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Foreword

Australian hospital statistics 2004-05 continues the Australian Institute of Health and Welfare’s
comprehensive annual reporting on Australia’s hospitals. Detailed information is presented
on hospital care and hospitals in 2004-05, as are summaries of changes over time, and
comparisons between public and private hospitals.

This year, improvements have been made to the presentation of data on care provided in
emergency departments in public hospitals. Information on median waiting times and
lengths of time waited at the 90th percentile are presented, in addition to information on the
proportion of patients seen on time. Graphs on emergency department episodes by time of
day show for the first time that, nationally, highest numbers of patients present at emergency
departments between 8am and 12 noon.

Another innovation this year reflects our drive to improve the quality of Indigenous status in
the data—thus providing a stronger evidence base for policy makers to use. Information on
hospitalisation rates for Indigenous patients is presented only for those states and territories
for which the quality of the Indigenous status data was considered to be adequate. This
follows an AIHW study in 2005 in which a detailed assessment of the quality of the data was
made, and analysis guidelines were developed that take it into account.

An enhancement has also been made to the statistics presented on the cost per casemix-
adjusted separation, a statistic that has been used for a number of years as an indicator of
efficiency in public hospitals. For the first time, estimates of the cost per casemix-adjusted
separation have been made both with and without depreciation included for most states and
territories.

Timeliness is an important quality for statistical reports and, once again this year, publication
is within 11 months of the end of the reference period. We thank the contributions of state
and territory health authority data providers that allow this report to become available in
such a timely manner.

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

Penny Allbon
Director
May 2006
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Hospitals at a glance

Australian hospital statistics 2004-05 provides a twelfth year of comprehensive annual
statistical reporting by the Australian Institute of Health and Welfare on the characteristics
and activity of Australian hospitals. This section provides a summary of the report’s
information on Australian hospitals. It illustrates changes in hospital activity over time and
some differences between hospitals in the public and private sectors.

More information on how to interpret the data is provided in the relevant chapter quoted in
each subsection. More information about the terms used is in the glossary. Hospitals
included in this report include public acute care and psychiatric hospitals, private free-
standing day hospital facilities and other private hospitals (including psychiatric hospitals).

Admitted patient separations and
patient days

Separations and patient days provide
useful ways to measure how many
admitted patients are treated in hospitals.
See Chapter 2.

Changes between 2003-04 and
2004-05

e There were 7,018,850 separations and
23,828,612 patient days in 2004-05,
compared with 6,841,225 separations
and 23,583,303 patient days in 2003-04.

e Between 2003-04 and 2004-05,
separations increased by 1.8% for
public acute hospitals and by 4.4% for
private hospitals after adjusting for
coverage change and a Tasmanian
hospital being recategorised from the
private sector to the public sector.

e With the same adjustments, separations
increased by 1.7% for public patients
and by 3.9% for private patients, and
separations for which private health
insurance was reported as the funding
source increased by 5.3%.

e With the same adjustments, the number
of patient days increased by 1.4% in
public acute hospitals and by 0.9% in
private hospitals.

e Between 2003-04 and 2004-05 (with the
same adjustments) the number of same

same day separations increased by 2.0%
in public acute hospitals and by 6.1% in
private hospitals and overnight
separations increased by 1.5% and 1.6%
respectively.

Changes between 1995-96 and
2004-05

Between 1995-96 and 2004-05,
separations from all hospitals increased
by 35.7% (not adjusted for coverage
change). Separations increased by
19.5% in public acute hospitals and by
73.8% in private hospitals (including
free-standing day hospital facilities).

Over the same period, the number of
patient days in public acute hospitals
increased by 2.0%, and for private
hospitals they increased markedly (up
by 21.6%).

Separations per 1,000 population
increased by 3.5% for public acute
hospitals and by 51.3% for private
hospitals between 1995-96 and 2004-05
(Figure 1).

Over the same period, patient days per
1,000 population decreased by 15.3%
for public acute hospitals and by 0.6%
for private hospitals (Figure 2).

For stand alone public psychiatric
hospitals, separations per 1,000
population fell by 28.8% between
1996-97 and 2004-05 and there was a



47.6% fall in patient days per 1,000
population. This accompanied a fall in
the number of public psychiatric
hospitals (see below).

In 1995-96, 69.0% of separations and
69.4% of patient days in acute care

hospitals were in public acute hospitals.

By 2004-05, these percentages had
fallen to 60.7% and 66.6%, respectively,
showing a shift in hospital use from
public acute to private hospitals during
this period.

Separations per
1,000 population

250 + . .
Public acute hospitals
200 -
Private hospitals
150 -
1004  _..----" -
50
O T T T T T T T T T 1
[{e] N~ [ce] [} o - N ™ < w0
2922323373373
w0 © N~ [e0] (2] o ~— N [s2] <
[*)] D D [} D o o o o o
o)) (o] (o] (e} (o] o o o o o
- - - ~— - N N N N N

Figure 1: Separations per 1,000 population,

public acute and private hospitals, Australia,
1995-96 to 2004~
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Figure 2: Patient days per 1,000 population,
public acute and private hospitals, Australia,
1995-96 to 2004-05
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Length of stay

The proportion of separations that are
same day is increasing, and the average
length of stay in hospitals is decreasing.
See Chapter 2.

e The proportion of same day separations

increased between 1995-96 (42.4%) and
2004-05 (54.8%).

The number of same day separations
increased by 3.7% between 2003-04 and
2004-05 compared with a 1.3% increase
in overnight separations. Same day
separations increased by 2.1% in public
hospitals and by 5.7% in private
hospitals.

The average length of stay in hospitals
was 3.4 days in both 2003-04 and
2004-05.

The average length of stay decreased
20.9% between 1995-96 and 2004-05,
from 4.3 days to 3.4 days. The average
length of private hospital stays
decreased to 2.6 days, and that for
public acute hospital stays decreased to
3.7 days (Figure 3).
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Figure 3: Average length of stay, public acute
and private hospitals, Australia, 1995-96 to
2004-05

Average lengths of stay have remained
relatively constant over this period for
patients staying at least one night.
They were 6.4 days in public acute



hospitals and 5.4 days in private
hospitals in 2004-05 (Figure 4).
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Figure 4: Average length of stay for overnight
separations, public acute and private
hospitals, Australia, 1995-96 to 2004-05

International comparisons

e The number of overnight separations
per 1,000 population in Australia for
2002-03 was in the middle of the range
reported by other OECD countries for
recent years (Figure 5, OECD 2004).
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Note: Data for Canada, the USA, Belgium, Germany and Austria
are for 2001-02.

Figure 5: Overnight separations per 1,000
population, Australia and selected OECD
countries, 2002-03

e Comparability of international
separation rates is likely to be affected

Xii

by differences in definitions of hospitals
and in admission practices.

Age group and sex

Females accounted for more separations
than did males. See Chapter 8.

e In 2004-05, there were 3,726,032
separations for females compared with
3,292,736 separations for males, 53.1%
and 46.9% of separations respectively.

e OQOverall, in 2004-05 there were
366.7 separations per 1,000 population
for females, compared with 327.6
separations per 1,000 population for
males (Figure 6).
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Figure 6: Separations per 1,000 population, by
age group and sex, Australia, 2004-05

e The differences in the separation rates
for males and females varied between
age groups. There were more
separations per 1,000 population for
females than for males in all age groups
between 15 and 54 years (which include
child-bearing ages for women). Males
had higher separation rates than
females in all age groups less than 15
years old and 55 years and over.

e Separations for both males and females
increased between 2000-01 and
2004-05. These increases were very
marked for both females and males
aged 55 and over. Most notably,
separations increased by 26.7% for
females aged 55-64 years and by 36.1%



for males aged 85 years and over
(Figure 7).

e Separations of persons aged 0-4 years
decreased over this period for both
males and females.
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Figure 7: Change in the number of
separations (per cent), by age group and sex,
Australia, 2000-01 to 2004-05
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Figure 8: Average length of stay, by age group
and sex, Australia, 2004-05

e The average length of stay did not vary
greatly between males and females,
being around 3.4 days for both. Females
aged either less than 15 years or 65
years and over had longer average
lengths of stay than males in those age
groups (Figure 8).
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Persons identifying as Indigenous

Indigenous people, that is, those
identifying as being of Aboriginal and/or
Torres Strait Islander origin, had higher
separation rates in 2004-05 than other
persons. See Chapter 8.

e In 2004-05, the age-specific separation
rate for Indigenous persons (593.8 per
1,000 population) was about double the
rate for other persons (316.4 per 1,000
population). It was higher for all age
groups, particularly for age groups
35-44 years and over (Figure 9).
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1. Other includes both non-Indigenous and not stated/inadequately
described separations.

2. This figure includes data only for Queensland, Western
Australia, South Australia and the Northern Territory (public
hospitals only).

Figure 9: Separations per 1,000 population, by
Indigenous status and age group, Australia,
2004-05

Remoteness Areas

Remoteness Area categories divide
Australia into areas depending on
distances from population centres. See
Chapter 8.

e The number of separations per 1,000
population varied by Remoteness Area.
Overall, separation rates were highest
in very remote and lowest in inner
regional areas.

e Separation rates for public hospitals
were highest for patients living in very
remote areas (411.3 separations per
1,000 population) and lowest for



patients living in major cities (195.7
separations per 1,000 population).

e Separation rates for private hospitals
were highest for patients living in
major cities (146.9 separations per 1,000
population) and lowest for patients
living in very remote areas (46.9
separations per 1,000 population).

Separations per 1,000

population

500 - OPublic W Private

400 - .

300 - l

200 -

100 -

0 T T

3 LT o ® L iy 3
= oS o< o o ©
= o = O i
° E% 3% § & %
[ o o 14 = >
5 % <<
= >

Figure 10: Separations per 1,000 population,
by Remoteness Area of usual residence and
hospital sector, Australia, 2004-05

e Overall, remote areas had higher
separation rates for public hospitals
than major cities and regional areas. In
contrast, major cities had higher
separation rates for private hospitals
than regional and remote areas.

Overall type of care

Separations are allocated to Australian
Refined Diagnosis Related Groups
(AR-DRGs) which can be used to describe
whether the overall care was medical,
surgical or other. Other care includes
endoscopies. See Chapter 12.

e In public hospitals, separations with
medical AR-DRGs increased by 14.3%
between 2000-01 and 2004-05.
Separations with surgical AR-DRGs
increased by 2.2% and other AR-DRGs

Xiv

decreased by 2.6% in the same period
(Figure 11).

Separations

3,500,000 -
Medical AR-DRGs
3,000,000 ==
2,500,000 1
2,000,000 -
1,500,000 -
1,000,000 Surgical AR-DRGs
500,000 - Other AR-DRGs
0
oy N [s2} < Yo
< T T T T
o ~— N ™ <
o o o o o
o o o o
N N N N N

Note: AR-DRG version 5.1 was used for data in 2004—05.

Figure 11: Separations for medical, surgical
and other AR-DRGs version 5.0/5.1, public
hospitals, Australia, 2000-01 to 2004-05

e In private hospitals, separations with
medical AR-DRGs increased by 26.2%,
those with surgical AR-DRGs increased
by 18.6% and those with other
AR-DRGs increased by 14.8% (Figure
12).
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Note: AR-DRG version 5.1 was used for data from 2004—05.

Figure 12: Separations for medical, surgical
and other AR-DRGs version 5.0/5.1, private
hospitals, Australia, 2000-01 to 2004-05

Conditions treated

The conditions (diseases or injuries and
poisonings) treated in hospitals are
classified using the International statistical



classification of disease and related health
problems, 10th revision, Australian
Modification (ICD-10-AM). Using this
classification, each separation is allocated
a principal diagnosis which is the
diagnosis established after study to be
chiefly responsible for occasioning the
patient’s episode of care. See Chapter 9.

e Overall, 37.8% of separations in
2004-05 had a principal diagnosis that
derived from one of five ICD-10-AM
chapters: Diseases of the digestive
system; Neoplasms; Diseases of the
circulatory system; Pregnancy,
childbirth and the puerperium; and
Injury and poisoning.
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Note: Columns with two categories of principal diagnosis are
indicated using two shadings.

Figure 13: Separations, by selected principal
diagnosis, Australia, 2004-05

e The National Health Priority Areas
(NHPAs) initiatives focus on chronic
diseases that have a significant health
burden. They are: asthma, cancer
control, cardiovascular health, diabetes,
injury prevention and control, mental
health, and arthritis and
musculoskeletal conditions.

XV

e In 2004-05 the NHPAs were
represented by some high-volume
diagnoses. There were 158,854
separations with a principal diagnosis
of fracture; 37,461 separations with a
principal diagnosis of asthma and
56,788 with chronic obstructive
pulmonary disease (COPD); 81,011
separations with a principal diagnosis
of arthritis; 37,250 separations with a
principal diagnosis of angina pectoris;
and 67,656 separations with a principal
diagnosis of diabetes (Figure 13).

Selected potentially preventable
hospitalisations

The selected potentially preventable
hospitalisations presented in this report
are hospitalisations thought to be
avoidable if timely and adequate
non-hospital care is provided. Both acute
and chronic conditions are represented.
Rates for potentially preventable
hospitalisations are potential indicators of
the effectiveness of non-hospital care. See
Chapter 4.

e Opverall, the selected potentially
preventable hospitalisations
represented 9.4% of all separations in
2004-05.

e Overall, the number of separations per
1,000 population for the selected
potentially preventable
hospitalisations increased by an
average of 1.8% per year between
2000-01 and 2004-05.

e Some diseases can be prevented by
vaccination. The number of separations
per 1,000 population for these diseases
decreased by an average of 3.9% per
year between 2000-01 and 2004-05
(Figure 14).
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Figure 14: Selected potentially preventable
hospitalisations per 1,000 population,
Australia, 2000-01 to 2004-05

For chronic conditions, excluding
diabetes, potentially preventable
hospitalisations per 1,000 population
decreased by an average of 3.7% per
year between 2000-01 and 2004-05.

For diabetes complications, potentially
preventable hospitalisations per 1,000
population increased by an average of
10.1% per year between 2000-01 and
2004-05.

For acute conditions, potentially
preventable hospitalisations fluctuated
around 12 separations per 1,000
population between 2000-01 and

2004-05.

Procedures undertaken

A procedure can be surgical or non-
surgical and can treat or diagnose a
condition or be of a patient support nature
such as anaesthesia. See Chapter 10.

One or more procedures were reported
for 81.2% of the separations in
Australian hospitals in 2004-05.

Overall, 55.6% of separations that
reported a procedure occurred in the
public sector, and 44.4% occurred in the
private sector. Overall, 74.2% of
separations from the public sector
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recorded a procedure compared with
92.2% in the private sector.

Separations in 2004-05 for selected
high-volume procedures and selected
procedures that can be electively
performed are shown in Figure 15.

Separations

Figure 15: Separations with selected
procedures, Australia, 2004-05

e In 2004-05, high volume procedures

included Haemodialysis (822,133
separations), Gastrointestinal endoscopy
(573,057 separations), Chemotherapy
administration (273,500 separations),
Lens insertion (170,021 separations) and
Arthroscopic procedures (119,347
separations).

Some procedures are being increasingly
undertaken in the private sector, such
as coronary artery bypass graft and
coronary angioplasty.

The number of separations for coronary
artery bypass graft and coronary
angioplasty increased by 23.6%
between 2000-01 and 2004-05. They
increased by 28.3% in the private sector
and by 19.8% in the public sector.



e In 2004-05, 54.1% of the separations
with a coronary artery bypass graft or
coronary angioplasty were in the public
sector and 45.9% were in the private
sector (25,948 and 22,016 respectively),
compared with 55.8% and 44.2% in
2000-01 (21,656 and 17,162 respectively)
(Figure 16).
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Figure 16: Separations for coronary artery
bypass graft and coronary angioplasty by
hospital sector, Australia, 2000-01 to 2004-05
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Waiting times for elective surgery in
public hospitals

The median waiting time for elective
surgery in public hospitals in 2004-05 was
29 days. See Chapter 6.

e Ophthalmology, orthopaedic surgery,
and ear, nose and throat surgery were
the surgical specialties with the longest
median waiting times (66, 48 and
37 days respectively) in 2004-05 (Figure
17).

e All other surgical specialties had a
median waiting time of less than
30 days. Cardio-thoracic surgery had
the shortest median waiting time
(11 days).
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Figure 17: Public hospital median waiting
time, by specialty of surgeon, Australia,
2004-05

Emergency department care in
public hospitals

About 5.9 million accident and emergency
occasions of service were provided in
public hospitals in 2004-05 (see Chapter 5).

e Data on triage category, waiting times,
patient age group and sex were
available for about 76% of accident and
emergency occasions of service, mainly
those delivered in emergency
departments in Principal referral and
specialist women’s and children’s hospitals
and Large hospitals.

e A higher proportion of patients were
seen on time (as defined in Chapter 5)
in Large hospitals than in Principal
referral and specialist women’s and
children’s hospitals. In Large hospitals,
73% of emergency department
occasions of service were seen on time,
with 99% of patients who were
assigned a triage category of
Resuscitation seen on time.



e In Principal referral and specialist
women’s and children’s hospitals, 65% of
emergency department occasions of
service were seen on time, with 100%
of patients who were assigned a triage
category of Resuscitation seen on time.

e In Large hospitals, 69% of Urgent
patients were seen on time compared
with 61% in Principal referral and
specialist women’s and children’s hospitals
(Figure 18).
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Figure 18: Public hospital emergency
department occasions of service seen on time
(per cent), by triage category and public
hospital peer group, Australia, 2004-05

e Males accounted for more emergency
department occasions of service than
females. There were more occasions of
service for males than females in all age
groups except for patients aged 75
years and over.

e Persons aged 15-24 years accounted for
the largest number of emergency
department occasions of service
(698,266, 15.4%) (Figure 19).
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Figure 19: Emergency department occasions
of service, by age group and sex, Australia,
2004-05

Al

85+

25-34
45-54
55-64
65-74
75-84

5-14
15-24

Australian hospitals

Overall, the number of hospitals in
Australia has increased over time. See
Chapter 2.

e There were 1,293 hospitals in Australia
in 2004-05.

e There were 759 public acute hospitals
and 20 public psychiatric hospitals.

e There were 244 private free-standing
day hospital facilities and 290 other
private hospitals.

e There has been a marked increase in the
number of private free-standing day
hospital facilities, from 140 in 1995-96
to 244 in 2004-05.

e The number of public psychiatric
hospitals decreased from 26 facilities in
1995-96 to 20 facilities in 2004-05.

Available beds

The number of available beds is a better
indicator of the availability of hospital
services than is the number of hospitals
because hospital sizes vary considerably.
However, comparability of hospital bed
numbers can be affected by the casemix of
hospitals with differing proportions of



beds being available for specialised and
more general purposes. See Chapter 2.

In 2004-05, there were 82,100 available
beds in Australia.

There were 52,626 available beds in

Staff in Australian public hospitals

Staff numbers in public acute and public
psychiatric hospitals have grown over
time (Figure 21). See Chapter 3.

e The number of full-time equivalent

public acute hospitals and 2,487 in

staff increased by an average of 1.4%
public psychiatric hospitals.

annually between 1995-96 (184,494)
and 2004-05 (211,645). The number of
salaried medical officers increased by
an average of 4.8% annually over this
period (from 13,361 to 21,394) and the
number of nurses increased by an
annual average of 1.6% (from 80,570 to
93,992).

e There were an estimated 1,833 available
beds in private free-standing day
hospital facilities and 25,155 in other
private hospitals.

e There was a 1.7% reduction in available
beds from 83,538 in 1995-96 to 82,100 in
2004-05, an average decrease of 0.2%

annually. Average FTE staff
. . . 250,000 -
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of 0.7% annually, from 55,891 in 1995-96 ' \__/

to 52,626 in 2004-05 (Figure 20).
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Recurrent expenditure on public

Figure 20: Average annual change in the hospitals

number of available beds, by type of

Recurrent expenditure is expenditure on
hospital, Australia, 1995-96 to 2004-05

goods and services that are consumed
during the year, for example, salaries. See
Chapter 3.

e Recurrent expenditure on public acute
and public psychiatric hospitals was
$21,758 million in 2004-05. After
adjusting for inflation, this represented
an increase of 4.9% compared with
2003-04.

e The number of available beds/chairs in
private free-standing day hospital
facilities increased by an average of
6.7% annually between 1995-96 and
2004-05 (from 1,023 to 1,833).
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e The largest share of this expenditure
was for salary payments, which
accounted for 61.7% ($13,428 million) of
recurrent expenditure (Figure 22).

¢ The major non-salary recurrent
expenses in the public sector were for
medical and surgical supplies,
administrative expenses and drug
supplies.
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Figure 22: Recurrent expenditure, public
hospitals, Australia, 2004-05

Recurrent expenditure (cost) for
providing care in public hospitals
The average recurrent expenditure per

casemix-adjusted separation is regarded as
a measure of efficiency. See Chapter 4.

XX

e The average recurrent cost of
providing care per casemix-adjusted
separation in public hospitals
increased from $2,987 in 2000-01 to
$3,410 in 2004-05 (not adjusted for
inflation).

e This represents a total increase of 20.3%
in this period, an average increase of
4.7% annually (Figure 23).

e In 2004-05 the average cost comprised
$1,789 for non-medical labour
expenditure, $646 for medical labour
expenditure and $975 for other
recurrent expenditure. Other recurrent
expenditure costs include domestic
services; repairs and maintenance;
administration and medical, drug and
food supplies.
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Figure 23: Cost per casemix adjusted
separation, Australia, 2000-01 to 2004-05



1 Introduction

Australian hospital statistics 2004-05 continues the Australian Institute of Health and Welfare’s
(AIHW) series of summary reports describing the characteristics and activity of Australia’s
hospitals. Reports have been published previously for the financial years 1993-94 to 2003-04
(AIHW 1997a, 1997b, 1998, 1999, 2000, 2001a, 2002, 2003, 2004a, 2005a).

This series of reports has been based on data supplied to the AIHW by the state and territory
health authorities. Data are provided for the AIHW’s:

* National Public Hospital Establishments Database, covering resources, expenditure and
revenue for public hospitals

* National Non-admitted Emergency Department Care Database, covering public hospital
emergency department care and waiting times

* National Elective Surgery Waiting Times Data Collection, covering waiting times and
other characteristics of elective surgery in public hospitals

* National Hospital Morbidity Database, covering the diagnoses and other characteristics
of admitted patients, and the care they receive in public and private hospitals.

The collection and reporting of the data in this report were undertaken by the AIHW under
the auspices of the Australian Health Ministers” Advisory Council through the National
Health Information Agreement. Most of the data collected were as specified in the National
Minimum Data Sets for Public Hospital Establishments, Non-admitted Patient Emergency
Department Care, Elective Surgery Waiting Times and Admitted Patient Care. The data
element definitions are as specified in the National health data dictionary version 12 and
version 12 supplement (NHDC 2003, AIHW 2004b) for 2004-05. Some of the terms relating to
the use of hospitals are detailed in Box 1.1 and others are outlined in the glossary.

This report

This chapter briefly describes the major data sources.

Chapter 2 presents an overview of hospitals and hospital activity in Australia. This includes
a summary of the numbers of hospitals and beds and of non-admitted patient care. It also
includes separation statistics for admitted patients based on the state or territory of the
hospital, and whether the hospital was public or private.

Chapter 3 presents further data on public hospitals, including the number and type of
hospitals, available beds, staff employed, specialised services, expenditure and revenue.

Chapter 4 presents hospital performance indicator data, drawn from the AIHW’s hospitals
databases and other sources. The indicators have been presented as they relate to the
National Health Performance Framework (NHPC 2001).

Chapter 5 presents information on non-admitted patient care provided in public hospital
emergency departments.

Chapter 6 presents summary data on elective surgery waiting times for patients admitted to
public hospitals.



Box 1.1: Summary of terms and data sources relating to the use of hospitals
Admitted patients

Statistics on admitted patients are compiled when an admitted patient (a patient who undergoes a
hospital’s formal admission process) completes an episode of admitted patient care and ‘separates’ from the
hospital. This is because most of the data on the use of hospitals by admitted patients are based on
information provided at the end of patients’ episodes of care, rather than at the beginning. The length of
stay and the procedures carried out are then known and the diagnostic information is more accurate.

Separation is the term used to refer to the episode of admitted patient care, which can be a total hospital
stay (from admission to discharge, transfer or death), or a portion of a hospital stay beginning or ending in
a change of type of care (for example, from acute to rehabilitation). ‘Separation” also means the process by
which an admitted patient completes an episode of care by being discharged, dying, transferring to another
hospital or changing type of care.

For each separation, patients are assigned a principal diagnosis, which is the diagnosis established after
study to be chiefly responsible for occasioning the patient’s episode of admitted patient care (see Chapter 9).
If applicable, procedures are also reported (see Chapter 10). These can be surgical or non-surgical, and
therapeutic, diagnostic or of a patient-support nature (for example, anaesthesia).

Patient day means the occupancy of a hospital bed (or chair in the case of some same day patients) by an
admitted patient for all or part of a day.

The state and territory health authorities compile information on episodes of admitted patient care in public
and private hospitals and supply it to the AIHW for collation into the National Hospital Morbidity
Database. Data on waiting times for elective surgery in public hospitals are also provided.

Although hospital separation data are a valuable source of information about hospital care, they have
limitations as indicators of ill health. Sick people who are not admitted to hospital are not counted and
those who are admitted more than once are counted on each occasion. Hospital separation data are also
affected by variations in admission practices, and in the availability of and access to hospitals.

Non-admitted patients

Hospitals provide services to non-admitted patients through emergency departments, outpatient clinics
and a range of other specialised services (see Chapters 2 and 5). Summary information on these services is
collated nationally for public hospitals by the AIHW and for private hospitals by the ABS.

An occasion of service for a non-admitted patient is defined as any examination, consultation, treatment
or other service provided to a patient in each functional unit of a health service establishment each time the
service is provided. National data are based on counts of occasions of service, categorised into broad clinic-
or service-based groupings.

Definitions used for non-admitted patient hospital care are not completely uniform among the states and
territories, and have varied over time. Existing national systems for counting and classifying this care are
being revised with the aim of improving consistency and comparability. For example, categorisation of
occasions of service data using an expanded range of clinic types began on 1 July 2005 in selected public
hospitals.

More detailed information is collected on occasions of service provided in emergency departments in
selected public hospitals and provided for the National Non-admitted Patient Emergency Department Care
Database.

Chapter 7 presents administrative data for episodes of admitted patient care in public and
private hospitals including patient election status and funding source; area of usual
residence; overall type of care received; urgency of admission; and modes of admission and
separation.

Chapter 8 presents demographic information on episodes of admitted patient care, including
separations and patient days by age group, sex, Indigenous status, country of birth, area of
usual residence and quintile of socioeconomic advantage/disadvantage.



Chapters 9 to 12 present a range of information on episodes of admitted patient care,
including the principal diagnoses of the patients (Chapter 9), the procedures they underwent
(Chapter 10), external causes of injury and poisoning (Chapter 11) and the Australian
Refined Diagnosis Related Groups (AR-DRGs) for the hospital separations (Chapter 12).

Appendixes 3 and 4 provide technical notes on the data and analyses additional to those in
the chapters. In particular, Appendix 3 includes notes on the presentation of data in the
tables and the population estimates used for population rate calculations, and notes on major
aspects of the quality and comparability of the hospital morbidity data. Appendix 4 provides
information on the hospitals covered by each of the data sources and on the hospitals
categorised as public and private.

Information on episodes of admitted patient care is presented using Service Related Groups
in Appendix 5. Summary information from the Department of Health and Ageing’s 2003-04
National Hospital Cost Data Collection is provided in Appendix 6. This collection is the
source of AR-DRG cost weight and average cost information used in Chapters 2, 4, 7 and 12.
Appendix 7 relates to the Department of Health and Ageing’s State of our public hospitals
report. It notes the major differences between the source databases and the analysis methods
used for that report and for Australian hospital statistics 2004-05.

Throughout the report, unless otherwise specified:

*  public acute hospitals and public psychiatric hospitals are included in the public
hospital (public sector) category

* all public hospitals other than public psychiatric hospitals are included in the public
acute hospital category

*  private psychiatric hospitals, private free-standing day hospital facilities and other
private hospitals are included in the private hospital (private sector) category

* all private hospitals, other than private free-standing day hospital facilities, are included
in the other private hospitals category.

In addition, unless otherwise specified, statistics from the National Hospital Morbidity
Database exclude separations for which the care type was reported as Newborn and for which
no qualified days were reported (see Chapter 7) and records for Hospital boarders and
Posthumous organ procurement (see Appendix 3).

Although the National health data dictionary definitions form the basis of the databases, the
actual definitions used may have varied among the data providers and over time. In
addition, the detail of the scope of the data collections may vary. Comparisons between the
states and territories, reporting years and hospital sectors should therefore be made with
reference to the accompanying notes.

The National Public Hospital Establishments
Database

The National Public Hospital Establishments Database holds a record for each public
hospital in Australia. It is collated from the routine administrative collections of public acute
hospitals, psychiatric hospitals, drug and alcohol hospitals and dental hospitals in all states
and territories.



Essentially all public hospitals were included for 2004-05. However, the collection only
covers hospitals within the jurisdiction of the state and territory health authorities. Hence,
public hospitals not administered by the state and territory health authorities (for example,
some hospitals run by correctional authorities in some jurisdictions and those in offshore
territories) are not included. Further information about the hospitals included in the
database for 2004-05 (including a list of the hospitals) is in Appendix 4.

The collection is based on the National Minimum Data Set for Public Hospital
Establishments. Information is included on hospital resources (beds, staff and specialised
services), recurrent expenditure (including depreciation), non-appropriation revenue and
services to non-admitted patients (Box 1.1). Some data on emergency department waiting
times are also included (see below). Summary information on data quality and comparability
is presented in Chapter 3.

The National Hospital Morbidity Database

The National Hospital Morbidity Database is a compilation of episode-level records from
admitted patient morbidity data collection systems in Australian hospitals (Box 1.1). Data
relating to admitted patients in almost all hospitals are included: public acute hospitals,
public psychiatric hospitals, private acute hospitals, private psychiatric hospitals and private
free-standing day hospital facilities.

All public hospitals were included for 2004-05, with minor exceptions. The great majority of
private hospitals were also included, although there were a few not included, mainly
free-standing day hospital facilities. Counts of private hospital separations presented in this
report are therefore likely to be underestimates of the actual counts. In 2003-04, the National
Hospital Morbidity Database reported 47,279 (1.8%) fewer separations than the ABS’s Private
Health Establishments Collection (ABS 2005), which may have wider coverage. Further
information about the public and private hospitals included for 2004-05 and previous years
is in Appendix 4, including lists of all the hospitals contributing to the database for 2004-05.

The data supplied are based on the National Minimum Data Set for Admitted Patient Care
and include demographic, administrative and length of stay data, and data on the diagnoses
of the patients, the procedures they underwent in hospital and external causes of injury and
poisoning. Information on the quality of the diagnosis, procedure and external cause data,
classified using the fourth edition of the International statistical classification of diseases and
related health problems, 10th revision, Australian modification (ICD-10-AM) (NCCH 2004) is
included in Appendix 3.

Records for 2004-05 are for hospital separations (discharges, transfers, deaths or changes in
care type) in the period 1 July 2004 to 30 June 2005. Data on patients who were admitted on
any date before 1 July 2005 are included, provided that they also separated between 1 July
2004 and 30 June 2005. A record is included for each separation, not for each patient, so
patients who separated more than once in the year have more than one record in the
database.

Patient day statistics can be used to provide information on hospital activity that, unlike
separation statistics, account for differences in length of stay. As the database contains
records for patients separating from hospital during the reporting period (1 July 2004 to 30
June 2005), this means that not all patient days reported will have occurred in that year. It is
expected, however, that patient days for patients who separated in 2004-05, but who were



admitted before 1 July 2004, would be counterbalanced overall by the patient days for
patients in hospital on 30 June 2005 who will separate in future reporting periods. The
numbers of separations and patient days can be a less accurate measure of the activity for
establishments such as public psychiatric hospitals, and for patients receiving care other than
acute care, for which more variable lengths of stay are reported. Information on some aspects
of the quality and comparability of the data is presented in Appendix 3. The notes above and
those in Box 1.1 should also be used to guide interpretation of the data, as should the
additional notes presented in Chapter 1 of Australian hospital statistics 2003-04 (AIHW 2005a).

The National Non-admitted Patient Emergency
Department Care Database

The National Non-admitted Patient Emergency Department Care Database includes episode-
level data on non-admitted patients treated in the emergency departments of public
hospitals that were classified in the public hospital peer groups of Principal referral and
specialist women’s and children’s hospitals and Large hospitals in Australian hospital statistics
2003-04 (AIHW 2005a). Some states and territories were also able to provide data for
hospitals in other peer groups, so that coverage was about 76% of accident and emergency
occasions of service overall. More information about the coverage of this data collection
(which is more complete for larger hospitals), including a list of hospitals included for
2004-05, is presented in Chapter 5 and Appendix 4.

The data supplied are based on the National Minimum Data Set for Non-admitted Patient
Emergency Department Care. They include data on the type and length of emergency
department visit, triage category, waiting times, patient demographics, arrival mode and
departure status. The data presented in this report are for patients treated between 1 July
2004 and 30 June 2005. Summary information on the quality and comparability of the data is
included in Chapter 5.

Hospital-level data on accident and emergency occasions of service and emergency
department waiting times are also provided by some states for the National Public Hospital
Establishments Database. These data have wider coverage than data provided for the
National Non-admitted Patient Emergency Department Care Database, as detailed in
Chapter 5 and Appendix 4.

The National Elective Surgery Waiting Times Data
Collection

The state and territory health authorities have provided episode-level data on elective
surgery waiting times to the AIHW’s National Elective Surgery Waiting Times Data
Collection. The data presented in this report are for patients admitted for elective surgery
between 1 July 2004 and 30 June 2005.

The National Elective Surgery Waiting Times Data Collection relates to public acute care
hospitals. All public hospitals that undertake elective surgery were generally included. More
detail on the coverage of this collection, including a list of hospitals in the data collection for
2004-05, is included in Appendix 4. Summary information on the quality and comparability
of the data is included in Chapter 6.



This report and additional data on the Internet

This report is available on the Internet at www.aihw.gov.au. The text of the report is
presented in PDF format and the tables are presented as downloadable Excel spreadsheets.
This site also includes additional data, in Excel spreadsheets, on diagnoses, procedures and
AR-DRGs for admitted patients, and the data used to generate graphs in this report. Some of
the report’s tables are presented with more detail, such as using 5-year age groups rather
than 10-year age groups (see Chapter 8). More information on the Internet tables is in
Chapters 8,9, 10 and 12 and in Appendixes 1, 3 and 4.

After this report is published, the Internet site will also include updates for the tables in
Chapters 2, 4, 7 and 12 that use AR-DRG cost weight and/or average cost information. At the
time of publication, 2004-05 cost weights and average costs were not available. For the public
sector 2003-04 cost weights based on AR-DRG version 5.0 were used, while for the private
sector, 2002-03 cost weights for AR-DRG version 4.2, the most recent version available, were
used. Updates will also be provided for the tables in Chapters 2 and 4 and in Appendix 4,
which use data on private hospitals, collated in the ABS’s Private Health Establishments
Collection. These data were also not available at the time of publication of this report.
Updates will also be published if additional data for Tasmanian private hospitals become
available (see Chapter 2 and Appendix 4).

Interactive data cubes

Also included on the site are interactive cubes of data from the National Hospital Morbidity
Database which allow users to specify tables and graphs as required:

*  Principal diagnoses for 1993-94 to 1997-98 (using ICD-9-CM to classify diagnoses)
*  Principal diagnoses for 1998-99 to 2004-05 (using ICD-10-AM to classify diagnoses)

* Principal diagnoses for separations that include specialised psychiatric care for 1998-99
to 2002-03 (using ICD-10-AM to classify diagnoses), updated to include 2004-05 in 2006

e AR-DRGs version 4.0/4.1/4.2 for 1997-98 to 2004-05

* AR-DRGs version 5.0/5.1 for 1998-99 to 2004-05

*  Procedures for 2000-01 and 2001-02 (using ICD-10-AM 2nd edition to classify
procedures)

*  Procedures for 2002-03 and 2003-04 (using ICD-10-AM 3rd edition to classify
procedures)

*  Procedures for 2004-05 (using ICD-10-AM 4th edition to classify procedures).

Each principal diagnosis and AR-DRG cube includes information on the number of

separations (same day and overnight), patient days and average length of stay, by age group

and sex and year of separation, for each diagnosis or AR-DRG. The cube on specialised

psychiatric care also includes data on the mental health legal status of the patient for each

separation. The procedures cubes include information on numbers of procedures by age
group, sex, year of separation and whether undertaken on a same day basis.



2 Overview of Australian hospitals

Introduction

This chapter describes the public and private hospital sectors in terms of the number of
hospitals and the availability of hospital beds. Summary statistics for admitted and
non-admitted patients are also presented for each sector. Information is included on the
number of separations for patients and their aggregated and average length of stay,
presented on the basis of the sector of the hospital and the type of hospital within the sector.

The summary information on public hospitals is derived from the National Public Hospital
Establishments Database. Information on private hospitals has been provided by the states
and territories for 2004-05 and is preliminary. The final data will be included on the AIHW’s
website when they become available from the Australian Bureau of Statistics” (ABS’s) Private
Health Establishments Collection. Summary statistics for private and public hospitals are
presented at a national level for the years 2000-01 to 2004-05 and for states and territories for
2004-05.

Summary separation, patient day, average length of stay and average cost weight
information is derived from the National Hospital Morbidity Database for public and private
hospitals. National statistics for the years 2000-01 to 2004-05 and state and territory statistics
for 2004-05 are presented.

The hospital sectors and types reported in this chapter are public acute hospitals, public
psychiatric hospitals, private free-standing day hospital facilities and other private hospitals.
Data are also presented for all public hospitals combined, all acute hospitals (that is,
excluding public psychiatric hospitals), all private hospitals and all hospitals. For reasons of
confidentiality, the patient-level data for private hospitals in Tasmania, the Australian
Capital Territory and the Northern Territory have been suppressed. The distinction between
private free-standing day hospital facilities and other private hospitals has also been
suppressed for these jurisdictions by excluding them from the totals for private free-standing
day hospital facilities and other private hospitals and only including them in the total for all
private hospitals. Further information on the hospitals included is provided in Appendix 4.

There is some variation between jurisdictions in how hospitals that predominantly provide
public hospital services and that are privately owned and/or operated are reported. Most of
these are reported as public hospitals but some are reported as private hospitals, as detailed
in Appendix 4.

Also as detailed in Appendix 4, there is some variation in the scope of the National Hospital
Morbidity Database among the states and territories. There is also some variation in the way
in which separations with Newborn care were reported and in the inclusion of periods of
hospital in the home care, as described in Chapter 7 and Appendix 3. These variations
should be considered when comparing states and territories, the public and private sectors,
and reporting years.

Data on occasions of service for non-admitted patients in public hospitals, derived from the
National Public Hospital Establishments Database, are also presented, as are similar data for
private hospitals, provided from the ABS’s Private Health Establishments Collection.



Hospitals and hospital beds

A range of data on hospitals, available beds, expenditure and revenue is presented in

Table 2.1 for the period 2000-01 to 2004-05. Over the 4-year period, a number of jurisdictions
changed from accounting on a cash basis to accrual accounting, and a number of other
changes to reporting arrangements occurred so comparisons across years must be made with
caution.

There were 759 public hospitals and 534 private hospitals in 2004-05, compared with

761 public hospitals and 525 private hospitals in 2003-04 (Table 2.1). Changes in the numbers
of hospitals can be due to changes in administrative or reporting arrangements and not
necessarily to changes in the number of hospital campuses or buildings (see Appendix 4).
For example, New South Wales made a number of changes to reporting arrangements
between 2002-03 and 2003-04 such that there was an increase in reporting units although
there was no change in the number of actual facilities.

Change in the number of available beds is a more reliable indicator of shifts in the
availability of hospital services than change in the number of hospitals. However, the
concept of an available bed (the definition of which is under review) is also becoming less
important, particularly in the light of increasing same day hospitalisations, and the provision
of hospital in the home care. The comparability of bed numbers can also be affected by the
casemix of hospitals with, for example, different proportions of beds available for special
and more general purposes. Public hospitals provided 55,122 beds (67.1% of the national
total) in 2004-05, and 26,988 beds were provided in private hospitals (32.9% of the national
total).

In 2004-05 the Western Australian Department of Health purchased two private hospitals
and amalgamated them with existing public hospitals. In Tasmania, one hospital that mainly
provided public patient services was categorised as a private hospital until 2003-04 and was
reported as a public hospital in 2004-05, and as part of another public hospital for the
purposes of reporting establishment-level data. These changes resulted in increases in the
numbers of available beds reported for public hospitals in those states, but not increases in
the numbers of hospital establishments reported.

Public sector bed numbers are the average number of beds available through the course of
the year. Private sector data for 2004-05 were collated on a different basis from earlier years.
Data for 2000-01 to 2003-04 are from the ABS’s Private hospitals Australia 2003-04 (ABS 2005a)
publication and from earlier editions of Private hospitals Australia, which report numbers of
beds on an average available beds basis. Victorian private hospital beds were reported on an
available bed basis. All other private hospital beds were reported on a licensed bed basis,
which may overstate the number of beds available. These differences in reporting
arrangements may make cross-year comparisons less valid.

Nationally, bed numbers in the public sector experienced a decrease from 52,410 in 2000-01
to 51,461 in 2001-02, and then increased to 55,112 in 2004-05. Over the same period, the
private sector grew from 26,153 beds in 2000-01 to 27,407 in 2001-02, fell to 26,364 in 2002-03
and has increased slightly to 26,988 in 2004-05.

Information on the number of hospitals and hospital beds available by state and territory is
provided in Table 2.2 for both public and private hospitals. The number of available beds in
hospitals ranged from 3.3 per 1,000 population in Australian Capital Territory to 4.9 per
1,000 population in Tasmania in 2004-05.



Expenditure and revenue

Recurrent expenditure in 2004-05 was $21.8 billion in current price terms (not adjusted for
inflation), an increase of 8.8% from 2003-04 to 2004-05 for public hospitals. In constant price
terms (that is, adjusted for inflation) (referenced to 2003-04), national expenditure for public
hospitals was $21.0 billion in 2004-05, and represented a real increase in expenditure of 5.1%
over 2004-05 (Table 2.1).

Total revenue for public hospitals increased by an average of 4.9% per year in constant price
term between 2000-01 and 2004-05. For 2004-05 Queensland reported 60% higher revenue
than in 2003-04. This is primarily due to changes in Queensland's revenue recognition
practices in 2004-05 that result in the inclusion of revenue from other government agencies.

Admitted patients by sector and hospital type

Separations

There were 7,018,850 separations reported from public and private acute and psychiatric
hospitals in 2004-05 (Table 2.4), an increase of 177,625 (2.6%) compared with 2003-04
(Table 2.3). Public hospital separations increased by 1.8% (75,908) compared with 2003-04
and there was a 3.9% (101,717) increase in separations reported for the private sector.

The increases in separations should be interpreted in the light of coverage changes (see
Appendix 4).

There was no change in the coverage of private hospitals for New South Wales, Queensland,
the Australian Capital Territory and the Northern Territory. A small number of hospitals
were missing data for short periods in 2003-04 and 2004-05 in both Victoria and South
Australia. Private hospitals in Victoria were estimated to be under-enumerated by 0.3% in
2003-04 and data were essentially complete for 2004-05. Coverage was essentially complete
for both years for South Australia. In Tasmania, one hospital that mainly provided public
patient services (and is separately reported in the National Hospital Morbidity Database)
changed from being reported as a private hospital to being reported as a public hospital. In
addition, approximately 21% of Tasmanian private hospital separations were not reported in
2004-05, equivalent to 0.5% of private hospital separations nationally. Data for Tasmania
were complete for 2003-04. Coverage for Western Australian private hospitals was complete
for both 2003-04 and 2004-05. In 2004-05, two private hospitals were purchased by the
Western Australian Department of Health and amalgamated with existing public hospitals.

After adjusting for the change in classification of the Tasmanian hospital (by adding the
2004-05 separations for the hospital to the private sector 2004-05 separations and subtracting
it from the public sector) and adjusting for the coverage change in Victorian private hospitals
(by adjusting the 2003-04 Victorian data using the estimated under-enumeration proportion
above) the growth between 2003-04 and 2004-05 was estimated as 4.4% for private hospitals
overall. The growth for all public hospitals was estimated as 1.7% and for public acute
hospitals it was estimated as 1.8%. The growth for all hospitals combined was estimated as
2.8%.

The private sector accounted for 39.1% of the 7.02 million separations in 2004-05 (2,742,425),
compared with 38.6% (2,640,708) in 2003-04. Private free-standing day hospital facilities,



excluding Tasmania, the Australian Capital Territory and the Northern Territory, accounted
for 515,124 or 18.8% of private sector separations in 2004-05, compared with 486,386 or 18.4%
in 2003-04.

Same day and overnight separations

The proportion of admitted patients being treated on a same day basis, that is, admitted and
separated on the same date, continued to increase in the year 2004-05 (Table 2.3). Same day
separations have been distinguished from other separations in this report to illustrate the
proportions of total separations which they represent, and also to demonstrate the effect on
average lengths of stay when patients receiving this type of hospital care are classified as
admitted. In the Organisation for Economic Co-operation and Development (OECD)
definition of admitted patients, same day patients are not included, and therefore the
reported average lengths of stay in OECD publications (OECD 2005) are greater than those
presented in this publication.

In 2004-05, 3,847,178 separations were on a same day basis, an increase of 3.7%, compared
with 2003-04 (Table 2.3). There was an increase of 2.1% in public hospitals (and public acute
hospitals) and 5.7% in private hospitals. After adjusting for coverage change (which may not
have been the same for same day and overnight separations) and the recategorisation of the
Tasmanian hospital, increases were estimated as 2.0% in public hospitals and 6.1% in private
hospitals. Same day separations comprised 54.8% of separations overall, compared with
54.3% (3,711,408) in 2003-04, and there were increases in the proportions of same day
patients in both public hospitals (from 49.0% to 49.1%) and private hospitals (from 62.6% to
63.7%).

There was some variation among the states and territories in the proportion of same day
separations in 2004-05 (Table 2.4). For public hospitals, New South Wales (43.1%), South
Australia (47.2%), Tasmania (48.2%) and Queensland (48.5%) each had a lower proportion
than the national average (49.1%), whereas the Northern Territory (59.2%), the Australian
Capital Territory (53.1%) and Victoria (55.4%) had markedly higher proportions. In the
private sector, New South Wales (66.1%), Queensland (64.8%) and Victoria (64.1%) reported
higher proportions than average (63.7%).

South Australia has recently tightened practices around the admission of patients for Type C
procedures in public hospitals. Under some funding arrangements, such procedures are
normally meant to be performed on a non-admitted basis. However a medical officer can
certify that an admission is necessary on medical and other grounds. This change in practice
in South Australia would have had the effect of reducing the number of same day
separations in 2004-05, compared with 2003-04, and also of reducing total separations,
patient days and the proportion of admitted patients treated on a same day basis.

There was a 1.3% increase in overnight separations between 2003-04 and 2004-05, from
3,129,817 to 3,171,672. There was an increase of 1.6% in public hospitals (from 2,143,360 to
2,177,036), and a 0.8% increase in the private sector (from 986,457 to 994,636). After adjusting
for coverage change (which may not have been the same for same day and overnight
separations), and the recategorisation of the Tasmanian hospital, increases were estimated at
1.5% in public hospitals (and public acute hospitals) and 1.6% in private hospitals. Overnight
separations for private free-standing day hospital facilities were mainly from sleep centres
(mainly AR-DRG E63Z Sleep apnoea).
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Separation rates

Unadjusted for coverage change, the age-standardised separation rate per 1,000 population
increased by 0.2% between 2003-04 and 2004-05 for public acute hospitals (Table 2.3) and by
4.6% for private hospitals.

Among the states and territories, the Northern Territory reported the highest
age-standardised public acute hospital separation rate in 2004-05 (456.2 per 1,000
population; Table 2.4). Private hospital separation rates ranged from 106.6 per 1,000
population in New South Wales to 172.4 per 1,000 population in Queensland. These rates
relate to resident populations, and therefore do not take into account interstate and overseas
patient flows.

These rates are likely to have been affected by whether or not separate episodes of care (see
glossary) within a hospital stay were counted as individual separations, the way in which
hospital stays for patients aged 9 days or less on admission (Newborn episodes) were
reported, and the reporting of hospital in the home care (see Chapter 7 and Appendix 3 for
details). Changes over time and differences between sectors and jurisdictions can also be
affected by variation in admission practices. For example, in New South Wales public
hospitals, there has been a reclassification over recent years of chemotherapy patients from
admitted patients to non-admitted patients (outpatients), and there were changes in
admission practices for same day procedures in South Australian public hospitals in 2004-05
(see above).

The age-standardised separation rate for public psychiatric hospitals varied widely, from 0.1
per 1,000 population in Victoria and Queensland, to 1.6 per 1,000 population in New South
Wales. This variation reflects differences in the extent to which public psychiatric services
have been provided in public acute hospitals and non-hospital facilities (AIHW 2005b).
There are no public psychiatric hospitals in the Australian Capital Territory and the
Northern Territory.

Average cost weight of separations

The average cost weight information provides a guide to the expected resource use for
separations, with a value of 1.00 representing the theoretical average for all separations.

In Tables 2.3 and 2.4, average cost weights are presented based on the latest available cost
weights and the relevant AR-DRG versions applying to each year. The latest available cost
weights were used: version 5.0 cost weights for 2003-04 for the public sector, and version 4.2
for 2002-03 for the private sector. In one part of Table 2.3 and of Table 2.4, public sector cost
weights were used for both public and private hospitals to enable comparison between the
sectors on the same basis, as the public and private sector cost weights are not comparable.
Further information about the AR-DRG classification and cost weights is included in
Appendix 3.

Separations were only included if the care type was reported as Acute, or was not reported,
or where the care type was Newborn and the separation had at least one qualified day. Thus
separations for Rehabilitation, Palliative care, Geriatric evaluation and management,
Psychogeriatric care, Maintenance care, Other admitted patient care, and Newborn care with no
qualified days were excluded.

Table 2.4 indicates that, within the public sector, most states and territories had average cost
weights fairly close to the national average (1.00) for public acute hospitals. The Northern

11



Territory was a notable exception, with an average cost weight of 0.75. This reflects the high
proportion of public hospital separations in the Northern Territory that were for Admit for
renal dialysis (AR-DRG L61Z), an AR-DRG with a relatively low cost weight.

The validity of comparisons of average cost weights is limited by differences in the extent to
which each jurisdiction’s acute care psychiatric services are integrated into its public hospital
system. For example, in Victoria, almost all public psychiatric hospitals are mainstreamed,
and are therefore included in the public acute hospital data. Cost weights are of less use as a
measure of resource requirements for these services because the relevant AR-DRGs are less
homogeneous than for other acute services.

In Table 2.4, the average public cost weight for private free-standing day hospital facilities in
2004-05 was markedly lower (0.48) than for other private hospitals (1.02) (both figures
exclude Tasmania, the Australian Capital Territory and the Northern Territory), reflecting
the lower complexity and day-only nature of most admissions in these hospitals in 2004-05.
The average cost weights for other private hospitals ranged from 0.94 in Western Australia to
1.11 in South Australia. Nationally, the average cost weight for private hospitals using
private sector cost weights was 0.85.

Patient days

Patient days represent the number of full or partial day stays for patients who separated
from hospital during the reporting period, and the aggregated length of stay for all patients
(see Glossary). A total of 23,828,612 patient days was reported for 2004-05, 69.9% in the
public sector and 30.1% in the private sector (Table 2.4).

There was an increase of 0.9% (138,074) in patient days for public acute hospitals in 2004-05,
compared with 2003-04 (Table 2.3). For private hospitals, patient days stayed about same,
increasing by 1,724, unadjusted for coverage change. Patient days for public acute and
private hospitals combined (unadjusted for coverage change) increased by 0.6% (139,798),
and for all hospitals combined they increased by 1.0% (245,399). After adjusting for coverage
change and the recategorisation of the Tasmanian hospital, increases were estimated at 1.4%
in public hospitals, 0.9% in private hospitals, 0.8% for public acute and private hospitals
combined, and 1.3% for all hospitals combined.

Patient days in public psychiatric hospitals increased from 676,712 in 2003-04 to 782,313 in
2004-05 (15.6%) (Table 2.4). As separations from public psychiatric hospitals can include
some very long stay patients, and the pattern of these separations can vary over time, patient
day counts can also fluctuate markedly for these hospitals. In 2004-05, all long-stay patients
in one public psychiatric hospital in New South Wales were statistically discharged and
readmitted. This would have had the effect of increasing the number of patient days
reported.

Unadjusted for coverage change, the number of age-standardised patient days per 1,000
population for public acute and private hospitals combined decreased by 1.4% between
2003-04 and 2004-05 (Table 2.3). Public acute hospital patient days per 1,000 population
decreased by 1.1%, unadjusted for coverage change, and private hospital patient days per
1,000 population decreased by 2.1%.

The Northern Territory reported the highest number of patient days per 1,000 population for
public acute hospitals in 2004-05 (1413.4 per 1,000 population; Table 2.4). The highest
age-standardised population rate for patient days in private hospitals was reported by
Queensland (465.7 per 1,000 population).
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Average length of stay

The average length of stay for public acute and private hospitals combined decreased by
2.0% between 2003-04 and 2004-05 (Table 2.3). For private hospitals, the average length of
stay was 2.6 days in 2004-05. The average length of stay for public psychiatric hospitals
increased from 39.6 days in 2003-04 to 49.4 days in 2004-05, reflecting the increased patient
days reported for these hospitals, as described above.

With same day separations excluded (as is the practice for OECD reporting), average lengths
of stay in all hospitals combined decreased by 0.8%in 2004-05. For public psychiatric
hospitals, the average length of stay increased from 48.3 days in 2003-04 to 57.8 days in
2004-05 (Table 2.3). The average lengths of stay are within the range of those reported from
2000 to 2003 for acute care for other OECD countries (OECD 2005).

Relative stay index

Relative stay index (RSI) information is presented for the period 2000-01 to 2004-05 in
Table 2.3. The RSl is calculated as the actual number of patient days for separations in
selected AR-DRGs (version 5.0/5.1) divided by the expected number of patient days (based
on national figures for the 5 years combined) and standardised for casemix. An RSI greater
than 1 indicates that an average patient’s length of stay is higher than would be expected
given the casemix of the group of separations of interest. An RSI of less than 1 indicates that
the length of stay was less than would have been expected. More details on the methods of
calculating the RSIs are in Chapter 4 and Appendix 3.

In public hospitals, the directly standardised RSI in 2004-05 (0.96) was 2.2% lower than in
2003-04. Directly standardised RSIs were higher in private hospitals than in public hospitals
for all years. For all hospitals, the directly standardised RSI decreased from 1.03 in 2000-01 to
0.96 in 2004-05. This corresponds to an average annual decrease over the period of 1.7%.

Non-admitted patients

Information on non-admitted patient occasions of service and group sessions provided by
public acute and psychiatric hospitals for 2004-05 is provided in Table 2.5 by state and
territory. Similar information from the ABS’s Private Health Establishments Collection is
presented for private hospitals for 2003-04 in Table 2.6. Data for private hospitals for 2004-05
were not available at the time of publication of this report.

The most common non-admitted patient occasions of service delivered to individuals
through public acute hospitals in 2004-05 (Table 2.5) were Other medical/surgical/obstetric,
followed by Pathology and Accident and emergency services. Allied health and Community health
occations of service were also frequently provided. These categories include services such as
physiotherapy, speech therapy, dietary advice, baby clinics, aged care assessment teams and
immunisation clinics.

In addition to the services provided to individuals, group sessions were delivered through
public acute hospitals. These services include group activities conducted in the same
categories for which individual non-admitted patient services are recorded.

Users of these data should note that there is considerable variation among states and
territories and between reporting years in the way in which non-admitted patient occasions
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of service data are collected. Differing admission practices between the states and territories
will also lead to variation among jurisdictions in the services reported in Table 2.5. States and
territories may also differ in the extent to which these types of services are provided in
non-hospital settings (such as community health centres), which are beyond the scope of this
data collection.

There were differences in the scope and definition of the data reported in this chapter for
Accident and emergency occasions of service and the emergency department data presented in
Chapter 5. The differences are discussed in Chapter 5.

Data on the number of non-admitted patient occasions of service provided through public
psychiatric hospitals are also presented for New South Wales, Victoria, Queensland and
Western Australia, the states or territories for which these data were supplied (Table 2.5).
These services include emergency and outpatient care and outreach/community care
provided to individuals or groups.

In 2003-04, private hospitals reported about 1,909,500 non-admitted patient occasions of
service to the ABS’s Private Health Establishments Collection. Nationally, there were about
472,100 non-admitted patient occasions of service reported for Accident and emergency in
private hospitals (Table 2.6).
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Table 2.1: Summary of hospitals, Australia, 2000-01 to 2004-05

per cent change®®

Ave since Latest 2
2000-01 2001-02 2002-03 2003-04 2004-05 2000-01 years
Hospitals®
Public hospitals 749 746 748 761 759 0.3 -0.3
Public acute hospitals 726 724 729 741 739 0.4 -0.3
Public psychiatric hospitals 23 22 19 20 20 -34 0.0
Private hospitals 516 560 549 525 534 0.9 1.7
Private free-standing day hospital facilities 217 246 248 234 244 3.0 4.3
Other private hospitals 299 314 301 291 290 -0.8 -0.3
Public acute and private hospitals 1,242 1,284 1,278 1,266 1,273 0.6 0.6
Total 1,265 1,306 1,297 1,286 1,293 0.5 0.5
Available or licensed beds'
Public hospitals 52,410 51,461 52,314 53,475 55,112 1.3 3.1
Public acute hospitals 49,932 49,004 49,791 50,915 52,626 1.3 3.4
Public psychiatric hospitals 2,478 2,457 2,523 2,561 2,487 0.1 -2.9
Private hospitals 26,153 27,407 26,364 26,589 26,988 0.8 1.5
Private free-standing day hospital facilities 1,688 1,851 1,910 1,947 1,833 2.1 -5.8
Other private hospitals 24,465 25,556 24,454 24,642 25,155 0.7 21
Public acute and private hospitals 76,085 76,411 76,155 77,504 79,614 11 2.7
Total 78,563 78,868 78,678 80,064 82,100 1.1 2.5
Beds per 1,000 population
Public hospitals 2.72 2.64 2.65 2.68 2.76 0.4 3.1
Public acute hospitals 2.59 2.51 2.52 2.55 2.63 0.4 3.4
Public psychiatric hospitals 0.13 0.13 0.13 0.13 0.12 -0.8 -2.9
Private hospitals 1.36 1.40 1.33 1.33 1.35 -0.1 1.5
Private free-standing day hospital facilities 0.09 0.09 0.10 0.10 0.09 1.2 -5.8
Other private hospitals 1.27 1.31 1.24 1.23 1.26 -0.2 2.1
Public acute and private hospitals 3.95 3.91 3.86 3.88 3.98 0.2 2.7
Total 4.08 4.04 3.98 4.01 4.11 0.2 25
Non-admitted occasions of service® (°000)
Public acute hospitals 40,099 39,523 40,706 43,622 42,643 1.5 -2.2
Other private hospitals 1,814 1,748 1,919 1,910 n.a. 1.3 -0.5
Total 41,787 41,271 42,625 45,531 n.a. 2.2 6.8
Total recurrent expenditure, constant prices'® ($ million)
Public hospitals 17,185 18,049 18,919 20,004 20,986 5.1 4.9
Public acute hospitals 16,725 17,595 18,478 19,535 20,501 5.2 4.9
Public psychiatric hospitals 461 453 441 468 485 1.3 3.5
Private hospitals 5,735 5,870 5,814 5,859 n.a. 0.5 0.8
Private free-standing day hospital facilities 235 257 273 282 n.a. 4.7 3.3
Other private hospitals 5,500 5,613 5,541 5,576 n.a. 0.3 0.6
Total 22,920 23,919 24,733 25,863 n.a. 3.1 4.6
Total recurrent expenditure, current pricesm ($ million)
Public hospitals 15,545 16,848 18,256 20,004 21,758 8.8 8.8
Public acute hospitals 15,128 16,424 17,831 19,535 21,255 8.9 8.8
Public psychiatric hospitals 417 423 425 468 503 4.8 7.3
Private hospitals 4,467 4,996 5,401 5,859 n.a. 7.0 8.5
Private free-standing day hospital facilities 183 219 254 282 n.a. 11.4 1.2
Other private hospitals 4,284 4,777 5,147 5,576 n.a. 6.8 8.3
Total 20,012 21,843 23,641 25,863 n.a. 6.6 9.4
Total revenue, constant prices‘e’ ($ million)
Public hospitals 1,522 1,641 1,558 1,641 1,843 4.9 12.4
Public acute hospitals 1,498 1,620 1,538 1,617 1,818 5.0 12.4
Public psychiatric hospitals 24 21 20 24 26 1.5 9.0
Private hospitals 6,087 6,261 6,198 6,273 n.a. 0.8 1.2
Private free-standing day hospital facilities 288 308 324 341 n.a. 4.3 5.1
Other private hospitals 5,799 5,953 5,873 5,933 n.a. 0.6 1.0
Total 7,609 7,902 7,756 7,914 n.a. 1.0 2.0
Total revenue, current prices' ($ million)
Public hospitals 1,377 1,532 1,503 1,641 1,911 8.5 16.5
Public acute hospitals 1,355 1,512 1,484 1,617 1,884 8.6 16.5
Public psychiatric hospitals 22 19 19 24 27 5.1 13.0
Private hospitals 4,742 5,328 5,758 6,273 n.a. 7.2 9.0
Private free-standing day hospital facilities 224 262 301 341 n.a. 11.0 13.2
Other private hospitals 4,518 5,066 5,456 5,933 n.a. 71 8.7
Total 6,118 6,860 7,261 7,914 n.a. 6.6 9.0

(a) The average since 2000-01 is the average annual change between 2000-01 and the latest available year of data. The latest 2-year change is the change between the two latest available

years of data.

(b)  The number of hospitals reported can be affected by administrative and/or reporting arrangements and is not necessarily a measure of the number of physical hospital buildings or campuses.

(c) The comparability of bed numbers can be affected by the casemix of hospitals including the extent to which hospitals provide same day admitted patient services and other specialised services.

(d) Excludes public psychiatric hospitals. Reporting arrangements have varied significantly across years.

(e) Constant price values referenced to 2003—-04. Constant price values are adjusted for inflation and are expressed in terms of prices in the reference year. ABS Government Final Consumption
Expenditure, State and Local - Hospitals & Nursing Homes deflator used for public hospitals. ABS Household Final Consumption Expenditure hospital services deflator used for private

(f)  Current prices refer to amounts as reported, unadjusted for inflation. Current price amounts are less comparable between years than constant price amounts.

n.a. Not available.

Source: For 2004-05, most private hospital data are preliminary, sourced from the states and territories except Northern Territory's private hospital bed numbers are sourced from Hospital & Health
Services (2005) and private free-standing day hospital bed numbers in New South Wales and South Australia are sourced from ABS 2003-2004.
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Table 2.3: Summary of separation®, patient day and average length of stay statistics, by hospital
type, Australia, 2000-01 to 2004-05®)

% change!®

Ave since Since
2000-01 2001-02 2002-03 2003-04 2004-05 2000-01 2003-04

Separations (’000)

Public hospitals 3,882 3,966 4,091 4,201 4,276 2.4 1.8
Public acute hospitals 3,864 3,949 4,074 4,183 4,261 25 1.8
Public psychiatric hospitals 18 17 17 17 16 2.7 -7.4

Private hospitals‘®"® 2,272 2,433 2,554 2,641 2,742 4.8 3.9
Private free-standing day hospital facilities'® 332 377 455 486 515 11.6 5.9
Other private hospitals'® 1,849 1,958 1,991 2,043 2,134 3.6 44

Public acute & private hospitals® 6,136 6,382 6,629 6,824 7,003 3.4 26

Total 6,154 6,398 6,645 6,841 7,019 3.3 2.6

Overnight separations ('000)

Public hospitals 2,086 2,076 2,091 2,143 2,177 1.1 1.6
Public acute hospitals 2,071 2,062 2,077 2,129 2,164 1.1 1.6
Public psychiatric hospitals 15 14 14 14 13 -2.1 -3.3

Private hospitals®®"® 943 973 986 986 995 1.4 0.8
Private free-standing day hospital facilities'® 3 4 4 3 3 -0.7 -15.8
Other private hospitals‘® 940 937 951 934 952 0.3 2.0

Public acute & private hospitals'” 3,014 3,035 3,063 3,116 3,158 1.2 1.4

Total 3,029 3,049 3,076 3,130 3,172 1.2 1.3

Same day separations ('000)

Public hospitals 1,796 1,889 2,000 2,057 2,099 4.0 2.1
Public acute hospitals 1,793 1,887 1,997 2,054 2,097 4.0 21
Public psychiatric hospitals 3 3 3 3 2 7.1 -25.3

Private hospitals®® 1,329 1,460 1,569 1,654 1,748 71 57
Private free-standing day hospital facilities'® 330 373 451 483 512 11.7 6.1
Other private hospitals‘e’ 1,000 1,049 1,081 1,109 1,181 4.3 6.5

Public acute & private hospitals” 3,122 3,346 3,566 3,708 3,845 5.3 3.7

Total 3,125 3,349 3,569 3,711 3,847 5.3 3.7

Same day separations as a % of total

Public hospitals 46.3 476 48.9 49.0 49.1 15 0.2
Public acute hospitals 46.4 47.8 49.0 49.1 49.2 1.5 0.2
Public psychiatric hospitals 17.7 15.7 17.0 18.5 14.9 —-4.3 -19.4

Private hospitals‘®"® 58.5 60.0 61.4 62.6 63.7 2.2 17
Private free-standing day hospital facilities'® 99.2 99.0 99.1 99.4 99.5 0.1 0.1
Other private hospitals‘® 515 52.8 53.2 54.3 55.4 1.8 2.0

Public acute & private hospitals® 50.9 52.4 53.8 54.3 54.9 1.9 1.0

Total 50.8 52.3 53.7 54.3 54.8 1.9 1.0

Separations per 1,000 population

Public hospitals 201.8 202.6 205.7 207.8 208.1 0.8 0.2
Public acute hospitals 200.9 201.8 204.8 206.9 207.3 0.8 0.2
Public psychiatric hospitals 0.9 0.9 0.8 0.9 0.8 -3.8 -8.2

Private hospitals‘®"® 119.8 125.1 129.0 130.9 133.9 2.8 2.3
Private free-standing day hospital facilities'® 18.2 20.2 23.9 25.1 26.1 9.5 41
Other private hospitals‘® 101.2 104.7 105.1 105.8 107.8 1.6 1.9

Public acute & private hospitals'” 335.4 326.9 333.9 337.8 341.2 0.4 1.0

Total 320.2 327.7 333.5 337.3 340.2 1.5 0.8

(continued)
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Table 2.3 (continued): Summary of separation®, patient day and average length of stay statistics, by

hospital type, Australia, 2000-01 to 2004-05 ®)

% change'®

Ave since Since
2000-01  2001-02  2002-03  2003-04 200405  2000-01 2003-04
Average public cost weight of separations(g)

Public hospitals 1.02 1.01 1.00 1.01 1.02 -0.0 1.8
Public acute hospitals 1.02 1.01 1.00 1.00 1.02 -0.0 1.7
Public psychiatric hospitals 1.71 1.82 1.83 1.75 1.92 3.0 9.6

Private hospitals‘®"® 0.94 0.94 0.92 0.92 0.91 0.8 0.4
Private free-standing day hospital facilities'® 0.49 0.49 0.48 0.48 0.48 -0.5 -0.6
Other private hospitals‘® 1.02 1.02 1.02 1.02 1.02 -0.1 -0.1

Public acute & private hospitals®” 0.99 0.98 0.97 0.97 0.98 -0.3 0.9

Total 0.99 0.98 0.97 0.97 0.98 -0.3 0.9

Average private cost weight of separations(h)

Private hospitals®"® 0.86 0.86 0.86 0.85 0.85 -0.3 0.2
Private free-standing day hospital facilities'® 0.37 0.38 0.37 0.37 0.37 -0.1 -1.0
Other private hospitals‘® 0.95 0.96 0.97 0.97 0.97 0.6 0.2

Patient days (’000)

Public hospitals 15,726 16,237 16,425 16,419 16,662 15 15
Public acute hospitals 15,010 15,223 15,506 15,742 15,880 14 0.9
Public psychiatric hospitals 716 1,015 919 677 782 2.2 15.6

Private hospitals®® 6,743 6,964 7,115 7,165 7,166 1.5 0.0
Private free-standing day hospital facilities'® 333 377 455 486 515 11.6 5.9
Other private hospitals‘e’ 6,410 6,366 6,450 6,356 6,400 -0.0 0.7

Public acute & private hospitals"’ 21,753 22,186 22,622 22,907 23,046 15 0.6

Total 22,469 23,201 23,541 23,583 23,829 1.5 1.0

Patient days per 1,000 population(")

Public hospitals 820.0 827.8 821.1 805.3 802.2 -0.5 -0.4
Public acute hospitals 782.8 775.9 774.7 771.7 763.5 -0.6 -1.1
Public psychiatric hospitals 37.1 51.9 46.4 33.6 38.6 1.0 15.0

Private hospitals‘®"® 356.8 357.0 356.9 351.4 344.0 -0.9 2.1
Private free-standing day hospital facilities®® 18.1 20.2 23.9 25.1 26.1 9.6 41
Other private hospitals‘® 336.7 334.9 331.8 325.3 319.3 -1.3 -1.8

Public acute & private hospitals® 1,134.9 1,133.0 1,131.6 1,123.1 1,107.5 -0.6 1.4

Total 1,172.0 1,182.5 1,175.6 1,154.5 1,143.9 -0.6 -0.9

Average length of stay (days)

Public hospitals 4.1 41 4.0 3.9 3.9 -1.0 -0.3
Public acute hospitals 3.9 3.9 3.8 3.8 3.7 -1.0 -1.0
Public psychiatric hospitals® 40.1 60.9 55.1 39.6 49.4 53 248

Private hospitals@® 3.0 2.9 2.8 27 2.6 -3.1 -3.7
Private free-standing day hospital facilities'® 1.0 1.0 1.0 1.0 1.0 0.0 0.0
Other private hospitals‘® 3.3 3.2 3.2 3.1 3.0 2.4 -36

Public acute & private hospitals'” 35 35 3.4 3.4 33 -1.8 -2.0

Total 3.7 3.6 3.5 3.4 3.4 -1.8 -1.5

Average length of stay, excluding same
day separations (days)

Public hospitals 6.7 6.9 6.9 6.7 6.7 0.0 -0.2
Public acute hospitals 6.4 6.5 6.5 6.4 6.4 -0.0 -0.9
Public psychiatric hospitals® 48.6 71.9 66.2 48.3 57.8 45 19.8

Private hospitals®"® 57 5.7 5.6 5.6 5.4 -1.3 -25
Private free-standing day hospital facilities'® 1.0 1.0 1.0 1.0 1.0 0.1 0.3
Other private hospitals‘® 5.8 5.8 5.6 5.6 55 -1.2 24

Public acute & private hospitals® 6.2 6.2 6.2 6.2 6.1 0.4 -1.3

Total 6.4 6.5 6.5 6.3 6.3 -0.3 -0.8
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Table 2.3 (continued): Summary of separation®, patient day and average length of stay statistics, by
hospital type, Australia, 2000-01 to 2004-05 ®)

% change'®

Ave since Since
2000-01 2001-02  2002-03  2003-04 2004-05 2000-01 2003-04

Indirectly standardised relative stay index”

Public hospitals 1.01 1.00 0.98 0.97 0.95
Public acute hospitals 1.00 0.99 0.98 0.97 0.94
Public psychiatric hospitals® 1.25 1.29 1.31 1.31 1.30
Private hospitals®® 1.09 1.06 1.05 1.03 1.00
Private free-standing day hospital facilities'® 0.74 0.75 0.75 0.74 0.74
Other private hospitals'® 1.10 1.07 1.06 1.04 1.01
Public acute & private hospitals” 1.03 1.02 1.00 0.99 0.96
Total 1.03 1.02 1.00 0.99 0.96
Directly standardised relative stay index®
Public hospitals 1.02 1.01 0.99 0.98 0.96 -1.5 22
Public acute hospitals 1.01 1.00 0.99 0.97 0.95 -1.5 -2.1
Public psychiatric hospitals(d) n.p. n.p. n.p. n.p. n.p. n.p. n.p.
Private hospitals@® 1.12 1.10 1.10 1.08 1.05 -16 -3.2
Private free-standing day hospital facilities'® n.p. n.p. n.p. n.p. n.p. n.p. n.p.
Other private hospitals‘® 1.12 1.11 1.11 1.09 1.05 -1.6 -33
Public acute & private hospitals® 1.03 1.02 1.00 0.99 0.96 1.7 24
Total 1.03 1.02 1.00 0.99 0.96 1.7 -25

()
()]

(h)
]

@

n.p.

Separations for which the care type was reported as Newborn with no qualified days, and records for Hospital boarders and Posthumous organ procurement have
been excluded.

For 2000-01 to 200405, data on separations and patient days for public patients, private patients and other categories of patients in the public and private sector
are presented in Table 7.1.

Annual average change, not adjusted for changes in coverage and recategorisation. Change for Private freestanding day facilities and Other private hospitals
excludes Tasmania, the Northern Territory and the Australian Capital Territory.

Includes private psychiatric hospitals. Coverage of private hospitals is incomplete for some states and territories. See Appendix 4 for details.

The hospital type was not specified for Tasmanian private hospitals reporting to the National Hospital Morbidity Database for 2000-01, 2001-02, 2002-03 and
2003-04. Thus, data for Tasmania, the Northern Territory and the Australian Capital Territory are included in the total for private hospitals but not the private
hospital subcategories to protect the privacy of Tasmanian subcategorised data for private free standing and other private hospitals. However, they were included
in the total for private hospitals.

Excludes public psychiatric hospitals.

AR-DRG version 5.0 national public sector estimated cost weights 2003—04 were applied to AR-DRG version 5.0 DRGs for 2000-01 to 2003-04 and AR-DRG
version 5.1 DRGs for 2004-05 for all rows in Average public cost weight of separations.

AR-DRGs version 4.2 and private national cost weights for 2002—03 were used for all rows in Average private cost weight of separations.

Relative stay index based on all hospitals combined for the 5-year period using the indirect method. The indirectly standardised relative stay index is not technically
comparable between cells but is a comparison of the hospital group with the 5-year average based on the casemix of that group. See Appendix 3 for details on the
methodology.

Relative stay index based on all hospitals combined for the 5-year period using the direct method. The directly standardised relative stay index is comparable
between cells. See Appendix 3 for details on the methodology.

Not applicable.
Not published, because there were too few AR-DRGs in the group.
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3 Public hospital establishments

Introduction

This chapter describes the public hospital sector in terms of the number of hospitals,
availability of hospital beds, staff employed and specialised services provided. It also
provides information on public hospital expenditure and revenue. The main source of data is
the National Public Hospital Establishments Database. Data on specialised services,
expenditure, staffing and revenue for some small hospitals were incomplete.

Hospitals and bed numbers

Table 3.1 presents information on the numbers of hospitals and beds and the distribution of
hospitals by their size, which has been determined by the number of available beds. There
were 759 public hospitals and 55,112 beds reported for 2004-05.

The number of hospitals reported can be affected by administrative and/or reporting
arrangements and is not necessarily a measure of the number of physical hospital buildings
or campuses. A more reliable indicator of the availability of hospital services may be the
numbers of hospital beds. However, the concept of an available bed is also becoming less
important, for example in the light of increasing same day hospitalisations and provision of
hospital in the home care. The comparability of bed numbers can also be affected by the
casemix of hospitals with, for example, differing proportions of beds available for specialised
and more general purposes.

Based on numbers of available beds, there were more small hospitals, particularly in those
jurisdictions that cover large geographic areas. The majority of beds were in larger hospitals
and in more densely populated areas. Although 70.1% of hospitals had fewer than 50 beds,
these small hospitals accounted for only 17.9% of available beds. The largest hospital had
881 beds, and the median hospital size was 25 beds.

Further detail about the characteristics and numbers of public hospitals is included in
Appendix 4 and, by public hospital peer group, in Table 4.2.

Geographical distribution of beds

The Remoteness Area classification is used in Table 3.2 to present information on the
geographical distribution of public hospitals and available beds, and on the number of
available beds per 1,000 population. Information on the Remoteness Area classification is
included in Appendix 3.

On a Remoteness Area basis, the highest number of hospitals was in Outer regional areas
(224) and the largest number of beds was in Major cities (34,125).

Nationally, there were 2.8 public hospital beds per 1,000 population. The ratio of public
hospital beds in a jurisdiction to the population resident in the jurisdiction ranged from
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2.1 beds per 1,000 population in the Australian Capital Territory to 3.3 beds per
1,000 population in South Australia.

On a Remoteness Area basis, the ratio of public hospital beds in an area to the population
resident in the area ranged from 2.6 beds per 1,000 population nationally in Major cities, to
3.0 beds per 1,000 population in regional areas and 5.3 beds per 1,000 population in Remote
and Very remote areas. This distribution of beds is reflected in separation rates for public
hospitals by geographical area (see Table 8.12).

This analysis by Remoteness Area is of less relevance to geographically smaller jurisdictions
and those jurisdictions with small populations residing in Remote areas (such as the Victoria
and Australian Capital Territory). Thus, the ratio of services to the population does not
necessarily indicate the accessibility of hospital services. Hospitals based in central locations
can also serve patients who reside in other areas of a state or territory or in other
jurisdictions. The patterns of bed availability may also reflect a number of factors including
patterns of availability of other health care services, patterns of disease and injury and the
relatively poor health of Indigenous people, who have higher population concentrations in
Remote areas.

Specialised services

Data relating to the availability of specialised services (such as Intensive care unit,
Obstetric/maternity service and Transplantation units) in public acute hospitals for all states and
territories are presented in Table 3.3. By far, the most common specialised services offered by
hospitals were Domiciliary care services and services provided by Obstetric/maternity and
Nursing home care units. In contrast, Acute spinal cord injury unit and Pancreas, heart and liver
transplant services were provided by only a few hospitals, reflecting the highly specialised
nature of those services.

Most specialised services were in hospitals located in Major cities, for example, all 7 Acute
spinal cord injury units were located in Major cities. However, other services were more spread
with 2 of the 13 Burns units (level 11I) located in Regional areas, and 66 Obstetric/maternity
services in Major cities, 167 in Regional areas and 25 in Remote and Very remote areas.

Data on specialised services were not available for a few hospitals so the services may be
under-enumerated.

The existence of a specialised unit does not necessarily imply the delivery of large numbers
of services in that unit. For example, there were some smaller hospitals with an obstetric unit
that had less than one delivery a week on average. There were also a few hospitals that did
not report having an obstetric unit but reported one or more deliveries a day.

For information on service-related definitions of specialised services, see Appendix 5 on
Service Related Groups.

Staffing

Information on the number of full-time equivalent staff employed in public hospitals by state
and territory is presented in Table 3.4, as the average available staff for the year. The
collection of data by staffing category is not consistent among states and territories — for
some jurisdictions, best estimates were reported for some staffing categories. New South
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Wales and Victoria were unable to provide information for each nurse category, although
data on total nurse numbers were provided.

Nationally, 211,645 full-time equivalent staff were employed in the public hospital sector in
2004-05. Nurses constituted 44.4% (93,992) of public hospital staff; Registered nurses were the
largest group in those states and territories that reported a breakdown of the nursing
categories.

There were 21,394 Salaried medical officers employed in public hospitals throughout Australia,
representing 10.1% of the public hospital labour force. Information on numbers of visiting
medical officers (VMOs), who are contracted by hospitals to provide services to public
patients and paid on a sessional or fee-for-service basis in public hospitals, is not available.
(See Table 3.5 for data on expenditure on VMOs.)

Variation in some staffing categories (in particular, Other personal care staff and Domestic and
other staff) is most likely due to different reporting practices within the states. Queensland, in
particular, has noted that there is little difference between these categories, and that an
employee may perform different functions within these two categories on different days.
New South Wales, Victoria, Western Australia and South Australia did not provide data on
Other personal care staff as these staff are included in the Diagnostic and allied health and
Domestic and other staffing categories.

The outsourcing of services with a large labour-related component (for example, food
services and domestic services) can have a large impact on the staffing figures. Differences in
outsourcing may explain some of the differences in full-time equivalent staff in some staffing
categories and also some of the differences between the states and territories.

Recurrent expenditure by hospitals

Information on gross recurrent expenditure, categorised into Salary and wages expenditure and
Non-salary expenditure, is presented in Table 3.5. Nationally, total recurrent expenditure
excluding depreciation by public acute and psychiatric hospitals was $21.8 billion in 2004-05.

The largest share of expenditure for 2004-05 was for salary payments. Even when payments
to VMOs and payments for outsourced services, which include large labour components, are
excluded, salary payments accounted for 61.7% of the $21.8 billion spent within the public
hospital system. Salary payments include salaries and wages, payments to staff on paid
leave, workers’ compensation leave and salaries paid to contract staff where the contract was
for the supply of labour and where full-time equivalent staffing data were available.

Medical and surgical supplies (which include consumable supplies only and not equipment
purchases), administrative expenses and drug supplies were the major non-salary expenses for
public hospitals nationally. Data for Queensland include payments for pathology provided
by the state-wide pathology services.

Depreciation has also been reported in Table 3.5. The data show that there is variation
between states and territories in reporting, ranging from 6.4% of total expenditure in
Queensland to 1.0% in the Northern Territory. No data were available on depreciation for
Tasmania and the data were incomplete for South Australia.
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Hospital revenue

Public hospital revenue from patients and other sources (excluding general revenue
payments received from state or territory governments) is reported in Table 3.6. In this table,
states and territories have reported revenue against three categories: Patient revenue,
Recoveries (that is, income from the use of hospital facilities by salaried medical officers or
private practitioners exercising their rights of private practice, and other recoveries), and
Other revenue (such as from charities). In data reported for Queensland, Patient revenue
includes revenue for items such as pharmacy and ambulance, which could be considered as
Recoveries.

Australian public hospitals received $1.91 billion in revenue in 2004-05. This was equivalent
to 8.8% of total recurrent expenditure (excluding depreciation). Revenue as a proportion of
total expenditure varied among the states and territories. Public hospital revenue in
Tasmania represented 12.0% of expenditure, whereas revenue in South Australia
represented 4.4% of expenditure.

There is some variation among the states and territories in the treatment of revenue data. For
example, Victoria’s Other revenue includes Commonwealth grants. In contrast, the Northern
Territory does not include Commonwealth grants in its revenue figures. In 2004-05
Queensland has reported 60% higher revenue that in 2003-04. This is primarily due to
changes in Queensland's revenue recognition practices in 2004-05 that result in the inclusion
of revenue from other government agencies.

There is also some inconsistency in the treatment of income from asset sales. Western
Australia netted out asset sales in its capital expenditure accounts, and South Australia
netted out land sales in its capital expenditure accounts and reported sales from other
surplus goods in the revenue figures. Both the Australian Capital Territory and the Northern
Territory reported revenue from asset disposal as part of Other revenue. Victoria and
Queensland account for asset sales in their capital expenditure accounts. The income from
asset disposal (apart from major assets such as land, buildings and some motor vehicles) is
usually not very significant as capital assets are generally retained until they are either worn
out or obsolete, making their residual value comparatively small. Sometimes there is even a
net cost incurred in disposing of an asset.

Other expenditure and revenue related to hospitals

Expenditure reported in Table 3.5 is largely expenditure by hospitals and not necessarily all
expenditure on hospital services by each state or territory government. Revenue reported in
Table 3.6 is largely revenue received by individual hospitals, and does not necessarily
include all revenue received by each state or territory government for provision of public
hospital services.

For example, expenditure on public hospital services purchased by the state or territory
government (at the state or area health service level) from privately owned and/or operated
hospitals is not included in Table 3.5 except if the privately owned and/or operated hospital
has been reported as a public hospital (see Appendix 4). Expenditure on public patients
hospitalised in other jurisdictions is also not identified in Table 3.5 for the purchasing
jurisdiction, although it is largely reflected as expenditure in other jurisdictions’ columns in
Table 3.5. It is also not included in Table 3.6, which excludes general revenue payments from
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the state and territory governments. Expenditure by public hospitals, through inter-hospital
contracts, is assumed to be included within the expenditure reported for hospitals in Table
3.5.

Data on the purchase (at the state- or area health service-level) of public hospital services
provided by privately owned and/or operated hospitals has been reported by some states
and territories. In 2004-05, Western Australia spent $160.8 million on the purchase of public
hospital services from private hospitals, which is equivalent to 8% of total recurrent
expenditure by public hospitals (Table 3.5). New South Wales, Victoria and South Australia
reported $38.1 million, $0.2 and $2.1 million expenditure, respectively. The Australian
Capital Territory and the Northern Territory reported nil recurrent expenditure on
purchasing public patient services from private hospitals. Data were provided for Tasmania,
but not published, due to commercial-in-confidence considerations. Data were not available
for Queensland.

The reporting of expenditure is affected by how public and private hospitals are defined (see
Appendix 4). For example, the expenditure reported in this section for Western Australia
excludes the expenditure for two hospitals largely contracted to provide public services (Peel
and Joondalup hospitals) because they are reported as private hospitals. Expenditure for
similar hospitals in other states (for example, the Mildura Base Hospital in Victoria) is
included in Table 3.5 because they are reported as public hospitals.

Notes on financial data

Financial data reported from the National Public Hospital Establishments Database are not
comparable with data reported in the annual AIHW publication of Health expenditure
Australia 2003-04 (AIHW 2005c¢). In the latter, trust fund expenditure is included (whereas it
is not generally included in the data here), and hospital expenditure may be defined to cover
activity not covered by this data collection.

Capital formation expenditure is not reported in this publication. Not all jurisdictions were
able to report using the National health data dictionary (NHDC 2003) categories and the
comparability of the data may not be adequate for reporting.

It should also be noted that, because some states and territories have not fully implemented
accrual accounting procedures and systems, expenditure and revenue presented in the
current report are mixtures of expenditure/payments and revenue/receipts, respectively.
Depreciation represents a significant portion of expenditure and expenditure totals are
reported including and excluding depreciation to ensure comparable figures are available
across jurisdictions.
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Table 3.3: Number of public acute hospitals® with specialised services, by Remoteness Area, states

and territories, 2004-05

Specialised services Nsw® Vic® Qld WA SA© Tas ACT NT Total
Acute renal dialysis unit 18 9 10 4 4 2 1 2 50
Major city 14 8 3 4 4 .. 1 34
Regional 4 1 7 0 0 2 0 1 15
Remote 0 0 0 0 0 0 .. 1 1
Acute spinal cord injury unit 3 1 1 1 1 0 0 0 7
Major city 3 1 1 1 1 .. 0 7
AIDS unit 8 2 5 1 1 0 1 1 19
Major city 8 2 3 1 1 .. 1 16
Regional 0 0 2 0 0 0 0 2
Remote 0 0 0 0 0 0 .. 1 1
Alcohol and drug unit 33 15 10 1 3 1 0 1 64
Major city 23 7 5 1 1 .. 0 37
Regional 10 8 4 0 2 1 0 25
Remote 0 0 1 0 0 0 .. 2
Burns unit (level Ill) 4 2 2 2 2 1 0 0 13
Major city 3 2 2 2 2 .. 0 1"
Regional 1 0 0 0 0 1 0 0 2
Cardiac surgery unit 10 7 3 4 2 1 1 0 28
Major city 10 7 2 4 2 .. 1 26
Regional 0 0 1 0 0 1 0 0 2
Clinical genetics unit 10 6 6 2 2 1 1 0 28
Major city 8 6 4 2 2 1 .. 23
Regional 2 0 2 0 0 1 0 0 5
Coronary care unit 48 28 23 3 1" 3 2 2 120
Major city 30 14 9 3 6 .. 2 64
Regional 18 14 13 0 5 3 0 1 54
Remote 0 0 1 0 0 0 .. 1 2
Diabetes unit 25 18 10 5 5 3 1 1 68
Major city 23 15 8 5 5 .. 1 57
Regional 2 3 2 0 0 3 0 1 11
Domiciliary care service 150 96 40 54 46 0 0 1 387
Major city 36 27 7 8 8 .. 0 86
Regional 109 69 16 30 25 0 0 249
Remote 5 0 17 16 13 0 .. 52
Geriatric assessment unit 45 34 8 24 14 1 1 0 127
Major city 32 22 3 6 5 .. 1 69
Regional 13 12 4 16 8 1 0 0 54
Remote 0 0 1 2 1 0 .. 0 4
Hospice care unit k) 22 8 16 16 1 1 0 98
Major city 15 7 5 0 5 .. 1 33
Regional 19 15 3 13 8 1 0 0 59
Remote 0 0 0 3 3 0 .. 0 6
Infectious diseases unit 10 12 7 3 4 1 1 39
Major city 10 12 5 3 4 .. 1 35
Regional 0 0 2 0 0 1 0 3
Remote 0 0 0 0 0 0 .. 1
Intensive care unit (level Ill) 38 17 1" 4 5 2 1 2 80
Major city 24 13 8 4 4 .. 1 54
Regional 14 4 3 0 1 2 0 1 25
Remote 0 0 0 0 0 0 .. 1 1
In-vitro fertilisation unit 2 5 0 1 2 0 0 0 10
Major city 2 2 0 1 2 0 7
Regional 0 3 0 0 0 0 0 3
Maintenance renal dialysis centre 4 57 21 10 12 1 3 147
Major city 21 20 5 6 6 .. 1 .. 59
Regional 19 37 12 3 4 2 0 1 78
Remote 1 0 4 1 2 0 2 10
(continued)
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Table 3.3 (continued): Number of public acute hospitals®@ with specialised services, by Remoteness
Area, states and territories, 2004-05

Specialised services Nsw® Vic® Qd WA SA© Tas ACT NT Total
Major plastic/reconstructive surgery 1" 10 9 3 4 1 1 0 39
unit
Maijor city 11 10 7 3 4 .. 1 .. 36
Regional 0 0 2 0 0 1 0 0 3
Neonatal intensive care unit (level
) 1 4 4 1 2 1 1 1 25
Major city 10 4 3 1 2 .. 1 21
Regional 1 0 1 0 0 1 0 1 4
Neurosurgical unit 13 8 6 3 4 1 1 0 36
Meajor city 12 8 5 3 4 1 .. 33
Regional 1 0 1 0 0 1 0 0 3
Nursing home care unit 56 78 1" 33 42 0 0 0 220
Major city 1 11 0 1 1 .. 0 .. 14
Regional 48 67 7 17 29 0 0 0 168
Remote 7 0 4 15 12 0 .. 0 38
Obstetric/maternity service 80 61 46 3 30 3 2 5 258
Major city 28 14 7 8 7 .. 2 .. 66
Regional 51 47 31 16 18 3 0 1 167
Remote 1 0 8 7 5 0 .. 4 25
Oncology unit 29 34 10 6 7 3 2 0 9
Major city 20 16 7 4 7 .. 2 .. 56
Regional 9 18 3 2 0 3 0 0 35
Psychiatric unit/ward 42 3 18 16 8 3 2 2 122
Major city 29 22 9 13 8 .. 2 .. 83
Regional 13 9 9 3 0 3 0 1 38
Remote 0 0 0 0 0 0 .. 1 1
Refractory epilepsy unit 5 6 0 3 2 0 0 0 16
Maijor city 5 6 0 3 2 .. 0 .. 16
Rehabilitation unit 55 28 15 8 12 3 1 2 124
Maijor city 34 16 7 7 5 .. 1 .. 70
Regional 21 12 8 1 7 3 0 1 53
Remote 0 0 0 0 0 0 .. 1 1
Sleep centre 13 6 5 2 4 1 0 0 3
Major city 12 6 4 2 4 0 .. 28
Regional 1 0 1 0 0 1 0 0 3
Specialist paediatric service 46 30 16 9 9 3 2 3 118
Major city 26 15 7 5 4 .. 2 .. 59
Regional 20 15 9 2 4 3 0 1 54
Remote 0 0 0 2 1 0 .. 2 5
Transplantation unit—bone marrow 12 7 6 3 2 1 1 0 32
Major city 12 7 5 3 2 .. 1 .. 30
Regional 0 0 1 0 0 1 0 0 2
Transplantation unit—heart 2 2 1 1 0 0 0 0 6
(including heart/lung)
Major city 1 2 1 1 0 .. 0 .. 5
Regional 1 0 0 0 0 0 0 0 1
Transplantation unit—liver 2 2 2 1 1 0 0 0 8
Major city 2 2 2 1 1 .. 0 .. 8
Transplantation unit—pancreas 1 1 1 1 0 0 0 0 4
Major city 1 1 1 1 0 .. 0 .. 4
Transplantation unit—renal 10 6 1 3 1 0 0 0 21
Major city 9 6 1 3 1 .. 0 .. 20
Regional 1 0 0 0 0 0 0 0 1

(a) Excludes psychiatric hospitals. Rows for Regional and Remote with no units omitted from table.

(b) Data for a small number of hospitals in New South Wales were not available, so the number of services is therefore slightly under-enumerated.

() May be a slight underestimate as some small multi-campus rural services were reported at network rather than campus level. Consequently, if two campuses
within the group had a specialised type of service, they were counted as one.

Not applicable.
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4 Hospital performance indicators

Introduction

This chapter presents information on performance indicators that relate to the provision of
hospital services. Performance indicators are defined as statistics or other units of
information which reflect, directly or indirectly, the extent to which an anticipated outcome
is achieved or the quality of the processes leading to that outcome (NHPC 2001).

In 2001, the National Health Performance Committee (NHPC) developed a framework to
report on the performance of the Australian health system which has been adopted by
Health Ministers. Australian hospital statistics uses this National Health Performance
Framework to present performance indicator information.

This chapter describes the performance indicators presented in this chapter and elsewhere in
this report, within the context of the framework. A substantial proportion of the performance
indicator information in this report is included in this chapter, but, some is included
elsewhere, for example for emergency department waiting times (Chapter 5) and elective
surgery waiting times (Chapter 6).

The performance indicators presented in this chapter include cost per casemix-adjusted
separation, average salary expenditure, hospital accreditation, separation rates for selected
procedures, separation rates for selected potentially preventable hospitalisations, average
lengths of stay for a selection of AR-DRGs, relative stay indexes and separations with
adverse events.

The National Health Performance Framework

The NHPC describes the framework as a structure to guide the understanding and
evaluation of the health system, facilitating consideration of how well the health system or
program is performing. It has three tiers: ‘Health status and outcomes’, ‘Determinants of
health” and ‘Health system performance’. Questions are posed for each tier and a number of
dimensions have been identified within each. The dimensions can guide the development
and selection of performance indicators such that the indicators can be used together to
answer each tier’s questions. Sometimes, single indicators can provide information in several
dimensions of the framework.

The third tier is the most directly relevant to assessment of the provision of hospital and
other health care services. It has been organised into nine dimensions: effective, appropriate,
efficient, responsive, accessible, safe, continuous, capable and sustainable. The questions
asked for this tier are: ‘'How well is the health system performing in delivering quality health
actions to improve the health of all Australians?” and ‘Is it the same for everyone?’ The latter
question underlines the focus throughout the framework on equity.

Table 4.A presents the third tier from the National Health Performance Framework (NHPC
2001). Further information on the framework is included in Chapter 4 of Australian hospital
statistics 2000-01 (AIHW 2002).
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Table 4.A: The National Health Performance Framework, Tier 3

Health system performance

How well is the health system performing in delivering quality health actions to improve the health of all Australians?

Is it the same for everyone?

Effective

Appropriate

Efficient

Care, intervention or action achieves
desired outcome.

Care/intervention/action provided is
relevant to the client’'s needs and based
on established standards.

Achieving desired results with most cost-
effective use of resources.

Responsive

Accessible

Safe

Service provides respect for persons
and is client orientated and includes
respect for dignity, confidentiality,
participation in choices, promptness,
quality of amenities, access to social
support networks, and choice of
provider.

Ability of people to obtain health care at

the right place and right time irrespective
of income, physical location and cultural

background.

The avoidance or reduction to
acceptable limits of actual or potential
harm from health care management or
the environment in which health care is
delivered.

Continuous

Capable

Sustainable

Ability to provide uninterrupted,
coordinated care or service across
programs, practitioners, organisations
and levels over time.

An individual’s or service’s capacity to
provide a health service based on skills
and knowledge.

System or organisation’s capacity to
provide infrastructure such as workforce,
facilities and equipment, and be
innovative and respond to emerging
needs (research, monitoring).

Source: NHPC 2001.

Performance indicators in this report

Table 4.B presents performance indicator information that is in this report (both in this

chapter and elsewhere) for the National Health Performance Framework Tier 3 dimensions.
Further information relevant to the interpretation of these performance indicator data is in
the text and footnotes accompanying the tables. Further discussion of how these
performance indicators fit into the National Health Performance Framework is presented in
Australian hospital statistics 2002-03 (AIHW 2004a).

Table 4.B: Performance indicator information in this report, by National Health Performance
Framework dimension

Level(s) of
care to which
Table(s) Indicator it relates Presentation that relates to equity
Effective
4.8,4.9, Separation rates for selected Primary care, Presented by state and territory of usual residence of the
410 potentially preventable Population patient (Table 4.8), Remoteness Area of usual residence
hospitalisations health (Table 4.9) and quintile of socioeconomic

advantage/disadvantage (Table 4.10)

No indicators available for acute care

(continued)
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Table 4.B (continued): Performance indicator information in this report, by National Health

Performance Framework dimension

Level(s) of

care to which

Table(s) Indicator it relates Presentation that relates to equity
Appropriate
24 Separation rates Acute care Presented by state and territory of hospitalisation, and for
the public and private sectors
7.3 Separation rates Acute care Presented by state and territory of hospitalisation, by
admitted patient election status and funding source and for
the public and private sectors
8.7, 8.8 Separation rates Acute care Presented by state and territory of hospital, hospital sector
and Indigenous status
8.11, 8.12, Separation rates Acute care Presented by state and territory of usual residence of the
8.13 patient (Table 8.11), Remoteness Area of usual residence
(Table 8.12) and quintile of socioeconomic
advantage/disadvantage (Table 8.13) for the public and
private sectors
4.5,4.6, Separation rates for selected Acute care Presented by state and territory of usual residence of the
4.7 procedures patient (Table 4.5), Remoteness Area of usual residence
(Table 4.6) and quintile of socioeconomic
advantage/disadvantage (Table 4.7)
Efficient
41,42 Cost per casemix-adjusted Acute care Presented by state and territory of hospital (Table 4.1), and
separation by public hospital peer group (Table 4.2)
4.1,4.2, Relative stay index Acute care Presented by state and territory of hospital (Table 4.1), by
412,413, public hospital peer group (Tables 4.2) and, for the public
12.1,12.2 and private sectors, by admitted patient election status and
funding source (Tables 4.15, 4.16), and by MDC (Tables
12.1,12.2)
4.3 Average salary by staffing Acute care Presented by state and territory of hospital
category
4.1 Average length of stay for a Acute care Presented by state and territory of hospital, and for the
selection of AR-DRGs public and private sectors
Responsive
53,54 Emergency department waiting  Acute care Presented as a time series (Table 5.3) and by state and

times (proportions waiting
longer than clinically desirable
times waited at the 50th and
the 90th percentiles)

territory of hospital and by public hospital peer group
(Table 5.4)
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Table 4.B (continued): Performance indicator information in this report, by National Health
Performance Framework dimension

Level(s) of
care to which
Table(s) Indicator it relates Presentation that relates to equity
Accessible
6.1,6.2, Waiting times for elective Acute care Presented as a time series (Table 6.1), by state and territory
6.4,6.5 surgery (times waited at the of hospital, and by public hospital peer group (Table 6.2), by
50th and 90th percentiles) surgical specialty (Table 6.4) and by indicator procedure
) ) (Table 6.5)
Tables based on information on
the patient’s area of usual
residence included in other
dimensions also relate to
accessibility. These include the
selected procedures and
selected potentially preventable
hospitalisations tables (Tables
4.5t04.10 and 8.11 t0 8.13)
Safe
414 Separations with adverse Acute care Presented for the public and private sectors
events
Continuous
7.13,7.14  Separations with non-acute Continuing Presented by patient election status (Table 7.13) and age
care, by mode of separation, care group and sex (Table 7.14).
age group, sex and patient
election status.
No indicators available for acute care
Capable
4.4 Accreditation of hospitals and Acute care Presented by state and territory of hospital, and for the
beds public and private sectors
Sustainable

No indicators available for acute care

Cost per casemix-adjusted separation

The cost per casemix-adjusted separation is an indicator of the efficiency of the acute care
sector. It has been published in Australian hospital statistics since the 1996-97 reference year
(AIHW 1998), and included within frameworks of indicators by the National Health
Ministers” Benchmarking Working Group (NHMBWG 1999), the Steering Committee for the
Review of Government Service Provision (SCRGSP 2006) and the NHPC (NHPC 2004). It is a
measure of the average recurrent expenditure for each admitted patient, adjusted using AR-
DRG cost weights for the relative complexity of the patient’s clinical condition and for the
hospital services provided. Details of the methods used in this analysis are presented in
Appendix 3 of this report and in more detail in Australian hospital statistics 1999-00 (AIHW
2001a).
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The calculation of these figures is sensitive to a number of deficiencies in available data. In
particular:

* the proportion of recurrent expenditure that relates to admitted patients (the numerator)
is estimated in different ways in different hospitals, and so is not always comparable

* capital costs are not included in numerators although for the first time this year, in
addition to the cost per casemix adjusted separation (excluding depreciation), extra rows
including depreciation in the calculation of costs are included for those jurisdictions that
have supplied it (see also Appendix 3 for SCRGSP estimates of cost per casemix-
adjusted separation including capital costs)

* only cost weights applicable to acute care separations are available, so these have been
applied to all separations, including the 3% that were not acute (Appendix 3 includes
details of the separations in this analysis, by care type, and also separate data for acute
care separations only for New South Wales, Victoria, Western Australia and Tasmania)

* the proportion of patients other than public patients can vary, 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

* the cost weights are based on AR-DRG version 5.0 2003-04 public sector estimated cost
weights (DoHA 2005a) applied to AR-DRG version 5.1 DRGs, as 2004-05 AR-DRG cost
weights (which will be based on AR-DRG version 5.0) were not available at the time of
publication.

The scope of the analysis is hospitals that mainly provide acute care. These are the hospitals
in the public hospital peer groups of Principal referral and specialist women’s and children’s
hospitals, Large hospitals, Medium hospitals and Small acute hospitals (see Appendix 4). Excluded
are Small non-acute hospitals, Multi-purpose services, Hospices, Rehabilitation hospitals,
Mothercraft hospitals, Other non-acute hospitals, Psychiatric hospitals, and hospitals in the
Unpeered and other hospitals peer group. Also excluded are hospitals for which expenditure or
separation data were incomplete, although most of these hospitals would have been
excluded for other reasons (for example, they are small non-acute hospitals). Hospitals
subject to atypical events such as being opened or closed mid-year would also usually be
excluded but there were no such hospitals this year. This scope restriction improves the
comparability of data among the jurisdictions and increases the accuracy of the analysis.
Hospitals included accounted for 97.4% of separations in public acute and psychiatric
hospitals in 2004-05, and 91.4% of recurrent expenditure.

A small number of hospitals can be classified to peer groups included in the analysis in some
years, but to other peer groups excluded from the analysis in other years; this mainly applies
to the Small hospitals and non-acute peer groups. This is because the peer grouping is largely
based on hospital activity which can change from year to year.

As noted in Chapter 3 the average costs reported here are based on expenditure by public
hospitals in a state or territory and do not necessarily include state government contracted
services with private hospitals or allow for the source of funds.

Table 4.1 shows the cost per casemix-adjusted separation for the states and territories for
2004-05. At the national level, the average cost per casemix-adjusted separation was $3,410.
A large portion of the costs was attributed to non-medical salaries and medical labour costs;
nationally these costs were $1,789 and $646 respectively, per casemix-adjusted separation.
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For the first time this year depreciation has been added to the calculation for those
jurisdictions that supplied it. Depreciation was only supplied for a subset of South
Australian hospitals and was not supplied by Tasmania. The results are to increase the
national total by about 4% to $3,539. Queensland increased by 6 percent and the Northern
Territory by 1 percent. The other jurisdictions increased by 3 or 4 percent.

The cost per casemix-adjusted separation data should be interpreted taking into
consideration other factors, such as costs incurred that are beyond the control of a
jurisdiction. For example, the Northern Territory has high staffing and transport costs, and
treats a greater proportion of Aboriginal and Torres Strait Islander patients than other
jurisdictions. Because of factors such as these, cost disabilities associated with providing the
same level and standard of hospital services available elsewhere in Australia have been
recognised by the Commonwealth Grants Commission.

Public hospital peer groups

Public hospital peer groups have been developed for presenting data on costs per casemix-
adjusted separation. The aim was to allow more meaningful comparison of the data than
comparison at the jurisdiction level would allow. The peer groups were therefore designed
to explain variability in the average cost per casemix-adjusted separation. They also group
hospitals into broadly similar groups in terms of their level of admitted patient activity, and
their geographical location.

For 2004-05, the dominant hospital peer group category was the Principal referral and
specialist women’s and children’s hospitals group. They accounted for 69.9% of public acute and
psychiatric hospital expenditure and 68.7% of separations (Table 4.2). The cost per casemix-
adjusted separation for this group was $3,440, which is 0.9% higher than the overall average
cost ($3,410) for the hospitals in scope for this analysis.

Table 4.2 also presents a range of other statistics about the peer groups for each state and
territory, such as the number of hospitals in each, average length of stay, relative stay index
(see below and in Appendix 3). The average number of AR-DRGs with 5 or more acute
separations reported for each hospital is also presented; it provides information on the
breadth of activity of each type of hospital, as measured using AR-DRGs.

For Principal referral and specialist women’s and children’s hospitals, the cost per casemix-
adjusted separation excluding depreciation varied among the jurisdictions, for example,
from $3,152 in Queensland to $3,739 in the Northern Territory. Including depreciation it
varied from $3,355 in Queensland to $3,772 in the Northern Territory

Average salary expenditure

Average salaries paid to public hospital full-time equivalent staff by states and territories are
presented in Table 4.3 as indicators of efficiency. New South Wales and Victoria do not
report staffing numbers and salaries separately for registered nurses and enrolled nurses, so
average salaries are presented for nurses as a single group. Their comparability may be
affected by the relative proportions of registered and enrolled nurses among the
jurisdictions.

The average salary for full-time equivalent Nurses in 2004-05 was $64,792 nationally, an
increase of 5.2% on the average salary of $61,575 in 2003-04 (AIHW 2005a). The average
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salary for full-time equivalent Salaried medical officers was $123,789, a 2.8% increase over the
previous year.

There was some variation in the average salaries among the jurisdictions. Average salaries
for Nurses ranged from $58,570 in Tasmania to $72,155 in the Northern Territory. For Salaried
medical officers, they ranged from $109,804 in Queensland to $151,668 in the Northern
Territory. The relatively high average salaries for Victoria may partly be the result of under-
reporting of full-time equivalent staff (see Chapter 3).

Some states and territories were not able to provide data separately for Diagnostic and allied
health professionals, Other personal care staff and Domestic and other staff. Thus, some of the
variation in average salaries reported for these categories is likely to be a result of different
reporting practices. The variations in the averages are also affected by different practices in
‘outsourcing’ services, for example for domestic and catering functions. The degree of
outsourcing of higher-paid versus lower-paid staffing functions will be a factor that affects
the comparison of averages. For example, outsourcing the provision of domestic services but
retaining domestic service managers to oversee the activities of the contractors tends to
result in higher average salaries for the domestic service staff.

Hospital accreditation

Hospital accreditation has been identified as an indicator of capability within the National
Health Performance Framework. Table 4.4 includes accreditation through any body
including the Australian Council on Healthcare Standards EqulP, Business Excellence
Australia and the Quality Improvement Council, and hospitals certified as compliant with
the International Organization for Standardization’s (ISO) 9000 quality family. For private
hospitals, the data have been sourced from the ABS Private Health Establishments Collection
for 2003-04 and also relate to accreditation by any body. Accreditation at any point in time
does not assume a fixed or continuing status as accredited.

The comparability of the accreditation data among the states and territories is limited
because of the voluntary nature of participation in the award schemes for hospitals in some
jurisdictions.

For Australia as a whole, 635 public hospitals with 53,144 public hospital beds (96% of the
total) were known to be accredited at 30 June 2005 (Table 4.4). These hospitals delivered 98%
of both separations and patient days. The proportion of public hospital patient days in
accredited hospitals varied from 100% in Victoria, the Australian Capital Territory and the
Northern Territory to 84% in Tasmania.

A total of 406 private hospitals and 25,321 private hospital beds (81% of hospitals but 96% of
the beds) were accredited in 2003-04.

Separation rates for selected procedures

Separation rates for ‘selected” procedures have been identified as indicators of
appropriateness. However, several may also be indicators of accessibility, as noted above, or
of the performance of non-hospital health services.

Most of the procedures were originally selected as indicators of appropriateness by the
NHMBWG because of the frequency with which they are undertaken, because they are often
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elective and discretionary, and because there are sometimes treatment alternatives available
(NHMBWG 1998). ICD-10-AM codes used to define the procedures are listed in Appendix 3.

As for other separation rates, these data should be interpreted with caution, as they would
reflect not only hospital system performance, but also variation in underlying needs for
hospitalisation, variation in admission and data recording practices, and variation in the
availability of non-hospital services. In addition, the National Hospital Morbidity Database
does not include data for some private hospitals (as noted in Appendix 4). This may result in
underestimation of separation rates for some of the diagnoses and procedures, particularly
those more common for private hospitals. The separation rates are age-standardised,
however, to take into account the different age structures of the populations of the states and
territories.

Information on public patients in Tables 4.5, 4.6 and 4.7 relate to separations for which the
patient election status was reported as public (see Chapter 7). For example, the proportion of
separations for public patients who had an Appendicectomy was 66% nationally, ranging from
61% for Queensland to 79% for the ACT.

Table 4.5 presents age-standardised separation rates for each procedure for the state or
territory of usual residence of the patient, accompanied by the standardised separation rate
ratio (SRR) against the national total. If the SRR is greater than 1, then the rate for the state
was higher than the national average and vice versa. Also included is the 95% confidence
interval of the SRR which shows the range of values which the SRR could be expected to fall
within due to chance. If the confidence interval includes 1, then a difference between
jurisdictions is considered less likely (see Appendix 3).

For example, the separation rate for Knee replacement for residents of Western Australia was
1.45 separations per 1,000 population. The SRR was 1.01 with a 95% confidence interval of
0.97-1.05, indicating that the difference was not statistically significant. The separation rate
for the Australian Capital Territory was 1.98 per 1,000 population, with an SRR of 1.38 and a
95% confidence interval of 1.26-1.50, indicating the difference was statistically significant.

Table 4.6 presents similar statistics by the Remoteness Area of usual residence of the patient.

For example, the rate for Hip replacement for residents of major cities was 1.31 separations per
1,000 population. The SRR was 0.97 and the 95% confidence interval was 0.96-0.98 indicating
a statistically significant difference.

Table 4.7 presents these data by quintile of socioeconomic advantage/disadvantage using
the ABS’s Socio-Economic Indexes For Areas 2001 (termed SEIFA 2001 (ABS 2004b)) Index of
Socio-Economic Advantage/Disadvantage of the statistical local area of the patient’s usual
residence (see Appendix 3). The Most disadvantaged quintile represents the areas containing
the 20% of the population with the least advantage/most disadvantage and the Most
advantaged quintile represents the areas containing the 20% of the population with the least
disadvantage/most advantage. For all of the selected procedures, the Most advantaged
quintiles had lower proportions of public patients than the Most disadvantaged quintiles.

The relationship between the quintile of socioeconomic advantage/disadvantage and the
hospital separation rate varied among the procedures so, for example Hysterectomies were
more frequent in the Most disadvantaged and Second most disadvantaged quintiles, with an SRR
of 1.1, and Myringotomies were most common in the Most advantaged quintile, with an SRR of
1.1. Although those in the Most disadvantaged quintile had more Coronary artery bypass grafts
than those in the Most advantaged quintile, they had fewer Coronary angioplasties.
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The number of caesarean sections depends on the birth rate as well as the population size so
the population rate is less meaningful. The number of in-hospital births has therefore been
included in the tables, and the number of caesarean sections is reported for separations for
which in-hospital birth was reported. Comparability is, however, still complicated by
potential under-identification of in-hospital births in this analysis, variation in numbers of
non-hospital births, and in the age at which the mothers are giving birth. The Most
advantaged quintile (34.5 caesarean sections per 100 births in Table 4.7), residents of major
cities (31.3 caesarean sections per 100 births in Table 4.6) and residents of Western Australia
(33.2 per 100 births in Table 4.5) had the highest rates on this basis.

The national rate of caesarean sections per 100 in-hospital births increased from 24.4 to 30.3
between 2000-01 and 2004-05.

Separation rates for selected potentially preventable
hospitalisations

The selected potentially preventable hospitalisations (PPHs) are those conditions where
hospitalisation is thought to be avoidable if timely and adequate non-hospital care had been
provided. Separation rates for PPHs therefore have potential as indicators of the quality or
effectiveness of non-hospital care. A high rate of potentially preventable hospitalisation may
indicate an increased prevalence of the conditions in the community, poorer functioning of
the non-hospital care system or an appropriate use of the hospital system to respond to
greater need. It is important to note that the list of PPHs is not comprehensive — there are
other hospital admissions which may be preventable. The ICD-10-AM code specifications
and the categories included for PPHs may therefore be subject to change in future reports.

Three broad categories for PPHs have been used in this chapter. These have been sourced
from The Victorian Ambulatory Care Sensitive Conditions Study (Department of Human Services
Victoria 2002).

*  Vaccine-preventable. Diseases that can be prevented with proper vaccination and
include influenza, bacterial pneumonia, tetanus, measles, mumps, rubella, pertussis and
polio. The conditions are considered to be preventable, rather than the hospitalisation.

*  Acute. These conditions may not be preventable, but theoretically would not result in
hospitalisation if adequate and timely care (usually non-hospital) had been received.
These include complicated appendicitis, dehydration/gastroenteritis, pyelonephritis,
perforated ulcer, cellulitis, pelvic inflammatory disease, ear nose and throat infections
and dental conditions.

*  Chronic. The conditions may be preventable through behaviour modification and
lifestyle change, but they can also be managed effectively through timely care (usually
non-hospital care) to prevent deterioration and hospitalisation. These conditions include
diabetes, asthma, angina, hypertension, congestive heart failure and chronic obstructive
pulmonary disease.

A full description of all conditions presented in these tables, including ICD-10-AM codes,
can be found in Appendix 3.

Tables 4.8, 4.9 and 4.10 present the number of separations, the proportion of residents treated
in hospitals outside their state of residence and the age-standardised separation rates for
each PPH condition for the state or territory (Table 4.8) or Remoteness Area of usual
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residence of the patient (Table 4.9) or the quintile of socioeconomic advantage/disadvantage
(Table 4.10; see also Appendix 3). These tables also include the SRR against the national total
as well as the 95% confidence interval of the SRR. Statistics are presented for the total PPH
rate, the rates for each of the three broad PPH categories as well as rates for individual
conditions.

There were 653,954 selected potentially preventable hospitalisations in Australia in 2004-05,
9.4% of all separations, which translates to a rate of 31.5 per 1,000 population. The rates
ranged from 19.3 per 1,000 population in the Australian Capital Territory to 45.0 per 1,000
population in the Northern Territory. The separation rate for Vaccine-preventable PPHs in the
Northern Territory was 2.7 times the national rate, and the separation rate for Tasmania was
0.6 times the national rate.

Table 4.9 highlights that rates were higher for the more remote areas for most PPHs. For
example, the rate for Diabetes complications in Major cities was 9.0 per 1,000 population, 9.6 for
Inner regional, 12.3 for Outer regional, 24.5 for Remote and 22.0 for Very remote areas.

Table 4.10 presents these data by quintile of socioeconomic advantage/disadvantage using
the SEIFA 2001 Index of Socio-Economic Advantage/Disadvantage (ABS 2004b) of the
statistical local area of the patient’s usual residence (see Appendix 3). The Most disadvantaged
quintile represents the areas containing the 20% of the population with the least
advantage/most disadvantage and the Most advantaged quintile represents the areas
containing the 20% of the population with the most advantage /least disadvantage.

For most PPHs the Most disadvantaged quintile has around one and a half times the hospital
separation rate of the Most advantaged quintile, with the ratio of Most disadvantaged to Most
advantaged being 1.7 for the total of all PPHs. The PPH categories for which this did not hold
were Other vaccine-preventable diseases, Appendicitis with generalised peritonitis and Iron
deficiency anaemia. The Other vaccine-preventable diseases are predominantly diseases most
usually associated with childhood vaccination. For that group the Most advantaged quintile
had higher rates of hospitalisation than the Most disadvantaged quintiles.

Average lengths of stay for 20 selected AR-DRGs
The average length of stay for 20 selected version 5.1 AR-DRGs has been identified as an
indicator of efficiency. The selected AR-DRGs (Table 4.11) were chosen on the basis of:

* homogeneity, where variation is more likely to be attributable to the hospital’s
performance rather than variations in the patients themselves

* representativeness across clinical groups (MDCs) and surgical and medical AR-DRGs
* differences between jurisdictions and/or sectors
* policy interest as evidenced by:

- inclusion of similar groups in other tables in Australian hospital statistics, such as
indicator procedures for elective surgery waiting times

- high volume and/or cost
- changes in volume over years.

In addition, only non-complication and/or comorbidity (non-CC) AR-DRGs were chosen
from groups of adjacent AR-DRGs because AR-DRGs with CCs may be relatively less
homogeneous, as they potentially include a range of complications and/or comorbidities.
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While the DRGs were selected using AR-DRG Version 5.0, these are seen as equivalent to
AR-DRG Version 5.1 for most purposes (see appendix 3).

These data are not equivalent to the data presented in the tables in Chapter 12 as separations
with lengths of stay over 120 days are excluded.

The average length of stay of the chosen AR-DRGs ranged from 14.8 days for U63B Major
affective disorders age<70 W/O catastrophic or severe CC to 1.5 days for G09Z Inguinal and femoral
hernia procedures age>0.

The average length of stay for E62C Respiratory infections or inflammations without
complications, was 3.7 days for all hospitals in Australia, 3.4 days for public hospitals and 5.1
days for private hospitals. There was some variation between states and territories with
Western Australian hospitals reporting an average length of stay of 3.5 days and South
Australian hospitals 3.8 days (including both sectors).

Relative stay indexes

Relative stay indexes (RSIs) have been identified as indicators of efficiency. They are
calculated as the actual number of patient days for separations in selected AR-DRGs, divided
by the number of patient days expected (based on national figures) standardised for casemix.
The adjustment for casemix (based on the AR-DRG version 5.1 and age of the patient for
each separation) allows variation in types of services provided to be taken into account, but
does not take into account other influences on length of stay, such as Indigenous status.

An RSI greater than 1 indicates that an average patient’s length of stay is higher than would
be expected given the casemix for the group of separations of interest. An RSI of less than 1
indicates that the length of stay was less than would have been expected.

The RSIs presented in this report differ from those presented in earlier years in that they are
based on AR-DRG version 5.1 rather than AR-DRG version 4.2. See Appendix 3 for details of
the current methodology.

This report uses two methods of standardisation and three comparator sets. The method
used in most tables (Tables 4.1, 4.2 and 4.12, and part of Tables 2.3 and 4.13) is an indirect
standardisation method, where the total observed length of stay is divided by the total
expected length of stay. Technically, an indirectly standardised rate compares a group with a
standard population. The indirectly standardised rates of different groups are not strictly
comparable as the different groups have different casemixes. The RSIs in Tables 4.1 and 4.2
are based on comparisons with the averages for public hospitals only for the current year.
The RSIs in Tables 4.12 and 4.13 are based on comparisons with the averages for all hospitals
for the current year. The RSIs in Table 2.3 are based on comparisons with the average across
all hospitals for all 5 years presented combined.

In addition to the indirect method, Tables 2.3 and 4.13 present a directly standardised RSI.
The direct method weights the separations of the group of hospitals to reflect the total
casemix of Australia before calculating the ratio, thereby weighting the casemix of the
groups of hospitals to a comparable basis. However, the direct standardisation method is not
very suitable for groups of hospitals for which a limited range of AR-DRGs is reported, as
the weighting of separations for AR-DRGs that are not reported (or are reported in small
numbers) is subject to error. Therefore, presentation of the directly standardised method in
the public sector in the Northern Territory and the private sector in South Australia has been
suppressed (in addition to the usual suppression of private sector data). In the Northern
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Territory public sector and the private sector in South Australia, fewer than 600 of the 632
AR-DRGs used in the national RSI analysis are represented, so the RSIs may be affected by
estimation of the data for missing AR-DRGs (Table A3.13). More detail on these methods is
included in Appendix 3, with a description of the number of AR-DRGs represented in each
cell in Table 4.13.

Tables 4.1 and 4.2 present RSI information for public hospitals, using the indirect method
and public hospital data to calculate expected lengths of stay. For the hospitals included in
the cost per casemix-adjusted separation analysis, the RSI was 0.99 overall, and ranged from
1.18 in the Northern Territory to 0.94 in Victoria (Table 4.1).

Tables 4.12 and 4.13 present RSI information using public and private sector data together to
calculate expected lengths of stay. Overall, the RSI for private hospitals was 1.04 indirectly
standardised and 1.09 directly standardised, and the RSI for public hospitals was 0.98
indirectly standardised and 0.99 directly standardised (Table 4.13). According to this
measure, the lower directly standardised RSI in the public sector indicates relatively shorter
lengths of stay compared with the private sector.

Table 4.13 also presents RSI information for the medical, surgical and other categories of
AR-DRGs (DoHA 2004Db). In the public sector, the RSI for medical AR-DRGs was 0.96
directly and indirectly standardised, and the RSI for surgical AR-DRGs was 1.03 indirectly
standardised and 1.04 directly standardised. In the private sector, the RSI for medical AR-
DRGs was 1.14 indirectly standardised and 1.16 directly standardised, and the RSI for
surgical AR-DRGs was 0.96 indirectly and directly standardised.

Separations with adverse events

Adverse events are defined as incidents in which harm resulted to a person receiving health
care. They include infections, falls and other injuries, and medication and medical device
problems, some of which may be preventable. Hospital separations can be used to indicate
the occurrence of adverse events because they include information on ICD-10-AM diagnoses,
places of occurrence and external causes of injury and poisoning which indicate that an
adverse event was treated and/or occurred during the hospitalisation. However, other
ICD-10-AM codes may also indicate that an adverse event has occurred, and some adverse
events are not identifiable using these codes. The data presented in Table 4.14 can be
interpreted as representing selected adverse events in health care that have resulted in, or
have affected, hospital admissions, rather than all adverse events that occurred in hospitals.

In 2004-05, there were 339,551 separations with an ICD-10-AM code for an adverse event, 4.8
per 100 separations. There were 238,388 separations in the public sector (5.6 per 100
separations) and 101,162 separations in the private sector (3.7 per 100 separations). However
the data for public hospitals are not comparable with the data for private hospitals because
their casemix and recording practices may be different.

Procedures causing abnormal reactions/complications (Y83-Y84) were reported for 218,232
separations, 90,371 separations were reported with Adverse effects of drugs, medicaments and
biological substances (Y40-Y59) and 66,503 separations were reported with Complications of
internal prosthetic devices, implants and graft (T82-T85).
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Table 4.2: Cost per casemix-adjusted separation@ and selected other statistics, by public hospital

peer group(®), states and territories, 2004-05

NSW Vic Qld WA SA Tas ACT NT Total
Principal referral: major cities (>20,000 acute weighted separations) & regional (>16,000 acute weighted separations)
Number of hospitals 23 15 14 3 4 2 1 2 64
Average beds per hospital 411 563 390 552 404 405 495 230 444
Separations per hospital 33,298 60,158 35,917 58,857 48,206 34,602 47,496 32,258 42,526
AR-DRGs (5+) per hospital'® 471 484 428 529 495 500 548 397 469
Total exp. excl dep($'000)'” 4,593,272 4,248,310 2,263,099 n.p. n.p. 333,174 n.p. 237,656 13,834,703
Total exp. incl dep($'000)" 4,784,360 4,386,759 2,397,434 n.p. n.a. n.a. n.p. 239,791 14,353,617
Average cost weight” 1.18 0.98 1.06 1.09 1.12 1.07 1.09 0.78 1.07
Relative stay index'?’ 1.04 0.94 0.97 n.p. n.p. 0.96 n.p. 117 0.99
Cost/casemix-adjusted sep excl dep") 3,622 3,368 3,102 n.p. n.p. 3,490 n.p. 3,739 3,401
Cost/casemix-adjusted sep inc dep? 3,767 3,475 3,284 n.p. n.a. n.a. n.p. 3,772 3,525
Specialist women’s & children’s (>10,000 acute weighted separations)
Number of hospitals 3 2 3 1 1 0 0 0 10
Average beds per hospital 188 240 132 480 337 226
Separations per hospital 17,068 30,925 12,909 35,917 29,930 21,763
AR-DRGs (5+) per hospital®® 242 245 196 368 314 248
Total exp. excl dep($'000)"” 363,238 352,663 224,600 n.p. n.p. 1,367,361
Total exp. incl dep($'000) 385,178 367,599 236,238 n.p. n.a. 1,425,409
Average cost weight” 1.19 1.13 1.14 1.20 1.06 1.15
Relative stay index'? 1.08 0.94 0.91 n.p. n.p. 1.02
Cost/casemix-adjusted sep excl dep") 4,171 3,882 4,025 n.p. n.p. 3,901
Cost/casemix-adjusted sep inc dep? 4,402 4,039 4,230 n.p. n.a. 4,060
Total Principal referral and specialist women’s & children’s hospitals
Number of hospitals 26 17 17 4 5 2 1 2 74
Average beds per hospital 385 525 345 534 390 405 495 230 414
Separations per hospital 31,425 56,719 31,857 53,122 44,550 34,602 47,496 32,258 39,720
AR-DRGs (5+) per hospital®® 445 456 387 489 459 500 548 397 439
Total exp. excl dep($'000)” 4,956,511 4,600,973 2,487,699 1,208,299 1,081,927 333,174 n.p. 237,656 15,202,064
Total exp. incl dep($'000) 5,169,539 4,754,358 2,633,671 1,246,443 n.a. n.a. n.p. 239,791 15,779,026
Average cost weight” 1.18 0.99 1.07 1.1 1.1 1.07 n.p. 0.78 1.08
Relative stay index'? 1.05 0.94 0.97 1.04 1.01 0.96 n.p. 1.17 1.00
Cost/casemix-adjusted sep excl dep" 3,654 3,403 3,171 3,512 3,124 3,490 n.p. 3,739 3,440
Cost/casemix-adjusted sep inc dep? 3,804 3,513 3,355 3,620 n.a. n.a. n.p. 3,772 3,566
Large major cities (>10,000 acute weighted separations)
Number of hospitals 1 2 2 2 2 0 1 0 20
Average beds per hospital 202 86 140 154 210 174 179
Separations per hospital 14,270 16,895 13,998 15,830 16,448 16,142 14,972
AR-DRGs (5+) per hospital'® 323 126 277 276 325 334 294
Total exp. excl dep($'000)"” 766,334 166,234 100,932 111,089 153,291 n.p. 1,389,129
Total exp. incl dep($'000)"® 800,315 176,818 106,307 114,127 n.a. n.p. 1,448,516
Average cost weight" 1.09 0.84 1.02 0.78 1.15 n.p. 1.02
Relative stay index'? 0.97 0.80 0.91 1.02 0.93 n.p. 0.96
Cost/casemix-adjusted sep excl dep"” 3,322 4,495 2,204 3,468 3,259 n.p. 3,372
Cost/casemix-adjusted sep inc dep! 3,463 4,759 2,321 3,562 n.a. n.p. 3,510
Large regional (>8,000 acute weighted separations) & remote (>5,000 acute weighted separations)
Number of hospitals 5 6 4 3 0 1 0 0 19
Average beds per hospital 154 122 119 108 242 134
Separations per hospital 12,459 13,962 12,589 11,074 11,255 12,679
AR-DRGs (5+) per hospital'® 336 304 271 286 328 304
Total exp. excl dep($'000)” 280,225 308,111 167,459 120,782 n.p. 955,915
Total exp. incl dep($'000)"® 290,488 318,386 178,075 125,868 n.a. 992,155
Average cost weight" 1.06 0.86 0.88 0.89 n.p. 0.94
Relative stay index'?’ 0.95 0.95 0.88 0.99 n.p. 0.95
Cost/casemix-adjusted sep excl dep" 3,476 3,189 2,749 3,513 n.p. 3,300
Cost/casemix-adjusted sep inc dep?” 3,598 3,293 2,921 3,657 n.a. 3,422
Total Large hospitals
Number of hospitals 16 8 6 5 2 1 1 0 39
Average beds per hospital 187 113 126 127 210 242 174 157
Separations per hospital 13,704 14,695 13,059 12,976 16,448 11,255 16,142 13,855
AR-DRGs (5+) per hospital'® 327 260 273 282 325 328 334 299
Total exp. excl dep($'000)” 1,046,559 474,345 268,391 231,870 153,291 n.p. n.p. 2,345,044
Total exp. incl dep($'000) 1,090,803 495,204 284,382 239,995 n.a. n.a. n.p. 2,440,672
Average cost weight” 1.08 0.86 0.92 0.83 1.15 n.p. n.p. 0.98
Relative stay index'?’ 0.97 0.91 0.89 1.00 0.93 n.p. n.p. 0.95
Cost/casemix-adjusted sep excl dep") 3,367 3,522 2,542 3,488 3,259 n.p. n.p. 3,343
Cost/casemix-adjusted sep inc dep? 3,502 3,672 2,692 3,607 n.a. n.a. n.p. 3,475
(continued)
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Table 4.2 (continued): Cost per casemix-adjusted separation® and selected other statistics, by

public hospital peer group®), states and territories, 2004-05

NSW Vic Qld WA SA Tas ACT NT Total
Medium (major cities 5,000 to 10,000 and regional 5,000 to 8,000 acute weighted separations)
Number of hospitals 15 5 1 4 4 0 0 0 29
Average beds per hospital 99 68 94 111 76 92
Separations per hospital 7,406 7,870 7,078 7,905 9,184 7,789
AR-DRGs (5+) per hospital'® 216 224 239 170 226 213
Total exp. excl dep($'000)” 480,999 141,594 n.p. 129,358 119,309 892,580
Total exp. incl dep($'000) 497,265 147,910 n.p. 132,546 n.a. 925,518
Average cost weight"” 1.01 0.81 0.86 0.90 0.75 0.91
Relative stay index'? 0.97 0.93 n.p. 1.01 0.99 0.97
Cost/casemix-adjusted sep excl dep" 3,176 3,262 n.p. 3,599 2,941 3,197
Cost/casemix-adjusted sep inc dep? 3,279 3,403 n.p. 3,686 n.a. 3,311
Medium (major cities and regional 2,000 acute or acute weighted to 5,000 acute weighted separations)
Number of hospitals 26 14 13 4 9 0 0 0 66
Average beds per hospital 50 44 51 47 48 48
Separations per hospital 3,569 3,900 3,603 3,105 3,547 3,615
AR-DRGs (5+) per hospital'® 141 132 138 116 146 138
Total exp. excl dep($'000)” 350,048 175,686 130,637 44,816 86,687 787,873
Total exp. incl dep($°000)"® 365,993 184,089 143,902 46,513 n.a. 829,061
Average cost weight"” 0.81 0.73 0.79 0.82 0.85 0.79
Relative stay index'? 1 1 1 1 1 1
Cost/casemix-adjusted sep excl dep" 3,380 3,511 2,397 3,668 2,809 3,149
Cost/casemix-adjusted sep inc dep” 3,528 3,675 2,634 3,803 n.a. 3,307
Total Medium hospitals
Number of hospitals 41 19 14 8 13 0 0 0 95
Average beds per hospital 68 50 54 79 56 62
Separations per hospital 4,973 4,945 3,851 5,505 5,281 4,889
AR-DRGs (5+) per hospital'® 169 156 146 143 171 161
Total exp. excl dep($'000)'” 831,047 317,280 151,957 174,174 205,996 1,680,453
Total exp. incl dep($°000)"® 863,259 331,998 167,582 179,058 n.a. 1,754,579
Average cost weight"” 0.92 0.77 0.80 0.87 0.80 0.85
Relative stay index'? 1.00 0.98 0.94 1.01 0.95 0.99
Cost/casemix-adjusted sep excl dep") 3,256 3,400 2,415 3,617 2,878 3,174
Cost/casemix-adjusted sep inc dep” 3,378 3,553 2,657 3,717 n.a. 3,310
Small regional acute (<2,000 acute and acute weighted separations less than 40% not acute or outlier patient days)
Number of hospitals 32 21 19 1 14 3 0 0 90
Average beds per hospital 28 22 21 24 22 12 23
Separations per hospital 1,107 1,135 919 1,302 1,025 561 1,045
AR-DRGs (5+) per hospital'® 60 52 48 77 58 27 54
Total exp. excl dep($'000)'” 143,904 100,411 53,231 n.p. 38,554 6,915 348,037
Total exp. incl dep($'000) 150,796 106,081 58,152 n.p. n.a. n.a. 366,123
Average cost weight” 0.86 0.80 0.76 0.81 0.81 0.78 0.81
Relative stay index'?’ 1.02 1.12 0.96 n.p. 1.01 1.44 1.05
Cost/casemix-adjusted sep excl dep"! 3,572 4,245 2,695 n.p. 2,983 3,730 3,503
Cost/casemix-adjusted sep inc dep? 3,736 4,478 2,939 n.p. n.a. n.a. 3,679
Remote acute (<5,000 acute weighted separations)
Number of hospitals 3 0 21 13 4 3 0 3 47
Average beds per hospital 29 22 24 29 8 37 24
Separations per hospital 1,064 640 1,716 1,464 289 3,792 1,214
AR-DRGs (5+) per hospital®® 49 35 78 68 14 114 54
Total exp. excl dep($'000)” 13,403 72,776 117,171 17,164 6,453 44,741 271,708
Total exp. incl dep($'000) 14,316 79,733 123,465 n.a. n.a. 45,311 286,442
Average cost weight” 0.64 0.76 0.81 0.87 0.69 0.62 0.75
Relative stay index'? 1.04 1.08 0.94 0.94 1.16 1.20 1.02
Cost/casemix-adjusted sep excl dep" 4,340 3,305 4,289 2,776 3,923 4,691 3,945
Cost/casemix-adjusted sep inc dep? 4,630 3,617 4,517 n.a. n.a. 4,751 4,155
Total Small acute hospitals
Number of hospitals 35 21 40 14 18 6 0 3 137
Average beds per hospital 28 22 22 24 23 10 37 24
Separations per hospital 1,103 1,135 773 1,687 1,123 425 3,792 1,103
AR-DRGs (5+) per hospital®® 59 52 41 78 60 21 114 54
Total exp. excl dep($'000)” 157,307 100,411 126,007 122,193 55,718 13,368 44,741 619,745
Total exp. incl dep($'000) 165,112 106,081 137,884 128,874 n.a. n.a. 45,311 652,565
Average cost weight” 0.84 0.80 0.76 0.81 0.82 0.75 0.62 0.79
Relative stay index'? 1.03 1.12 1.01 0.96 0.99 1.35 1.20 1.04
Cost/casemix-adjusted sep excl dep" 3,622 4,245 2,963 4,266 2,920 3,788 4,691 3,672
Cost/casemix-adjusted sep inc dep” 3,795 4,478 3,238 4,496 n.a. n.a. 4,751 3,861
(continued)
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Table 4.2 (continued): Cost per casemix-adjusted separation® and selected other statistics, by

public hospital peer group®), states and territories, 2004-05

NSW Vic Qld WA SA Tas ACT NT Total
Total hospitals in cost per casemix-adjusted separation analysis (Table 4.1)
Number of hospitals 118 65 77 31 38 9 2 5 345
Average beds per hospital 142 173 107 121 93 123 335 114 133
Separations per hospital 10,837 18,455 9,152 11,130 9,066 9,223 31,819 15,178 11,870
AR-DRGs (5+) per hospital'® 219 214 154 180 164 161 441 227 194
Total exp. excl dep($'000)” 6,991,424 5,493,009 3,034,054 1,736,535 1,496,932 425,881 387,076 282,396 19,847,307
Total exp. incl dep($'000) 7,288,712 5,687,641 3,223,520 1,794,370 n.a. na. 400,209 285102 20,626,842
Average cost weight"” 1.11 0.96 1.02 1.01 1.04 1.07 1.09 0.75 1.03
Relative stay index'? 1.02 0.94 0.96 1.03 0.99 1.00 1.02 1.18 0.99
Cost/casemix-adjusted sep excl dep 3,551 3,430 3,057 3,557 3,100 3,642 4,237 3,856 3,410
Cost/casemix-adjusted sep inc dep?” 3,696 3,548 3,245 3,673 n.a. n.a. 4,376 3,893 3,539
Small non-acute (<2,000 acute and acute weighted separations more than 40% not acute or outlier patient days)
Number of hospitals 33 9 26 11 18 4 0 0 101
Average beds per hospital 28 25 24 29 30 18 27
Separations per hospital 660 553 687 792 584 478 651
Total exp. excl dep($'000)” 105,444 58,869 74,220 72,771 52,156 10,227 373,687
Total exp. incl dep($'000) 109,756 61,067 81,275 75,782 n.a. n.a. 391,364
Multi-purpose service
Number of hospitals 18 7 9 37 4 2 0 0 77
Average beds per hospital 24 13 14 14 38 5 18
Separations per hospital 286 786 644 278 776 109 390
Total exp. excl dep($'000)'” 47,476 35,214 25,547 74,343 17,252 5,284 205,116
Total exp. incl dep($'000) 49,958 37,189 28,058 78,312 n.a. n.a. 216,240
Hospice
Number of hospitals 3 0 0 0 0 1 0 0 4
Average beds per hospital 60 10 47
Separations per hospital 875 251 719
Total exp. excl dep($'000)'” 49,268 n.p. 51,496
Total exp. incl dep($'000)"® 50,263 n.a. 52,492
Rehabilitation
Number of hospitals 5 0 0 1 0 0 0 6
Average beds per hospital 44 150 61
Separations per hospital 491 1,202 610
Total exp. excl dep($'000)” 75,607 n.p. 103,046
Total exp. incl dep($°000)" 78,440 n.a. 105,879
Mothercraft
Number of hospitals 3 3 1 0 0 0 1 0 8
Average beds per hospital 28 21 40 10 25
Separations per hospital 1,815 2,295 1,932 n.a. 1,783
Total exp. excl dep($'000)"” 14,388 10,339 n.p. n.p. 30,360
Total exp. incl dep($'000) 14,650 10,831 n.p. n.p. 31,114
Other non-acute
Number of hospitals 12 2 0 1 0 0 0 0 15
Average beds per hospital 41 74 207 56
Separations per hospital 849 1,102 16,214 1,907
Total exp. excl dep($'000)” 113,237 33,607 n.p. 210,803
Total exp. incl dep($'000) 115,449 34,126 n.p. 215,809
Total Non-acute
Number of hospitals 74 21 36 49 23 7 1 0 211
Average beds per hospital 31 25 22 22 36 13 10 27
Separations per hospital 644 932 711 718 644 340 n.a. 688
Total exp. excl dep($'000)” 405,419 138,030 103,298 211,073 96,847 17,739 n.p. 974,508
Total exp. incl dep($°000)"® 418,516 143,212 112,866 220,328 n.a. n.a. n.p. 1,012,898
(continued)
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Table 4.2 (continued): Cost per casemix-adjusted separation® and selected other statistics, by

public hospital peer group®), states and territories, 2004-05

NSW Vic Qld WA SA Tas ACT NT Total
Psychiatric‘h’
Number of hospitals 10 1 4 1 1 3 0 0 20
Average beds per hospital 116 115 119 205 461 23 .. .. 124
Separations per hospital 1,095 390 131 1,602 2,135 82 .. .. 792
Total exp. excl dep($'000)'” 241,024 n.p. 85,157 n.p. n.p. 7,206 .. .. 506,624
Total exp. incl dep($'000) 252,163 n.p. 92,133 n.p. n.a. n.a. .. .. 528,921
Unpeered and other acute (includes hospitals with fewer than 200 separations)
Number of hospitals 29 7 60 1 1 7 0 0 125
Average beds per hospital 15 9 4 13 15 4 .. .. 9
Separations per hospital 222 558 49 130 337 105 .. .. 153
Total exp. excl dep($'000)'” 212,315 110,246 51,098 33,304 17,864 8,413 .. .. 433,240
Total exp. incl dep($'000) 218,502 114,341 55,991 34,067 n.a. n.a. . . 449,526
Total
Number of hospitals 231 94 177 92 73 26 3 5 701
Average beds per hospital 90 127 55 56 68 50 226 114 79
Hospital numbers reported in Table 2.2 232 144 177 92 79 27 3 5 759
Separations per hospital 5,817 13,015 4,146 4,166 5,002 3,322 21,213 15,178 6,099
Total exp. excl d9p($'000)“” 7,850,182 5,773,826 3,273,608 2,032,712 1,700,537 459,240 389,177 282,396 21,761,679
Total exp. incl dep($'000) 8,177,983 5,978,966 3,484,509 2,101,897 n.a. na. 402,310 285102 22,618,188
Average Cost weight 1.1 0.95 1.01 0.98 1.03 1.07 1.09 0.75 1.02
Relative stay index'?’ 1.03 0.95 0.96 1.05 1.01 1.04 1.02 1.18 1.00
Teaching hospitals (excluding psychiatric)
Number of hospitals 20 15 21 4 6 3 2 2 73
Average beds per hospital 385 536 299 534 365 350 335 230 391
Separations per hospital 32,204 59,786 27,469 53,122 39,675 26,819 31,819 32,258 38,039
AR-DRGs (5+) per hospital®® 437 426 353 489 430 443 441 397 411
Total exp. excl dep($'000)"”’ 4,155,552 4,303,525 2,638,715 1,208,299 1,182,722 412,513 387,076 237,656 14,526,057
Total exp. incl dep($’000)(e’ 4,339,410 4,451,469 2,793,489 1,246,443 n.a. n.a. 400,209 239,791 15,083,214
Average cost weight"” 1.20 0.99 1.07 1.1 1.12 1.08 1.09 0.78 1.08
Relative stay index'?9) 1.06 0.93 0.97 1.04 1.01 0.98 1.02 1.17 1.00
Cost/casemix-adjusted sep excl dep" 3,690 3,476 3,152 3,512 3,238 3,641 4,237 3,739 3,466
Cost/casemix-adjusted sep inc dep? 3,846 3,592 3,334 3,620 n.a. n.a. 4,376 3,772 3,596

IO

e s88%e

=3

Separations for which the care type was reported as Newborn with no qualified days, and records for Hospital boarders and Posthumous organ procurement have been excluded.
The data are based on hospital establishments for which expenditure data were provided, including networks of hospitals in some jurisdictions. Some small hospitals with
incomplete expenditure data were not included. See Appendix 3 for further information.

The number of different version 5.1 AR-DRGs provided by a hospital for which there were at least five acute separations.

Total expenditure excluding depreciation.

Total expenditure including depreciation. Depreciation reported for a subset of South Australian hospitals and not reported for Tasmania.

Average cost weight from the National Hospital Morbidity Database, based on acute and unspecified separations and Newborn episodes of care with qualified days, using the
2003-04 AR-DRG version 5.0 cost weights (DoHA 2005).

Relative stay index based on observed vs expected length of stay based on age and AR-DRG Version 5.1, public hospitals using the indirect method. The indirectly standardised
relative stay index is not technically comparable between cells but is a comparison of the hospital group with the national average of public hospitals based on the casemix of that
group. See Appendix 3 for details on the methodology.

Psychiatric hospitals consist of a mix of short-term acute, long-term, psychogeriatric and forensic psychiatric hospitals.

Average cost per casemix adjusted separation excluding depreciation.

Average cost per casemix adjusted separation including depreciation. Depreciation reported for a subset of South Australian hospitals and not reported for Tasmania.

. Not published.
. Not available.

Not applicable.
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