently change 
the current demographic projections for future needs. However, while age-specific 
rates of disability have been declining slowly, the limited available evidence 
suggests that any effect this has on lowering the demand for care is out-weighed by 
the longevity effect as the rate of disability rises with age (PC 2011; Ergas and 
Paolucci 2011).  

                                              
 
 
3 ACAT approval is not required for access to HACC services or community-based respite care, 

where individual service providers make a less formal assessment of individuals against 
eligibility criteria and available capacity to deliver services. 

4 The Treasury has also estimated that aged care spending by the Australian Government will 
increase from approximately 0.8 per cent of GDP in 2009 10 to 1.8 per cent in 2050 — largely 
due to the quadrupling of the 85+ age group. (Commonwealth of Australia 2010, PC 2011). 
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The Report on Government Services 2011, chapter 13, Aged Care Services 
(SCRGSP 2011b), contains more information on government roles and 
responsibilities, funding arrangements, and size and scope of the aged care sector 
(the Report on Government Services 2012 is due to be released on 31 January 
2012). Residential aged care in Australia 2009-10 and Aged Care packages in the 
community (AIHW 2011e, 2011f), contain additional information on specific aged 
care services. 

Patient experience 

The long-term patient experience objective in the NHA is that ‘Australians have 
positive health and aged care experiences which take account of individual 
circumstances and care needs’ [NHA para 13].  

While the objective and outcomes identified in the NHA refer to patient 
‘experience’, the progress measure refers to patient ‘satisfaction’. Although the 
terms are often used interchangeably, they represent different concepts. Patient 
experience usually refers to patients’ self-evaluation of the quality of care they 
received, based on patients’ perceptions of what happened to them, rather than how 
satisfied they were with what happened. There is considerable evidence that patient 
experience data provide more meaningful information about the quality of 
healthcare delivery than patient satisfaction data (Jenkinson et al. 2002).  

Patient experience surveys currently in use include the ABS Patient Experience 
Survey, the Commonwealth Fund International Health Policy Survey 
(Commonwealth Fund Survey), the Picker Survey, and various surveys designed to 
meet the needs of specific stakeholders such as State and Territory governments and 
private health insurers (box 2). 

Meeting the healthcare needs and expectations of individuals is complex, and 
several aspects of care influence patient health and wellbeing outcomes and 
experience. Measuring performance around specific aspects of care allows 
identification of areas for improvement, while global measures provide higher level 
information about general experience. For the purposes of NA reporting, with its 
focus on high level outcomes, global measures of experience may be more relevant, 
potentially supported by a limited number of measures of key aspects of care.  

In order to improve specific aspects of service delivery, the aspects of care for 
which patient experience should be measured should be based on criteria such as: 

• what aspects of care are key contributors to patient outcomes 

• what aspects of care are readily modified 
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• what experiences of the key aspects of care are associated with improved patient 
outcomes. 

 
Box 2 Patient experience surveys 
The annual ABS Patient Experience Survey provides national data on access and 
barriers to, as well as satisfaction with, a range of health care services, including 
general practitioners, specialists and other health professionals, imaging and 
pathology, after hours care and hospital/emergency visits. Data were collected for the 
first time in 2009, with the second collection undertaken in 2010-11. 

The Commonwealth Fund Survey collects internationally comparable data on patient 
experience of overall care and key aspects of care. Data are collected every three 
years through a general population survey, most recently in 2010. The current sample 
size does not support reliable estimates at State and Territory level (n=2000 for 2010), 
but the estimates will allow for some reporting at the national level. The Australian 
Commission on Safety and Quality in Health Care partnered with the Commonwealth 
Fund on the 2010 survey.  

The Picker Survey lists eight key areas for measuring patient experience: access to 
care; respect for patients’ preferences; information and education; physical comfort; 
emotional support; involvement of family and friends; continuity and transition; and 
coordination of care (NRC Picker 2011). 

States and territories are increasingly using patient experience surveys, many based 
on the Picker Survey (for example, NSW). State and Territory surveys tend to sample 
service users rather than the general population, and include only services for which 
State and Territory governments are responsible (excluding, for example, private 
hospitals and general practitioners). Use of surveys remains inconsistent across states 
and territories and cannot provide nationally comparable data.  
 

Social inclusion and Indigenous health 

The long-term objective of social inclusion and Indigenous health in the NHA is 
that ‘Australia’s health system promotes social inclusion and reduces disadvantage, 
especially for Indigenous Australians’ [NHA para. 13]. Social inclusion can be 
broadly defined as ‘… Australians hav[ing] the opportunity and support they need 
to participate fully in the nation’s economic and community life, develop their own 
potential and be treated with dignity and respect’ (DPMC 2009). 

Research regularly observes associations between health determinants and 
socioeconomic status (WHO 2011). In Australia, there are significant health 
inequalities across population groups, based on factors including gender, 
geography, ethnicity and socioeconomic status (Duckett 2007). Across groups, 
exposure to risk factors known to influence health — including smoking, high blood 
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pressure, the use of health and illness prevention services, and health knowledge, 
attitudes and behaviours — varies significantly (ASIB 2009). A range of factors is 
associated with these health inequalities, the most significant including 
disadvantages in relation to education level, occupation, income, employment status 
and area of residence (ASIB 2009).  

While data support the conclusion that health outcomes are related to a social 
gradient, the causal effects are complex and multi-directional. Poor socioeconomic 
circumstances, for instance, are associated with higher prevalence of health risk 
factors (such as smoking and obesity) and lower prevalence of preventative factors 
(such as consuming fresh fruit and vegetables) (see discussion in the prevention 
section). Social exclusion — through financial barriers or limited access due to 
remoteness — can also act as a barrier to accessing appropriate healthcare services 
(Duckett 2007). Similarly, poor health can also act as a barrier to engaging in paid 
employment and social interaction, therefore accentuating social exclusion.  

Health inequalities are also evident across a range of outcomes including incidence 
of illness and injury, life expectancy and mortality rates. In particular, Indigenous 
Australians experience higher rates of physical and mental illness and disability 
relative to non-Indigenous Australians. Indigenous disadvantage is apparent across 
many of the dimensions discussed above, such as health risk and preventative 
factors, access to services, income, and physical access to services 
(SCRGSP 2011a). The NHA indicators in this section focus on major areas of 
Indigenous disadvantage, such as mortality rates.  

Further information on the association between social exclusion and health status, 
are provided through disaggregation of NHA PI data by Indigenous status, 
remoteness and SEIFA (IRSD), where data are of acceptable quality. 

More contextual information on Indigenous health issues can be found in the 
Overcoming Indigenous Disadvantage — Key Indicators 2011, chapter 7, Healthy 
lives (SCRGSP 2011a). The Steering Committee reports on the National Indigenous 
Reform Agreement (SCRGSP 2009, 2010, forthcoming) also provide additional 
information on the health of Indigenous Australians. 

Sustainability 

A long-term objective of the NHA is that ‘Australians have a sustainable health 
system’ [NHA para. 13]. In this context, sustainability refers to having adequate 
resources to meet the needs of the population today and into the future.  
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A range of factors affect the long term sustainability of the health system, including 
community demographics, the burden of disease, models of delivering care, 
community expectations and the health workforce (DoHA 2009; NHHRC 2009). 
Over the decade to 2007-08, health expenditure increased in real terms by 
5.2 per cent per annum (AIHW 2010a). This is well above the rate of inflation, and 
indicates that health is an increasingly large component of total economic activity in 
Australia. Recent projections suggest that Australian Government health 
expenditure will rise from 4 per cent of GDP in 2009-10 to over 7 per cent in 
2049-50 (Commonwealth of Australia 2010). The estimated increase in health 
expenditure is expected to be driven by the ageing population, a higher standard of 
care and technological innovation (Commonwealth of Australia 2010). As people 
live longer, the chronic disease burden and associated costs may also increase 
(WHO 2002). Other factors likely to increase health expenditure include increased 
fertility and migration, shortages of health professionals and higher incomes 
(PC 2005). 

Governments may be able to influence health outcomes directly by changing the 
level of resources devoted to the health care system. However, the extent to which 
increases in resources lead to improvements in health outcomes is not certain. There 
does not appear to be a strong relationship between total health expenditure and 
health outcomes across OECD countries (Or 2000; Wilkie and Young 2009; Kaplan 
and Porter 2011). However, these findings typically measure outcomes through high 
level measures, such as life expectancy, which may mask improvement to other 
aspects of health, such as reducing the total burden of disease.  

Financial indicators in the NHA focus on the significance of program, and research 
and development expenditure in recurrent health expenditure, and government 
capital expenditure on health and aged care facilities (NHA PIs 66–68).  

Resources also encompass human resources, through adequate future supply of 
health practitioners. Practitioner numbers depend on an adequate supply of suitably 
trained workers across a range of health domains and the retention of these workers 
in the health system. Contemporary discussion on human resources focuses on two 
aspects: (a) the extent to which the supply of healthcare professionals is achieved 
through training, and (b) workforce participation and worker retention, influenced 
by factors such as burnout, stress and occupational health and safety issues 
(Carson and Fearnley 2010). Workforce indicators in the NHA focus on growth in 
the health workforce and clinical training positions (NHA PIs 65 and 70).  



  
 

 NATIONAL 
HEALTHCARE 
AGREEMENT 

33

 

Performance benchmarks 

The CRC has requested the Steering Committee to report against the performance 
benchmarks identified in the NAs. For the NHA, the performance benchmarks are 
grouped into four areas: 

1.  Prevention 

(a) reduce the age-adjusted prevalence rate for Type 2 diabetes to 2000 levels 
(equivalent to a national prevalence rate for people aged 25 years and over 
of 7.1 per cent) by 2023 

(b) by 2018, reduce the national smoking rate to 10 per cent of the population 
and halve the Indigenous smoking rate, over the 2009 baseline 

(c) by 2017, increase by five percentage points the proportion of Australian 
adults and Australian children at a healthy body weight, over the 2009 
baseline 

2. Primary care 

(a) by 2014-15, improve the provision of primary care and reduce the 
proportion of potentially preventable hospital admissions by 7.6 per cent 
over the 2006-07 baseline to 8.5 per cent of total hospital admissions  

3. Hospital and related care 

(a) the rate of Staphylococcus aureus (including MRSA) bacteraemia is no 
more than 2.0 per 10 000 occupied bed days for acute care public hospitals 
by 2011-12 in each State and Territory 

4. Social inclusion and Indigenous health 

(a) close the life expectancy gap for Indigenous Australians within a generation 

(b) halve the mortality gap for Indigenous children under five by 2018 
[NHA para. 32]. 

Outlined below are the performance benchmarks, any associated issues, and data for 
the current reporting year. Links are provided to the related NHA outcome and, 
where relevant, to the related performance indicator. 
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Performance benchmark 1(a) — Prevention: reduce the age-adjusted 
prevalence rate for Type 2 diabetes to 2000 levels (equivalent to a 
national prevalence rate, for people aged 25 years and over, of 
7.1 per cent) by 2023 
 

Key amendments 
from second cycle 
of reporting: 

The title of the benchmark has been amended in line with the revised 
NHA 2011. 
 

Objective: 
 

Australians are born and remain healthy 
 

Interim measure: 
 

Proportion of people with type 2 diabetes 
 
The measure is defined as: 
• numerator — number of persons with Type 2 diabetes aged 25 years or 

over 
• denominator — number of persons aged 25 years or over  
and is expressed as a percentage  
 

Related 
performance 
indicator/s:  
 

Performance indicator 17: Proportion of people with diabetes with HbA1c 
below 7 per cent 
 
Performance indicator 30: Proportion of people with diabetes with a GP 
annual cycle of care 
 

Data source: 
 

Nil 
 

Data provider: 
 

Nil 
 

Data availability: 
 

Nil 
 

Baseline: 
 

2000, 7.1 per cent  
 

Cross tabulations 
provided: 
 

Nil 
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Box 3 Comment on data quality 
There are currently no available data for reporting against this benchmark. 

The baseline prevalence rate of 7.1 per cent is sourced from the AusDiab study 
(AusDiab 2001), which was conducted in 1999-2000, and was based on measured 
levels of diabetes (that is, diagnosed and previously undiagnosed cases).  

It is important to capture both diagnosed and undiagnosed cases for comparative 
reporting of total type 2 diabetes prevalence. The AusDiab study in 1999-2000 found 
that, for every diagnosed case of type 2 diabetes, there was just over one undiagnosed 
case (a ratio of 1:1.1). However, it is not known whether this ratio still applies. The ABS 
is conducting the first Australian Health Survey (general population) (AHS) during 
2011-12. The AHS comprises four components, including the National Health 
Measures Survey (NHMS) — a voluntary biomedical survey, which is likely to be the 
vehicle for reporting on this performance benchmark in the future. (The NHMS 
incorporates the biomedical component of the former National Health Risk Survey, 
previously identified by the Steering Committee as the likely reporting vehicle for this 
benchmark).  

The AHS will gather representative data from adults and children on a three-yearly 
cycle, and the ABS aims to include the NHMS in every second cycle (every six years). 
Results from the NHMS component of the 2011-12 AHS are anticipated to be available 
from May 2013, with data for the Indigenous population (from the Australian Aboriginal 
and Torres Strait Islander Health Survey [AATSIHS]) anticipated to be available from 
September 2013, for inclusion in the 2012-13 NHA performance report.  
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Performance benchmark 1(b) — Prevention: by 2018, reduce the 
national smoking rate to 10 per cent of the population and halve the 
Indigenous smoking rate, over the 2009 baseline 
 

Key amendments 
from second cycle 
of reporting: 

The title of the benchmark has been amended in line with the revised 
NHA 2011. 
 

Objective: 
 

Australians are born and remain healthy 
 

Measure: 
 

Proportion of adults who are current daily smokers 
 
The measure is defined as: 
• numerator —  

− number of adults who are a current daily smoker 
− number of Indigenous adults who are a current daily smoker 

• denominator — 
− number of adults in the population 
− number of Indigenous adults in the population 

and is expressed as an age standardised rate (per cent) 
 

Related 
performance 
indicator/s:  
 

Performance indicator 6: Proportion of adults who are current daily 
smokers 
 

Data source: 
 

Numerator and denominator — National Aboriginal and Torres Strait 
Islander Social Survey (NATSISS) and the National Aboriginal and 
Torres Strait Islander Health Survey (NATSIHS) for Indigenous data. 
Data are collected on an alternating three-yearly cycle. National Health 
Survey (NHS) for non-Indigenous data. Data are collected every 
three years 
 

Data provider: 
 

ABS 
 

Data availability: 
 

(Total population) 2007-08 (NHS) [no new data available] 
 
(Indigenous status) 2008 NATSISS / 2007-08 NHS [no new data 
available] 
 

Baseline: 
 

Baseline data for 2009 are not available. A baseline for 2007-08 was 
reported in the baseline report to the CRC 
 

Cross tabulations 
provided: 

Nil 
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Box 4 Comment on data quality 
No new data were available for this report. Data from the 2007-08 National Health 
Survey (NHS) were included in the baseline 2008-09 NHA performance report. 

Future data for Indigenous people will be sourced from the 2012-13 Australian 
Aboriginal and Torres Strait Islander Health Survey (replacing the NATSIHS) and are 
expected to be available for the 2012-13 NHA performance report. Comparator data for 
the non-Indigenous population will be sourced from the 2011-12 Australian Health 
Survey (general population) (replacing the NHS).   
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Performance benchmark 1(c) — Prevention: by 2017, increase by five 
percentage points the proportion of Australian adults and Australian 
children at a healthy body weight, over the 2009 baseline 
 

Key amendments 
from second cycle 
of reporting: 

No amendments have been made 
 
 

Objective: 
 

Australians are born and remain healthy 
 

Measure: 
 
 

Proportion of adults and children who are in the ‘normal’ body mass index 
(BMI) category 
 
The measure is defined as: 
• numerator —  

− Adults: number of persons aged 18 years or over with a healthy body 
weight (BMI greater or equal to 18.5 and less than 25) 

− Children: number of persons aged 5–17 years with a healthy body 
weight as per appropriate age and sex BMI values. 

 
[Steering Committee can provide the source of these values] 
 
• denominator —  

− Adults: number of persons aged 18 years or over 
− Children: number of persons aged 5–17 years 

and is presented as a directly age standardised rate (per cent) 
 
Excludes pregnant women where identified and people with an unknown 
BMI 
 

Related 
performance 
indicator/s:  
 

Performance indicator 5: Proportion of people obese 
 

Data source: 
 

National Health Survey (NHS). Data are collected every three years 
 

Data provider: 
 

ABS 
 

Data availability: 
 

2007-08 [no new data available] 
 

Baseline: 
 

Baseline data for 2009 are not available. A baseline for 2007-08 was 
reported in the baseline report to the CRC 
 

Cross tabulations 
provided: 
 

Nil 
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Box 5 Comment on data quality 
No new data were available for this report. Data from the 2007-08 National Health 
Survey (NHS) were included in the baseline 2008-09 NHA performance report. 

Data from the 2011-12 Australian Health Survey (general population) (replacing the 
NHS) are expected to be available for the 2011-12 NHA performance report.   
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Performance benchmark 2(a) — Primary care: by 2014-15, improve the 
provision of primary care and reduce the proportion of potentially 
preventable hospital admissions by 7.6 per cent over the 2006-07 
baseline to 8.5 per cent of total hospital admissions 
 

Key amendments 
from second cycle 
of reporting: 

Analysis of this indicator over time is problematic because of changes in 
definitions and coding practices related to the categories diabetes 
complications and dehydration and gastroenteritis since the baseline. On 
request of the CRC, supplementary tables are provided with data for 
these categories removed or restricted to provide a comparable time 
series. Supplementary data have been backcast. 
Revised data (due to updates to the national database and changes to 
Australian counts to include Other territories) for prior years are included 
in this report.  
 

Objective: 
 

Australians receive appropriate high quality and affordable primary and 
community health services  
 

Interim measure: 
 

There are two parts to this performance benchmark: 
(1) Improved provision of primary care 
(2) Reduced potentially preventable hospital admissions 
 
For part (1) the measure is under development 
For part (2), the measure is defined as: 
• numerator — number of potentially preventable hospitalisations, 

divided into the following three categories and total: 
− vaccine-preventable conditions (for example, tetanus, measles, 

mumps, rubella) 
− acute conditions (for example, ear, nose and throat infections, 

dehydration/gastroenteritis) 
− chronic conditions (for example, diabetes, asthma, angina, 

hypertension, congestive heart failure and chronic obstructive 
pulmonary disease) 

− all potentially preventable hospitalisations 
• denominator — total hospital separations  
and is presented as a number and per cent 
 
Supplementary data are also provided for part (2) 
Supplementary measure (a) is defined as: 
• numerator — number of potentially preventable hospitalisations, 

divided into the following three categories and total: 
− vaccine-preventable conditions  
− acute conditions, excluding dehydration and gastroenteritis  
− chronic conditions excluding diabetes complications (additional 

diagnoses only)  
− all potentially preventable hospitalisations, excluding diabetes 

complications (additional diagnoses) and dehydration and 
gastroenteritis 

• denominator — total hospital separations 
and is presented as a number and per cent 
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Supplementary measure (b) is defined as: 
• numerator — number of potentially preventable hospitalisations, 

divided into the following three categories and total: 
− vaccine-preventable conditions  
− acute conditions, excluding dehydration and gastroenteritis 
− chronic conditions, excluding diabetes complications (all diagnoses) 
− all potentially preventable hospitalisations, excluding diabetes 

complications (all diagnoses) and dehydration and gastroenteritis 
• denominator — total hospital separations 
and is presented as a number and per cent 
 
[The Steering Committee has a list of in-scope ICD-10-AM codes for 
each measure] 
 

Related 
performance 
indicator/s:  
 

Performance indicator 22: Selected potentially preventable hospital 
admissions 
 

Data source: 
 

Numerator and denominator — National Hospital Morbidity Database 
(NHMD). Data are collected annually 
 

Data provider: 
 

AIHW  
 

Data availability: 
 

2009-10  
2008-09, 2007-08 and 2006-07 revised and backcast for supplementary 
measures (a) and (b) 
 

Baseline: 
 

2006-07 
 

Cross tabulations 
provided: 
 

State and Territory (by three groups and total)  
Nationally (by three groups and total) by SEIFA IRSD deciles  
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Box 6 Results 
For this report, new data for this benchmark are available for 2009-10. 

• Data by State and Territory are presented in table NHA.B.2A.1. 
– Data by State and Territory for supplementary measure a) are in table NHA.B.2A.3. 
– Data by State and Territory for supplementary measure b) are in table NHA.B.2A.5. 

• Data by socioeconomic status (SES) are presented in table NHA.B.2A.2. 
– Data by SES for supplementary measure a) are in table NHA.B.2A.4. 
– Data by SES for supplementary measure b) are in table NHA.B.2A.6. 

Revised and backcast data for supplementary measures for prior years are provided:  

• for 2008-09 in tables NHA.B.2A.7–11 

• for 2007-08 in tables NHA.B.2A.12–16 

• for 2006-07 in tables NHA.B.2A.17–21.  
 

Attachment tables 
Table 
NHA.B.2A.1 

Selected potentially preventable hospitalisations (PPH) as a percentage of 
total hospital separations, by State and Territory, 2009-10   

Table 
NHA.B.2A.2 

Selected potentially preventable hospitalisations as a percentage of total 
hospital separations, by SEIFA deciles, National, 2009-10  

Table 
NHA.B.2A.3 

Supplementary measure a)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(additional diagnoses only), as a percentage of total hospital separations, by 
State and Territory, 2009-10   

Table 
NHA.B.2A.4 

Supplementary measure a)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(additional diagnoses only), as a percentage of total hospital separations, by 
SEIFA deciles, National, 2009-10  

Table 
NHA.B.2A.5 

Supplementary measure b)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(all diagnoses), as a percentage of total hospital separations, by State and 
Territory, 2009-10   

Table 
NHA.B.2A.6 

Supplementary measure b)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(all diagnoses), as a percentage of total hospital separations, by SEIFA 
deciles, National, 2009-10  

*Table 
NHA.B.2A.7 

Selected potentially preventable hospitalisations (PPH) as a percentage of 
total hospital separations, by State and Territory, 2008-09   
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*Table 
NHA.B.2A.8 

Supplementary measure a)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(additional diagnoses only), as a percentage of total hospital separations, by 
State and Territory, 2008-09   

*Table 
NHA.B.2A.9 

Supplementary measure a)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(additional diagnoses only), as a percentage of total hospital separations, by 
SEIFA deciles, National, 2008-09  

*Table 
NHA.B.2A.10 

Supplementary measure b) Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(all diagnoses), as a percentage of total hospital separations, by State and 
Territory, 2008-09   

*Table 
NHA.B.2A.11 

Supplementary measure b) Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(all diagnoses), as a percentage of total hospital separations, by SEIFA 
deciles, National, 2008-09  

**Table 
NHA.B.2A.12 

Selected potentially preventable hospitalisations (PPH) as a percentage of 
total hospital separations, by State and Territory, 2007-08   

**Table 
NHA.B.2A.13 

Supplementary measure a)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(additional diagnoses only), as a percentage of total hospital separations, by 
State and Territory, 2007-08   

**Table 
NHA.B.2A.14 

Supplementary measure a)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(additional diagnoses only), as a percentage of total hospital separations, by 
SEIFA deciles, National, 2007-08  

**Table 
NHA.B.2A.15 

Supplementary measure b)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(all diagnoses), as a percentage of total hospital separations, by State and 
Territory, 2007-08   

**Table 
NHA.B.2A.16 

Supplementary measure b)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(all diagnoses), as a percentage of total hospital separations, by SEIFA 
deciles, National, 2007-08  

***Table 
NHA.B.2A.17 

Selected potentially preventable hospitalisations (PPH) as a percentage of 
total hospital separations, by State and Territory,  2006-07   

***Table 
NHA.B.2A.18 

Supplementary measure a)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(additional diagnoses only), as a percentage of total hospital separations, by 
State and Territory, 2006-07   

***Table 
NHA.B.2A.19 

Supplementary measure a)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(additional diagnoses only), as a percentage of total hospital separations, by 
SEIFA deciles, National, 2006-07  
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***Table 
NHA.B.2A.20 

Supplementary measure b)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(all diagnoses), as a percentage of total hospital separations, by State and 
Territory, 2006-07   

***Table 
NHA.B.2A.21 

Supplementary measure b)  Selected potentially preventable hospitalisations 
(PPH) excluding dehydration and gastroenteritis and diabetes complications 
(all diagnoses), as a percentage of total hospital separations, by SEIFA 
deciles, National, 2006-07  

*data revised and/or backcast for 2008-09. **data revised and/or backcast for 2007-08. ***data revised and/or 
backcast for 2006-07. 

 
Box 7 Comment on data quality 
Further information on the quality of the data used to inform this performance 
benchmark is contained in the comment on data quality for performance indicator 22 in 
the next section on ‘Performance indicators’.  
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Performance benchmark 3(a) — Hospital and related care: the rate of 
Staphylococcus aureus (including MRSA) bacteraemia is no more than 
2.0 per 10 000 occupied bed days for acute care public hospitals by 
2011-12 in each State and Territory 
 

Key amendments 
from second cycle 
of reporting: 

Following the removal of two benchmarks in the revised NHA 2011, this 
benchmark has been renumbered from 3(c), to 3(a). 
 

Objective: 
 

Australians receive appropriate high quality and affordable hospital and 
hospital related care 
 

Interim measure: 
 

Staphylococcus aureus (including Methicillin resistant Staphylococcus 
aureus [MRSA]) bacteraemia (SAB) associated with acute care public 
hospitals (excluding cases associated with private hospital and 
non-hospital care) 
 
The measure is defined as: 
• numerator — SAB patient episodes associated with acute care public 

hospitals. Cases associated with care provided by private hospitals and 
non-hospital health care are excluded 

• denominator — number of patient days for public acute care hospitals 
(only for hospitals reporting SAB indicator) 

and is presented as a rate per 10 000 patient days  
 
The definition of an acute care public hospital is ‘all public hospitals 
including those hospitals defined as public psychiatric hospitals in the 
Public Hospitals Establishment NMDS’ 
 
A patient episode of SAB is defined as a positive blood culture for 
Staphylococcus aureus. For surveillance purposes, only the first isolate 
per patient is counted, unless at least 14 days has passed without a 
positive blood culture, after which an additional episode is recorded  
 
A Staphylococcus aureus bacteraemia will be considered to be 
healthcare-associated if: the first positive blood culture is collected more 
than 48 hours after hospital admission or less than 48 hours after 
discharge, or, if the first positive blood culture is collected 48 hours or 
less after admission and one or more of the following key clinical criteria 
was met for the patient-episode of SAB:  

1. SAB is a complication of the presence of an indwelling medical 
device 

2. SAB occurs within 30 days of a surgical procedure where the SAB is 
related to the surgical site 

3. An invasive instrumentation or incision related to the SAB was 
performed within 48 hours 

4. SAB is associated with neutropenia (<1x109/L) contributed to by 
cytotoxic therapy 

 
Cases where a known previous blood culture has been obtained within 
the last 14 days are excluded 
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Related 
performance 
indicator/s:  
 

Performance indicator 39: Healthcare-associated Staphylococcus aureus 
(including MRSA) bacteraemia in acute care hospitals 
 

Data source: 
 

Numerator: State and Territory infection surveillance data 
 
Denominator: State and Territory admitted patient data 
 
Data are available annually 
 

Data provider: 
 

AIHW 
 

Data availability: 
 

2010-11 
 

Baseline: 
 

2009-10 

Cross tabulations 
provided: 
 

State and Territory by: 
− MRSA and Methicillin-sensitive Staphylococcus aureus (MSSA)  

 
Box 8 Results 
For this report, new data are available for 2010-11.  

• Data by State and Territory are presented in table NHA.39.1.  

• Data by MRSA and MSSA are presented in table NHA.39.1.  

2009-10 data have been revised and are provided in this report in table NHA.39.2.  

(Limited 2008-09 data are available in the 2008-09 baseline NHA performance report. 
However, these data are not comparable with later years due to changes to the 
measure since the baseline.)  
 

Attachment tables 
Table NHA.39.1 Episodes of Staphylococcus aureus (including MRSA) bacteraemia 

(SAB) in acute care hospitals, by MRSA and MSSA, by State and 
Territory, 2010-11  

*Table NHA.39.2 Episodes of Staphylococcus aureus (including MRSA) bacteraemia 
(SAB) in acute care hospitals, by MRSA and MSSA, by State and 
Territory, 2009-10  

*table contains revised data for 2009-10. 
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Box 9 Comment on data quality 
Further information on the quality of the data used to inform this performance 
benchmark is contained in the comment on data quality for performance indicator 39 in 
the next section on ‘Performance indicators’.  
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Performance benchmark 4(a) — Social inclusion and Indigenous 
health: close the life expectancy gap for Indigenous Australians within 
a generation 
 

Key amendments 
from second cycle 
of reporting: 

No amendments have been made 
 
 

Objective: 
 

Australia’s health system promotes social inclusion and reduces 
disadvantage, especially for Indigenous Australians  
 

Measure: 
 

Difference between Indigenous and non-Indigenous life expectancies at 
birth 
 
Life expectancy — the average number of years a person could expect to 
live from the day they are born if they experienced mortality rates at each 
age that are currently experienced by the relevant population 

− Life expectancy for total population is calculated for a rolling 3-year 
period and reported annually. 

− Life expectancy for Indigenous and non-Indigenous populations is 
calculated for a rolling 3-year period and reported every 5 years 

 
Calculated by direct estimation of life expectancy at birth for all 
Australians, Indigenous and non-Indigenous Australians using the 
average number of deaths in the relevant 3-year period and the 
estimated resident population at the mid-point of that period  
 
Presented as number of years 
 

Related 
performance 
indicator/s:  
 

Performance indicator 18: Life expectancy 
 

Data source: 
 

ABS Population Census and Post Enumeration Survey and ABS mortality 
data provided by State and Territory Registrars of Births, Deaths and 
Marriages. Census data are collected every five years. Mortality data are 
collected annually 
 

Data provider: 
 

ABS 
 

Data availability: 
 

2005–2007 (calculated for three year periods) [no new data available] 
 

Baseline: 
 

2005–2007, a generation is defined as 25 years 

Cross tabulations 
provided: 
 

Nil 
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Box 10 Comment on data quality 
No new data were available for this report. Data from the 2006 Census were included 
in the 2008-09 baseline NHA performance report. Data from the 2011 Census are 
anticipated to be available in late 2012, with life expectancy data anticipated to be 
available in late 2013 or early 2014, for inclusion in the 2013-14 NHA performance 
report. 

All-cause mortality rates (provided as additional data for performance indicator 59) are 
used in the calculation of life expectancy estimates and are considered the closest 
proxy for measuring progress against this benchmark.  
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Performance benchmark 4(b) — Social inclusion and Indigenous 
health: halve the mortality gap for Indigenous children under five 
by 2018 
 

Key amendments 
from second cycle 
of reporting: 

Variability bands (for single year data) are now provided for rates and 
have been backcast to the baseline. The title of the benchmark has been 
amended in line with the revised NHA 2011 
 

Objective: 
 

Australia’s health system promotes social inclusion and reduces 
disadvantage, especially for Indigenous Australians 
 

Measure: 
 

Difference in the mortality rate between Indigenous children aged  
0–4 years and non-Indigenous children aged 0–4 years 
 
The mortality rate for children aged 0–4 years is defined as: 
• numerator — number of deaths among persons aged 0–4 years 
• denominator — population aged 0–4 years 
and is presented as a rate (per 100 000 population) 
 
Variability bands (for single year data) are now provided for rates 
 

Related 
performance 
indicator/s:  
 

Performance indicator 19: Infant/young child mortality 
 

Data source: 
 

Numerator — ABS Death Registrations collection 
Denominator — ABS Census Post Enumeration Survey (5 yearly), 
Estimated Resident Population (total population), Experimental 
Indigenous estimates and projections (Indigenous population) 
 
Data are available annually  
 

Data provider: 
 

ABS 
 

Data availability: 
 

2010  
2009, 2008 and 2007 (resupplied with variability bands) 
 

Baseline: 
 

2003–2007 (5 year average for disaggregation by Indigenous status) 
 

Cross tabulations 
provided: 
 

Single year data (2010, 2009, 2008 and 2007):  
Nationally, by: 

− Indigenous status 
 
Aggregate data (2006–2010):  
State and Territory, by: 

− Indigenous status 
 
Further cross tabulations are available in the NIRA performance report — 
PI 9 
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**Table NHA.53.9 Older people receiving aged care services (Veterans' Home Care), by age, 
Indigenous status and remoteness, by State and Territory, 2008-09 (rate 
per 1000 people in the relevant population)  

*table contains new data for Veterans' Home Care for 2009-10. **table contains new data for Veterans' Home 
Care for 2008-09. 

 
Box 105 Comment on data quality 
The DQS for this indicator was initially drafted by the Department of Health and 
Ageing, and finalised in consultation with and provided by the AIHW. The DQS is 
included in its original form in the section of this report titled ‘Data Quality Statements’. 
Key points from the DQS are summarised below. 

• The data provide relevant information on older people receiving aged care services. 
Data are available by State and Territory by Indigenous status (though Indigenous 
status is not available for DVA data). Data are not available by socioeconomic 
status (SES). 

• Annual data are available. The most recent available data are for 2010-11. 

• Data are incomplete for the Home and Community Care (HACC) program and data 
are unavailable for multi-purpose services and the Aboriginal and Torres Strait 
Islander Aged Care Strategy. Around 6 per cent of HACC data does not have 
Indigenous status recorded.  

• Veterans’ Home Care program (VHC) (sourced from DVA) are included for the first 
time in this report, for both current and prior years. VHC data are reported for 
persons aged 70 years and over only, and are not available disaggregated by 
Indigenous status. 

• Data are of acceptable accuracy. A person receiving aged care services may be 
counted more than once as they may have had multiple care types, or care across 
multiple state and territories, during the 12 months period. 

• Data in this report are comparable with data in previous reports. 

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee also notes the following issue: 

• Disaggregation of this indicator by SES is a priority. Further development work on 
the current data source is required.   

 

 



   

202 SCRGSP REPORT TO 
CRC DECEMBER 2011 

 

 

Indicator 54 — Aged care assessments completed 

 
Key amendments 
from second cycle 
of reporting: 
 

Selected baseline data for 2007-08 have been amended and are 
included in this report 
 

Outcome area: 
 

Aged care 

Output measure: 
 

Number of aged care assessments conducted 

Measure: 
 

Number of aged care assessments completed under the Aged Care 
Assessment Program (ACAP) 
 
The measure is defined as: 
• numerator — the number of ACAP assessments completed 
• denominator — the total population 
and is presented as a number and rates (per 1000 people in the total 
population, and per 1000 people in the relevant target population 
[persons aged 70 years or over and Indigenous population aged 50–69 
years]) 
 

Data source: 
 

Numerator — Australian Government Department of Health and Ageing’s 
Aged Care data warehouse 
 
Denominator — DoHA population projections.  

− Total population projection based on 2006 Census as prepared for 
DOHA by ABS according to the assumptions agreed to by DOHA as 
at 30 June 2011.  

− Indigenous population projection based on ABS Indigenous 
Experimental 2006 ERP data and aligned to published ABS 
Indigenous data Experimental Estimates and Projections (ABS 
Cat. no. 3238.0 series B) 

 
Data are available annually 
 

Data provider: 
 

AIHW on behalf of DoHA 
 
AIHW to provide combined data 
 

Data availability: 
 

2009-10 
2007-08 (revised for remoteness and SEIFA) 
 

Cross tabulations 
provided: 
 

State and Territory, by: 
− age group (<50, 50–64, 65–69, 70–74, 75–79, 80–84, 85 years or 

over) 
− Indigenous status 
− remoteness (ASGC) 
− SEIFA IRSD quintiles 

Nationally, by SEIFA IRSD deciles 
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Box 106 Results 
For this report, new data for this indicator are available for 2009-10.  

• Data by State and Territory are presented in table NHA.54.1. 

• Data by Indigenous status are presented in table NHA.54.1. 

• Data by socioeconomic status (SES) are presented in tables NHA.54.1–2. 

• Data by remoteness are presented in table NHA.54.1. 

• Data by age group are presented in table NHA.54.1. 

Revised SES and remoteness data for 2007-08 are provided in this report in 
table NHA.54.3. 

Data for 2008-09 are available in the 2009-10 NHA performance report.   
 

Attachment tables 
Table NHA.54.1 Aged care assessments completed under the ACAP, by age, Indigenous 

status, remoteness and SEIFA, by State and Territory, 2009-10 

Table NHA.54.2 Aged care assessments completed under the ACAP, by SEIFA, National, 
2009-10 

*Table NHA.54.3 Aged care assessments completed under the ACAP, by State and Territory, 
2007-08  

*table contains revised data for 2007-08. 
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Box 107 Comment on data quality 
The DQS for this indicator was initially drafted by the Department of Health and 
Ageing, and finalised in consultation with and provided by the AIHW. The DQS is 
included in its original form in the section of this report titled ‘Data Quality Statements’. 
Key points from the DQS are summarised below. 

• The data provide relevant information on aged care assessments completed under 
the Aged Care Assessment Program (ACAP). Data are available by State and 
Territory by Indigenous status and socioeconomic status. 

• Annual data are available. The most recent available data are for 2009-10. 

• Data are of acceptable accuracy. 

• 2007-08 data in this report are comparable with 2008-09 data in the 2009-10 NHA 
performance report. However, 2009-10 data are not directly comparable to prior 
years, due to changes under the Aged Care Amendment (2008 Measures No.2) Act 
2008, which commenced on 1 July 2009. 

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee has no additional issues for noting with this indicator.  
 



  
 

 NATIONAL 
HEALTHCARE 
AGREEMENT 

205

 

Indicator 55 — Younger people with disabilities using residential, 
CACP and EACH aged care services 
 

Key amendments 
from second cycle 
of reporting: 
 

No amendments have been made 

Outcome area: 
 

Aged care 

Output measure: 
 

Number of younger people with disabilities using residential, Community 
Aged Care Packages (CACP) and Extended Aged Care at Home (EACH) 
/ EACH Dementia EACHD) aged care services 
 

Measure: 
 

Number of persons under 65 years of age with disability using residential 
and community aged care services funded under the Aged Care Act 
1997 
 
The measure is defined as: 
• the number of persons aged less than 65 years living in permanent 

residential care or receiving packaged community aged care services in 
the 12 months to 30 June 

and is presented as a number 
 

Data source: 
 

Department of Health and Ageing’s Aged Care data warehouse 
 
Data are available annually 
 

Data provider: 
 

AIHW on behalf of DoHA 
 

Data availability: 
 

2010-11 
 

Cross tabulations 
provided: 
 

State and Territory, by  
− service type (residential, community), by age group (under 50 years, 

50–64 years, total) 

 
Box 108 Results 
For this report, new data for this indicator are available for 2010-11.  

• Data by State and Territory are presented in table NHA.55.1. 

• Data by age group are presented in table NHA.55.1. 

• Data by service type are presented in table NHA.55.1. 

Data for 2009-10 are available in the 2009-10 NHA performance report. Data for 
2008-09 are available in the 2008-09 baseline NHA performance report.  
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Attachment tables 
Table NHA.55.1 Number of younger people with a disability using residential, CACP, EACH 

and EACHD aged care services, by State and Territory, 2010-11   

 
Box 109 Comment on data quality 
The DQS for this indicator was initially drafted by the Department of Health and 
Ageing, and finalised in consultation with and provided by the AIHW. The DQS is 
included in its original form in the section of this report titled ‘Data Quality Statements’. 
Key points from the DQS are summarised below. 

• The data provide relevant information on younger people using residential, 
Community Aged Care Packages and Extended Aged Care at Home services. Data 
are available by State and Territory. Data are not available by Indigenous status, 
remoteness or socioeconomic status (SES). 

• Annual data are available. The most recent available data are for 2010-11. 

• Data are of acceptable accuracy. A person receiving aged care services may be 
counted more than once as they may have had multiple care types, or care across 
multiple states, during the 12 month period. 

• Data in this report are comparable with data in the previous reports. 

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee also notes the following issues: 

• Disaggregation of this indicator by Indigenous status, remoteness and SES is a 
priority. However, reporting may be limited because cells would need to be 
suppressed for confidentiality reasons.  
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Indicator 56 — People aged 65 years or over receiving sub-acute 
services 

 
Key amendments 
from second cycle 
of reporting: 
 

Selected baseline data for 2007-08 have been amended and are 
included in this report 
 

Outcome area: 
 

Aged care 

Output measure: 
 

Number of people 65+ receiving sub-acute and rehabilitation services 

Interim measure: 
 

Number and rate of admitted sub-acute services to persons 65 years or 
over 
 
The measure is defined as: 
• numerator — the number of sub-acute care separations for persons 

aged 65 years or over** 
• denominator — the total population aged 65 years or over 
and is presented as a number and as a rate (per 1000 people in the 
relevant population), rates directly age-standardised for disaggregation 
by remoteness and SEIFA IRSD only  
 
**Sub-acute care includes separations with a care type of rehabilitation, 
palliative care, geriatric evaluation and management, and psychogeriatric 
care 
 

Data source: 
 

Numerator — AIHW National Hospital Morbidity Database (NHMD) 
 
Denominator — ABS Estimated Resident Population (total population) 
and ABS Indigenous experimental estimates and projections (Indigenous 
population) 
 
Data are available annually 
 

Data provider: 
 

AIHW 
 

Data availability: 
 

2009-10 
2007-08 (revised) 
 

Cross tabulations 
provided: 
 

State and Territory, by: 
− age group (65-69, 70-74, 75-79, 80-84, 85 years and over) 
− Indigenous status (2007-08 revised) 
− remoteness (ASGC) 
− SEIFA IRSD quintiles (2007-08 revised) 

Nationally, by  
− SEIFA IRSD deciles 
 

National disaggregation by Indigenous status will be based on data only 
from jurisdictions for which the quality of Indigenous identification is 
considered acceptable 
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Box 110 Results 
For this report, new data for this indicator are available for 2009-10.  

• Data by State and Territory are presented in table NHA.56.1. 

• Data by Indigenous status are presented in table NHA.56.1. 

• Data by socioeconomic status are presented in tables NHA.56.1–56.2. 

• Data by remoteness are presented in table NHA.56.1. 

• Data by age group are presented in table NHA.56.1. 

Revised data for 2007-08 are provided in this report in table NHA.56.3. 

Data for 2008-09 are available in the 2009-10 NHA performance report.  
 

Attachment tables 
Table NHA.56.1 Separations for persons aged 65 years or over, receiving sub-acute 

services, by age, Indigenous status, remoteness and SEIFA quintiles, by 
State and Territory, 2009-10  

Table NHA.56.2 Separations for persons aged 65 years or over, receiving subacute services, 
by SEIFA deciles, National, 2009-10   

*Table NHA.56.3 Separations for persons aged 65 years or over, receiving sub-acute 
services, by age group, Indigenous status, remoteness and SEIFA quintiles, 
by State and Territory, 2007-08  

*table contains revised data for 2007-08. 
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Box 111 Comment on data quality 
The DQS for this indicator has been prepared by the AIHW and is included in its 
original form in the section of this report titled ‘Data Quality Statements’. Key points 
from the DQS are summarised below. 

• The data provide relevant information on people aged 65 years or over receiving 
sub-acute and rehabilitation services in public and private hospitals. Data are 
available by State and Territory by Indigenous status and socioeconomic status. 

• Annual data are available. The most recent available data are for 2009-10 

• All public hospitals provided data, except a mothercraft hospital in the ACT (one 
public hospital in WA provided partial data). Most private hospitals also provided 
data, except private day hospital facilities in the ACT and the NT, the single private 
free-standing hospital facility in the NT and a small private hospital in Tasmania 
(one private hospital in WA provided partial data). 

• Data on Indigenous status reported for Tasmania and the ACT should be 
interpreted with caution until further assessment of Indigenous identification is 
completed. Data for these jurisdictions (and NT private hospitals) are not included in 
the totals for Indigenous status. 

• Data are of acceptable accuracy. However, some data are suppressed to protect 
confidentiality, or where rates could be misleading (for example, because of cross 
border flows, which is a particular issue for some ACT data). There may be 
differences across jurisdictions in the treatment of conditions, which should be 
considered in interpreting the data. The numerator is a count of separations, and a 
person may be hospitalised more than once in a year. 

• Data in this report (2009-10 and 2007-08) are comparable with data in the 2009-10 
NHA performance report (2008-09) for all states and territories except Tasmania. 
However, comparability of the data across jurisdictions may be affected by variation 
in the assignment of non-acute care types. Tasmanian data are not strictly 
comparable over time, due to changes in the inclusions/exclusions of hospitals.  

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee also notes the following issues: 

• Data are based on the number of separations and not the number of people 
receiving services. Further development is required to report the number of people 
receiving services.  
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Indicator 57 — Hospital patient days used by those eligible and waiting 
for residential aged care 

 
Key amendments 
from second cycle 
of reporting: 

No amendments have been made 

Outcome area: 
 

Aged care 

Output measure: 
 

Number of hospital patient days used by those eligible and waiting for 
residential aged care 
 

Proxy measure: 
 

Number of hospital bed days used by patients whose acute or sub-acute 
episode of admitted patient care have finished and who have been 
assessed by an Aged Care Assessment Team (ACAT) and approved for 
residential aged care  
 
As there is no accurate measure for this indicator, a proxy measure is 
reported 
 
The proxy measure is defined as: 
• numerator — the number of patient days used by patients who are 

waiting for residential aged care, where 
− the care type was maintenance, and 
− a diagnosis (either principal or additional) was ‘person awaiting 

admission to residential aged care service’, and  
− the separation mode was ‘discharge/transfer to (an)other acute 

hospital’, ‘discharge, transfer to residential aged care, unless this is 
usual place of residence’, ‘statistical discharge—type change’, ‘died’, 
‘discharge/transfer to other health care accommodation (including 
mothercraft hospitals)’ or ‘left against medical advice/discharge at 
own risk; statistical discharge from leave; discharge/transfer to 
(an)other psychiatric hospital’, and 

− the separation was overnight only 
• denominator — total patient days (including overnight and same-day 

separations) 
and is presented as a number and a rate per 1000 patient days  
 

Data source: 
 

Numerator and denominator — AIHW National Hospital Morbidity 
Database (NHMD) 
 
Data are available annually 
 

Data provider: 
 

AIHW 
 

Data availability: 
 

2009-10 

Cross tabulations 
provided: 
 

State and Territory, by  
− Indigenous status  
− remoteness (ASGC) 
− SEIFA IRSD quintiles 

Nationally, by:  
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− SEIFA IRSD deciles 
 

National disaggregation by Indigenous status will be based on data only 
from jurisdictions for which the quality of Indigenous identification is 
considered acceptable 

 
Box 112 Results 
For this report, new data for this indicator are available for 2009-10. 

• Data by State and Territory are presented in table NHA.57.1.  

• Data by Indigenous status are presented in table NHA.57.1.  

• Data by socioeconomic status are presented in tables NHA.57.1–2. 

• Data by remoteness are presented in table NHA.57.1. 

Data for 2008-09 and 2007-08 are available in the 2009-10 NHA performance report.   
 

Attachment tables 
Table NHA.57.1 Hospital patient days used by those eligible and waiting for residential aged 

care, by Indigenous status, remoteness and SEIFA quintiles, by State and 
Territory, 2009-10  

Table NHA.57.2 Hospital patient days used by those eligible and waiting for residential aged 
care, by SEIFA deciles, National, 2009-10    
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Box 113 Comment on data quality 
The DQS for this indicator has been prepared by the AIHW and is included in its 
original form in the section of this report titled ‘Data Quality Statements’. Key points 
form the DQS are summarised below. 

• The data do not provide a count of patient days in public and private hospitals used 
by those eligible and waiting for residential aged care (as assessed and approved 
by an Aged Care Assessment Team [ACAT]). The data provided are a proxy 
indicator based on patients’ care status. Data are available by State and Territory by 
Indigenous status and socioeconomic status. 

• Annual data are available. The most recent available data are for 2009-10. 

• All public hospitals provided data, except a mothercraft hospital in the ACT (one 
public hospital in WA provided partial data). Most private hospitals also provided 
data, except private day hospital facilities in the ACT and the NT, the single private 
free-standing hospital facility in the NT and a small private hospital in Tasmania 
(one private hospital in WA provided partial data). 

• Data on Indigenous status reported for Tasmania and the ACT should be 
interpreted with caution until further assessment of Indigenous identification is 
completed. Data for these jurisdictions (and NT private hospitals) are not included in 
the totals for Indigenous status. 

• Data are of acceptable accuracy. However, some data are suppressed to protect 
confidentiality, or where rates could be misleading (for example, because of cross 
border flows, which is a particular issue for some ACT data)  

• Data in this report (2009-10 and 2007-08) are comparable with data in the 2009-10 
NHA performance report (2008-09) for all states and territories except Tasmania. 
However, comparability of the data across jurisdictions may be affected by variation 
in the assignment of non-acute care types. Tasmanian data are not strictly 
comparable over time due to changes in the inclusions/exclusions of hospitals.  

• Interpretation of rates for jurisdictions should take into consideration cross-border 
flows, particularly between NSW and the ACT. 

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee also notes the following issue: 

• Further development is required to enable reporting on the number of days waited 
by people in hospitals who have received ACAT assessments and are deemed 
eligible for residential aged care.  
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Indicator 58 — Patient satisfaction/experience 

 
Key amendments 
from second cycle 
of reporting: 
 

There are two key amendments for this report: 
− two measures included in the previous report have been removed 

due to conceptual issues (reasons provided for prescription 
medications and for pathology and imaging) 

− seven new measures are included in this report (not able to be 
backcast) 

Data for the current year are able to be disaggregated into limited 
remoteness categories by State and Territory due to an increased 
sample size for the data collection 
 

Outcome area: 
 

Patient experience 

Progress measure: 
 

Nationally comparative information that indicates levels of patient 
satisfaction around key aspects of the care they received 
 

Interim measure: 
 

Nationally comparative information that indicates levels of patient 
satisfaction around key aspects of the care they received 
 
There are nine measures [(a) to (i)] for this indicator. Indicators 58(c) 
through to 58(i) each have three sub-indicators: Whether [particular 
health professional] listened carefully to, showed respect for and spent 
enough time with person. 
 
Measure (58a) is defined as: 
• numerator — number of persons who saw a GP (for their own health) in 

the last 12 months who waited longer than felt acceptable to get an 
appointment 

• denominator — total number of persons who saw a GP (for their own 
health) in the last 12 months 

and is presented as a directly age standardised rate (per cent) 
 
Measure (58b) is defined as: 
• numerator — number of persons who were referred to a medical 

specialist by a GP in the last 12 months who waited longer than they 
felt acceptable to get an appointment 

• denominator — total number of persons who were referred to a medical 
specialist by a GP in the last 12 months 

and is presented as a directly age standardised rate (per cent) 
 
Measure (58c) is defined as: 
• numerator — number of persons who saw a GP in the last 12 months 

who reported the GP always or often: listened carefully to them; 
showed respect; and spent enough time with them 

• denominator — total number of persons who saw a GP (for their own 
health) in the last 12 months 

and is presented as a directly age standardised rate (per cent) 
 
Measure (58d) is defined as: 
• numerator — number of persons who saw a medical specialist in the 
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last 12 months who reported the medical specialist always or often: 
listened carefully to them showed respect; and spent enough time with 
them 

• denominator — total number of persons who saw a medical specialist 
in the last 12 months  

and is presented as a directly age standardised rate (per cent) 
 
Measure (58e) is defined as: 
• numerator — number of persons who saw a dental practitioner in the 

last 12 months who reported the dental practitioner always or often: 
listened carefully to them; showed respect; and spent enough time with 
them 

• denominator — total number of persons who saw a dental practitioner 
in the last 12 months 

and is presented as a directly age standardised rate (per cent) 
 
Measure (58f) is defined as: 
• numerator — number of persons who have been to a hospital 

emergency department in the last 12 months who reported doctors or 
specialists always or often: listened carefully to them; showed respect; 
and spent enough time with them 

• denominator — total number of persons who have been to a hospital 
emergency department in the last 12 months 

and is presented as a directly age standardised rate (per cent) 
 
Measure (58g) is defined as: 
• numerator — number of persons who have been to a hospital 

emergency department in the last 12 months who reported nurses 
always or often: listened carefully to them; showed respect; and spent 
enough time with them 

• denominator — total number of persons who have been to a hospital 
emergency department in the last 12 months 

and is presented as a directly age standardised rate (per cent) 
 
Measure (58h) is defined as: 
• numerator — number of persons who have been admitted to a hospital 

in the last 12 months who reported doctors or specialists always or 
often: listened carefully to them; showed respect; and spent enough 
time with them 

• denominator — total number of persons who have been admitted to a 
hospital in the last 12 months 

and is presented as a directly age standardised rate (per cent) 
 
Measure (58i) is defined as: 
• numerator — number of persons who have been admitted to a hospital 

in the last 12 months who reported nurses always or often: listened 
carefully to them; showed respect; and spent enough time with them 

• denominator — total number of persons who have been admitted to a 
hospital in the last 12 months 

and is presented as a directly age standardised rate (per cent) 
 
Population is limited to persons aged 15 years or over 
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Data source: 
 

Numerator and denominator — ABS Patient Experience Survey (PExS). 
Data are available annually 
 

Data provider: 
 

ABS 
 

Data availability: 
 

2010-11 
 

Cross tabulations 
provided: 
 

State and Territory for (a) to (i) by:  
− remoteness (ASGC) (selected categories) 

Nationally for (a) to (i) by: 
− SEIFA IRSD deciles 
− remoteness (ASGC) (all categories) 

 
Box 114 Results 
For this report, data are available for 2010-11. 

• Data by State and Territory are presented in tables NHA.58.1, 3, 5, 7, 9, 11, 13, 15 
and 17. 

• Data by remoteness are presented in tables NHA.58.1–18.  

• Data by socioeconomic status are presented in tables NHA.58.19–27.  

Apparent differences in results between years may not be statistically significant. To 
assist in interpretation, 95 per cent confidence intervals and relative standard errors 
are provided in the attachment tables for this indicator. 

2009 data provided in the 2009-10 NHA performance report are comparable with data 
for measures (a) and (b) in this report. The seven additional measures (c to i) are 
included for the first time in this report.  
 

Attachment tables 
Table NHA.58.1 Proportion of persons who saw a GP (for their own health) in the last 

12 months reporting they waited longer than felt acceptable to get an 
appointment, by remoteness, by State and Territory 2010-11   

Table NHA.58.2 Proportion of persons who saw a GP (for their own health) in the last 
12 months reporting they waited longer than felt acceptable to get an 
appointment, by remoteness, 2010-11   

Table NHA.58.3 Proportion of persons referred to a medical specialist (for their own health) in 
the last 12 months reporting they waited longer than felt acceptable to get an 
appointment, by remotenes, by State and Territory 2010-11   

Table NHA.58.4 Proportion of persons who were referred to a medical specialist (for their 
own health) in the last 12 months reporting they waited longer than felt 
acceptable to get an appointment, by remoteness, 2010-11   
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Table NHA.58.5 Proportion of persons who saw a GP in the last 12 months reporting the GP 
always or often: listened carefully, showed respect, and spent enough time 
with them, by remoteness, by State and Territory 2010-11   

Table NHA.58.6 Proportion of persons who saw a GP in the last 12 months reporting the GP 
always or often: listened carefully, showed respect, and spent enough time 
with them, by remoteness, 2010-11   

Table NHA.58.7 Proportion of persons who saw a medical specialist in the last 12 months 
reporting the medical specialist always or often: listened carefully, showed 
respect, and spent enough time with them, by remoteness, by State and 
Territory 2010-11   

Table NHA.58.8 Proportion of persons who saw a medical specialist in the last 12 months 
reporting the medical specialist always or often: listened carefully, showed 
respect, and spent enough time with them, by remoteness, 2010-11   

Table NHA.58.9 Proportion of persons who saw a dental professional in the last 12 months 
reporting the dental professional always or often: listened carefully, showed 
respect, and spent enough time with them, by remoteness, by State and 
Territory 2010-11   

Table NHA.58.10 Proportion of persons who saw a dental professional in the last 12 months 
reporting the dental professional always or often: listened carefully, showed 
respect, and spent enough time with them, by remoteness, 2010-11   

Table NHA.58.11  Proportion of persons who went to an emergency department in the last 
12 months reporting the ED doctors or specialists always or often: listened 
carefully, showed respect, and spent enough time with them, by remoteness, 
by State and Territory 2010-11   

Table NHA.58.12  Proportion of persons who went to an emergency department in the last 
12 months reporting the ED doctors or specialists always or often: listened 
carefully, showed respect, and spent enough time with them, by remoteness, 
2010-11   

Table NHA.58.13  Proportion of persons who went to an emergency department in the last 
12 months reporting the ED nurses always or often: listened carefully, 
showed respect, and spent enough time with them, by remoteness, by State 
and Territory 2010-11   

Table NHA.58.14  Proportion of persons who went to an emergency department in the last 
12 months reporting the ED nurses always or often: listened carefully, 
showed respect, and spent enough time with them, by remoteness, 2010-11   

Table NHA.58.15  Proportion of persons who were admitted to hospital in the last 12 months 
reporting the hospital doctors or specialists always or often: listened 
carefully, showed respect, and spent enough time with them, by remoteness, 
by State and Territory 2010-11   

Table NHA.58.16  Proportion of persons who were admitted to hospital in the last 12 months 
reporting the hospital doctors or specialists always or often: listened 
carefully, showed respect, and spent enough time with them, by remoteness, 
2010-11   

Table NHA.58.17  Proportion of persons who were admitted to hospital in the last 12 months 
reporting the hospital nurses always or often: listened carefully, showed 
respect, and spent enough time with them, by remoteness, by State and 
Territory 2010-11   



  
 

 NATIONAL 
HEALTHCARE 
AGREEMENT 

217

 

Table NHA.58.18 Proportion of persons who were admitted to hospital in the last 12 months 
reporting the hospital nurses always or often: listened carefully, showed 
respect, and spent enough time with them, by remoteness, 2010-11   

Table NHA.58.19 Proportion of persons who saw a GP (for their own health) in the last 
12 months reporting they waited longer than felt acceptable to get an 
appointment, by SEIFA deciles, 2010-11   

Table NHA.58.20 Proportion of persons who were referred to a medical specialist by a GP in 
the last 12 months reporting they waited longer than felt acceptable to get an 
appointment,  by SEIFA deciles, 2010-11   

Table NHA.58.21 Proportion of persons who saw a GP in the last 12 months reporting the GP 
always or often: listened carefully, showed respect, and spent enough time 
with them, by SEIFA deciles, 2010-11   

Table NHA.58.22 Proportion of persons who saw a medical specialist in the last 12 months 
reporting the medical specialist always or often: listened carefully, showed 
respect, and spent enough time with them, by SEIFA deciles, 2010-11   

Table NHA.58.23 Proportion of persons who saw a dental practitioner in the last 12 months 
reporting the dental practitioner always or often: listened carefully, showed 
respect, and spent enough time with them, by SEIFA deciles, 2010-11   

Table NHA.58.24 Proportion of persons who have been to a hospital emergency department in 
the last 12 months reporting ED doctors or specialists always or often: 
listened carefully, showed respect, and spent enough time with them, by 
SEIFA deciles, 2010-11   

Table NHA.58.25 Proportion of persons who have been to a hospital emergency department in 
the last 12 months reporting ED nurses always or often: listened carefully, 
showed respect, and spent enough time with them, by SEIFA deciles, 
2010-11   

Table NHA.58.26 Proportion of persons who have been admitted to a hospital in the last 
12 months reporting hospital doctors or specialists always or often: listened 
carefully, showed respect, and spent enough time with them, by SEIFA 
deciles, 2010-11   

Table NHA.58.27 Proportion of persons who have been admitted to a hospital in the last 
12 months reporting hospital nurses always or often: listened carefully, 
showed respect, and spent enough time with them, by SEIFA deciles, 
2010-11   
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Box 115 Comment on data quality 
The DQS for this indicator has been prepared by the ABS and is included in its original 
from in the section of this report titled ‘Data Quality Statements’. Key points from the 
DQS are summarised below. 

• The data provide relevant information on elements of patient experience and 
satisfaction with key elements of care patients reported receiving. The data are 
based on peoples’ self reported attitudes on whether they felt they waited too long 
for an appointment, and whether the health professional they saw spent enough 
time with them, listened carefully and showed them respect. Data are available by 
remoteness areas and socioeconomic status (SES) (nationally), and by State and 
Territory for limited remoteness categories. Data are not available by Indigenous 
status. 

• The most recent available data (for 2010-11from the Patient Experience Survey 
[PExS]) were published in 2011.  

• The PExS does not include people living in very remote areas, which affects the 
comparability of the NT results.  

• Data are of acceptable accuracy.  

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee also notes the following issues: 

• State and Territory disaggregation of this indicator by Indigenous status and SES is 
a priority.  

• The PExS sample size has increased from 7124 to 26 423 this year. The increased 
sample size has strengthened the reliability of the population-level estimates.  

• Due to the requirement for sufficient data in specific age groups for the 
age-standardisation process, remoteness disaggregation of age-standardised data 
by State and Territory is only available by major cities (with the other remoteness 
categories combined), with no State and Territory disaggregation available for SES.  
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Indicator 59 — Age-standardised mortality by major cause of death 

 
Key amendments 
from second cycle 
of reporting: 
 

Data have been backcast (single year data only) to incorporate the 
following: 

− revised data for causes of death (backcasting required each year for 
the previous two years)  

− revised method for age standardisation 
− inclusion of variability bands for rates 

Revised data are included in this report 
 

Outcome area: 
 

Social inclusion and Indigenous health 

Progress measure: 
 

Age-standardised mortality 

Measure: 
 

Age-standardised mortality rate by major cause of death  
 
The measure is defined as: 
• numerator — number of deaths 
• denominator — total population 
and is presented as a directly age standardised rate (per 100 000 people 
in the relevant population)  
 
Variability bands (for single year data) are applied to rates. 
 
Calculated overall and for major causes of death** 
 
**Major causes of death categories are: circulatory diseases; external 
causes; neoplasms (including cancers); endocrine, metabolic and 
nutritional disorders; respiratory diseases; digestive diseases; conditions 
originating in the perinatal period; nervous system diseases; kidney 
diseases; infectious and parasitic diseases; other causes and all causes  
 

Data source: 
 

Numerator — ABS Causes of Death Collection  
 
Denominator — ABS Estimated Resident Population (total population) 
and ABS Indigenous experimental estimates and projections (Indigenous 
population) 
 
Data are available annually 
 

Data provider: 
 

ABS 
 

Data availability: 
 

Single year data:  
2010 (all causes only) 
2009 (by cause of death) 
2008 and 2007 (revised for cause of death, age standardisation, and 
resupplied with variability bands) 
 
Aggregate data (Indigenous status):  
2005–2009 (by cause of death) 
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Data are also reported for this indicator under PI 2 in the NIRA 
performance report 
 

Cross tabulations 
provided: 
 

2010 — State and Territory, by all causes of death 
2009 [and 2008 and 2007 revised] — State and Territory, by major 
causes of death and total 
 
(2005–2009) — State and Territory, by major cause of death and total, by 

− Indigenous status (only for those five jurisdictions that have 
Indigenous status data of acceptable quality: NSW, Qld, WA, SA and 
NT and the total for these five jurisdictions) 

 
Further cross tabulations are available in the NIRA performance report — 
PI 2 

 
Box 116 Results 
For this report, new data for this indicator are available for 2010 (all causes) and 2009 
(by cause of death). 

• 2010 data by State and Territory (all-cause totals only) are presented in 
table NHA.59.5 (this table also includes additional time series data for prior years: 
2009, 2008 and 2007). 

• 2009 data by State and Territory by cause of death are presented in 
table NHA.59.1. 

• 2005–2009 data by Indigenous status are presented in table NHA.59.4. 

Data for 2008 and 2007 have been revised for cause of death and are included in this 
report in tables NHA.59.2–3. 

Additional data by Indigenous status are available in the NIRA performance report — 
NIRA performance indicator 2.  
 

Attachment tables 
Table NHA.59.1 Age standardised mortality rates by cause of death (with variability bands), 

by State and Territory, 2009      

Table NHA.59.2 Age standardised mortality rates by cause of death (with variability bands), 
by State and Territory, 2008      

Table NHA.59.3 Age standardised mortality rates by cause of death (with variability bands), 
by State and Territory, 2007      

Table NHA.59.4 Age standardised mortality rates by major cause of death, by Indigenous 
status, by State and Territory, 2005–2009           

Table NHA.59.5 Age standardised mortality rate (all causes), by State and Territory, 2010, 
2009, 2008 and 2007   
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Box 117 Comment on data quality 
The DQS for this indicator has been prepared by the ABS and is included in its original 
form in the section of this report titled ‘Data Quality Statements’. Key points from the 
DQS are summarised below. 

• The data provide relevant information on age-standardised mortality by major cause 
of death. Data are available for all states and territories, and by Indigenous status 
for selected jurisdictions. Data are not available by socioeconomic status (SES). 

• Data are available annually. The most recent available data are for 2010 (all-cause 
totals only — no disaggregation by cause of death available). The most recent 
available data by cause of death are for 2009.  

• A large number of unregistered deaths in Queensland dating back to 1992 were 
identified and registered in 2010. Data in this report include deaths that occurred 
from 2007 to 2010 that were registered in 2010, as this most closely approximates 
the expected registration pattern (as deaths occurring earlier than 2007 could be 
expected to be registered prior to 2010). 

• For data disaggregated by Indigenous status: 
– Data by Indigenous status are reported for NSW, Queensland, SA and the NT. 

Only these jurisdictions have evidence of a sufficient level of Indigenous 
identification, sufficient numbers of Indigenous deaths and do not have significant 
data quality issues. 

– Due to potential over-reporting of WA Indigenous deaths for 2007, 2008 and 
2009, WA mortality data for these years (including aggregates of years and 
jurisdictions) are not included in this report. 

• Data are of acceptable accuracy. Although most deaths of Indigenous Australians 
are registered, it is likely that some are not identified as Indigenous. Therefore data 
are likely to underestimate the Indigenous mortality rate. Rates should be used with 
caution. 

• Variability bands provided with rates describe the range of potential results for 
mortality rates. Variability bands can be used for comparisons within jurisdictions 
(for cause of death or over time), but not across jurisdictions and not between 
jurisdictions and totals.  

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. Additional data from the data source are available on-line, and on request. 

The Steering Committee also notes the following issues: 

• While rates should be used with caution, data are comparable across jurisdictions 
and over time (although rates have not been adjusted for differences in Indigenous 
identification across jurisdictions). 

 (Continued next page)  
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Box 117 (continued) 
• Further work is required to improve the completeness of Indigenous identification for 

registered deaths.  

• Data by Indigenous status for WA for 2007, 2008 and 2009 included in previous 
NHA reports should not be used (this includes aggregates of years and 
jurisdictions). The WA Registry of Births, Deaths and Marriages and the ABS is 
investigating the quality of Indigenous status recording in WA deaths data, with an 
update on progress from the ABS anticipated in early 2012. 

• Disaggregation of this indicator by remoteness and SES is a priority. Further 
development work on the current data source, or identification of an alternative data 
source, is required.  
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Indicator 60 — Access to services by type of service compared to need 

 
Key amendments 
from second cycle 
of reporting: 
 

No amendments have been made 

Outcome area: 
 

Social inclusion and Indigenous health 

Progress measure: 
 

Access to services by type of service compared to need 

Interim measure: 
 

Proportion of people who accessed health services by health status  
 
The measure is defined as: 
• numerator — number of persons aged 15 years or over who accessed 

a particular health service in the past 12 months (for hospital 
admissions) or two weeks (for other health services) 

• denominator — population aged 15 years or over  
and is presented as a directly age standardised rate (per cent) 
 
Service types are: Admitted hospitalisations; Casualty/outpatients; GP 
and/or specialist doctor consultations; Consultations with other health 
professional; Dental consultation 
 
Self assessed health status is: categorised as (excellent/very good/good) 
and (fair/poor) 
 
Calculated separately for each type of service and by categories of self 
assessed health status 
 

Data source: 
 

Numerator and denominator — National Health Survey (NHS). Data are 
collected every three years. National Aboriginal and Torres Strait Islander 
Health Survey (NATSIHS). Data are collected every six years. 
 

Data provider: 
 

ABS 
 

Data availability: 
 

2004-05 [no new data available] 
 
Data are also reported for this indicator under PI 8 in the NIRA 
performance report [no new data available] 
 

Cross tabulations 
provided: 
 

Nil 
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Box 118 Comment on data quality 
No new data were available for this report. Data for 2004-05 are available in the 
2008-09 baseline NHA performance report. 

Data from the 2011-12 Australian Health Survey (general population) (replacing the 
NHS) are expected to be available for the 2011-12 NHA performance report. Data from 
the Australian Aboriginal and Torres Strait Islander Health Survey (replacing the 
NATSIHS) are expected to be available for the 2012-13 NHA performance report.   
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Indicator 61 — Teenage birth rate 

 
Key amendments 
from second cycle 
of reporting: 
 

No amendments have been made 
 

Outcome area: 
 

Social inclusion and Indigenous health 

Progress measure: 
 

Teenage birth rate 

Measure: 
 

Teenage birth rate 
 
The measure is defined as: 
• numerator — the number of babies born to mothers aged less than 

20 years at the time of the birth (includes births to mothers aged less 
than 15 years) 

• denominator — total population of females aged 15–19 years 
and is presented as a rate (per 1000 females aged 15–19 years) 
 
Births defined as all live births and stillbirths where birthweight was at 
least 400 grams or gestation age was at least 20 weeks 
Data exclude Australian non-residents, residents of external territories 
and records where State or Territory of residence was not stated. 
 

Data source: 
 

Numerator — AIHW National Perinatal Data Collection  
 
Denominator — ABS Estimated Resident Population (total population) 
and ABS Indigenous experimental estimates and projections (Indigenous 
population) 
 
Data are available annually 
 

Data provider: 
 

AIHW 
 

Data availability: 
 

2009 
 

Cross tabulations 
provided: 
 

State and Territory, by: 
− Indigenous status 
− remoteness (ASGC) 
− SEIFA IRSD quintiles 

Nationally, by:  
− SEIFA IRSD deciles 
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Box 119 Results 
For this report, new data for this indicator are available for 2009. 

• Data by State and Territory are presented in table NHA.61.1. 

• Data by Indigenous status are presented in table NHA.61.1. 

• Data by socioeconomic status are presented in tables NHA.61.1–2. 

• Data by remoteness are presented in table NHA.61.1. 

Data for 2008 are available in the 2009-10 NHA performance report. Data for 2007 are 
available in the 2008-09 baseline NHA performance report.  
 

Attachment tables 
Table NHA.61.1 Births to mothers aged less than 20 years, by Indigenous status, remoteness 

and SEIFA quintiles, by State and Territory, 2009   

Table NHA.61.2 Births to mothers aged less than 20 years, by SEIFA deciles, National, 2009  
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Box 120 Comment on data quality 
The DQS for this indicator has been prepared by the AIHW and is included in its 
original form in the section of this report titled ‘Data Quality Statements’. Key points 
from the DQS are summarised below. 

• The data provide relevant information on the teenage birth rate (births to females 
aged less than 20 years as a proportion of females aged 15–19 years). 

• State and Territory data are available by Indigenous status and socioeconomic 
status. 

• Annual data are available. The most recent available data are for 2009. 

• Data are of acceptable accuracy. However, no formal national assessment has 
been undertaken to determine completeness of the coverage or identification of 
Indigenous mothers in the Perinatal NMDS.The numerator includes births to 
females aged less than 15 years, while the denominator includes females
aged 15–19 years. This may result in an over-estimate of the teenage birth rate.  

• Data in this report are comparable with data in previous reports. Maternal age is 
derived from the date of birth of the mother for all jurisdictions except NSW, which 
provides direct data on the mother’s reported age at time of birth. Data for NSW 
may not be directly comparable with other jurisdictions.  

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee also notes the following issue: 

• The AIHW is currently investigating an appropriate method for deriving variability 
bands for these data.  
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Indicator 62 — Hospitalisation for injury and poisoning 

 
Key amendments 
from second cycle 
of reporting: 
 

The CRC has requested additional disaggregation (national data by 
remoteness and sex). Data for the current year and backcast to the 
baseline year are included in this report. Revised baseline data are also 
provided for Indigenous status and SEIFA 

Outcome area: 
 

Social inclusion and Indigenous health 

Progress measure: 
 

Hospitalisation for injury and poisoning 

Measure: 
 

The number of hospital separations with a principal diagnosis of injury 
and poisoning 
 
The measure is defined as: 
• numerator — the number of separations with a principal diagnosis of 

injury and poisoning** 
• denominator — total population 
and is presented as a directly age standardised rate (per 1000 persons in 
the relevant population) 
 
**Injury and poisoning diagnoses defined by ICD-10-AM codes S00-T98 
 

Data source: 
 

Numerator — AIHW National Hospital Morbidity Database (NHMD) 
 
Denominator — ABS Estimated Resident Population (total population) 
and ABS Indigenous experimental estimates and projections (Indigenous 
population) 
 
Data are available annually 
 

Data provider: 
 

AIHW 
 

Data availability: 
 

2009-10 
2008-09 and 2007-08 (backcast) 
 
Data are also reported for this indicator as a subset of PI 3 in the NIRA 
performance report 
 

Cross tabulations 
provided: 
 

State and Territory, by:  
− sex 
− Indigenous status 
− remoteness (ASGC) 
− SEIFA IRSD quintiles 
− Age (0–14; 15–24; 25–34; 35–44; 45–54; 55–64; 65 years and over) 

Nationally, by:  
− SEIFA IRSD deciles 
− remoteness (ASGC), by sex 

National disaggregation by Indigenous status will be based on data only 
from jurisdictions for which the quality of Indigenous identification is 
considered acceptable 
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Box 121 Results 
For this report, new data for this indicator are available for 2009-10. 

• Data by State and Territory are presented in tables NHA.62.1–2. 

• Data by Indigenous status are presented in table NHA.62.1. 

• Data by socioeconomic status are presented in tables NHA.62.1 and NHA.62.4. 

• Data by remoteness are presented in tables NHA.62.1 and NHA.62.3. 

• Data by gender is presented in tables NHA.62.1 and NHA.62.3 

• Data by age group is presented in table NHA.62.2.  

Revised data for remoteness and sex at the national level for 2008-09 and 2007-08 are 
included in this report (table NHA.62.5 and table NHA.62.6 respectively).  

Revised data for Indigenous status and SEIFA IRSD at the State and Territory level for 
2007-08 are included in this report in table NHA.62.7.  

All other data for 2008-09 and 2007-08 are available in the 2009-10 NHA performance 
report and 2008-09 baseline performance report. 

Additional data by Indigenous status are available in the NIRA performance report — 
NIRA performance indicator 3.  
 

Attachment tables 
Table NHA.62.1 Hospital separations for injury or poisoning, by sex, Indigenous status, 

remoteness and SEIFA quintiles, by State and Territory, 2009-10    

Table NHA.62.2 Age-specific separation rates for injury or poisoning, by State and Territory, 
2009-10 (per 1000 population)  

Table NHA.62.3 Age-standardised separation rates for injury or poisoning, by remoteness and 
sex, National, 2009-10   

Table NHA.62.4 Hospital separations for injury or poisoning, by SEIFA deciles, National, 
2009-10   

#Table NHA.62.5 Age-standardised separation rates for injury or poisoning, by remoteness and 
sex, National, 2008-09    

#Table NHA.62.6 Age-standardised separation rates for injury or poisoning, by remoteness and 
sex, National, 2007-08    

*Table NHA.62.7 Hospital separations for injury or poisoning, by sex, Indigenous status, 
remoteness and SEIFA quintiles, by State and Territory, 2007-08  

*revised data provided due to technical revisions or corrections. #data backcast for additional disaggregation. 
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Box 122 Comment on data quality 
The DQS for this indicator has been prepared by the AIHW and is included in its 
original form in the section of this report titled ‘Data Quality Statements’. Key points 
from the DQS are summarised below. 

• The data provide relevant information on the number of separations in public and 
private hospitals with a principal diagnosis of injury and poisoning. Data are 
available by State and Territory by Indigenous status and socioeconomic status. 

• Annual data are available. The most recent available data are for 2009-10. 

• All public hospitals provided data, except a mothercraft hospital in the ACT (one 
public hospital in WA provided partial data). Most private hospitals also provided 
data, except private day hospital facilities in the ACT and the NT, the single private 
free-standing hospital facility in the NT and a small private hospital in Tasmania 
(one private hospital in WA provided partial data). 

• Data on Indigenous status reported for Tasmania and the ACT should be 
interpreted with caution until further assessment of Indigenous identification is 
completed. Data for these jurisdictions (and NT private hospitals) are not included in 
the totals for Indigenous status. 

• Data are of acceptable accuracy. However, some data are suppressed to protect 
confidentiality, or where rates could be misleading (for example because of cross 
border flows, which is a particular issue for some ACT data).  

• Separations are reported for the State or Territory where the hospital was located, 
not the State or Territory of the patient’s usual residence (this is a particular issue in 
interpreting data for the ACT). Analyses by remoteness and SES are based on 
patients’ usual residential address, but separations will be counted in the State or 
Territory where the hospital was located rather than the State or Territory of usual 
residential address. 

• Data in this report are comparable with data in previous reports for all states and 
territories except Tasmania. Tasmanian data are not comparable over time as data 
from two private hospitals included in 2007-08 and 2009-10 data were not available 
for 2008-09.  

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available. 

The Steering Committee also notes the following issue: 

• Improving the quality of data disaggregation by Indigenous status for all states and 
territories to allow national reporting is a priority.  
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Indicator 63 — Children’s hearing loss 

 
Key amendments 
from second cycle 
of reporting: 
 

No amendments have been made 

Outcome area: 
 

Social inclusion and Indigenous health 

Progress measure: 
 

Children’s hearing loss 

Measure: 
 

Prevalence of hearing loss and otitis media in children 
 
The measure is defined as: 
• numerator — the number of children aged 0–14 years with hearing loss 

or otitis media** 
• denominator — the number of children aged 0–14 years  
and is presented as a directly age standardised rate (per 1000 children in 
the relevant population) 
 
**Hearing loss conditions included are: complete and partial deafness; 
complete and partial deafness and otitis media; all disease of the ear and 
mastoid 
 

Data source: 
 

Numerator and denominator — National Health Survey (NHS). Data are 
collected every three years. National Aboriginal and Torres Strait Islander 
Health Survey (NATSIHS). Data are collected every six years 
 

Data provider: 
 

ABS 
 

Data availability: 
 

(All) 2007-08 NHS data provided for the baseline report [no new data 
available] 
(Indigenous status) 2004-05 NHS/NATSIHS data provided for the 
baseline report [no new data available] 
 

Cross tabulations 
provided: 
 

Nil 

 
Box 123 Comment on data quality 
No new data were available for this report. Data for 2007-08 are available in the 
2008-09 baseline NHA performance report. 

Data from the 2011-12 Australian Health Survey (general population) (replacing the 
NHS) are expected to be available for the 2011-12 NHA performance report. Data from 
the Australian Aboriginal and Torres Strait Islander Health Survey (replacing the 
NATSIHS) are expected to be available for the 2012-13 NHA performance report.  
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Indicator 64 — Indigenous Australians in the health workforce 

 
Key amendments 
from second cycle 
of reporting: 
 

No amendments have been made 

Outcome area: 
 

Social inclusion and Indigenous health 

Output measure: 
 

Indigenous Australians in the health workforce 

Interim measure: 
 

Indigenous Australians in the health workforce 
 
There are two measures for this indicator 
 
Measure 64a is defined as: 
• numerator — number of Indigenous Australians in the health workforce 

for selected professions (employed in the selected professions) 
• denominator — total health workforce for selected professions 

excluding the workforce for whom the Indigenous status is unknown 
and is presented as a percentage 
Selected professions are: medical practitioners and nurses/midwives. No 
other data currently available 
 
Measure 64b is defined as: 
• numerator — number of Indigenous Australians in the health workforce 

(employed in the specified health occupations) 
• denominator — total health workforce 
and is presented as a percentage 
Occupation groupings are: medical practitioners; medical imaging 
workers; dental workers; nursing workers; pharmacists; allied health 
workers; complementary therapists and other health workers (see 
AIHW’s Health and community services labour force 2006 publication for 
definitions of health occupations) 
 

Data source: 
 

Measure 64a Numerator and denominator — Health Labour Force 
Surveys. Data are collected annually for medicine, nursing and midwifery 
data and State and Territory registration board data. The number of 
Indigenous Australians registered on the National Registration and 
Accreditation Scheme (NRAS) at 1 January 2011 could possibly be 
supplied for the 2012 report (with caveats) 
 
Measure 64b Numerator and denominator — Census of Population and 
Housing. Data are collected every five years 
 

Data provider: 
 

Measure 64a — AIHW  
Measure 64b — ABS  
 

Data availability: 
 

Measure 64a 2009 
Measure 64b 2006 data provided for the baseline report [no new data 
available] 
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Cross tabulations 
provided: 
 

Measure 64a — State and Territory, by selected profession 

 
Box 124 Results 
For this report, new data for this indicator (for measure [a]) are available for 2009. 

• Data by State and Territory for selected professions are presented in 
table NHA.64.1. 

For measure (a), data for 2008 are available in the 2009-10 NHA performance report 
and data for 2007 are available in the 2008-09 baseline NHA performance report. 

For measure (b), data for 2006 are available in the 2008-09 baseline NHA performance 
report.  
 

Attachment tables 
Table NHA.64.1 Proportion of the health workforce that is Indigenous, by selected 

professions, by State and Territory, 2009   
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Box 125 Comment on data quality 
The DQS for this indicator has been prepared by the AIHW and is included in its 
original form in the section of this report titled ‘Data Quality Statements’. Key points 
from the DQS are summarised below. 

• The data provide relevant information on the proportion of the health workforce who 
are Indigenous Australians, for selected health professions. Data exclude Aboriginal 
Health Workers, which make up a large segment of the Indigenous health 
workforce. Data are available by State and Territory.  

• Data are available annually. The most recent data are for 2009.  

• Data are of acceptable accuracy. However, data are limited because of the small 
numbers of Indigenous Australians identified in the surveys. The national response 
rate was 53.1 per cent for medical practitioners and 44.4 per cent for nurses and 
midwives. State and Territory comparisons should be made with caution.  

• Caution should be used when comparing data in this report with data in previous 
reports. There is significant unexplained year-on-year variation in the data. Care is 
also advised with State and Territory comparisons because of low response rates in 
some jurisdictions. 

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee also notes the following issue: 

• Better quality data may be available for future reports from the National Registration 
and Accreditation Scheme. The scheme was due to be implemented nationally from 
1 July 2010. All jurisdictions had implemented the scheme by this date, with the 
exception of WA, which implemented the scheme in October 2010. Long tem 
indicators using NRAS data are expected to available in 2012. From 2012, 
Aboriginal Health Workers will also be registered through this scheme, and data will 
become available for this occupational group from 2014.  
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Indicator 65 — Net growth in health workforce 

 
Key amendments 
from second cycle 
of reporting: 
 

No amendments have been made 
 

Outcome area: 
 

Sustainability 

Progress measure: 
 

Net growth in health workforce 

Interim measure: 
 

Net growth in health workforce (for professions of medical practitioners, 
nurses/midwives and dentists) 
 
The measure is defined as: 
• numerator — full time equivalent (FTE) number in the workforce in the 

reference year 
• denominator — FTE in the workforce in the year prior to the reference 

year 
and is presented as a percentage growth rate calculated thus: 
(((numerator/denominator)–1)x100) 
 
FTE = Total hours worked by workforce ÷ standard working week for 
selected professions (medical practitioners 40 hours, nurses/midwives 
and dentists 38 hours) 
 
Net growth reference years: (Medical practitioners) between 2008 and 
2009; (Nurses/midwives) between 2008 and 2009 
 

Data source: 
 

Numerator and denominator — AIHW National Health Labour Force 
Surveys and State and Territory health practitioner registration board 
data 
 
Data are collected annually for selected health professions and State and 
Territory registration board data 
 

Data provider: 
 

AIHW 
 

Data availability: 
 

(Medical practitioners) 2009 to 2008 
(Nurses) 2009 to 2008 
(Dentists) [no new data available] 
 

Cross tabulations 
provided: 
 

State and Territory, by profession, by clinician/non-clinician status 
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Box 126 Results 
For this report, new data for this indicator are available for 2009 (compared to 2008). 

• Data by State and Territory by profession are presented in tables NHA.65.1–2. 

• Data by clinician/non clinician status are presented in table NHA.65.2. 

Data for 2008 (compared to 2007) are available in the 2009-10 NHA performance 
report. Data for 2007 (compared to earlier years) are available in the 2008-09 baseline 
NHA performance report.  
 

Attachment tables 
Table NHA.65.1 Net growth in health workforce, selected professions, by State and Territory, 

2008 to 2009   

Table NHA.65.2 Net growth in health workforce, by clinical/non-clinical status, by State and 
Territory, 2008 to 2009 (per cent)    
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Box 127 Comment on data quality 
The DQS for this indicator has been prepared by the AIHW and is included in its 
original form in the section of this report titled ‘Data Quality Statements’. Key points 
from the DQS are summarised below. 

• The data provide relevant information on the growth in the health workforce 
(measured as the percentage increase in the full time equivalent number of health 
workers for selected professions). State and Territory data are available. 

• Data are for selected professions (medical practitioners, nurses and midwives, and 
dentists) from the National Health Labour Force Survey (NHLFS) (collected 
annually). The most recent data are for 2009 (though no new data are available for 
dentists). 

• Data are of acceptable accuracy. The national response rate was 53.1 per cent for 
medical practitioners and 44.4 per cent for nurses and midwives (with lower 
response rates in some states and territories). State and Territory comparisons 
should be undertaken with caution as response rates varied considerably across 
jurisdictions.  

• Comparability of estimates for the medical workforce between 2008 and 2009 is 
limited by differences in response rates across years. Care should be taken when 
drawing conclusions about the size of the differences between estimates across 
these years. 

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee also notes the following issues: 

• Better quality data may be available for future reports from the National Registration 
and Accreditation Scheme (NRAS). The scheme was due to be implemented 
nationally from 1 July 2010. All jurisdictions had implemented the scheme by this 
date, with the exception of WA, which implemented the scheme in October 2010. 
Long tem indicators using NRAS data are expected to available in 2012.  
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Indicator 66 — Public health program expenditure as a proportion of 
total health expenditure 

 
Key amendments 
from second cycle 
of reporting: 
 

Revised data are provided for all prior years reported.  
 

Outcome area: 
 

Sustainability 

Progress measure: 
 

Allocation of health and aged care expenditure 

Measure: 
 

Public health program expenditure as a proportion of total recurrent 
health expenditure  
 
The measure is defined as: 
• numerator — total public health program expenditure by governments 
• denominator — total recurrent health expenditure 
and is presented as a percentage 
 
Public health expenditure is defined by the National Public Health 
Expenditure Project (AIHW 2008: National Public Health Expenditure 
Report 2005-06, Appendix B) 
 

Data source: 
 

Numerator and denominator — AIHW Health expenditure database 
Data are available annually 
 

Data provider: 
 

AIHW 
 

Data availability: 
 

2009-10 
2008-09 and 2007-08 [continuous backcasting required for expenditure 
data]  
 

Cross tabulations 
provided: 
 

State and Territory by: 
− funding source 

 
Box 128 Results 
For this report, new data for this indicator are available for 2009-10. 

• Data by State and Territory and funding source are presented in table NHA.66.1. 

Data for 2008-09 and 2007-08 have been revised. 

• Revised 2008-09 data are presented in table NHA.66.2. 

• Revised 2007-08 data are presented in table NHA.66.3.   
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Attachment tables 
Table NHA.66.1 Public health and recurrent health expenditure, by funding source, by 

State and Territory, 2009-10  

*Table NHA.66.2 Public health and recurrent health expenditure, by funding source, by 
State and Territory, 2008-09  

**Table NHA.66.3 Public health and recurrent health expenditure, by funding source, by 
State and Territory, 2007-08  

*table contains revised data for 2008-09. **table contains revised data for 2007-08. 

 
Box 129 Comment on data quality 
The DQS for this indicator has been prepared by the AIHW and is included in its 
original form in the section of this report titled ‘Data Quality Statements’. Key points 
from the DQS are summarised below. 

• The data provide relevant information on public health program expenditure as a 
proportion of total health expenditure. Data are available by State and Territory. 

• Annual data are available. The most recent available data are for 2009-10. Revised 
data for 2008-09 and 2007-08 have been provided as continuous backcasting of 
expenditure data is required. 

• Health expenditure funded by the states and territories excludes expenditure by 
non-government sources that cannot be allocated to individual activities. The scope 
of public health expenditure is limited to State and Territory health department 
expenditure. It also excludes any expenditure on public health activities undertaken 
or funded by the Department of Veterans’ Affairs. 

• Data are of acceptable accuracy. 

• Data are comparable over time.  

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee has no additional issues for noting with this indicator.  
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Indicator 67 — Capital expenditure on health and aged care facilities 
as a proportion of capital consumption expenditure on health and 
aged care facilities 

 
Key amendments 
from second cycle 
of reporting: 
 

Local government expenditure is included in data for the first time this 
year.  
Revised data are provided for all prior years reported.  
 

Outcome area: 
 

Sustainability 

Progress measure: 
 

Allocation of health and aged care expenditure 

Interim measure: 
 

Government funded capital expenditure on publicly-owned health and 
aged care facilities as a proportion of government funded capital 
consumption expenditure on publicly-owned health and aged care 
facilities 
 
The measure is defined as: 
• numerator — government gross fixed capital formation on publicly 

owned health and aged care facilities 
• denominator — government funded capital consumption expenditure 

on publicly-owned health and aged care facilities 
and is presented as a ratio 
 
Capital expenditure on health and aged care facilities as defined by the 
Australian Bureau of Statistics (ABS) Government Finance Statistics 
Limited to government expenditure on publicly-funded facilities 
 

Data source: 
 

Numerator and denominator — AIHW health expenditure database 
based on ABS Government Finance Statistics data (capital expenditure 
and capital consumption) 
 
Data are available annually 
 

Data provider: 
 

AIHW 
 

Data availability: 
 

2009-10 
2008-09 and 2007-08 [continuous backcasting required for expenditure 
data] 
 

Cross tabulations 
provided: 
 

State and Territory 
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Box 130 Results 
For this report, new data for this indicator are available for 2009-10. 

• Data by State and Territory are presented in table NHA.67.1. 

Data for 2008-09 and 2007-08 have been revised. 

• Revised 2008-09 data are presented in table NHA.67.2. 

• Revised 2007-08 data are presented in table NHA.67.3   
 

Attachment tables 
Table NHA.67.1 Capital expenditure on health and aged care facilities to capital 

consumption expenditure on health and aged care facilities, by State and 
Territory, 2009-10   

*Table NHA.67.2 Capital expenditure on health and aged care facilities to capital 
consumption expenditure on health and aged care facilities, by State and 
Territory, 2008-09   

**Table NHA.67.3 Capital expenditure on health and aged care facilities to capital 
consumption expenditure on health and aged care facilities, by State and 
Territory, 2007-08   

*table contains revised data for 2008-09 **table contains revised data for 2007-08 

 
Box 131 Comment on data quality 
The DQS for this indicator has been prepared by the AIHW and is included in its 
original form in the section of this report titled ‘Data Quality Statements’. Key points 
from the DQS are summarised below. 

• The data provide relevant information on capital expenditure on health and aged 
care facilities as a proportion of capital consumption expenditure on health and 
aged care facilities. State and Territory data are available. 

• Annual data are available. The most recent available data are for 2009-10. Revised 
data have been provided for 2008-09 and 2007-08 as continuous backcasting of 
expenditure data is required. 

• Data are of acceptable accuracy. 

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee also notes the following issue: 

• Data are limited to government expenditure on publicly funded facilities. Further 
work is required to expand the scope to include private facilities.  
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Indicator 68 — Proportion of health expenditure spent on health 
research and development 

 
Key amendments 
from second cycle 
of reporting: 
 

Revised data are provided for all years, including the baseline.  
 

Outcome area: 
 

Sustainability 

Progress measure: 
 

Allocation of health and aged care expenditure 

Measure: 
 

Proportion of health expenditure spent on health research and 
development 
 
The measure is defined as: 
• numerator — health research and experimental development 

expenditure 
• denominator — total recurrent health expenditure 
and is presented as a percentage 
 
Health research and development expenditure comprises health research 
expenditure, undertaken at tertiary institutions, in private non-profit 
organisations and in government facilities that has a health 
socioeconomic objective, excluding that funded by private business 
 
Excludes commercially oriented research carried out or funded by private 
business, the costs of which are assumed to be included in the prices 
charged for the goods and services 
 

Data source: 
 

Numerator — AIHW health expenditure database (AIHW estimates are 
based on ABS Surveys of research and experimental development 
available every second year with estimates interpolated in between years 
[8111.0 Research and Experimental Development, Higher Education 
Organisations; and 8109.0 Research and Experimental Development, 
Government and Private Non-Profit, Australia]) 
 
Denominator — AIHW health expenditure database 
 
Data are available annually (survey data are collected every two years) 
 

Data provider: 
 

AIHW 
 

Data availability: 
 

2009-10 
2008-09 and 2007-08 [revised]  
 

Cross tabulations 
provided: 
 

State and Territory by: 
− funding source 

 
 



  
 

 NATIONAL 
HEALTHCARE 
AGREEMENT 

243

 

 
Box 132 Results 
For this report, new data for this indicator are available for 2009-10. 

• Data by State and Territory and funding source are presented in table NHA.68.1. 

Data for 2008-09 and 2007-08 have been revised. 

• Revised 2008-09 data are presented in table NHA.68.2. 

• Revised 2007-08 data are presented in table NHA.68.3.  
 

Attachment tables 
Table NHA.68.1 Health expenditure on health research and development, by State and 

Territory, 2009-10   

*Table NHA.68.2 Health expenditure on health research and development, by State and 
Territory, 2008-09   

**Table NHA.68.3 Health expenditure on health research and development, by State and 
Territory, 2007-08   

*table contains revised data for 2008-09. **table contains revised data for 2007-08. 



   

244 SCRGSP REPORT TO 
CRC DECEMBER 2011 

 

 

 
Box 133 Comment on data quality 
The DQS for this indicator has been prepared by the AIHW and is included in its 
original form in the section of this report titled ‘Data Quality Statements’. Key points 
from the DQS are summarised below. 

• The data provide relevant information on the proportion of total health expenditure 
spent on health research and development. State and Territory data are available. 

• Annual data are available. The most recent available data are for 2009-10. Revised 
data for 2008-09 and 2007-08 have been provided as continuous backcasting of 
expenditure data is required. 

• The estimates of research and development are based on the ABS Research and 
Experimental Development Surveys, which are conducted biennially. Data from the 
2008 survey was extrapolated to estimate expenditure on health research for 
2009-10. 

• Data are of acceptable accuracy. 

• Disaggregation by State and Territory is by the location of health research 
expenditure, not by funding source. 

• Data are comparable over time.  

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee also notes the following issue: 

• The extrapolated results for 2009-10 should be treated with caution pending 
availability of new ABS data.  
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Indicator 69 — Cost per casemix adjusted separation 
 

Key amendments 
from second cycle 
of reporting: 
 

Revised data are provided for all prior years reported.  
 

Outcome area: 
 

Sustainability 

Progress measure: 
 

Cost per casemix adjusted separation for both acute and non-acute care 
episodes 
 

Interim measure: 
 

Average cost per casemix adjusted separation for acute and non-acute 
care in public and private hospitals  
 
The measure is defined as: 
• numerator — total reported recurrent expenditure (excluding 

depreciation) multiplied by the admitted patient cost proportion** 
reported for each hospital 

• denominator — total casemix adjusted separations reported for acute 
and non-acute care in public hospitals  

and is expressed in dollars 
 
Total separations excludes newborns without qualified days, and records 
that do not relate to admitted patients (hospital boarders and posthumous 
organ procurement) 
Data currently limited to public hospitals. 
National Hospital Cost Data Collection (NHCDC) cost weights for the 
reporting year (or most recently available) will be used to calculate 
casemix-adjusted separations. 
 
Casemix adjustment is based on Australian Refined Diagnosis Related 
Group (AR-DRG) assigned to each separation 
 
Data are not comparable over time due to changes in the DRG and cost 
weights between years. Data are provided in both current and constant 
prices (using the ABS [unpublished] Government Final Consumptions 
Expenditure, State and Local – Hospitals and Nursing Homes deflator) 
 
**the estimated proportion of total hospital expenditure that relates to 
admitted patient care 
 

Data source: 
 

Numerator — National Public Hospital Establishments Database 
(NPHED) 
 
Denominator — Admitted Patient Care National Minimum Data Set (APC 
NMDS) and National Hospital Cost Data Collection (NHCDC) 
 
Data are available annually for public hospitals (NPHED). [Data are 
available every two years for private hospitals (PHS), although current 
reporting is limited to public hospitals] 
 

Data provider: AIHW  
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Data availability: 
 

2009-10 
2008-09 and 2007-08 [revised]  
 

Cross tabulations 
provided: 
 

State and Territory, by public hospital peer group (previous years data 
also presented in current and constant prices)  

 
Box 134 Results 
For this report, new data for this indicator are available for 2009-10. 

• Data by State and Territory and peer group are presented in table NHA.69.1. 

Data for 2008-09 and 2007-08 have been revised. 

• Revised 2008-09 data are presented in table NHA.69.2. 

• Revised 2007-08 data are presented in table NHA.69.3.   
 

Attachment tables 
Table NHA.69.1 Average cost per casemix adjusted separation, by hospital peer group, by 

State and Territory, 2009-10 ($)    

*Table NHA.69.2 Average cost per casemix adjusted separation, by hospital peer group, by 
State and Territory, 2008-09 ($)    

**Table NHA 69.3 Average cost per casemix adjusted separation, by hospital peer group, by 
State and Territory, 2007-08 ($)    

*table contains revised data for 2008-09. **table contains revised data for 2007-08. 
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Box 135 Comment on data quality 
The DQS for this indicator has been prepared by the AIHW and is included in its 
original form in the section of this report titled ‘Data Quality Statements’. Key points 
from the DQS are summarised below. 

• The data provide relevant information on the average cost per casemix adjusted 
separation in public hospitals.  

• State and Territory data are available for public hospitals for selected peer groups 
(principal referral and specialist women’s and children’s hospitals, large and 
medium hospital and small acute hospitals). Data are not available for private 
hospitals.  

• Public hospital data exclude small non-acute hospitals, multi-purpose services, 
hospices, rehabilitation hospitals, mothercraft hospitals, other non-acute hospitals 
and psychiatric hospitals. 

• Annual data are available. The most recent available data are for 2009-10. Revised 
data have been provided for 2008-09 and 2007-08 as continuous backcasting of 
expenditure data is required. 

• Data are of acceptable accuracy. Capital costs are excluded from the numerator, 
which affects the calculation of the total average cost per casemix adjusted 
separation. Patients other than public patients treated privately at in-scope hospitals 
are excluded from these data. The proportions of patients other than public patients 
vary across states and territories, and the estimation of medical costs for these 
patients (undertaken to adjust expenditure to resemble what it would be if all 
patients had been public patients) is subject to error. 

• There is no agreed methodology for time series analysis. Costs per casemix 
adjusted separation may be affected by changes to the AR-DRG, ICD-10-AM codes 
and cost weights.  

• Detailed explanatory notes are publicly available to assist in the interpretation of 
results. 

• Additional data from the data source are available on-line, and on request. 

The Steering Committee also notes the following issues: 

• Data do not include all public hospitals or any private hospitals. The scope has been 
limited to public hospitals that have predominately acute care admitted patient 
activity in order to ensure comparable reporting. Consideration should be given to 
expanding reporting to all hospitals, reported by hospital type (public and private). 

• A proposed method to provide time series data was developed by the AIHW (using 
a single version of the AR-DRG and holding prices constant) was not agreed by the 
National Health Information Standards and Statsitics Committee (NHISSC). The 
development of an agreed method to measure change in the cost per casemix 
adjusted separation over time is a priority.   
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Indicator 70 — Accredited and filled clinical training positions 

 
Key amendments 
from second cycle 
of reporting: 
 

No amendments have been made 

Outcome area: 
 

Sustainability 

Output measure: 
 

Number of accredited and filled clinical training positions 

Measure: 
 

Number of accredited and filled clinical training positions, by 
undergraduate/graduate status 
 
Will apply to medical practitioners only 
 
A measure for this indicator has yet to be developed 
 

Data source: 
 

No data source currently available 

Data provider: 
 

Nil 

Data availability: 
 

Data not currently available  
 

Cross tabulations 
provided: 
 

Nil 

 
Box 136 Comment on data quality 
There is currently no agreed measure, nor data available, to inform this indicator. 

The national health workforce agency, Health Workforce Australia, has been tasked 
with producing Australia’s first national database on accredited and filled clinical 
training positions.  
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Table NHA.2.5 Age-standardised rates per 100 000 population for notifications of new cases of
sexually transmissible infections and blood-borne viruses, by gender, Indigenous
status, remoteness and SEIFA quintiles, by State and Territory, 2008

NHA Indicator 3

Table NHA.3.1 Incidence of end-stage kidney disease, by sex, by State and Territory, 2004—2007 

Table NHA.3.2 Incidence of end-stage kidney disease, by sex 2007, remoteness, and SEIFA deciles
2005-2007, and by Indigenous status, 2004–2007 

NHA Indicator 4

Table NHA.4.1 Incidence of selected cancers, by State and Territory, 2008

Table NHA.4.2 Incidence of selected cancers by Indigenous status, by State and Territory, 2008

Table NHA.4.3 Incidence of selected cancers by remoteness area, by State and Territory, 2008 

Table NHA.4.4 Incidence of selected cancers by SES based on SEIFA quintiles, by State and
Territory, 2008 

Table NHA.4.5 Incidence of selected cancers by SES based on SEIFA deciles, National, 2008 

Table NHA.4.6 Incidence of selected cancers by remoteness area, by State and Territory, 2007 

Table NHA.4.7 Incidence of selected cancers by SES based on SEIFA quintiles, by State and
Territory, 2007 

Table NHA.4.8 Incidence of selected cancers by SES based on SEIFA deciles, National, 2007 

Table NHA.4.9 Incidence of selected cancers by remoteness area, by State and Territory, 2006 

Table NHA.4.10 Incidence of selected cancers by SES based on SEIFA quintiles, by State and
Territory, 2006 

Table NHA.4.11 Incidence of selected cancers by SES based on SEIFA deciles, National, 2006 

Table NHA.4.12 Incidence of selected cancers by Indigenous status, totals, 2007 and 2006

NHA Indicator 5

NHA Indicator 6

NHA Indicator 7

NHA Indicator 8

NHA Indicator 9

Table NHA.9.1 Proportion of children aged five years who were fully vaccinated, by Indigenous status,
remoteness and SEIFA quintiles, by State and Territory, 30 June 2011 
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Table NHA.9.2 Proportion of children aged five years who were fully vaccinated, by SEIFA deciles,
National, 30 June 2011 

Table NHA.9.3 Proportion of children aged five years who were fully vaccinated, by Indigenous status,
remoteness and SEIFA quintiles, by State and Territory, 30 June 2010 

Table NHA.9.4 Proportion of children aged five years who were fully vaccinated, by SEIFA deciles,
National, 30 June 2010 

Table NHA.9.5 Proportion of older adults vaccinated against influenza and pneumoccoccal disease,
by remoteness and SEIFA quintiles, by State and Territory, 2006 

NHA Indicator 10

Table NHA.10.1 Breast cancer screening rates for women aged 50 to 69 years participating in
BreastScreen programs, by remoteness and SEIFA quintiles, by State and Territory,
January 2009 to December 2010 

Table NHA.10.2 Breast cancer screening rates for women aged 50 to 69 years participating in
BreastScreen programs, by Indigenous status and SEIFA deciles, National, January
2009 to December 2010 

Table NHA.10.3 Breast cancer screening rates for women aged 50 to 69 years participating in
BreastScreen programs, by remoteness and SEIFA quintiles, by State and Territory,
January 2008 to December 2009 

Table NHA.10.4 Breast cancer screening rates for women aged 50 to 69 years participating in
BreastScreen programs, by Indigenous status and SEIFA deciles, National, January
2008 to December 2009 

NHA Indicator 11

Table NHA.11.1 Cervical screening rates among women aged 20 to 69 years, by remoteness and
SEIFA quintiles, by State and Territory, January 2009 to December 2010 

Table NHA.11.2 Cervical screening rates among women aged 20 to 69 years, SEIFA deciles, National,
January 2009 to December 2010 

Table NHA.11.3 Cervical screening rates among women aged 20 to 69 years, by remoteness and
SEIFA quintiles, by State and Territory, January 2008 to December 2009 

Table NHA.11.4 Cervical screening rates among women aged 20 to 69 years, SEIFA deciles, National,
January 2008 to December 2009 

NHA Indicator 12

Table NHA.12.1 Bowel cancer screening rates for people aged 50, 55 and 65 years participating in the
National Bowel Cancer Screening Program, by sex, target age, by State and Territory,
2010 

Table NHA.12.2 Bowel cancer screening rates for people aged 50, 55 and 65 years participating in the
National Bowel Cancer Screening Program, by remoteness of residence and SEIFA
quintiles, by State and Territory, 2010 

Table NHA.12.3 Bowel cancer screening rates for people aged 50, 55 and 65 years participating in the
National Bowel Cancer Screening Program, by SEIFA deciles, National, 2010 

Table NHA.12.4 Bowel cancer screening rates for people aged 50, 55 and 65 years participating in the
National Bowel Cancer Screening Program, by remoteness of residence and SEIFA
quintiles, by State and Territory, 2009 

Table NHA.12.5 Bowel cancer screening rates for people aged 50, 55 and 65 years participating in the
National Bowel Cancer Screening Program, by SEIFA deciles, National, 2009 
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Table NHA.12.6 Bowel cancer screening rates for people aged 50, 55 and 65 years participating in the
National Bowel Cancer Screening Program, by remoteness of residence and SEIFA
quintiles, by State and Territory, 2008 

Table NHA.12.7 Bowel cancer screening rates for people aged 50, 55 and 65 years participating in the
National Bowel Cancer Screening Program, by SEIFA deciles, National, 2008 

NHA Indicator 13

Table NHA.13.1 Proportion of children receiving a 4th year developmental health check, by health
check type, remoteness and SEIFA quintiles, by State and Territory, 2010-11 

Table NHA.13.2 Proportion of children receiving a 4th year developmental health check, by SEIFA
deciles, National, 2010-11 

NHA Indicator 14

Table NHA.14.1 Reported waiting time to see a GP for an urgent appointment, by remoteness, by
State and Territory, 2010-11 (per cent) 

Table NHA.14.2 Reported waiting time to see a GP for an urgent appointment, by remoteness, by
State and Territory, 2010-11, relative standard errors and confidence intervals (per
cent) 

Table NHA.14.3 Reported waiting time to see a GP for an urgent appointment, by remoteness, by
State and Territory, 2010-11 (number) 

Table NHA 14.4 Reported waiting time to see a GP for an urgent appointment, by remoteness,
National, 2010-11 

Table NHA.14.5 Waiting time for GPs for an urgent appointment, by SEIFA deciles, 2010-11 

NHA Indicator 15

NHA Indicator 16

Table NHA.16.1 Proportion of people who reported delaying or not seeing a GP in the last 12 months
because of cost, by State and Territory and remoteness, 2010-11 

Table NHA.16.2 Proportion of people who reported delaying or not seeing a medical specialist in the
last 12 months because of cost, by State and Territory and remoteness, 2010-11 

Table NHA.16.3 Proportion of people who reported delaying or not getting a prescription filled in the
last 12 months because of cost, by State and Territory and remoteness, 2010-11 

Table NHA.16.4 Proportion of people who reported delaying or not seeing a dental professional in the
last 12 months because of cost, by remoteness by State and Territory, 2010-11 

Table NHA.16.5 Proportion of people who reported delaying or not seeing a dental professional in the
last 12 months because of cost, by remoteness, 2010-11 

Table NHA.16.6 Proportion of people who reported delaying or not having a pathology or imaging test
in the last 12 months because of cost, by State and Territory and remoteness, 2010-
11 

Table NHA.16.7 Proportion of people who reported delaying or not accessing selected healthcare in
the last 12 months due to cost, by type of healthcare, by SEIFA deciles, 2010-11 

NHA Indicator 17

NHA Indicator 18
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Table NHA.18.1 Estimated life expectancy at birth by sex, by State and Territory, 2008–2010 (years) 

NHA Indicator 19

Table NHA.19.1 All causes, infant and child mortality (less than one year, 1–4 years, and 0–4 years),
2007, 2008, 2009 and 2010 

Table NHA.19.2 All causes infant and child mortality, by age group, by State and Territory, 2008–2010 

Table NHA.19.3 All causes infant (<1 year) mortality, by Indigenous status, NSW, Queensland, WA,
SA, NT and Total, 2006–2010 

Table NHA.19.4 All causes child (1–4 years) mortality, by Indigenous status, NSW, Queensland, WA,
SA, NT and Australia, 2006–2010 

Table NHA.19.5 All causes child (0–4 years) mortality, by Indigenous status, NSW, Queensland, WA,
SA, NT and Australia, 2006–2010 

NHA Indicator 20

Table NHA.20.1 Age-standardised mortality rates of potentially avoidable deaths, under 75 years, by
State and Territory, 2009 

Table NHA.20.2 Age-standardised mortality rates of potentially avoidable deaths, under 75 years, by
Indigenous status, National, 2009 

Table NHA.20.3 Age-standardised mortality rates of potentially avoidable deaths, under 75 years, by
Indigenous status, NSW, Queensland, WA, SA, NT, 2005–2009 

Table NHA.20.4 Age-standardised mortality rates of potentially avoidable deaths, under 75 years, by
State and Territory, 2008 

Table NHA.20.5 Age-standardised mortality rates of potentially avoidable deaths, under 75 years, by
Indigenous status, 2008 

Table NHA.20.6 Age-standardised mortality rates of potentially avoidable deaths, under 75 years, by
State and Territory, 2007 

Table NHA.20.7 Age-standardised mortality rates of potentially avoidable deaths, under 75 years, by
Indigenous status, 2007 

NHA Indicator 21

Table NHA.21.1 Proportion of people receiving clinical mental health services, by service type, by State
and Territory, 2009-10

Table NHA.21.2 Proportion of people receiving clinical mental health services, by service type and
Indigenous status, by State and Territory, 2009-10

Table NHA.21.3 Proportion of people receiving clinical mental health services, by service type and
remoteness area, by State and Territory, 2009-10 

Table NHA.21.4 Proportion of people receiving clinical mental health services, by service type and
SEIFA quintiles, by State and Territory, 2009-10 

Table NHA.21.5 Proportion of people receiving clinical mental health services, by service type and age,
by State and Territory, 2009-10

Table NHA.21.6 Proportion of people receiving clinical mental health services by service, type and
SEIFA deciles, National, 2009-10 (per cent) 

Table NHA.21.7 Proportion of people receiving clinical mental health services, by service type, by State
and Territory, 2008-09
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Table NHA.21.8 Proportion of people receiving clinical mental health services, by service type and
Indigenous status, by State and Territory, 2008-09

Table NHA.21.9 Proportion of people receiving clinical mental health services, by service type and
remoteness area, by State and Territory, 2008-09 

Table NHA.21.10 Proportion of people receiving clinical mental health services, by service type and
SEIFA quintiles, by State and Territory, 2008-09 

Table NHA.21.11 Proportion of people receiving clinical mental health services, by service type and age,
by State and Territory, 2008-09

Table NHA.21.12 Proportion of people receiving clinical mental health services by service, type and
SEIFA deciles, National, 2008-09 (per cent) 

Table NHA.21.13 Proportion of people receiving clinical mental health services, by service type, by State
and Territory, 2007-08

Table NHA.21.14 Proportion of people receiving clinical mental health services, by service type and
Indigenous status, by State and Territory, 2007-08

Table NHA.21.15 Proportion of people receiving clinical mental health services, by service type and
remoteness area, by State and Territory, 2007-08 

Table NHA.21.16 Proportion of people receiving clinical mental health services, by service type and
SEIFA quintiles, by State and Territory, 2007-08 

Table NHA.21.17 Proportion of people receiving clinical mental health services, by service type and age,
by State and Territory, 2007-08

Table NHA.21.18 Proportion of people receiving clinical mental health services by service, type and
SEIFA deciles, National, 2007-08 (per cent) 

NHA Indicator 22

Table NHA.22.1 Selected potentially preventable hospitalisations, by State and Territory, 2009-10 

Table NHA.22.2 Selected potentially preventable hospitalisations, by Indigenous status, remoteness
and SEIFA quintiles, by State and Territory, 2009-10 

Table NHA.22.3 Selected potentially preventable hospitalisations, by SEIFA deciles, National, 2009-10 

Table NHA.22.4 Supplementary measure a) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (additional diagnoses
only), by State and Territory, 2009-10 

Table NHA.22.5 Supplementary measure a) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (additional diagnoses
only), by Indigenous status, remoteness and SEIFA quintiles, by State and Territory,
2009-10

Table NHA.22.6 Supplementary measure a) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (additional diagnoses
only), by SEIFA deciles, National, 2009-10 

Table NHA.22.7 Supplementary measure b) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (all diagnoses), by State
and Territory, 2009-10 

Table NHA.22.8 Supplementary measure b) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (all diagnoses), by
Indigenous status, remoteness and SEIFA quintiles, by State and Territory, 2009-10
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Table NHA.22.9 Supplementary measure b) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes compliations (all diagnoses), by SEIFA
deciles, 2009-10 

Table NHA.22.10 Supplementary measure a) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (additional diagnoses
only), by State and Territory, 2008-09 

Table NHA.22.11 Supplementary measure a) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (additional diagnoses
only), by Indigenous status, remoteness and SEIFA quintiles, by State and Territory,
2008-09

Table NHA.22.12 Supplementary measure a) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (additional diagnoses
only), by SEIFA deciles, National, 2008-09 

Table NHA.22.13 Supplementary measure b) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (all diagnoses), by State
and Territory, 2008-09 

Table NHA.22.14 Supplementary measure b) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (all diagnoses), by
Indigenous status, remoteness and SEIFA quintiles, by State and Territory, 2008-09

Table NHA.22.15 Supplementary measure b) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes compliations (all diagnoses), by SEIFA
deciles, 2008-09 

Table NHA.22.16 Selected potentially preventable hospitalisations, by Indigenous status, remoteness
and SEIFA quintiles, by State and Territory, 2007-08 

Table NHA.22.17 Supplementary measure a) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (additional diagnoses
only), by State and Territory, 2007-08 

Table NHA.22.18 Supplementary measure a) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (additional diagnoses
only), by Indigenous status, remoteness and SEIFA quintiles, by State and Territory,
2007-08

Table NHA.22.19 Supplementary measure a) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (additional diagnoses
only), by SEIFA deciles, National, 2007-08 

Table NHA.22.20 Supplementary measure b) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (all diagnoses), by State
and Territory, 2007-08 

Table NHA.22.21 Supplementary measure b) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes complications (all diagnoses), by
Indigenous status, remoteness and SEIFA quintiles, by State and Territory, 2007-08 

Table NHA.22.22 Supplementary measure b) Selected potentially preventable hospitalisations excluding
dehydration and gastroenteritis and diabetes compliations (all diagnoses), by SEIFA
deciles, 2007-08 

NHA Indicator 23
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Table NHA.23.1 Selected potentially avoidable GP-type presentations to emergency departments, by
State and Territory, 2010-11 (number) 

Table NHA.23.2 Selected potentially avoidable GP-type presentations to emergency departments, by
Indigenous status, remoteness and SEIFA quintiles, by State and Territory, 2010-11
(number) 

Table NHA.23.3 Selected potentially avoidable GP-type presentations to emergency departments, by
SEIFA deciles, National, 2010-11 (number) 

Table NHA.23.4 Emergency department presentations, by hospital peer group, by State and Territory,
2010-11 (number) 

Table NHA.23.5 Selected potentially avoidable GP-type presentations to emergency departments, by
State and Territory, 2009-10 (number) 

Table NHA.23.6 Selected potentially avoidable GP-type presentations to emergency departments, by
Indigenous status, remoteness and SEIFA quintiles, by State and Territory, 2009-10
(number) 

Table NHA.23.7 Selected potentially avoidable GP-type presentations to emergency departments, by
SEIFA deciles, National, 2009-10 (number) 

Table NHA.23.8 Emergency department presentations, by hospital peer group, by State and Territory,
2009-10 (number) 

NHA Indicator 24

Table NHA.24.1 GP-type service use, by Indigenous status, remoteness and SEIFA quintiles, by State
and Territory, 2010-11 

Table NHA.24.2 GP-type service use, by SEIFA deciles, National, 2010-11 

Table NHA.24.3 GP-type service use, by Indigenous status, remoteness and SEIFA quintiles, by State
and Territory, 2009-10 

Table NHA.24.4 GP-type service use, by SEIFA deciles, National, 2009-10 

Table NHA.24.5 GP-type service use, by Indigenous status, remoteness and SEIFA quintiles, by State
and Territory, 2008-09 

Table NHA.24.6 GP-type service use, by SEIFA deciles, National, 2008-09 

NHA Indicator 25

Table NHA.25.1 Specialist services, by Indigenous status, remoteness and SEIFA quintiles, by State
and Territory, 2010-11 

Table NHA.25.2 Specialist services, by SEIFA deciles, National, 2010-11 

Table NHA.25.3 Specialist services, by Indigenous status, remoteness and SEIFA quintiles, by State
and Territory, 2009-10 

Table NHA.25.4 Specialist services, by SEIFA deciles, National, 2009-10 

Table NHA.25.5 Specialist services, by Indigenous status, remoteness and SEIFA quintiles, by State
and Territory, 2008-09 

Table NHA.25.6 Specialist services, by SEIFA deciles, National, 2008-09 

NHA Indicator 26

Table NHA.26.1 Use of dental services, by provider and service type, by State and Territory, 2010 

Table NHA.26.2 Use of dental services, by provider and service type, by remoteness and SEIFA
quintiles, National, 2010 
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NHA Indicator 27

Table NHA.27.1 Optometry services, by Indigenous status, remoteness and SEIFA quintiles, by State
and Territory, 2010-11 

Table NHA.27.2 Optometry services, by SEIFA deciles, National, 2010-11 

Table NHA.27.3 Optometry services, by Indigenous status, remoteness and SEIFA quintiles, by State
and Territory, 2009-10 

Table NHA.27.4 Optometry services, by SEIFA deciles, National, 2009-10 

Table NHA.27.5 Optometry services, by Indigenous status, remoteness and SEIFA quintiles, by State
and Territory, 2008-09 

Table NHA.27.6 Optometry services, by SEIFA deciles, National, 2008-09 

NHA Indicator 28

Table NHA.28.1 Community mental health service contacts provided by public sector community
mental health services, by sex, Indigenous status, remoteness and SEIFA quintiles,
by State and Territory, 2009-10 

Table NHA.28.2 Community mental health service contacts provided by public sector community
mental health services by sex and age, by State and Territory, 2009-10

Table NHA.28.3 Community mental health service contacts provided by public sector community
mental health services, by SEIFA deciles, National, 2009-10 

Table NHA.28.4 Community mental health service contacts provided by public sector community
mental health services, by sex, Indigenous status, remoteness and SEIFA quintiles,
by State and Territory, 2008-09 

Table NHA.28.5 Community mental health service contacts provided by public sector community
mental health services, by sex, Indigenous status, remoteness and SEIFA quintiles,
by State and Territory, 2007-08

NHA Indicator 29

Table NHA.29.1 Rate of ambulatory mental health services provided, by MBS / DVA service stream, by
State and Territory, 2010-11 

Table NHA.29.2 Rate of ambulatory mental health services provided, by sex, Indigenous status,
remoteness and SEIFA quintiles, by State and Territory, 2010-11 

Table NHA.29.3 Rate of ambulatory mental health services provided, by age and sex, by State and
Territory, 2010-11 

Table NHA.29.4 Rate of ambulatory mental health services provided, by SEIFA deciles, National, 2010-
11 

Table NHA.29.5 Rate of ambulatory mental health services provided, by MBS/DVA service stream, by
State and Territory, 2009-10 

Table NHA.29.6 Rate of ambulatory mental health services provided, by sex, Indigenous status,
remoteness and SEIFA quintiles, by State and Territory, 2009-10 

Table NHA.29.7 Rate of ambulatory mental health services provided, by age and sex, by State and
Territory, 2009-10 

Table NHA.29.8 Rate of ambulatory mental health services provided, by SEIFA deciles, National, 2009-
10 

Table NHA.29.9 Rate of ambulatory mental health services provided, by MBS/DVA service stream, by
State and Territory, 2008-09 
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Table NHA.29.10 Rate of ambulatory mental health services provided, by sex, Indigenous status,
remoteness and SEIFA quintiles, by State and Territory, 2008-09 

Table NHA.29.11 Rate of ambulatory mental health services provided, by age and sex, by State and
Territory, 2008-09 

Table NHA.29.12 Rate of ambulatory mental health services provided, by SEIFA deciles, National, 2008-
09 

NHA Indicator 30

Table NHA.30.1 Proportion of people with diabetes with a GP annual cycle of care, by remoteness and
SEIFA quintiles, by State and Territory, 2010-11 (per cent)

Table NHA.30.2 Proportion of people with diabetes with a GP annual cycle of care, by SEIFA deciles,
National, 2010-11 (per cent) 

Table NHA.30.3 Proportion of people with diabetes with a GP annual cycle of care, by remoteness and
SEIFA quintiles, by State and Territory, 2009-10 (per cent)

Table NHA.30.4 Proportion of people with diabetes with a GP annual cycle of care, by SEIFA deciles,
National, 2009-10 (per cent) 

Table NHA.30.5 Proportion of people with diabetes with a GP annual cycle of care, by remoteness and
SEIFA quintiles, by State and Territory, 2008-09 (per cent)

Table NHA.30.6 Proportion of people with diabetes with a GP annual cycle of care, by SEIFA deciles,
National, 2008-09 (per cent) 

NHA Indicator 31
NHA Indicator 32
Table NHA.32.1 People with mental illness aged 16—84 years with GP treatment plans, by State and

Territory, 2010-11   
Table NHA.32.2 People with mental illness with GP treatment plans, by age, by State and Territory,

2010-11  
Table NHA.32.3 People with mental illness aged 16—84 years with GP treatment plans, by

remoteness and SEIFA quintiles, National, 2010-11   
Table NHA.32.4 People with mental illness aged 16—84 years with GP treatment plans, by State and

Territory, 2009-10   
Table NHA.32.5 People with mental illness with GP treatment plans, by age, by State and Territory,

2009-10  
Table NHA.32.6 People with mental illness aged 16—84 years with GP treatment plans, by

remoteness and SEIFA quintiles, National, 2009-10   
Table NHA.32.7 People with mental illness aged 16—84 years with GP treatment plans, by State and

Territory, 2008-09   
Table NHA.32.8 People with mental illness with GP treatment plans, by age, by State and Territory,

2008-09  
Table NHA.32.9 People with mental illness aged 16—84 years with GP treatment plans, by

remoteness and SEIFA quintiles, National, 2008-09   
NHA Indicator 33
Table NHA.33.1 Proportion of pregnancies with an antenatal visit in the first trimester, remoteness and

SEIFA quintiles, by State and Territory, 2009    
Table NHA.33.2 Proportion of pregnancies with an antenatal visit in the first trimester, by SEIFA

deciles, National, 2009 (per cent)   
Table NHA.33.3 Age standardised rate of women who gave birth and attended at least one antenatal

visit in the first trimester, by Indigenous status, by State and Territory, 2009, 2008,
2007    

NHA Indicator 34
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Table NHA.34.1 Waiting times for elective surgery in public hospitals, by State and Territory, 2010-11
(days)  

Table NHA.34.2 Waiting times for elective surgery in public hospitals, by procedure and hospital peer
 group, by State and Territory, 2010-11 (days) 

Table NHA.34.3 Waiting times for elective surgery in public hospitals, by Indigenous status and
procedure, by State and Territory, 2010-11 (days)

Table NHA.34.4 Waiting times for elective surgery in public hospitals, by procedure and hospital peer
group, by State and Territory, 2009-10 (days)  

Table NHA.34.5 Waiting times for elective surgery in public hospitals, by Indigenous status and
procedure, by State and Territory, 2009-10 (days)   

Table NHA.34.6 Waiting times for elective surgery in public hospitals, by remoteness area, by State
and Territory, 2009-10 (days)    

Table NHA.34.7 Waiting times for elective surgery in public hospitals, by SEIFA quintiles, by State and
Territory, 2009-10 (days)  

Table NHA.34.8 Waiting times for elective surgery in public hospitals, by SEIFA deciles, National, 2009-
10 (days)    

Table NHA.34.9 Waiting times for elective surgery in public hospitals, by procedure and hospital peer
group, by State and Territory, 2008-09 (days)  

Table NHA.34.10 Waiting times for elective surgery in public hospitals, by procedure and hospital peer
group, by State and Territory, 2007-08 (days)  

NHA Indicator 35
Table NHA.35.1 Patients treated within national benchmarks for emergency department waiting time,

by State and Territory, 2010-11  
Table NHA.35.2 Patients treated within national benchmarks for emergency department waiting time,

by State and Territory, 2010-11  
Table NHA.35.3 Patients treated within national benchmarks for emergency department waiting time,

by Indigenous status, by State and Territory, 2010-11   
Table NHA.35.4 Patients treated within national benchmarks for emergency department waiting time,

by remoteness area, by State and Territory, 2010-11    
Table NHA.35.5 Patients treated within national benchmarks for emergency department waiting time,

by SEIFA quintiles, by State and Territory, 2010-11    
Table NHA.35.6 Patients treated within national benchmarks for emergency department waiting time,

by SEIFA deciles, National, 2010-11    
Table NHA.35.7 Patients treated within national benchmarks for emergency department waiting time,

by hospital peer group, by State and Territory, 2009-10 
Table NHA.35.8 Patients treated within national benchmarks for emergency department waiting time,

by Indigenous status, by State and Territory, 2009-10 
Table NHA.35.9 Patients treated within national benchmarks for emergency department waiting time,

by remoteness, by State and Territory, 2009-10    
Table NHA.35.10 Patients treated within national benchmarks for emergency department waiting time,

by SEIFA quintiles, by State and Territory, 2009-10   
Table NHA.35.11 Patients treated within national benchmarks for emergency department waiting time,

by SEIFA deciles, National, 2009-10   
NHA Indicator 36
NHA Indicator 37
NHA Indicator 38
NHA Indicator 39
Table NHA.39.1 Episodes of Staphylococcus aureus (including MRSA) bacteraemia (SAB) in acute

care hospitals, by MRSA and MSSA, by State and Territory, 2010-11 
Table NHA.39.2 Episodes of Staphylococcus aureus (including MRSA) bacteraemia (SAB) in acute

care hospitals, by MRSA and MSSA, by State and Territory, 2009-10 
NHA Indicator 40
NHA Indicator 41
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Table NHA.41.1 Separations for falls resulting in patient harm in hospitals, by Indigenous status,
hospital sector, remoteness and SEIFA quintiles, by State and Territory, 2009-10 

Table NHA.41.2 Separations for falls resulting in patient harm in hospitals, by SEIFA deciles, National,
2009-10

NHA Indicator 42
Table NHA.42.1 Separations for intentional self-harm in hospitals, by Indigenous status, hospital

sector, remoteness and SEIFA quintiles, by State and Territory, 2009-10 
Table NHA.42.2 Separations for intentional self-harm in hospitals, by SEIFA deciles, National, 2009-

10
Table NHA.42.3 Separations for intentional self-harm in hospitals, by Indigenous status, hospital

sector, remoteness and SEIFA quintiles, by State and Territory, 2008-09 
Table NHA.42.4 Separations for intentional self-harm in hospitals, by SEIFA deciles, National, 2008-

09
Table NHA.42.5 Separations for intentional self-harm in hospitals, by Indigenous status, hospital

sector, remoteness and SEIFA quintiles, by State and Territory, 2007-08 
Table NHA.42.6 Separations for intentional self-harm in hospitals, by SEIFA deciles, National, 2007-08

NHA Indicator 43
Table NHA.43.1 Rate of unplanned/unexpected readmission within 28 days of selected surgical

admissions, by State and Territory (rate per 1000 separations) 2009-10  
Table NHA.43.2 Rate of unplanned/unexpected readmission within 28 days of selected surgical

admissions, by Indigenous status, hospital peer group, remoteness and SEIFA
quintiles, by State and Territory (rate per 1000 separations) 2009-10  

Table NHA.43.3 Rate of unplanned/unexpected readmission within 28 days of selected surgical
admissions, by SEIFA deciles, National, 2009-10 (rate per 1000 separations)   

Table NHA.43.4 Rate of unplanned/unexpected readmission within 28 days of selected surgical
admissions, by State and Territory (rate per 1000 separations) 2008-09  

Table NHA.43.5 Rate of unplanned/unexpected readmission within 28 days of selected surgical
admissions, by Indigenous status, hospital peer group, remoteness and SEIFA
quintiles, by State and Territory (rate per 1000 separations) 2008-09   

Table NHA.43.6 Rate of unplanned/unexpected readmission within 28 days of selected surgical
admissions, by SEIFA deciles, National, 2008-09   (rate per 1000 separations)   

Table NHA.43.7 Rate of unplanned/unexpected readmission within 28 days of selected surgical
admissions, by State and Territory (rate per 1000 separations) 2007-08  

Table NHA.43.8 Rate of unplanned/unexpected readmission within 28 days of selected surgical
admissions, by Indigenous status, hospital peer group, remoteness and SEIFA
quintiles, by State and Territory (rate per 1000 separations) 2007-08 

Table NHA.43.9 Rate of unplanned/unexpected readmission within 28 days of selected surgical
admissions, by SEIFA deciles, National, 2007-08 (rate per 1000 separations)   

NHA Indicator 44
Table NHA.44.1 Five-year relative survival proportions for people diagnosed with cancer (relative rate),

by sex, remoteness and SEIFA quintiles, National, 2006–2010 
Table NHA.44.2 Five-year relative survival proportions for people diagnosed with cancer (relative rate),

by sex, remoteness and SEIFA quintiles, National, 2002–2006 
NHA Indicator 45
Table NHA.45.1 Overnight separations, by hospital sector, Indigenous status, remoteness and SEIFA

quintiles, by State and Territory, 2009-10  
Table NHA 45.2 Overnight separations, by SEIFA deciles, National, 2009-10  
Table NHA.45.3 Overnight separations, by hospital sector, Indigenous status, remoteness and SEIFA

quintiles, by State and Territory, 2007-08 
NHA Indicator 46
Table NHA.46.1 Public hospital outpatient occasions of service, by State and Territory, 2009-10  
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NHA Indicator 47
Table NHA.47.1 Non-acute care separations, by hospital sector, Indigenous status, remoteness and

SEIFA quintiles, by State and Territory, 2009-10    
Table NHA 47.2 Non-acute care separations, by care type, by hospital sector, Indigenous status,

remoteness and SEIFA quintiles, by State and Territory, 2009-10    
Table NHA.47.3 Non-acute care separations, by SEIFA deciles, National, 2009-10 (age-standardised

rate per 1000 population)  
Table NHA.47.4 Non-acute care separations, by hospital sector, Indigenous status, remoteness and

SEIFA quintiles, by State and Territory, 2007-08  
Table NHA 47.5 Non-acute care separations, by care type, by hospital sector, Indigenous status,

remoteness and SEIFA quintiles, by State and Territory,  2007-08  
NHA Indicator 48
Table NHA.48.1 Selected hospital procedures, by State and Territory, 2009-10
Table NHA.48.2 Selected hospital procedures, by hospital sector, Indigenous status, remoteness and

SEIFA quintiles, by State and Territory, 2009-10 (age standardised rate per 1000
population)  

Table NHA.48.3 Selected hospital procedures, by selected age groups, by State and Territory, 2009-10
(age standardised rate per 1000 population) 

Table NHA.48.4 Selected hospital procedures, by SEIFA deciles, National, 2009-10 (age standardised
rate per 1000 population)  

Table NHA 48.5 Selected hospital procedures, by State and Territory, 2008-09 
Table NHA 48.6 Selected hospital procedures, by hospital sector, Indigenous status, remoteness and

SEIFA quintiles, by State and Territory, 2008-09 (age standardised rate per 1000
population) 

Table NHA.48.7 Selected hospital procedures, by selected age groups, by State and Territory, 2008-09
(age standardised rate per 1000 population) 

Table NHA 48.8 Selected hospital procedures, by SEIFA deciles, National, 2008-09 (age standardised
rate per 1000 population)  

Table NHA 48.9 Selected hospital procedures, by State and Territory, 2007-08
Table NHA 48.10 Selected hospital procedures, by hospital sector, Indigenous status, remoteness and

SEIFA quintiles, by State and Territory, 2007-08 (age standardised rate per 1000
population) 

Table NHA.48.11 Selected hospital procedures, by selected age groups, by State and Territory, 2007-08 

NHA Indicator 49
Table NHA.49.1 Residential and community aged care places, by State and Territory, 2011 (at 30

June)  
Table NHA.49.2 Residential and community aged care places per 1000 population, by planning region,

2011 (at 30 June)   
Table NHA.49.3 Residential and community aged care places per 1000 population, by remoteness,

National, 2011 (at 30 June) 
NHA Indicator 50
NHA Indicator 51
NHA Indicator 52
Table NHA.52.1 Falls in residential aged care resulting in patient harm and treated in hospital, by

Indigenous status, remoteness and SEIFA quintiles, by State and Territory, 2009-10  

Table NHA.52.2 Falls in residential aged care resulting in patient harm and treated in hospital, by
SEIFA deciles, National, 2009-10 

Table NHA.52.3 Falls in residential aged care resulting in patient harm and treated in hospital, by
Indigenous status, remoteness and SEIFA quintiles, by State and Territory, 2008-09  
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Table NHA.52.4 Falls resulting in patient harm in residential aged care and treated in hospital, by
SEIFA deciles, National, 2008-09 

NHA Indicator 53
Table NHA.53.1 Older people receiving aged care services, by State and Territory, 2010-11   
Table NHA.53.2 Older people receiving aged care services, by age, Indigenous status and

remoteness, by State and Territory, 2010-11 (number)   
Table NHA.53.3 Older people receiving aged care services, by age, Indigenous status and

remoteness, by State and Territory, 2010-11 (rate per 1000 people in the relevant
population)  

Table NHA.53.4 Older people receiving aged care services (Veterans' Home Care), by State and
Territory, 2009-10 

Table NHA.53.5 Older people receiving aged care services (Veterans' Home Care), by age,
Indigenous status and remoteness, by State and Territory, 2009-10 (number) 

Table NHA.53.6 Older people receiving aged care services (Veterans' Home Care), by age,
Indigenous status and remoteness, by State and Territory, 2009-10 (rate per 1000
people in the relevant population) 

Table NHA.53.7 Older people receiving aged care services (Veterans' Home Care), by State and
Territory, 2008-09 

Table NHA.53.8 Older people receiving aged care services (Veterans' Home Care), by age,
Indigenous status and remoteness, by State and Territory, 2008-09 (number) 

Table NHA.53.9 Older people receiving aged care services (Veterans' Home Care), by age,
Indigenous status and remoteness, by State and Territory, 2008-09 (rate per 1000
people in the relevant population) 

NHA Indicator 54
Table NHA.54.1 Aged care assessments completed under the ACAP, by age, Indigenous status,

remoteness and SEIFA, by State and Territory,  2009-10
Table NHA.54.2 Aged care assessments completed under the ACAP, by SEIFA, National, 2009-10

Table NHA.54.3 Aged care assessments completed under the ACAP, by State and Territory, 2007-08 

NHA Indicator 55
Table NHA.55.1 Number of younger people with a disability using residential, CACP, EACH and

EACHD aged care services, by State and Territory, 2010-11  
NHA Indicator 56
Table NHA.56.1 Separations for persons aged 65 years or over, receiving sub-acute services, by age,

Indigenous status, remoteness and SEIFA quintiles, by State and Territory, 2009-10 

Table NHA.56.2 Separations for persons aged 65 years or over, receiving sub-acute services, by
SEIFA deciles, National, 2009-10  

Table NHA.56.3 Separations for persons aged 65 years or over, receiving sub-acute services, by age
group, Indigenous status, remoteness and SEIFA quintiles, by State and Territory,
2007-08 

NHA Indicator 57
Table NHA.57.1 Hospital patient days used by those eligible and waiting for residential aged care, by

Indigenous status, remoteness and SEIFA quintiles, by State and Territory, 2009-10 

Table NHA.57.2 Hospital patient days used by those eligible and waiting for residential aged care, by
SEIFA deciles, National, 2009-10   

NHA Indicator 58
Table NHA.58.1 Proportion of persons who saw a GP (for their own health) in the last 12 months

reporting they waited longer than felt acceptable to get an appointment, by
remoteness, by State and Territory 2010-11  
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Table NHA.58.2 Proportion of persons who saw a GP (for their own health) in the last 12 months
reporting they waited longer than felt acceptable to get an appointment, by
remoteness, 2010-11  

Table NHA.58.3 Proportion of persons referred to a medical specialist (for their own health) in the last
12 months reporting they waited longer than felt acceptable to get an appointment, by
remotenes, by State and Territory 2010-11  

Table NHA.58.4 Proportion of persons who were referred to a medical specialist (for their own health)
in the last 12 months reporting they waited longer than felt acceptable to get an
appointment, by remoteness, 2010-11  

Table NHA.58.5 Proportion of persons who saw a GP in the last 12 months reporting the GP always or
often: listened carefully, showed respect, and spent enough time with them, by
remoteness, by State and Territory 2010-11  

Table NHA.58.6 Proportion of persons who saw a GP in the last 12 months reporting the GP always or
often: listened carefully, showed respect, and spent enough time with them, by
remoteness, 2010-11  

Table NHA.58.7 Proportion of persons who saw a medical specialist in the last 12 months reporting the
medical specialist always or often: listened carefully, showed respect, and spent
enough time with them, by remoteness, by State and Territory 2010-11  

Table NHA.58.8 Proportion of persons who saw a medical specialist in the last 12 months reporting the
medical specialist always or often: listened carefully, showed respect, and spent
enough time with them, by remoteness, 2010-11  

Table NHA.58.9 Proportion of persons who saw a dental professional in the last 12 months reporting
the dental professional always or often: listened carefully, showed respect, and spent
enough time with them, by remoteness, by State and Territory 2010-11  

Table NHA.58.10 Proportion of persons who saw a dental professional in the last 12 months reporting
the dental professional always or often: listened carefully, showed respect, and spent
enough time with them, by remoteness, 2010-11  

Table NHA.58.11 Proportion of persons who went to an emergency department in the last 12 months
reporting the ED doctors or specialists always or often: listened carefully, showed
respect, and spent enough time with them, by remoteness, by State and Territory
2010-11  

Table NHA.58.12 Proportion of persons who went to an emergency department in the last 12 months
reporting the ED doctors or specialists always or often: listened carefully, showed
respect, and spent enough time with them, by remoteness, 2010-11  

Table NHA.58.13 Proportion of persons who went to an emergency department in the last 12 months
reporting the ED nurses always or often: listened carefully, showed respect, and spent
enough time with them, by remoteness, by State and Territory 2010-11  

Table NHA.58.14 Proportion of persons who went to an emergency department in the last 12 months
reporting the ED nurses always or often: listened carefully, showed respect, and spent
enough time with them, by remoteness, 2010-11  

Table NHA.58.15 Proportion of persons who were admitted to hospital in the last 12 months reporting
the hospital doctors or specialists always or often: listened carefully, showed respect,
and spent enough time with them, by remoteness, by State and Territory 2010-11  

Table NHA.58.16 Proportion of persons who were admitted to hospital in the last 12 months reporting
the hospital doctors or specialists always or often: listened carefully, showed respect,
and spent enough time with them, by remoteness, 2010-11  
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Table NHA.58.17 Proportion of persons who were admitted to hospital in the last 12 months reporting
the hospital nurses always or often: listened carefully, showed respect, and spent
enough time with them, by remoteness, by State and Territory 2010-11  

Table NHA.58.18 Proportion of persons who were admitted to hospital in the last 12 months reporting
the hospital nurses always or often: listened carefully, showed respect, and spent
enough time with them, by remoteness, 2010-11  

Table NHA.58.19 Proportion of persons who saw a GP (for their own health) in the last 12 months
reporting they waited longer than felt acceptable to get an appointment, by SEIFA
deciles, 2010-11  

Table NHA.58.20 Proportion of persons who were referred to a medical specialist by a GP in the last 12
months reporting they waited longer than felt acceptable to get an appointment, by
SEIFA deciles, 2010-11  

Table NHA.58.21 Proportion of persons who saw a GP in the last 12 months reporting the GP always or
often: listened carefully, showed respect, and spent enough time with them, by SEIFA
deciles, 2010-11  

Table NHA.58.22 Proportion of persons who saw a medical specialist in the last 12 months reporting the
medical specialist always or often: listened carefully, showed respect, and spent
enough time with them, by SEIFA deciles, 2010-11  

Table NHA.58.23 Proportion of persons who saw a dental practitioner in the last 12 months reporting
the dental practitioner always or often: listened carefully, showed respect, and spent
enough time with them, by SEIFA deciles, 2010-11  

Table NHA.58.24 Proportion of persons who have been to a hospital emergency department in the last
12 months reporting ED doctors or specialists always or often: listened carefully,
showed respect, and spent enough time with them, by SEIFA deciles, 2010-11  

Table NHA.58.25 Proportion of persons who have been to a hospital emergency department in the last
12 months reporting ED nurses always or often: listened carefully, showed respect,
and spent enough time with them, by SEIFA deciles, 2010-11  

Table NHA.58.26 Proportion of persons who have been admitted to a hospital in the last 12 months
reporting hospital doctors or specialists always or often: listened carefully, showed
respect, and spent enough time with them, by SEIFA deciles, 2010-11  

Table NHA.58.27 Proportion of persons who have been admitted to a hospital in the last 12 months
reporting hospital nurses always or often: listened carefully, showed respect, and
spent enough time with them, by SEIFA deciles, 2010-11  

NHA Indicator 59
Table NHA.59.1 Age standardised mortality rates by cause of death (with variability bands), by State

and Territory, 2009     
Table NHA.59.2 Age standardised mortality rates by cause of death (with variability bands), by State

and Territory, 2008     
Table NHA.59.3 Age standardised mortality rates by cause of death (with variability bands), by State

and Territory, 2007     
Table NHA.59.4 Age standardised mortality rates by major cause of death, by Indigenous status,

2005–2009           
Table NHA.59.5 Age standardised mortality rate (all causes), by State and Territory, 2010, 2009, 2008

and 2007  
NHA Indicator 60
NHA Indicator 61
Table NHA.61.1 Births to mothers aged less than 20 years, by Indigenous status, remoteness and

SEIFA quintiles, by State and Territory, 2009  
Table NHA.61.2 Births to mothers aged less than 20 years, by SEIFA deciles, National, 2009 
NHA Indicator 62
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Table NHA.62.1 Hospital separations for injury or poisoning, by sex, Indigenous status, remoteness
and SEIFA quintiles, by State and Territory, 2009-10   

Table NHA.62.2 Age-specific separation rates for injury or poisoning, by State and Territory, 2009-10
(per 1000 population) 

Table NHA.62.3 Age-standardised separation rates for injury or poisoning, by remoteness and sex,
National, 2009-10  

Table NHA.62.4 Hospital separations for injury or poisoning, by SEIFA deciles, National, 2009-10  
Table NHA.62.5 Age-standardised separation rates for injury or poisoning, by remoteness and sex,

National, 2008-09   
Table NHA.62.6 Age-standardised separation rates for injury or poisoning, by remoteness and sex,

National, 2007-08   
Table NHA.62.7 Hospital separations for injury or poisoning, by sex, Indigenous status, remoteness

and SEIFA quintiles, by State and Territory, 2007-08 
NHA Indicator 63
NHA Indicator 64
Table NHA.64.1 Proportion of the health workforce that is Indigenous, by selected professions, by

State and Territory, 2009  
NHA Indicator 65
Table NHA.65.1 Net growth in health workforce, selected professions, by State and Territory, 2008 to

2009  
Table NHA.65.2 Net growth in health workforce, by clinical/non-clinical status, by State and Territory,

2008 to 2009 (per cent)   
NHA Indicator 66
Table NHA.66.1 Public health and recurrent health expenditure, by funding source, by State and

Territory, 2009-10 
Table NHA.66.2 Public health and recurrent health expenditure, by funding source, by State and

Territory, 2008-09 
Table NHA.66.3 Public health and recurrent health expenditure, by funding source, by State and

Territory, 2007-08 
NHA Indicator 67
Table NHA.67.1 Capital expenditure on health and aged care facilities to capital consumption

expenditure on health and aged care facilities, by State and Territory, 2009-10  
Table NHA.67.2 Capital expenditure on health and aged care facilities to capital consumption

expenditure on health and aged care facilities, by State and Territory, 2008-09  
Table NHA.67.3 Capital expenditure on health and aged care facilities to capital consumption

expenditure on health and aged care facilities, by State and Territory, 2007-08  
NHA Indicator 68
Table NHA.68.1 Health expenditure on health research and development, by State and Territory, 2009-

10  
Table NHA.68.2 Health expenditure on health research and development, by State and Territory, 2008-

09  
Table NHA.68.3 Health expenditure on health research and development, by State and Territory, 2007-

08  
NHA Indicator 69
Table NHA.69.1 Average cost per casemix adjusted separation, by hospital peer group, by State and

Territory, 2009-10 ($)   
Table NHA.69.2 Average cost per casemix adjusted separation, by hospital peer group, by State and

Territory, 2008-09 ($)   
Table NHA 69.3 Average cost per casemix adjusted separation, by hospital peer group, by State and

Territory, 2007-08 ($)   
NHA Indicator 70
NHA Context
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Table NHA C.1 Full-time Workload Equivalent GPs per 100 000 population, by remoteness, by State
and Territory, 2010-11 

Table NHA C.2 Number of GPs per 100 000 population, by remoteness, by State and Territory, 2010-
11 
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NHA Benchmark 1A

NHA  Benchmark 1A:

Prevention: reduce the age-
adjusted prevalence rate for 

Type 2 diabetes to 2000 levels 
(equivalent to a national 

prevalence rate, for people aged 
25 years and over, of 7.1 per 

cent) by 2023

No data are currently available to inform this benchmark
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NHA Benchmark 1B

NHA  Benchmark 1B:

Prevention: by 2018, reduce the 
national smoking rate to 10 per 
cent of the population and halve 

the Indigenous smoking rate, 
over the 2009 baseline

No new data available for this benchmark.
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NHA Benchmark 1C

NHA  Benchmark 1C:

Prevention: by 2017, increase by 
five percentage points the 

proportion of Australian adults 
and Australian children at a 

healthy body weight, over the 
2009 baseline

No new data available for this benchmark.
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NHA Benchmark 2A

NHA  Benchmark 2A:

Primary care: by 2014-15, 
improve the provision of primary 
care and reduce the proportion 

of potentially preventable 
hospital admissions by 7.6 per 
cent over the 2006-07 baseline 
to 8.5 per cent of total hospital 

admissions
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Table NHA.B.2A.1

Table NHA.B.2A.1

unit NSW Vic Qld WA SA Tas ACT NT Aust
Vaccine-preventable conditions no. 5 495 4 076 3 887 1 891 1 512  354  169  489 17 887
Acute conditions no. 93 497 80 263 65 541 30 771 24 819 5 600 3 324 4 505 308 574
Chronic conditions no. 105 293 88 275 83 386 51 764 27 228 7 095 3 218 4 433 370 879
Total PPH no. 203 391 171 872 152 021 84 014 53 290 12 982 6 688 9 305 694 015
Total hospital separations (c) no. 2 567 325 2277 694 1736 392 887 050 647 889 170 970 102 931 110 238 8 531 003
PPH/Total hospital separations %   7.9   7.5   8.8   9.5   8.2   7.6   6.5   8.4   8.1

(a) 

(b)

(c) 

Source : AIHW (unpublished) National Hospital Morbidity Database.

Selected potentially preventable hospitalisations (PPH) as a percentage of total hospital separations, by
State and Territory,  2009-10 (a), (b)

Data are presented by the State/Territory of usual residence of the patient, not by State of hospitalisation. Separations for patients usually resident overseas are
excluded.

Caution should be used when comparing data across time due to changes between the ICD-10-AM 5th edition (used in 2006-07 and 2007-08) and ICD-10-AM
6th edition (used after 2007-–08) and the associated Australian Coding Standards. In addition, as the benchmark is specified as a proportion of separations
rather than a population rate, variation in rates across years may reflect variation in jurisdictional admission practices rather than variation in potentially
preventable hospitalisations.
More than one category and/or condition may be reported during the same hospitalisation. Therefore, the totals are not necessarily equal to the sum of the
components.  
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Table NHA.B.2A.2

Table NHA.B.2A.2

Aust Aust

per cent of total 
hospital separations no.

Vaccine preventable conditions
SEIFA of residence (b)

Decile 1   0.3  2 718
Decile 2   0.3  2 278
Decile 3   0.2  1 884
Decile 4   0.2  1 882
Decile 5   0.2  1 733
Decile 6   0.2  1 721
Decile 7   0.2  1 553
Decile 8   0.2  1 449
Decile 9   0.2  1 360
Decile 10   0.2  1 282

Acute conditions
SEIFA of residence (b)

Decile 1   4.1  37 563
Decile 2   3.9  35 057
Decile 3   3.9  32 268
Decile 4   3.7  32 849
Decile 5   3.7  31 873
Decile 6   3.5  30 326
Decile 7   3.6  27 032
Decile 8   3.5  29 472
Decile 9   3.1  27 380
Decile 10   3.1  24 206

Chronic conditions
SEIFA of residence (b)

Decile 1   5.7  51 529
Decile 2   5.4  48 751
Decile 3   5.3  43 391
Decile 4   4.9  43 013
Decile 5   4.7  39 821
Decile 6   4.4  37 676
Decile 7   3.8  28 606
Decile 8   3.4  29 012
Decile 9   3.2  27 839
Decile 10   2.7  20 906

Selected potentially preventable hospitalisations as a percentage 
of total hospital separations, by SEIFA deciles, National, 2009-10
(a)
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Table NHA.B.2A.2

Table NHA.B.2A.2

Aust Aust

per cent of total 
hospital separations no.

Selected potentially preventable hospitalisations as a percentage 
of total hospital separations, by SEIFA deciles, National, 2009-10
(a)

All potentially preventable hospitalisations (c)
SEIFA of residence (b)

Decile 1   10.0  91 281
Decile 2   9.5  85 646
Decile 3   9.4  77 175
Decile 4   8.8  77 325
Decile 5   8.5  73 065
Decile 6   8.1  69 417
Decile 7   7.5  56 924
Decile 8   7.0  59 685
Decile 9   6.4  56 361
Decile 10   5.9  46 232

(a)

(b)

Source:

Data are presented by the State/Territory of usual residence of the patient, not by State of hospitalisation.
Separations for patients usually resident overseas are excluded.

Socio-Economic Indexes for Areas (SEIFA) deciles are based on the ABS Index of Relative 
Socio-economic Disadvantage (IRSD), with decile 1 being the most disadvantaged and decile 10 being
the least disadvantaged. Each SEIFA decile represents approximately 10 per cent of the national
population, but does not necessarily represent 10 per cent of the population in each State or Territory.
Disaggregation by SEIFA is based on the patient's usual residence, not the location of the hospital. 

AIHW (unpublished) National Hospital Morbidity Database.
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Table NHA.B.2A.3

Table NHA.B.2A.3

unit NSW Vic Qld WA SA Tas ACT NT Aust
no. 5 495 4 076 3 887 1 891 1 512  354  169  489 17 887

no. 73 033 61 201 52 166 24 952 19 813 4 419 2 670 3 878 242 335

no. 93 573 80 793 62 853 28 293 24 993 6 573 2 966 3 856 304 061

no. 171 410 145 501 118 294 54 821 46 104 11 290 5 784 8 130 561 710

no. 2 567 325 2277 694 1736 392 887 050 647 889 170 970 102 931 110 238 8 531 003
%   6.7   6.4   6.8   6.2   7.1   6.6   5.6   7.4   6.6

(a) 

(b)

(c) 

Source :

Supplementary measure a) Selected potentially preventable hospitalisations (PPH) excluding dehydration
and gastroenteritis and diabetes complications (additional diagnoses only) , as a percentage of total
hospital separations, by State and Territory,  2009-10 (a), (b), (c) 

More than one category and/or condition may be reported during the same hospitalisation. Therefore, the totals are not necessarily equal to the sum of the
components.  

Caution should be used when comparing data across time. In addition, as the benchmark is specified as a proportion of separations rather than a population
rate, variation in rates across years may reflect variation in jurisdictional admission practices rather than variation in potentially preventable hospitalisations.

Vaccine-preventable conditions
Acute conditions excluding 
dehydration and gastroenteritis

Chronic conditions excluding 
diabetes complications (additional 
diagnoses only)

Total PPH excluding dehydration 
and gastroenteritis and diabetes 
complications (additional 
diagnoses only) 

Data are presented by the State/Territory of usual residence of the patient, not by State of hospitalisation. Separations for patients usually resident overseas are
excluded.

Total hospital separations (c) 
PPH / Total hospital separations

AIHW (unpublished) National Hospital Morbidity Database.
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Table NHA.B.2A.4

Table NHA.B.2A.4

Aust Aust

per cent of total 
hospital separations no.

Vaccine preventable conditions
SEIFA of residence 

Decile 1   0.3  2 717
Decile 2   0.3  2 278
Decile 3   0.2  1 884
Decile 4   0.2  1 882
Decile 5   0.2  1 733
Decile 6   0.2  1 721
Decile 7   0.2  1 553
Decile 8   0.2  1 449
Decile 9   0.2  1 360
Decile 10   0.2  1 282

Acute conditions excluding dehydration and gastroenteritis
SEIFA of residence 

Decile 1   3.3  29 763
Decile 2   3.0  27 039
Decile 3   3.1  25 413
Decile 4   3.0  26 140
Decile 5   2.9  25 218
Decile 6   2.7  23 644
Decile 7   2.8  21 448
Decile 8   2.7  23 081
Decile 9   2.4  21 208
Decile 10   2.4  18 926

Chronic conditions excluding diabetes complications (additional diagnoses only)
SEIFA of residence 

Decile 1   4.5  40 663
Decile 2   4.3  38 850
Decile 3   4.3  35 429
Decile 4   3.9  34 574
Decile 5   3.7  31 487
Decile 6   3.4  29 178
Decile 7   3.3  24 762
Decile 8   3.0  25 210
Decile 9   2.8  24 654

Supplementary measure a) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (additional
diagnoses only) , as a percentage of total hospital separations,
by SEIFA deciles, National, 2009-10 (a)
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Table NHA.B.2A.4

Table NHA.B.2A.4

Aust Aust

per cent of total 
hospital separations no.

Supplementary measure a) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (additional
diagnoses only) , as a percentage of total hospital separations,
by SEIFA deciles, National, 2009-10 (a)

Decile 10   2.4  18 943

SEIFA of residence 
Decile 1   8.0  72 759
Decile 2   7.5  67 833
Decile 3   7.6  62 450
Decile 4   7.1  62 263
Decile 5   6.8  58 144
Decile 6   6.3  54 307
Decile 7   6.3  47 554
Decile 8   5.8  49 553
Decile 9   5.4  47 041
Decile 10   5.0  39 016

(a)

(b)

Source:

All potentially preventable hospitalisations excluding dehydration and gastroenteritis and diabetes 
compliations (additional diagnoses only) (b)

Socio-Economic Indexes for Areas (SEIFA) deciles are based on the ABS Index of Relative
Socio-economic Disadvantage, with decile 1 being the most disadvantaged and decile 10 being the least
disadvantaged. The SEIFA deciles represent approximately 10 per cent of the national population, but do
not necessarily represent 10 per cent of the population in each State or Territory. Disaggregation by
SEIFA is based on the patient's usual residence, not the location of the hospital.

More than one category may be reported during the same hospitalisation. Therefore, the total rate is not
necessarily equal to the sum of the components.  

AIHW (unpublished) National Hospital Morbidity Database.
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Table NHA.B.2A.5

Table NHA.B.2A.5

unit NSW Vic Qld WA SA Tas ACT NT Aust
no. 5 495 4 076 3 887 1 891 1 512  354  169  489 17 887

no. 73 033 61 201 52 166 24 952 19 813 4 419 2 670 3 878 242 335

no. 68 522 57 413 45 305 18 550 18 982 4 537 2 118 2 685 218 240

no. 146 325 122 388 100 951 45 231 40 190 9 274 4 939 6 996 476 637

no. 2 567 325 2277 694 1736 392 887 050 647 889 170 970 102 931 110 238 8 531 003
%   5.7   5.4   5.8   5.1   6.2   5.4   4.8   6.3   5.6

(a) 

(b)

(c) 

Source :

Supplementary measure b) Selected potentially preventable hospitalisations (PPH) excluding dehydration 
and gastroenteritis and diabetes complications (all diagnoses) , as a percentage of total hospital
separations, by State and Territory,  2009-10 (a), (b)

Data are presented by the State/Territory of usual residence of the patient, not by State/Territory of hospitalisation. Separations for patients usually resident
overseas are excluded.

Caution should be used when comparing data across time. As the benchmark is specified as a proportion of separations rather than a population rate, variation
in rates across years may reflect variation in jurisdictional admission practices rather than variation in potentially preventable hospitalisations. 

Vaccine-preventable conditions
Acute conditions excluding dehydration 
and gastroenteritis

Chronic conditions excluding diabetes 
complications (all diagnoses)

Total PPH excluding dehydration and 
gastroenteritis and diabetes 
complications (all diagnoses) 

Total hospital separations (c)
PPH / Total hospital separations

AIHW (unpublished) National Hospital Morbidity Database.

More than one category and/or condition may be reported during the same hospitalisation. Therefore, the totals are not necessarily equal to the sum of the
components.  
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Table NHA.B.2A.6

Table NHA.B.2A.6

Aust Aust

per cent of total 
hospital separations no.

Vaccine preventable conditions
SEIFA of residence 

Decile 1   0.3  2 717
Decile 2   0.3  2 278
Decile 3   0.2  1 884
Decile 4   0.2  1 882
Decile 5   0.2  1 733
Decile 6   0.2  1 721
Decile 7   0.2  1 553
Decile 8   0.2  1 449
Decile 9   0.2  1 360
Decile 10   0.2  1 282

Acute conditions excluding dehydration and gastroenteritis
SEIFA of residence 

Decile 1   3.3  29 763
Decile 2   3.0  27 039
Decile 3   3.1  25 413
Decile 4   3.0  26 140
Decile 5   2.9  25 218
Decile 6   2.7  23 644
Decile 7   2.8  21 448
Decile 8   2.7  23 081
Decile 9   2.4  21 208
Decile 10   2.4  18 926

Chronic conditions excluding diabetes complications (all diagnoses)
SEIFA of residence 

Decile 1   3.2  29 215
Decile 2   3.1  27 975
Decile 3   3.2  26 068
Decile 4   2.8  24 901
Decile 5   2.6  22 416
Decile 6   2.4  20 482
Decile 7   2.4  17 863
Decile 8   2.1  18 035
Decile 9   2.0  17 525

Supplementary measure b) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (all diagnoses) , as a
percentage of total hospital separations, by SEIFA deciles,
National, 2009-10 (a)
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Table NHA.B.2A.6

Table NHA.B.2A.6

Aust Aust

per cent of total 
hospital separations no.

Supplementary measure b) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (all diagnoses) , as a
percentage of total hospital separations, by SEIFA deciles,
National, 2009-10 (a)

Decile 10   1.7  13 298

SEIFA of residence 
Decile 1   6.7  61 460
Decile 2   6.3  57 090
Decile 3   6.5  53 176
Decile 4   6.0  52 741
Decile 5   5.8  49 196
Decile 6   5.3  45 699
Decile 7   5.4  40 728
Decile 8   5.0  42 449
Decile 9   4.6  39 981
Decile 10   4.3  33 416

(a)

(b)

Source: AIHW (unpublished) National Hospital Morbidity Database.

Socio-Economic Indexes for Areas (SEIFA) deciles are based on the ABS Index of Relative
Socio-economic Disadvantage, with decile 1 being the most disadvantaged and decile 10 being the least
disadvantaged. The SEIFA deciles represent approximately 10 per cent of the national population, but do
not necessarily represent 10 per cent of the population in each State or Territory. Disaggregation by
SEIFA is based on the patient's usual residence, not the location of the hospital.

More than one category may be reported during the same hospitalisation. Therefore, the total rate is not
necessarily equal to the sum of the components.  

All potentially preventable hospitalisations excluding dehydration and gastroenteritis and diabetes 
complications (all diagnoses) (b)
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Table NHA.B.2A.7

Table NHA.B.2A.7

unit NSW Vic Qld WA SA Tas  (c) ACT NT Aust
Vaccine-preventable conditions no. 5 169 4 227 3 364 1 345 1 224  324  166  500 16 354
Acute conditions no. 90 085 78 504 62 002 29 223 24 022 5 188 3 805 4 428 297 692
Chronic conditions no. 107 157 88 620 81 085 57 518 29 204 7 311 3 545 4 135 378 933
Total PPH no. 201 631 170 664 145 796 87 805 54 200 12 763 7 491 8 945 690 115
Total hospital separations (d) no. 2 456 086 2172 986 1667 630 829 969 625 055 152 100 102 966 106 524 8 148 448
PPH/Total hospital separations %   8.2   7.9   8.7   10.6   8.7   8.4   7.3   8.4   8.5

(a) 

(b)

(c)
(d) 

Source : AIHW (unpublished) National Hospital Morbidity Database.

Selected potentially preventable hospitalisations (PPH) as a percentage of total hospital separations, by
State and Territory,  2008-09 (a), (b)

Data are presented by the State/Territory of usual residence of the patient, not by State of hospitalisation. Separations for patients usually resident overseas are
excluded.

Caution should be used when comparing data across time due to changes between the ICD-10-AM 5th edition (used in 2006-07 and 2007-08) and 
ICD-10-AM 6th edition (used after 2007-08) and the associated Australian Coding Standards. In addition, as the benchmark is specified as a proportion of
separations rather than a population rate, variation in rates across years may reflect variation in jurisdictional admission practices rather than variation in
potentially preventable hospitalisations. 

More than one category and/or condition may be reported during the same hospitalisation. Therefore, the totals are not necessarily equal to the sum of the
components.  

Data for Tasmania do not include two private hospitals that account for approximately one eighth of Tasmania’s total hospital separations
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Table NHA.B.2A.8

Table NHA.B.2A.8

unit NSW Vic Qld WA SA Tas  (c) ACT NT Aust
no. 5 169 4 227 3 364 1 345 1 224  324  166  500 16 354

no. 71 742 59 395 50 109 23 933 19 241 4 083 3 108 3 911 235 905

no. 92 932 79 126 61 606 27 359 26 424 6 826 3 234 3 663 301 478

no. 169 198 142 231 114 551 52 415 46 673 11 174 6 489 7 998 551 450

no. 2 456 086 2172 986 1667 630 829 969 625 055 152 100 102 966 106 524 8 148 448
%   6.9   6.5   6.9   6.3   7.5   7.3   6.3   7.5   6.8

(a) 

(b)

(c)
(d) 

Source :

Supplementary measure a) Selected potentially preventable hospitalisations (PPH) excluding dehydration
and gastroenteritis and diabetes complications (additional diagnoses only) , as a percentage of total
hospital separations, by State and Territory,  2008-09 (a), (b)

Data are presented by the State/Territory of usual residence of the patient, not by State/Territory of hospitalisation. Separations for patients usually resident
overseas are excluded.

Caution should be used when comparing data across time. As the benchmark is specified as a proportion of separations rather than a population rate, variation
in rates across years may reflect variation in jurisdictional admission practices rather than variation in potentially preventable hospitalisations. 

Vaccine-preventable conditions
Acute conditions excluding 
dehydration and gastroenteritis

Chronic conditions excluding 
diabetes complications (additional 
diagnoses only)

Total PPH excluding dehydration 
and gastroenteritis and diabetes 
complications (additional 
diagnoses only) 

AIHW (unpublished) National Hospital Morbidity Database.

Total hospital separations (d)
PPH / Total hospital separations

More than one category and/or condition may be reported during the same hospitalisation. Therefore, the totals are not necessarily equal to the sum of the 
components.  

Data for Tasmania do not include two private hospitals that account for approximately one eighth of Tasmania’s total hospital separations
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Table NHA.B.2A.9

Table NHA.B.2A.9

Aust Aust

per cent of total 
hospital separations no.

Vaccine preventable conditions
SEIFA of residence 

Decile 1   0.3  2 537
Decile 2   0.2  1 912
Decile 3   0.2  1 716
Decile 4   0.2  1 688
Decile 5   0.2  1 589
Decile 6   0.2  1 600
Decile 7   0.2  1 377
Decile 8   0.2  1 312
Decile 9   0.2  1 359
Decile 10   0.2  1 196

Acute conditions excluding dehydration and gastroenteritis
SEIFA of residence 

Decile 1   3.4  28 838
Decile 2   3.1  26 482
Decile 3   3.0  25 227
Decile 4   3.0  25 005
Decile 5   3.0  23 987
Decile 6   2.8  23 060
Decile 7   2.9  20 983
Decile 8   2.8  22 056
Decile 9   2.5  20 564
Decile 10   2.5  19 026

Chronic conditions excluding diabetes complications (additional diagnoses only)
SEIFA of residence 

Decile 1   4.7  40 158
Decile 2   4.5  38 812
Decile 3   4.4  36 356
Decile 4   4.2  34 493
Decile 5   3.8  30 932
Decile 6   3.5  28 780
Decile 7   3.4  25 074
Decile 8   3.1  24 337
Decile 9   2.9  23 958
Decile 10   2.4  18 043

Supplementary measure a) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (additional
diagnoses only) , as a percentage of total hospital separations,
by SEIFA deciles, National, 2008-09 (a)
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Table NHA.B.2A.9

Table NHA.B.2A.9

Aust Aust

per cent of total 
hospital separations no.

Supplementary measure a) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (additional
diagnoses only) , as a percentage of total hospital separations,
by SEIFA deciles, National, 2008-09 (a)

SEIFA of residence 
Decile 1   8.3  71 172
Decile 2   7.7  66 898
Decile 3   7.6  63 034
Decile 4   7.3  60 906
Decile 5   7.0  56 299
Decile 6   6.5  53 247
Decile 7   6.4  47 229
Decile 8   6.0  47 547
Decile 9   5.6  45 704
Decile 10   5.0  38 140

(a)

(b)

Source:

All potentially preventable hospitalisations excluding dehydration and gastroenteritis and diabetes 
compliations (additional diagnoses only) (b)

Socio-Economic Indexes for Areas (SEIFA) deciles are based on the ABS Index of Relative
Socio-economic Disadvantage, with decile 1 being the most disadvantaged and decile 10 being the least
disadvantaged. The SEIFA deciles represent approximately 10 per cent of the national population, but do
not necessarily represent 10 per cent of the population in each State or Territory. Disaggregation by
SEIFA is based on the patient's usual residence, not the location of the hospital.

More than one category may be reported during the same hospitalisation. Therefore, the total rate is not
necessarily equal to the sum of the components.  

AIHW (unpublished) National Hospital Morbidity Database.
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Table NHA.B.2A.10

Table NHA.B.2A.10

unit NSW Vic Qld WA SA Tas (c) ACT NT Aust
no. 5 169 4 227 3 364 1 345 1 224  324  166  500 16 354

no. 71 742 59 395 50 109 23 933 19 241 4 083 3 108 3 911 235 905

no. 68 290 56 779 44 576 17 954 19 314 4 755 2 266 2 465 216 621

no. 144 804 120 091 97 726 43 140 39 645 9 121 5 524 6 842 467 532

no. 2 456 086 2172 986 1667 630 829 969 625 055 152 100 102 966 106 524 8 148 448
%   5.9   5.5   5.9   5.2   6.3   6.0   5.4   6.4   5.7

(a) 

(b)

(c)
(d) 

Source :

Supplementary measure b) Selected potentially preventable hospitalisations (PPH) excluding 
dehydration and gastroenteritis and diabetes complications (all diagnoses) , as a percentage of total
hospital separations, by State and Territory, 2008-09 (a), (b)

Data are presented by the State/Territory of usual residence of the patient, not by State/Territory of hospitalisation. Separations for patients usually resident
overseas are excluded.

Caution should be used when comparing data across time. As the benchmark is specified as a proportion of separations rather than a population rate,
variation in rates across years may reflect variation in jurisdictional admission practices rather than variation in potentially preventable hospitalisations. 

Vaccine-preventable conditions
Acute conditions excluding 
dehydration and gastroenteritis

Chronic conditions excluding 
diabetes complications (all 
diagnoses)

Total PPH excluding dehydration 
and gastroenteritis and diabetes 
complications (all diagnoses) 

AIHW (unpublished) National Hospital Morbidity Database.

Total hospital separations (d)
PPH / Total hospital separations

More than one category and/or condition may be reported during the same hospitalisation. Therefore, the totals are not necessarily equal to the sum of the
components.  

Data for Tasmania do not include two private hospitals that account for approximately one eighth of Tasmania’s total hospital separations
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Table NHA.B.2A.11

Table NHA.B.2A.11

Aust Aust

per cent of total 
hospital separations no.

Vaccine preventable conditions
SEIFA of residence 

Decile 1   0.3  2 537
Decile 2   0.2  1 912
Decile 3   0.2  1 716
Decile 4   0.2  1 688
Decile 5   0.2  1 589
Decile 6   0.2  1 600
Decile 7   0.2  1 377
Decile 8   0.2  1 312
Decile 9   0.2  1 359
Decile 10   0.2  1 196

Acute conditions excluding dehydration and gastroenteritis
SEIFA of residence 

Decile 1   3.4  28 838
Decile 2   3.1  26 482
Decile 3   3.0  25 227
Decile 4   3.0  25 005
Decile 5   3.0  23 987
Decile 6   2.8  23 060
Decile 7   2.9  20 983
Decile 8   2.8  22 056
Decile 9   2.5  20 564
Decile 10   2.5  19 026

Chronic conditions excluding diabetes complications (all diagnoses)
SEIFA of residence 

Decile 1   3.3  28 738
Decile 2   3.3  28 163
Decile 3   3.2  26 517
Decile 4   3.0  24 763
Decile 5   2.8  22 237
Decile 6   2.5  20 243
Decile 7   2.4  17 902
Decile 8   2.2  17 516
Decile 9   2.1  17 045

Supplementary measure b) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications ( all diagnoses ) , as a
percentage of total hospital separations, by SEIFA deciles,
National, 2008-09 (a)
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Table NHA.B.2A.11

Table NHA.B.2A.11

Aust Aust

per cent of total 
hospital separations no.

Supplementary measure b) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications ( all diagnoses ) , as a
percentage of total hospital separations, by SEIFA deciles,
National, 2008-09 (a)

Decile 10   1.7  13 112

SEIFA of residence 
Decile 1   7.0  59 914
Decile 2   6.5  56 358
Decile 3   6.4  53 314
Decile 4   6.2  51 290
Decile 5   5.9  47 694
Decile 6   5.5  44 791
Decile 7   5.5  40 131
Decile 8   5.2  40 793
Decile 9   4.8  38 858
Decile 10   4.4  33 260

(a)

(b)

Source:

All potentially preventable hospitalisations excluding dehydration and gastroenteritis and diabetes 
compliations (additional diagnoses only) (b)

AIHW (unpublished) National Hospital Morbidity Database.

Socio-Economic Indexes for Areas (SEIFA) deciles are based on the ABS Index of Relative
Socio-economic Disadvantage, with decile 1 being the most disadvantaged and decile 10 being the least
disadvantaged. The SEIFA deciles represent approximately 10 per cent of the national population, but do
not necessarily represent 10 per cent of the population in each State or Territory. Disaggregation by
SEIFA is based on the patient's usual residence, not the location of the hospital.

More than one category may be reported during the same hospitalisation. Therefore, the total rate is not
necessarily equal to the sum of the components.  

NATIONAL HEALTHCARE
AGREEMENT 

SCRGSP REPORT
TO CRC DECEMBER 2011 288



Table NHA.B.2A.12

Table NHA.B.2A.12

unit NSW Vic Qld WA SA Tas (c) ACT NT Aust  (d) 
Vaccine-preventable conditions no. 4 926 3 722 3 247 1 366 1 256  220  239  457 15 440
Acute conditions no. 87 797 76 940 57 815 27 725 25 008 5 635 3 405 3 711 288 198
Chronic conditions no. 116 275 103 586 83 908 78 665 31 441 11 933 3 321 4 215 433 569
Total PPH no. 207 991 183 509 144 262 107 348 57 382 17 695 6 940 8 248 733 767
Total hospital separations (e) no. 2 369 882 2135 508 1584 385 784 135 607 757 167 531 94 306 100 448 7 873 945
PPH/Total hospital separations %   8.8   8.6   9.1   13.7   9.4   10.6   7.4   8.2   9.3

(a) 

(b)

(c)
(d) 
(e) 

Source : AIHW (unpublished) National Hospital Morbidity Database.

Selected potentially preventable hospitalisations (PPH) as a percentage of total hospital separations, by
State and Territory,  2007-08 (a), (b)

Australian totals include Other territories

Caution should be used when comparing data across time due to changes between the ICD-10-AM 5th edition (used in 2006-07 and 2007-08) and 
ICD-10-AM 6th edition (used after 2007-08) and the associated Australian Coding Standards. In addition, as the benchmark is specified as a proportion of 
separations rather than a population rate, variation in rates across years may reflect variation in jurisdictional admission practices rather than variation in 
potentially preventable hospitalisations. 

Data are presented by the State/Territory of usual residence of the patient, not by State of hospitalisation. Separations for patients usually resident overseas are 
excluded.

More than one category and/or condition may be reported during the same hospitalisation. Therefore, the totals are not necessarily equal to the sum of the 
components.  

Data for Tasmania do not include two private hospitals that account for approximately one eighth of Tasmania’s total hospital separations
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Table NHA.B.2A.13

Table NHA.B.2A.13

unit NSW Vic Qld WA SA Tas ACT NT Aust
no. 4 926 3 722 3 247 1 366 1 256  220  239  457 15 440

no. 72 448 59 662 47 343 23 316 19 110 4 444 2 867 3 390 232 701

no. 92 172 79 798 62 606 26 479 26 369 7 543 2 642 3 588 301 379

no. 168 861 142 745 112 694 50 891 46 508 12 131 5 728 7 351 547 218

no. 2 369 882 2135 508 1584 385 784 135 607 757 167 531 94 306 100 448 7 873 945
%   7.1   6.7   7.1   6.5   7.7   7.2   6.1   7.3   6.9

(a) 

(b)

(c) 

Source : AIHW (unpublished) National Hospital Morbidity Database.

Total hospital separations (c) 
PPH / Total hospital separations

More than one category and/or condition may be reported during the same hospitalisation. Therefore, the totals are not necessarily equal to the sum of the
components.  

Supplementary measure a) Selected potentially preventable hospitalisations (PPH) excluding dehydration 
and gastroenteritis and diabetes complications (additional diagnoses only) , as a percentage of total
hospital separations, by State and Territory,  2007-08 (a), (b)

Data are presented by the State/Territory of usual residence of the patient, not by State/Territory of hospitalisation. Separations for patients usually resident
overseas are excluded.

Caution should be used when comparing data across time. As the benchmark is specified as a proportion of separations rather than a population rate, variation
in rates across years may reflect variation in jurisdictional admission practices rather than variation in potentially preventable hospitalisations. 

Vaccine-preventable conditions

Acute conditions excluding 
dehydration and gastroenteritis
Chronic conditions excluding 
diabetes complications (additional 
diagnoses only)

Total PPH excluding dehydration 
and gastroenteritis and diabetes 
complications (additional 
diagnoses only) 
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Table NHA.B.2A.14

Table NHA.B.2A.14

Aust Aust

per cent of total 
hospital separations no.

Vaccine preventable conditions
SEIFA of residence 

Decile 1   0.3  2 133
Decile 2   0.2  1 768
Decile 3   0.2  1 733
Decile 4   0.2  1 587
Decile 5   0.2  1 374
Decile 6   0.2  1 516
Decile 7   0.2  1 423
Decile 8   0.2  1 291
Decile 9   0.2  1 329
Decile 10   0.2  1 248

Acute conditions excluding dehydration and gastroenteritis
SEIFA of residence 

Decile 1   3.4  28 382
Decile 2   3.1  26 362
Decile 3   3.1  24 894
Decile 4   3.1  24 886
Decile 5   3.1  23 683
Decile 6   2.8  22 446
Decile 7   2.9  20 280
Decile 8   2.8  21 601
Decile 9   2.6  20 785
Decile 10   2.6  18 849

Chronic conditions excluding diabetes complications (additional diagnoses only)
SEIFA of residence 

Decile 1   4.7  39 435
Decile 2   4.8  40 228
Decile 3   4.5  35 870
Decile 4   4.3  33 897
Decile 5   4.0  30 529
Decile 6   3.6  28 456
Decile 7   3.5  25 056
Decile 8   3.3  24 808
Decile 9   3.1  24 607

Supplementary measure a) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (additional
diagnoses only) , as a percentage of total hospital separations,
by SEIFA deciles, National, 2007-08 (a)
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Table NHA.B.2A.14

Table NHA.B.2A.14

Aust Aust

per cent of total 
hospital separations no.

Supplementary measure a) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (additional
diagnoses only) , as a percentage of total hospital separations,
by SEIFA deciles, National, 2007-08 (a)

Decile 10   2.5  18 002

SEIFA of residence 
Decile 1   8.3  69 612
Decile 2   8.0  68 046
Decile 3   7.8  62 249
Decile 4   7.6  60 096
Decile 5   7.2  55 351
Decile 6   6.6  52 202
Decile 7   6.5  46 546
Decile 8   6.2  47 543
Decile 9   5.8  46 551
Decile 10   5.2  37 966

(a)

(b)

Source:

Socio-Economic Indexes for Areas (SEIFA) deciles are based on the ABS Index of Relative
Socio-economic Disadvantage, with decile 1 being the most disadvantaged and decile 10 being the least
disadvantaged. The SEIFA deciles represent approximately 10 per cent of the national population, but do
not necessarily represent 10 per cent of the population in each State or Territory. Disaggregation by
SEIFA is based on the patient's usual residence, not the location of the hospital.

All potentially preventable hospitalisations excluding dehydration and gastroenteritis and diabetes 
compliations (additional diagnoses only) (b)

More than one category may be reported during the same hospitalisation. Therefore, the total rate is not
necessarily equal to the sum of the components.  

AIHW (unpublished) National Hospital Morbidity Database.
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Table NHA.B.2A.15

Table NHA.B.2A.15

unit NSW Vic Qld WA SA Tas ACT NT Aust
no. 4 926 3 722 3 247 1 366 1 256  220  239  457 15 440

no. 72 448 59 662 47 343 23 316 19 110 4 444 2 867 3 390 232 701

no. 68 736 57 682 45 123 18 072 19 372 5 133 1 893 2 260 218 362

no. 145 675 120 835 95 428 42 642 39 612 9 760 4 986 6 068 465 224

no. 2 369 882 2135 508 1584 385 784 135 607 757 167 531 94 306 100 448 7 873 945
%   6.1   5.7   6.0   5.4   6.5   5.8   5.3   6.0   5.9

(a) 

(b)

(c) 

Source : AIHW (unpublished) National Hospital Morbidity Database.

Total hospital separations (c)
PPH / Total hospital separations

More than one category and/or condition may be reported during the same hospitalisation. Therefore, the totals are not necessarily equal to the sum of the
components.  

Supplementary measure b) Selected potentially preventable hospitalisations (PPH) excluding dehydration
and gastroenteritis and diabetes complications (all diagnoses) , as a percentage of total hospital
separations, by State and Territory,  2007-08 (a), (b)

Data are presented by the State/Territory of usual residence of the patient, not by State/Territory of hospitalisation. Separations for patients usually resident
overseas are excluded.

Caution should be used when comparing data across time. As the benchmark is specified as a proportion of separations rather than a population rate, variation
in rates across years may reflect variation in jurisdictional admission practices rather than variation in potentially preventable hospitalisations. 

Vaccine-preventable conditions

Acute conditions excluding 
dehydration and gastroenteritis

Chronic conditions excluding 
diabetes complications (all 
diagnoses)

Total PPH excluding dehydration 
and gastroenteritis and diabetes 
complications (all diagnoses) 
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Table NHA.B.2A.16

Table NHA.B.2A.16

Aust Aust

per cent of total 
hospital separations no.

Vaccine preventable conditions
SEIFA of residence 

Decile 1   0.3  2 133
Decile 2   0.2  1 768
Decile 3   0.2  1 733
Decile 4   0.2  1 587
Decile 5   0.2  1 374
Decile 6   0.2  1 516
Decile 7   0.2  1 423
Decile 8   0.2  1 291
Decile 9   0.2  1 329
Decile 10   0.2  1 248

Acute conditions excluding dehydration and gastroenteritis
SEIFA of residence 

Decile 1   3.4  28 382
Decile 2   3.1  26 362
Decile 3   3.1  24 894
Decile 4   3.1  24 886
Decile 5   3.1  23 683
Decile 6   2.8  22 446
Decile 7   2.9  20 280
Decile 8   2.8  21 601
Decile 9   2.6  20 785
Decile 10   2.6  18 849

Chronic conditions excluding diabetes complications (all diagnoses)
SEIFA of residence 

Decile 1   3.4  28 230
Decile 2   3.5  29 396
Decile 3   3.3  26 377
Decile 4   3.1  24 661
Decile 5   2.8  21 985
Decile 6   2.6  20 200
Decile 7   2.6  18 123
Decile 8   2.4  17 994
Decile 9   2.2  17 828

Supplementary measure b) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (all diagnoses) , as a
percentage of total hospital separations, by SEIFA deciles,
National, 2007-08 (a)
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Table NHA.B.2A.16

Table NHA.B.2A.16

Aust Aust

per cent of total 
hospital separations no.

Supplementary measure b) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (all diagnoses) , as a
percentage of total hospital separations, by SEIFA deciles,
National, 2007-08 (a)

Decile 10   1.8  13 243

SEIFA of residence 
Decile 1   7.0  58 582
Decile 2   6.8  57 348
Decile 3   6.6  52 865
Decile 4   6.4  50 974
Decile 5   6.1  46 911
Decile 6   5.6  44 049
Decile 7   5.6  39 712
Decile 8   5.3  40 793
Decile 9   5.0  39 841
Decile 10   4.6  33 257

(a)

(b)

Source: AIHW (unpublished) National Hospital Morbidity Database.

More than one category may be reported during the same hospitalisation. Therefore, the total rate is not
necessarily equal to the sum of the components.  

All potentially preventable hospitalisations excluding dehydration and gastroenteritis and diabetes 
compliations (all diagnoses) (b)

Socio-Economic Indexes for Areas (SEIFA) deciles are based on the ABS Index of Relative
Socio-economic Disadvantage, with decile 1 being the most disadvantaged and decile 10 being the least
disadvantaged. The SEIFA deciles represent approximately 10 per cent of the national population, but do
not necessarily represent 10 per cent of the population in each State or Territory. Disaggregation by
SEIFA is based on the patient's usual residence, not the location of the hospital.
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Table NHA.B.2A.17

Table NHA.B.2A.17

unit NSW Vic Qld WA SA Tas ACT NT Aust (c) 
Vaccine-preventable conditions no. 4 357 2 997 2 513 1 060  874  245  129  366 12 546
Acute conditions no. 86 110 72 201 53 666 27 065 23 277 5 274 3 298 3 728 274 768
Chronic conditions no. 115 077 99 288 78 743 70 964 32 153 11 816 3 315 4 174 415 723
Total PPH no. 204 674 173 770 134 293 98 682 56 005 17 271 6 717 8 142 699 901
Total hospital separations (d) no. 2 306 218 2057 381 1501 304 740 068 614 542 159 215 90 052 97 253 7 602 917
PPH/Total hospital separations %   8.9   8.4   8.9   13.3   9.1   10.8   7.5   8.4   9.2

(a) 

(b)

(c) 
(d) 

Source : AIHW (unpublished) National Hospital Morbidity Database.

Selected potentially preventable hospitalisations (PPH) as a percentage of total hospital separations, by
State and Territory,  2006-07 (a), (b)

Australian totals include Other territories.

Caution should be used when comparing data across time due to changes between the ICD-10-AM 5th edition (used in 2006-07 and 2007-08) and 
ICD-10-AM 6th edition (used after 2007-08) and the associated Australian Coding Standards. In addition, as the benchmark is specified as a proportion of
separations rather than a population rate, variation in rates across years may reflect variation in jurisdictional admission practices rather than variation in
potentially preventable hospitalisations. 

Data are presented by the State/Territory of usual residence of the patient, not by State of hospitalisation. Separations for patients usually resident overseas are
excluded.

More than one category and/or condition may be reported during the same hospitalisation. Therefore, the totals are not necessarily equal to the sum of the
components.  

NATIONAL HEALTHCARE
AGREEMENT 

SCRGSP REPORT
TO CRC DECEMBER 2011 296



Table NHA.B.2A.18

Table NHA.B.2A.18

unit NSW Vic Qld WA SA Tas ACT NT Aust
no. 4 357 2 997 2 513 1 060  874  245  129  366 12 546

no. 70 449 55 489 43 733 22 527 18 590 4 167 2 721 3 398 221 195

no. 91 430 77 134 56 928 25 818 25 238 6 960 2 689 3 412 289 759

no. 165 636 135 201 102 747 49 153 44 497 11 322 5 528 7 097 521 457

no. 2 306 218 2 057 381 1 501 304  740 068  614 542  159 215  90 052  97 253 7 602 917
%   7.2   6.6   6.8   6.6   7.2   7.1   6.1   7.3   6.9

(a) 

(b)

(c) 

Source : AIHW (unpublished) National Hospital Morbidity Database.

Total hospital separations (c) 
PPH / Total hospital separations

More than one category and/or condition may be reported during the same hospitalisation. Therefore, the totals are not necessarily equal to the sum of the
components.  

Supplementary measure a) Selected potentially preventable hospitalisations (PPH) excluding dehydration 
and gastroenteritis and diabetes complications (additional diagnoses only) , as a percentage of total
hospital separations, by State and Territory,  2006-07 (a), (b)

Data are presented by the State/Territory of usual residence of the patient, not by State/Territory of hospitalisation. Separations for patients usually resident
overseas are excluded.

Caution should be used when comparing data across time. As the benchmark is specified as a proportion of separations rather than a population rate, variation
in rates across years may reflect variation in jurisdictional admission practices rather than variation in potentially preventable hospitalisations. 

Vaccine-preventable conditions
Acute conditions excluding 
dehydration and gastroenteritis

Chronic conditions excluding 
diabetes complications (additional 
diagnoses only)

Total PPH excluding dehydration 
and gastroenteritis and diabetes 
complications (additional 
diagnoses only) 
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Table NHA.B.2A.19

Table NHA.B.2A.19

Aust Aust

per cent of total 
hospital separations no.

Vaccine preventable conditions
SEIFA of residence 

Decile 1   0.2  1 843
Decile 2   0.2  1 495
Decile 3   0.2  1 250
Decile 4   0.2  1 574
Decile 5   0.2  1 117
Decile 6   0.2  1 149
Decile 7   0.1  1 015
Decile 8   0.1  1 079
Decile 9   0.1  1 031
Decile 10   0.1   965

Acute conditions excluding dehydration and gastroenteritis
SEIFA of residence 

Decile 1   3.3  26 764
Decile 2   3.1  26 230
Decile 3   3.1  23 775
Decile 4   3.1  23 579
Decile 5   3.0  21 749
Decile 6   2.8  20 990
Decile 7   2.8  19 403
Decile 8   2.8  20 550
Decile 9   2.6  19 720
Decile 10   2.6  18 078

Chronic conditions excluding diabetes complications (additional diagnoses only)
SEIFA of residence 

Decile 1   4.7  38 654
Decile 2   4.6  38 370
Decile 3   4.4  34 483
Decile 4   4.3  32 922
Decile 5   4.0  29 345
Decile 6   3.6  26 857
Decile 7   3.5  23 918
Decile 8   3.3  23 752
Decile 9   3.0  23 478
Decile 10   2.5  17 657

Supplementary measure a) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (additional
diagnoses only) , as a percentage of total hospital separations,
by SEIFA deciles, National, 2006-07 (a)
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Table NHA.B.2A.19

Table NHA.B.2A.19

Aust Aust

per cent of total 
hospital separations no.

Supplementary measure a) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (additional
diagnoses only) , as a percentage of total hospital separations,
by SEIFA deciles, National, 2006-07 (a)

SEIFA of residence 
Decile 1   8.2  66 978
Decile 2   7.9  65 807
Decile 3   7.6  59 292
Decile 4   7.5  57 812
Decile 5   7.1  52 018
Decile 6   6.5  48 806
Decile 7   6.4  44 161
Decile 8   6.2  45 204
Decile 9   5.7  44 098
Decile 10   5.2  36 574

(a)

(b)

Source:

All potentially preventable hospitalisations excluding dehydration and gastroenteritis and diabetes 
compliations (additional diagnoses only) (b)

Socio-Economic Indexes for Areas (SEIFA) deciles are based on the ABS Index of Relative
Socio-economic Disadvantage, with decile 1 being the most disadvantaged and decile 10 being the least
disadvantaged. The SEIFA deciles represent approximately 10 per cent of the national population, but do
not necessarily represent 10 per cent of the population in each State or Territory. Disaggregation by
SEIFA is based on the patient's usual residence, not the location of the hospital.

More than one category may be reported during the same hospitalisation. Therefore, the total rate is not
necessarily equal to the sum of the components.  

AIHW (unpublished) National Hospital Morbidity Database.
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Table NHA.B.2A.20

Table NHA.B.2A.20

unit NSW Vic Qld WA SA Tas ACT NT Aust
no. 4 357 2 997 2 513 1 060  874  245  129  366 12 546

no. 70 449 55 489 43 733 22 527 18 590 4 167 2 721 3 398 221 195

no. 68 089 56 357 41 744 18 083 18 868 4 839 1 946 2 225 212 210

no. 142 543 114 634 87 751 41 599 38 225 9 225 4 789 5 952 444 903

no. 2 306 218 2 057 381 1 501 304  740 068  614 542  159 215  90 052  97 253 7 602 917
%   6.2   5.6   5.8   5.6   6.2   5.8   5.3   6.1   5.9

(a) 

(b)

(c) 

Source : AIHW (unpublished) National Hospital Morbidity Database.

Total hospital separations (c) 
PPH / Total hospital separations

More than one category and/or condition may be reported during the same hospitalisation. Therefore, the totals are not necessarily equal to the sum of the
components.  

Supplementary measure b) Selected potentially preventable hospitalisations (PPH) excluding dehydration 
and gastroenteritis and diabetes complications (all diagnoses) , as a percentage of total hospital
separations, by State and Territory,  2006-07 (a), (b)

Data are presented by the State/Territory of usual residence of the patient, not by State/Territory of hospitalisation. Separations for patients usually resident
overseas are excluded.

Caution should be used when comparing data across time. As the benchmark is specified as a proportion of separations rather than a population rate, variation
in rates across years may reflect variation in jurisdictional admission practices rather than variation in potentially preventable hospitalisations. 

Vaccine-preventable conditions
Acute conditions excluding 
dehydration and gastroenteritis
Chronic conditions excluding 
diabetes complications (all 
diagnoses)

Total PPH excluding dehydration 
and gastroenteritis and diabetes 
complications (all diagnoses) 
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Table NHA.B.2A.21

Table NHA.B.2A.21

Aust Aust

per cent of total 
hospital separations no.

Vaccine preventable conditions
SEIFA of residence 

Decile 1   0.2  1 843
Decile 2   0.2  1 495
Decile 3   0.2  1 250
Decile 4   0.2  1 574
Decile 5   0.2  1 117
Decile 6   0.2  1 149
Decile 7   0.1  1 015
Decile 8   0.1  1 079
Decile 9   0.1  1 031
Decile 10   0.1   965

Acute conditions excluding dehydration and gastroenteritis
SEIFA of residence 

Decile 1   3.3  26 764
Decile 2   3.1  26 230
Decile 3   3.1  23 775
Decile 4   3.1  23 579
Decile 5   3.0  21 749
Decile 6   2.8  20 990
Decile 7   2.8  19 403
Decile 8   2.8  20 550
Decile 9   2.6  19 720
Decile 10   2.6  18 078

Chronic conditions excluding diabetes complications (all diagnoses)
SEIFA of residence 

Decile 1   3.5  28 320
Decile 2   3.4  28 066
Decile 3   3.3  25 539
Decile 4   3.1  24 270
Decile 5   2.9  21 302
Decile 6   2.6  19 256
Decile 7   2.6  17 583
Decile 8   2.4  17 359
Decile 9   2.3  17 439

Supplementary measure b) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (all diagnoses) , as a
percentage of total hospital separations, by SEIFA deciles,
National, 2006-07 (a)
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Table NHA.B.2A.21

Table NHA.B.2A.21

Aust Aust

per cent of total 
hospital separations no.

Supplementary measure b) Selected potentially preventable
hospitalisations (PPH) excluding dehydration and
gastroenteritis and diabetes complications (all diagnoses) , as a
percentage of total hospital separations, by SEIFA deciles,
National, 2006-07 (a)

Decile 10   1.8  12 913

SEIFA of residence 
Decile 1   7.0  56 787
Decile 2   6.7  55 645
Decile 3   6.5  50 449
Decile 4   6.4  49 273
Decile 5   6.0  44 063
Decile 6   5.5  41 309
Decile 7   5.5  37 909
Decile 8   5.3  38 908
Decile 9   4.9  38 126
Decile 10   4.5  31 886

(a)

(b)

Source:

Socio-Economic Indexes for Areas (SEIFA) deciles are based on the ABS Index of Relative
Socio-economic Disadvantage, with decile 1 being the most disadvantaged and decile 10 being the least
disadvantaged. The SEIFA deciles represent approximately 10 per cent of the national population, but do
not necessarily represent 10 per cent of the population in each State or Territory. Disaggregation by
SEIFA is based on the patient's usual residence, not the location of the hospital.

More than one category may be reported during the same hospitalisation. Therefore, the total rate is not
necessarily equal to the sum of the components.  

AIHW (unpublished) National Hospital Morbidity Database.

All potentially preventable hospitalisations excluding dehydration and gastroenteritis and diabetes 
compliations (all diagnoses) (b)
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NHA Benchmark 3A

NHA  Benchmark 3A:

Hospital and related care: the 
rate of Staphylococcus aureus 

(including MRSA) bacteraemia is 
no more than 2.0 per 10 000 
occupied bed days for acute 

care public hospitals by 2011-12 
in each State and Territory

2010-11 data are presented in table NHA.39.1.
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NHA Benchmark 4A

NHA  Benchmark 4A:

Social inclusion and Indigenous 
health: close the life expectancy 
gap for Indigenous Australians 

within a generation

No new data available for this benchmark.
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NHA Benchmark 4B

NHA  Benchmark 4B:

Social inclusion and Indigenous 
health: halve the mortality gap 
for Indigenous children under 

five by 2018

2010 data are presented in table NHA.9.1.
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NHA Indicator 1

NHA  Indicator 1:

Proportion of babies born of low 
birth weight
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Table NHA.1.1

Table NHA.1.1

unit NSW Vic  (f) Qld WA SA Tas  (g) ACT  (g) NT Aust
Proportion low birthweight babies born to:

Indigenous mothers % 10.0           12.2           9.8             13.0           10.4           8.3             13.9           12.5           10.9           
Non-Indigenous mothers % 4.2             4.6             4.7             4.3             5.0             5.0             3.7             5.0             4.5             

Total (h) % 4.4             4.7             4.9             4.8             5.1             5.1             3.8             7.7             4.7             

Indigenous mothers no.   294   91   320   223   63   23   11   174  1 199
Non-Indigenous mothers no.  3 813  3 076  2 637  1 221   921   290   172   117  12 247

Total (h) no.  4 124  3 231  2 961  1 444   984   313   184   291  13 532

(a) 
(b) 
(c) 
(d) 
(e)
(f)

(g)

(h)
Source :

Proportion of live-born singleton babies of low birthweight, by maternal Indigenous status, by State and
Territory, 2009 (a), (b), (c), (d), (e)

Number of low birthweight babies born to:

Data are sourced from the 2010-11 National Indigenous Reform Agreement Performance Report.

AIHW (unpublished) National Perinatal Data Collection.

Low birthweight is defined as less than 2500 grams.

Data relate to live births. Excludes stillbirths and multiple births. Births were included if they were at least 20 weeks gestation or at least 400 grams birthweight.

Disaggregation by State/Territory are by place of usual residence of the mother.
Data excludes Australian non-residents, residents of external territories and where State/Territory of residence was not stated.

Totals for Victoria have not been confirmed by the Victorian Perinatal Data Collection due to the nature of this collection. This is because the data are collected by
place of birth but are published by place of residence. Therefore totals include women who gave birth in other states and territories but resided in Victoria.

Includes births to mothers whose Indigenous status was not stated.

Birthweight data on babies born to Indigenous mothers residing in the ACT and Tasmania should be viewed with caution as they are based on small numbers of
births.
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