4 Hospital performance indicators
Introduction
This chapter presents information on performance indicators that relate to the provision of
hospital services, and some that use hospital data in assessment of the provision of other
health care 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).
Previous Australian Hospital Statistics reports have included hospital performance indicator
information reported using the framework developed by the National Health Ministers’
Benchmarking Working Group (NHMBWG 1999). Over the last couple of years, the
National Health Performance Committee has worked to develop a new framework to report
performance of the Australian health system which has been adopted by Health Ministers
(NHPC 2001). This edition of Australian Hospital Statistics therefore uses this National Health
Performance Framework to present performance indicator information.
This chapter presents summary information on the National Health Performance
Framework, and then describes the performance indicators presented in this chapter and
elsewhere in this report, as they relate to the framework. A substantial proportion of the
performance indicator information in this report is included in this chapter; however, some
is included elsewhere, for example for elective surgery waiting times (Chapter 5).
The performance indicators presented in this chapter relate to costs per casemix-adjusted
separation, average salary expenditure, hospital accreditation, separation rates for selected
diagnoses and procedures, average lengths of stay for the top 10 overnight-stay AR-DRGs,
relative stay indexes and emergency department waiting times.

The National Health Performance Framework
The National Health Performance Framework developed by the NHPC is presented in
Table 4.A (NHPC 2001).
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 first and second tiers of the framework relate only indirectly to the provision of hospital
services, and hospital data will not often be used as indicators for them. However, the third
tier is more directly relevant to assessment of the provision of hospital and other health care
services. It has been grouped into nine dimensions: effective, appropriate, efficient,
responsive, accessible, safe, continuous, capable and sustainable. The questions asked for
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this tier are: ‘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?’ The latter question
underlines the focus throughout the framework on equity.
Unlike the NHMBWG framework for indicators, the National Health Performance
Framework does not include a dimension identified as ‘quality’. Instead, quality has been
considered by the NHPC as an integral and overarching part of the health system
performance tier of the framework. It notes that the dimensions considered in determining
the quality of the system are very similar to those measuring health system performance,
and that the overall performance of the system cannot be assessed through a single
Table 4.A: The National Health Performance Framework
Health status and outcomes
How healthy are Australians? Is it the same for everyone? Where is the most opportunity for improvement?
Health Conditions

Human Function

Prevalence of disease,
disorder, injury or trauma or
other health-related states.

Alterations to body, structure
or function (impairment),
activities (activity limitation)
and participation (restrictions
in participation).

Life Expectancy and
Wellbeing

Deaths

Broad measures of physical,
mental, and social wellbeing of
individuals and other derived
indicators such as Disability
Adjusted Life Expectancy
(DALE).

Age- and/or condition-specific
mortality rates.

Determinants of health
Are the factors determining health changing for the better? Is it the same for everyone?
Where and for whom are they changing?
Environmental
Factors
Physical, chemical and
biological factors such
as air, water, food and
soil quality resulting
from chemical pollution
and waste disposal.

Socioeconomic
Factors
Socioeconomic factors
such as education,
employment, per capita
expenditure on health,
and average weekly
earnings.

Community
Capacity
Characteristics of
communities and
families such as
population density, age
distribution, health,
literacy, housing,
community support
services and transport.

Health
Behaviours
Attitudes, beliefs
knowledge and
behaviours e.g.
patterns of eating,
physical activity,
excess alcohol
consumption and
smoking.

Person-related
Factors
Genetic-related
susceptibility to disease
and other factors such
as blood pressure,
cholesterol levels and
body weight.

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
Care, intervention or action achieves
desired outcome.
Responsive
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.
Continuous
Ability to provide uninterrupted,
coordinated care or service across
programs, practitioners, organisations and
levels over time.

Appropriate
Care/intervention/action provided is
relevant to the client’s needs and based
on established standards.
Accessible
Ability of people to obtain health care at
the right place and right time irrespective
of income, physical location and cultural
background.

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

Source: NHPC 2001.
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Efficient
Achieving desired results with most costeffective use of resources.
Safe
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.
Sustainable
System or organisation’s capacity to
provide infrastructure such as workforce,
facilities and equipment, and be innovative
and respond to emerging needs
(research, monitoring).

dimension. Thus, a system that is performing well could be defined as delivering
interventions of a high quality, assessed using indicators relating to each of the third tier
dimensions.
The health system performance tier can be used for reporting not only on the performance
of hospitals, but also for a range of service delivery types within the health care system, and
at different organisational levels. The NHPC describes four major sectors that form a
continuum within this range: population health, primary care, acute care (the major role of
hospitals), and continuing care. While some indicators can measure the effects of
interventions within one sector, some may measure the effect of interventions in more than
one sector.

Performance indicators in this report
Table 4.B presents performance indicator information that is in this report (both in this
chapter and elsewhere), for each of the National Health Performance Framework
dimensions. Further information relevant to the interpretation of these performance
indicator data is in the text and footnotes accompanying the tables.

Effective
There are no indicators available for effectiveness of the acute care sector. However, Tables
4.6 and 4.7 present data on separation rates for asthma and type 2 diabetes, considered to be
indicators of the performance of the primary care sector in managing these conditions.

Appropriate
Indicators of appropriateness include data on separation rates in Tables 2.4, 6.2, 7.7, 7.8, 7.11
and 7.12, presented for a range of different categories (such as Indigenous status, and area
of usual residence) that relate to equity. These indicators should be interpreted taking into
consideration the fact that separation rates are influenced not only by hospital system
performance, but also by variation in underlying needs for hospitalisation, variation in
admission and data recording practices (as noted elsewhere in this report) and variation in
the availability of non-hospital services.
The separation rates for selected procedures in Tables 4.6 and 4.7 are also indicators of
appropriateness (as noted by the NHMBWG for most of them). However, separation rates
for some of the procedures may also be indicators of accessibility or of one or more
dimensions relating to primary care. For example, separation rates for lens insertion,
angioplasty, coronary artery bypass graft, knee replacement and hip replacement may also
be indicators of appropriateness, and the NHPC describes separation rates for myringotomy
and tonsillectomy as indicators of the performance of the primary care sector. For all of
these, statistics are presented by the State or Territory and the rural/remote/metropolitan
(RRMA) status of the area of usual residence of the patient, for equity considerations.
Data presented in Tables 7.11 and 7.12 on the State or Territory and the RRMA status of the
area of usual residence of the patient may also be indicators of accessibility of services, for
example for the public and private sectors.
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Efficient
The cost per casemix-adjusted separation statistics in Tables 4.1, 4.2 and 4.3 are indicators of
efficiency, as are the statistics on average salaries (Table 4.4), average lengths of stay for the
top 10 overnight-stay AR-DRGs and relative stay indexes. However, variation in length of
stay, for example, may be a reflection of different types of service provision, such as
between the public and private sectors, and thus not only an indicator of efficiency.
Table 4.B: Performance indicator information in this report, by National Health Performance
Framework dimension

Indicator

Level(s) of
care to which
it relates

4.6, 4.7

Separation rates for asthma

Primary care

Presented by State/Territory of usual residence of the patient
(Table 4.6) and by RRMA of usual residence (Table 4.7)

4.6, 4.7

Separation rates for type 2
diabetes

Primary care

Presented by State/Territory of usual residence of the patient
(Table 4.6) and by RRMA of usual residence (Table 4.7)

Table(s)

Presentation that relates to equity

Effective

No indicators available for acute care
Appropriate
2.4

Separation rates

Acute care

Presented by State and Territory of hospitalisation, and for the
public and private sectors

6.2

Separation rates

Acute care

Presented by State and Territory of hospitalisation, by Medicare
eligibility status and funding source and for the public and private
sectors

7.7, 7.8

Separation rates

Acute care

Presented by State and Territory of hospital, hospital sector and
Aboriginal and Torres Strait Islander status

7.11, 7.12

Separation rates

Acute care

Presented by State/Territory of usual residence of the patient
(Table 7.11) and by RRMA of usual residence (Table 7.12) and
for the public and private sectors

4.6, 4.7

Separation rates for:
Myringotomy
Tonsillectomy
Caesarean section
Angioplasty
Coronary artery bypass graft
Hip replacement
Revision of hip replacement
Knee replacement
Lens insertion
Hysterectomy
Cholecystectomy
Prostatectomy
Appendicectomy
Arthroscopy
Endoscopy

Acute care

Presented by State/Territory of usual residence of the patient
(Table 4.6) and by RRMA of usual residence (Table 4.7)

4.1, 4.2,
4.3

Cost per casemix-adjusted
separation

Acute care

Presented by State and Territory of hospital (Table 4.1), and by
hospital peer group (Tables 4.2 and 4.3)

4.4

Average salary by staffing
category

Acute care

Presented by State and Territory of hospital

4.8

Average length of stay for top
10 overnight DRGs

Acute care

Presented by State and Territory of hospital, and for the public
and private sectors

4.1, 4.2,
4.3, 4.9,
4.10, 11.1,
11.2

Relative stay index

Acute care

Presented by State and Territory of hospital (Table 4.1), by public
hospital peer group (Tables 4.2 and 4.3) and, for the public and
private sectors, by Medicare eligibility status and funding source
(Tables 4.9, 4.10), and by MDC (Tables 11.1, 11.2)

Efficient

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

Table(s)

Level(s) of
care to which
it relates

Presentation that relates to equity

Emergency department
waiting times (proportions
waiting longer than clinically
desirable)

Acute care

Presented by State and Territory of hospital

Waiting times for elective
surgery (times waited at the
50th and 90th percentiles)

Acute care

Presented by State and Territory of hospital, and by hospital peer
group (Table 5.1), by surgical speciality (Table 5.3), by indicator
procedure (Table 5.6)

Separations with adverse
events

Acute care

Presented for the public and private sectors

Separation for patients aged
over 70 years, by care type
and mode of separation

Continuing
care

Nil

Acute care

Presented by State and Territory of hospital, and for the public
and private sectors

Indicator

Responsive
4.11

Accessible
5.1, 5.3,
5.6
Safe
10.1
Continuous
6.14

No indicators available for acute care
Capable
4.5

Accreditation of hospitals and
beds

Sustainable
No indicators available for acute care

Responsive
Statistics on the proportions of patients waiting longer than is clinically desirable for
emergency department waiting times (Table 4.11) are indicators of responsiveness, although
they can also be regarded as indicators of accessibility. State and Territory data can be used
to consider equity.

Accessible
Times waited by patients at the 50th and 90th percentiles are presented as indicators of
accessibility (Chapter 5). Data by surgical specialty, indicator procedure and State and
Territory can be used in consideration of equity.

Safe
The number of separations with external causes for adverse events (Table 10.1) is an
indicator of safety. However, this indicator is under development, so should be interpreted
with care. It has not been adjusted for risk in any way so, although the data are presented
separately for the public and private sectors, comparisons between the sectors may not be
valid.
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Continuous
There are no indicators available relevant to the provision of continuous care that are
specific for the acute care sector. However, this dimension will probably usually be used in
assessments of how the sectors of the health care system work together, rather than
individually. The separation count for patients aged over 70 years by care type and mode of
separation (Table 6.14) has been identified as an indicator of continuous care relevant to the
continuing care sector. It may also provide information relevant to the integration of the
acute care and continuing care sectors.

Capable
Accreditation status of hospitals and beds (Table 4.5) has been identified as an indicator of
capability, defined by the NHPC as the capacity to provide a health service based on skills
and knowledge. Accreditation of hospitals can be achieved through several different
mechanisms that may measure different processes and outcomes relating to hospital service
delivery. Different types of accreditation could therefore relate to different groups of
dimensions of the framework.

Sustainable
There are no indicators available for sustainability, defined by the NHPC as capacity to
provide infrastructure, such as workforce, facilities and equipment, and be innovative and
respond to emerging needs (research, monitoring).

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
years, and included within frameworks of indicators by the NHMBWG (NHMBWG 1999),
the Steering Committee for the Review of Commonwealth/State Service Provision
(SCRCSSP 2002) and the NHPC (NHPC 2002). 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 4 of this report, and in
Australian Hospital Statistics 1999–00 (AIHW 2001a).
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 (including depreciation where available) are not included in numerators
(see Table 3.5 for available data on depreciation, and Appendix 4 for SCRCSSP 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 4 includes
details of the separations in this analysis, by care type, and also separate data for acute
care separations only for Victoria and Tasmania.);
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·

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; and

·

the 2000–01 AR-DRG version 4.2 cost weights were not available for this report, so the
1999–00 AR-DRG version 4.1 cost weights were used (DHAC 2001).

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,
Large hospitals, Medium hospitals and Small acute hospitals (see Appendix 5). 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 peer group. Also excluded are hospitals that cannot be classified due to
atypical events such as being opened or closed mid-year. This scope restriction improves the
comparability of data among the jurisdictions and increases the accuracy of the analysis. The
included hospitals accounted for 95.5% of separations in public acute and psychiatric
hospitals in 2000–01 (Table 4.2), and 91.9% of recurrent expenditure.
The scope for 2000–01 is the same (defined in terms of peer groups) as for 1999–00 and
1998–99 but different from the scopes used for 1996–97 and 1997–98 (AIHW 1998, 1999a,
2000a, 2001a). However, 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.
Table 4.1 shows the cost per casemix-adjusted separation for the States and Territories for
2000–01. At the national level, the cost per casemix-adjusted separation was $2,834, an
increase of 4.9% over the estimated cost of $2,701 for 1999–00. Large portions of the 2000–01
costs were attributed to non-medical salaries and medical labour costs; nationally these costs
were $1,522 and $525, respectively, per casemix-adjusted separation. Compared with
1999–00, these represent increases of 5.8% (over $1,438) for non-medical salaries and 5.4%
(over $498) for medical labour costs.
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 are recognised
by the Commonwealth Grants Commission.

Public hospital peer groups
Public hospital peer groups have been developed for presenting data on costs per casemixadjusted 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 range of admitted patient activities,
and their geographical location. Further detail on the derivation of the groups is in
Appendix 5.
For 2000–01, the dominant hospital peer group category was the Principal referral and
Specialist women’s and children’s group. They accounted for 67.2% of public acute and
psychiatric hospital expenditure and 65.1% of separations (Table 4.2). The cost per casemixadjusted separation for this group was $2,867 which is 1.2% higher than the overall average
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cost ($2,834) for the hospitals in scope for this analysis. It was $2,733 for medium hospitals,
3.6% less than the overall national average.
Table 4.2 also presents a range of other statistics about the peer groups, such as the number
of hospitals in each, average length of stay, relative stay index (see below and in
Appendix 4), and the cost per casemix-adjusted separation at the 25th and 75th percentile.
The average number of AR-DRGs (with either any or 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.
Table 4.3 presents cost per casemix-separation data and other statistics by peer group for
each State and Territory. The cost per casemix-adjusted separation varied among the
jurisdictions, for example, from $2,765 for Principal referral hospitals in Queensland, to
$2,945 in the New South Wales.

Average salary expenditure
Average salaries paid to public hospital full-time equivalent staff by States and Territories
are presented in Table 4.4. They were originally identified as indicators of efficiency by the
NHMBWG. A number of jurisdictions 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.
The average salary for full-time equivalent Nurses in 2000–01 was $52,602 nationally, an
increase of 3.6% on the average salary in 1999–00. The average salary for full-time
equivalent Salaried medical officers was $103,487, an increase of 6.4% over the previous year.
There was some variation in the average salaries among the jurisdictions. Average salaries
for nurses ranged from $47,652 in South Australia to $58,589 in Victoria. For salaried
medical officers, they ranged from $81,656 in South Australia to $125,505 in Victoria.
However, the relatively high average salaries for Victoria may partly be the result of underreporting of FTE 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 would
tend to result in higher average salaries for the domestic service staff.

Hospital accreditation
Hospital accreditation was included as a process indicator of quality within the NHMBWG
framework, and has been identified as an indicator of capability within the National Health
Performance Framework. The indicator originally related to accreditation under the
Australian Council on Healthcare Standards (ACHS) EquIP program, partly because data on
ACHS accreditation were the only relevant data available nationally. However, other
organisations also undertake hospital accreditation, including the Australian Quality
Council (AQC) and the Quality Improvement Council (QIC), and hospitals can also be
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certified as compliant with quality standards such as ISO 9000 quality family. The data
presented in Table 4.5 therefore include accreditation through ACHS EquiP and other types
of accreditation for public hospitals. For private hospitals, the data have been sourced from
the ABS’s Private Health Establishments Collection for 1999–00 and relate only to ACHS
EquiP accreditation. Accreditation at any point in time does not assume a fixed or
continuing status as accredited.
For Australia as a whole, 566 public hospitals and 47,976 public hospital beds (91% of the
total) were known to be accredited in 2000–01. 368 private hospitals and 23,268 private
hospital beds (92% of the total) were accredited in 1999–00. The proportion of accredited
beds varied by jurisdiction, from 100% in the Australian Capital Territory to 53% in the
Northern Territory for public hospitals, and from 89% in Western Australia to 98% in
Tasmania for private hospitals.
The comparability of the public hospital 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.

Separation rates for selected procedures and
diagnoses
Separation rates for ‘selected’ procedures and diagnoses have been identified as indicators
of appropriateness. However, as noted above, several may also be indicators of accessibility
or of the performance of the primary care sector.
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 elective and discretionary, and there are sometimes treatment alternatives available
(NHMBWG 1998). Revision of hip replacement has been included for the first time in
Australian Hospital Statistics this year as rates for this procedure may provide information on
the performance of the original hip replacements. Separation rates for asthma and type 2
diabetes (as principal diagnoses) have been included, as they have been identified by the
NHPC as indicators of effectiveness of the primary care sector. Separation rates for type 2
diabetes as any diagnosis (principal or additional) have also been included, as 89.3% of
separations with diagnoses of diabetes have the diagnosis recorded as an additional
diagnosis (263,749), rather than as the principal diagnosis (31,452). ICD-10-AM codes used
to define the diagnoses and 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 (in particular the private hospital in the
Northern Territory and other hospitals as noted in Appendix 5). This may result in under
estimation 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.
Table 4.6 presents age-standardised separation rates for each diagnosis and procedure for
the State or Territory of usual residence of the patient, accompanied by the age-standardised
rate for all other jurisdictions excluding the reference State or Territory. For example, the
rate for Hip replacement for residents of Tasmania was 1.35 separations per 1,000 population.
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The rate for the other States and Territories combined was 1.07 per 1,000 population. Thus,
the rate for Tasmanian residents was 25.5% higher than the rate for all the other jurisdictions
combined. This difference was statistically significant (that is, there is a less than 1%
probability that the difference between Tasmania and the other jurisdictions occurred by
chance).
Table 4.7 presents similar statistics by the rural/remote/metropolitan (RRMA) status of the
area of usual residence of the patient. For example, the rate for Angioplasty for residents of
capital cities was 1.12 separations per 1,000 population. The rate for the other areas
combined was 0.94 per 1,000 population. Thus, the rate for metropolitan residents was 19%
higher than the rate for all the other areas combined. This difference was statistically
significant (that is, there is a less than 1% probability that the difference between
metropolitan areas and the other RRMA areas occurred by chance).
Caesarean section rates were highest for residents of ‘Small rural centres’ and Queensland,
and lowest for residents of other metropolitan centres and the Australian Capital Territory.
The number of caesarean sections is dependent on the birth rate as well as the population.
The number of in-hospital births has therefore been included in the tables, and the number
of caesarean sections 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. Residents of capital cities (25.2 caesarean sections per 100
births) and Western Australia (26.8 per 100 births) had the highest rate on this basis.
Separation rates for Asthma were highest for residents of ‘Other remote areas’ (4.18 per
1,000 population) and South Australia (3.98 per 1,000 population). For Diabetes as a principal
diagnosis, the highest rates were reported for residents of the Northern Territory (5.14) and
remote centres (3.36); the national rate was 1.48. For Diabetes (any diagnosis), the highest rates
were for residents of the Northern Territory (27.03) and remote centres (37.72), and the
national rate was 13.7 per 1,000 population.

Average lengths of stay for the top 10 AR-DRGs
The average length of stay for the most commonly reported AR-DRGs for overnight
separations has been identified as an indicator of efficiency. Table 4.8 presents data on the
average length of stay for separations (excluding same day separations) for the 10 AR-DRGs
for which the highest number of overnight separations were reported for 2000–01. These
data are not equivalent to the data presented in the tables in Chapter 11 as same day
separations and separations with lengths of stay over 365 days are excluded.
The top volume AR-DRG was O60D Vaginal delivery without complicating diagnosis, with
134,388 separations. There were between 28,154 and 39,457 separations each for the other
top 10 AR-DRGs.
The table illustrates variation in the average length of stay for some AR-DRGs across the
States and Territories and between the sectors. Of the top 10, AR-DRG F62B Heart failure and
shock without catastrophic complications and comorbidities had the longest average length of stay
of 6.7 days nationally, with considerable variation between sectors and across jurisdictions,
ranging from 5.2 days in the public sector in the Northern Territory, to 10.1 days in the
private sector in Australian Capital Territory. Compared with 1999–00, national average
lengths of stay were shorter for AR-DRGs such as O01D Caesarean delivery without
complicating diagnosis (5.5 days in 1999–00 and 5.3 days in 2000–01) and AR-DRG F62B Heart
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failure and shock without catastrophic complications and comorbidities (6.9 days in 1999–00 and
6.7 days in 2000–01).
For all of these top 10 DRGs, the average length of stay was longer in the private hospitals
than the public hospitals. For example, the average length of stay for AR-DRG F74Z Chest
pain was 2.2 days: 2.1 days in the public sector and 2.6 days in the private sector.

Relative stay index
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) adjusted for
casemix. The adjustment for casemix (based on the AR-DRG and age of the patient for each
separation) allows comparisons to be made that take into account variation in types of
services provided, but does not take into account other influences on length of stay, such as
Indigenous status (AIHW 2001d).
An RSI index 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. Further
detail on the method used to calculate the RSIs is in Appendix 4.
Tables 4.9 and 4.10 present RSI information using public and private sector data together to
calculate expected lengths of stay. Overall, the RSI for private hospitals (1.04) was higher
than for public hospitals (0.98), and RSI for all hospitals varied from 0.98 for hospitals in
Victoria, Queensland and South Australia, to 1.21 for hospitals in the Northern Territory.
RSI also varied by Medicare eligibility and funding source, with national figures ranging
from 0.98 for public patients to 1.09 for not Medicare eligible patients and 1.15 for patients
whose funding source was not reported.
Table 4.10 presents RSI information for the medical, surgical and other categories of ARDRGs (DHAC 1998, 2000a, 2000b). In the public sector, RSI for medical AR-DRGs (0.96) was
lower than for surgical AR-DRGs (1.02). In the private sector, the opposite was the case,
with an RSI of 1.13 for medical AR-DRGs and an RSI of 0.98 for surgical AR-DRGs. There
were similar patterns for most States and Territories.
Tables 4.1, 4.2 and 4.3 present RSI information for public hospitals, using public hospital
data to calculate expected lengths of stay. For the hospitals included in the cost per casemixadjusted separation analysis, the RSI was 0.99 overall, and ranged from 1.22 in the Northern
Territory to 0.95 in Queensland (Table 4.1). These jurisdictions also reported the highest and
lowest cost per casemix-adjusted separation, respectively. Table 4.2 presents RSIs for each of
the public hospital peer groups. Large hospitals (0.96) and medium hospitals (0.98) had RSIs
lower than expected, and a number of non-acute hospitals had RSIs higher than expected
(for example, 1.14 for small non-acute hospitals). RSIs for the major peer group for each
State and Territory are presented in Table 4.3. For example, the RSI for large hospitals
ranged from 0.91 in Queensland to 0.97 in New South Wales. The States with the lowest
RSIs for these hospitals (Queensland and Victoria) also had the lowest cost per casemixadjusted separation ($2,359 and $2,762, respectively).
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Emergency department waiting times
Emergency department waiting times are regarded as indicators of responsiveness of the
acute care sector (NHPC 2002). The indicator presented here is the proportion of patients
presenting to public hospital emergency departments who waited longer for care than was
clinically appropriate, by triage category.
The triage category indicates the urgency of the patient’s need for medical and nursing care
(NHDC 2000). It is usually assigned by triage nurses to patients at, or shortly after, the time
of presentation to the emergency department, in response to the question ‘This patient
should wait for medical care no longer than...?’. The National Triage Scale has five
categories that incorporate the time by which the patient should receive care:
·

Resuscitation: immediate (within seconds)

·

Emergency: within 10 minutes

·

Urgent: within 30 minutes

·

Semi-urgent: within 60 minutes

·

Non-urgent: within 120 minutes.

The National Health Data Dictionary standard for measuring the waiting time is to subtract
the time at which the patient presents at the emergency department from the time of
commencement of service by a treating medical officer or nurse. The time at which the
patient presents is the time at which they are registered clerically, or the time at which they
are triaged, whichever occurs earlier. Patients who do not wait for care after having been
registered and/or triaged are excluded from the data.
Overall, the proportion of patients receiving emergency department care within the
required time was 65%, varying from 49% in South Australia to 78% in the Australian
Capital Territory (Table 4.11). The proportion receiving care on time varied by triage
category, from 98% for resuscitation patients to 60% for semi-urgent patients.
There is some variation among the jurisdictions on how the waiting times are calculated,
and this may slightly affect the comparability of the data. Queensland, Victoria, Western
Australia and the Australian Capital Territory use the national standard method. The
Northern Territory, New South Wales, Tasmania and South Australia use the time of triage.
In South Australia, patients are always triaged prior to being clerically registered.
The comparability of the data may also be influenced by variation in the coverage of the
emergency department waiting times data. Information provided by the States and
Territories indicates that coverage ranged from 100% in Tasmania, the Australian Capital
Territory and Northern Territory to 54% in Victoria (Table 4.11).
The comparability of the data may also be influenced by the comparability of the triage
categories among the States and Territories. Although the triage category is not a measure
of the need for admission to hospital, the proportions of patients in each category that were
admitted can be used as an indication of the comparability of the triage categorisation. The
proportion of patients admitted varied from State to State, particularly for the resuscitation
and emergency triage categories, but less for the semi-urgent and non-urgent categories
(Table 4.11). This may indicate that the data for the former two categories are less
comparable than data for the latter two categories.
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