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Preface

Australia’s health 2018 marks the 16th biennial flagship report on health that the
Australian Institute of Health and Welfare (AIHW) has released since it was
established in 1987.

This latest national report card continues the trend of providing independent,
trusted and timely information to the wide range of Australians who use it—the
community, policymakers, service providers and researchers.

Australia’s health 2018 examines health using a person-centred approach—this takes
the view that a person’s health is part of a broader social context and encompasses
the ideas that health:

+ is animportant part of how people feel and function
« contributes to, and is influenced by, social and economic wellbeing

+ can exist in degrees of good, as well as poor, health and varies over time.

The report profiles our health status and use of health services, and takes an in-depth
look at topical health issues, including the contribution of risk factors to disease
burden; how the health of the population is linked to the natural environment; and
the factors contributing to the increasing prevalence of overweight and obesity in our
community. Other featured topics include mesothelioma—Australia has one of the
highest diagnosis rates in the world for this cancer—and the increasing harm caused
by the use of both pharmaceutical and illegal opioids.

The series of feature articles accompanies a collection of short statistical snapshots
that outline the leading types of illness, risk factors, health behaviours, and the services
available to help prevent and treat ill health.

The report also contains a breadth of information on the health—and health
inequalities—experienced by some population groups, including Indigenous
Australians; Australians from culturally and linguistically diverse backgrounds;
Australian veterans; lesbian, gay, bisexual, transgender and intersex Australians;
and Australians living in rural and remote areas.

The AIHW manages a number of national health information assets, and works with
state and territory governments, the Australian Bureau of Statistics, other independent
bodies and the non-government sector, to ensure that the data included in Australia’s
health 2018 are comprehensive, accurate and timely.



Despite this, and ongoing efforts to develop and improve national health data,
many gaps remain and information that are collected are not always used to their
full potential. These and other data limitations are listed in ‘What is missing from
the picture?’ sections throughout the report. Australia’s health information and data
environment is changing rapidly, with increasing demands made on the collection,
reporting and use of health data. There is a strong need for a strategic approach to
how we manage national health data assets in Australia—a strategy that provides
a desirable vision for the future of Australia’s national information resources.

A structured, strategic approach to data and evidence is critical to support
continuous improvement, innovation and progress in health.

For users who seek more detailed information, we are pleased to be able to provide
a range of online visual presentations that supplement selected material throughout
the report. This includes, for the first time, dedicated online reporting of Australia’s
performance against national indicators of health. All online content is available at
<www.aihw.gov.au/reports/australias-health/australias-health-2018>.

For those who seek an ‘at a glance’ summary of the key facts and concepts from the
main report, we have again released an Australia’s health: in brief companion report.

| extend my thanks to everyone involved in producing this report and acknowledge
the valuable contributions of the external experts and agencies involved in
reviewing material.

This collaborative process, and the suite of Australia’s health 2018 products that it has
helped to produce, highlight the AIHW's commitment to its 5 strategic goals—to be
leaders in health and welfare data; drivers of data improvements; expert sources of
value-added analysis; champions for open and accessible data and information; and
trusted strategic partners.

The AIHW is committed to providing its data in the most accessible, user-friendly
formats possible. As such, we are considering new approaches and structures
for our biennial health and welfare reports and also welcome your feedback via
flagships@aihw.gov.au. This will allow us to continue to deliver on our mission of
providing stronger evidence, leading to better decisions and improved health and
welfare for all Australians.

Barry Sandison
Director

Australia's health 2018
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1.0 Overview

Good health is important—it influences not only how we feel, but also how we go about our
everyday lives. Health can mean different things to different people, but is widely accepted
to be much more than the presence or absence of disease. It incorporates dimensions of
physical, mental and social wellbeing and is influenced by factors such as our:

+ individual and psychological make-up

* lifestyle

+ environment and cultural influences

*+ socioeconomic conditions

+ access to quality health care programs and services.

Australians generally have good health and an effective health system. How do we

know this? We use a range of measures, such as life expectancy, mortality and morbidity,
to monitor Australia’s health over time and to compare it with that of other countries.
For instance, we use the Australian Health Performance Framework to assess the health
of our population and the performance of our health system. Since 1988, Australia’s
health has reported biennially on national indicators across the domains of health status,
determinants of health, and the health system. Trend assessment for indicators across
these three domains show mixed results:

+ We have seen some favourable trends in the health status domain, including a decline
in the incidence rate of heart attacks, bowel cancer and the prevalence of severe or
profound core activity limitation. However, there have been unfavourable trends too:
hospitalisations for injury and poisoning have been increasing.

« The proportion of adults who are daily smokers, who are at risk from long-term harm
from alcohol and who have an educational attainment of a non-school qualification or
above have all been trending favourably over the last 10 years. However, not all news in
the determinants of health domain is positive: the proportion of people who are obese
and overweight has been increasing over the past 20 years.

+ Assessment of the health system domain shows favourable progress for a number of
indicators, including immunisation rates for 1- and 5-year-olds and potentially avoidable
deaths. There has been no change over the last 10 years in some measures, such as
wait times for emergency departments, however, the wait time for elective surgery has
increased (an unfavourable trend).

Australia is a diverse nation. Its more than 25 million people have different backgrounds
and lived experiences. In 2016, more than one-quarter (26%) of its people were born
overseas, an estimated 3.3% (787,000) identified as Aboriginal and Torres Strait Islander
and about 71% (17.2 million) lived in Major cities.



Nationally, our life expectancy at birth has increased over time. Between 1890 and 2016,
it rose for males from 47.2 to 80.4 years, and for females from 50.8 to 84.6 years.
Australia now has the fifth highest life expectancy for males and the eighth highest for
females compared with other member countries of the Organisation for Economic
Co-operation and Development (OECD).

We are living longer lives, and those extra years are being lived in good health. A person
can, however, have different states of health at different stages of their life. A measure
called the health-adjusted life expectancy estimates, on average, how many years are
lived in full health. It forecasts that males born in 2011 can expect to have 1.7 more years
in full health than males born in 2003, while females can expect 1.2 more years.

While Australia performs well internationally on some measures of health, there is
room for improvement on others. At 12%, Australia has one of the lowest rates of
smoking among adults in the OECD, and a better than average rate of colon cancer
survival, ranking third best. However, it has higher rates than the OECD average of
alcohol consumption and obesity among people aged 15 and over.

The AIHW manages many important national health and welfare data collections.
Evidence based on these data—together with health information collected by other
government and non-government agencies—are used to inform research findings and
policy decisions. Despite the breadth of health information available, there are gaps in
our knowledge and opportunities to make better use of existing data, including through

data linkage. Australia’s health information and data environment is also changing rapidly.

A coordinated, strategic approach to identify gaps, overlaps and priorities in health
information would benefit policy, service delivery and research needs.



SNAPSHOT
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1.1 What is health?

Health is a state of wellbeing. It reflects the complex interactions of a person’s
genetics, lifestyle and environment. Generally, a person’s health depends on two
things: determinants (factors that influence health) and interventions (actions taken
to improve health, and the resources required for these interventions).

Some definitions view the health of an individual as the presence or absence of disease
or medically measured risk factors. The World Health Organization's definition of health
is broader and more multidimensional—namely, ‘a state of complete physical, mental
and social well being and not merely the absence of disease or infirmity' (WHO 1946).

Australians are generally seen to enjoy good health and to have an effective health
system. How do we know this? We use the Australian Health Performance Framework to
assess the health of our population and health system. It outlines health indicators that
describe specific elements of our health or aspects of our health system’s performance;
it also compares data for different population groups, different geographic regions, and
internationally. The Framework includes the domains of health status, determinants of
health, and the health system (see Chapter 1.4 ‘Indicators of Australia’s health’).

Measures of health status

Figure 1.1.1 outlines some of the more common measures of the health status of an
individual and a population.

Figure 1.1.1: Common measures of health

The number of years of life, on average, remaining to an
Life expectancy individual at a particular age if death rates do not change.
The most commonly used measure is life expectancy at birth.

The number of deaths in a population in a given period.

lIl health in an individual and levels of ill health within a
Morbidity population (often expressed through incidence, prevalence
and comorbidity measures—see Glossary).

One year of healthy life lost due to illness and/or death.
Disability-adjusted DALYs are calculated as the sum of the years of life lost due to
life year (DALY) premature death and the years lived with disability for people
living with the health condition or its consequences.

Health-adjusted The average Igngth of time an in.divi.dual.at a specific age can
expect to live in full health; that is, time lived without the health
consequences of disease or injury.

life expectancy

Self-assessed An individual’'s own opinion about how they feel about their
health status health, their state of mind and their life in general.




These measures are useful to compare health outcomes across different populations
as well as to look specifically at certain health conditions (see Chapter 3 for more
information on health conditions; chapters 5 and 6 for more information on the health
of population groups).

We glean many useful insights into the health of individuals and populations from
health data. Information so gained can then be used to improve health and health
services and to reduce health inequity across population groups.

Impact of determinants

Health determinants are multifaceted, interrelated factors that influence health.

Figure 1.1.2 divides them into four groups. The main direction of influence (as shown
by the horizontal arrows) is from left to right; that is, from contextual factors (such as
culture and affluence) through to more immediate influences (such as blood pressure).

The importance of the broader social determinants of health—not only social, but also
economic, political, cultural and environmental determinants—is becoming better
understood. Essentially, these are the conditions into which people are born, grow, live,
work and age (WHO 2015). At all stages along the path, the various factors shown in the four
groups in Figure 1.1.2 interact with an individual's physical and psychological make-up.

As well, the factors within each of these groups often interact with each other and are
closely interrelated (see Chapter 4 for more information on determinants of health).

Role of the health system

A major aim of any health system is to prevent disease and other ill health and injury
and to maintain health—not just to treat iliness—so that people remain as healthy

as possible for as long as possible. This approach includes a focus on the quality and
timeliness of health care received, including preventive health care such as screening
and immunisation. However, as health is not merely the absence of disease, our health
system also plays a vital role in positively influencing our health status by building social
and physical environments that support health and promote healthy behaviours

(see Chapter 7 for more information on prevention, treatment and health services).

Where do | go for more information?

More information on health definitions, social determinants of health, global health
actions and data can be obtained from the World Health Organization website
<www.who.int>.

References

WHO (World Health Organization) 1946. Preamble to the Constitution of the World Health Organization
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1.2 Profile of Australians

In 2018, our estimated population is 25.2 million:

A. aged 0-4 1.6 million
1
1 aged 5-14 3.1 million
1
1
1 aged 15-24 3.2 million
1
1
1 aged 25-34 3.7 million
1
1
! aged 35-44 3.4 million
1
1
: aged 45-54 3.3 million
1
: aged 55-64 2.9 million
1
: aged 65-74 2.2 million
1
' aged75-84 1.2 million
= = d 85
age 0.5 million
¥ and over

Source: ABS 2013.

In 2016, an estimated 3.3% of Australians identified
as Aboriginal and/or Torres Strait Islander—

787,000 people (s 2017a).

In 2016, 26% of people were born overseas—
6.1 million people (ss2017e).

In 2015, an estimated 18% of people had disability—
4.3 million people (ss 2016).
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In 2016:

Growth
from 2006

71% lived in Major cities—
17.2 million people

21%

18% lived in Inner regional areas—
4.4 million people

m 8.6% lived in Outer regional areas— 8.4%

15%

2.1 million people

1.3% lived in Remote areas— 1.4%

308,000 people

0.8% lived in Very remote areas—

194,000 people ss 20171 5.7%

people aged 15 and over was 62% and the unemployment
rate was 5.4% (ss 2017d).

ﬁ In December 2017, the employment to population ratio for

= In 2017, of people aged 20-64, 66% held a non-school

I qualification and 31% had attained a Bachelor degree
v qualification or higher (aBs 2017b).

In 2015-16, in real terms, the average disposable household income (after adjusting
for the number of people in the household) was $1,009. The weekly income for
low-income households was $421; for middle-income households it was $856 and
for high-income households, $2,009 (aBs 2017¢).

$2,009
$1,009 $856
Average Low income Middle income High income
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1.3 How healthy are
Australians?

Australians generally have good health. We know this based on the range of measures
we use (see Chapter 1.1 ‘What is health?) to compare our health over time or with that
of other countries (see Chapter 1.5 ‘International comparisons’).

Australians are living longer...

Life expectancy at birth in Australia has risen steadily over time. In 2016, life expectancy
at birth was 80.4 years for males and 84.6 years for females (Figure 1.3.1).

Figure 1.3.1: Life expectancy at birth, by sex, 1886-2016

Life expectancy at birth (years)
90 - Females

80
70 - /_/M_a;-
60
50 4

40
30 A
20 ~
10 -
0 - - - - - - - - - - - - .
1886 1896 1906 1916 1926 1936 1946 1956 1966 1976 1986 1996 2006 2016

Year

Sources: ABS 2014, 2017; Table S1.3.1.

Life expectancy measures how long, on average, a person is expected to live, based on
current age and sex-specific death rates. Life expectancy changes over a person’s lifetime;
as they survive through birth, childhood and adolescence, their chance of reaching older
age increases. Men aged 65 in 2016 could expect to live another 19.6 years and women
aged 65 could expect to live another 22.3 years (ABS 2017).

...and with more years in good health

Are longer lives also healthier lives? During their lifetime, a person can have different states
of health. The health-adjusted life expectancy (HALE) estimates, on average, how many
years a person will live in full health. As life expectancy has increased, so, too, has the
HALE—meaning people are living longer, and with more years of full health. Males born in
2011 could expect 1.7 more years in full health than males born 8 years earlier; females
could expect 1.2 more years. These gains in healthy years are comparable to the gains in
life expectancy. We are still, however (in 2011), living the same number of years in ill health
as we were in 2003: 9.0 years for males and 9.9 for females (Figure 1.3.2).



Figure 1.3.2: Life expectancy at birth in full health (HALE) and ill health, by sex,
2003 and 2011

Life expectancy (years) B Full health M Il health
90 -

70 A =
60 -
50 -
40 |
30 -
20 -
10 A
0 A

2003 2011 2003 2011
Males Females

Source: AIHW 2017; Table S1.3.2.

Australia is making population health gains

We can assess the current health status of the population by looking at the impact of living
with illness and dying early. We call this the ‘burden of disease’ and express it as disability
adjusted life years (DALYs). (DALYs measure the number of years of healthy life lost due
either to premature death—dying before the ideal life span—or to living with ill health due
toillness or injury.)

There were good gains in the health of the Australian population between 2003 and 2011.
Based on findings from the 2011 Australian Burden of Disease Study, the age-standardised
DALY rate fell by 10%, mostly due to reductions in premature death (Figure 1.3.3).

Figure 1.3.3: Composition of total burden of disease (DALY rate), 2003 and 2011

Year M Years lost due to illness or injury [l Years lost due to premature death
210.5 DALYs
2003
2011 189.9 DALYs
0 50 100 150 200 250

DALYs per 1,000 population
Source: AIHW 2016; Table S1.3.3.
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Australians rate their health well

In 2014-15, more than half (57%) of Australians aged 15 and over self-rated their health as
‘excellent’ or ‘very good'—similar to the proportion recorded a decade earlier, in 2004-05
(ABS 2015).

How we rate our health

Poor Fair Good Very good Excellent

37

Per cent

These self-assessed health measures provide insight into the health of Australians at a
population level. Health indicators are an important way to assess not only the health

of our population but also the success of our health services and the health system.

The health indicators currently agreed for national reporting are presented in Chapter 1.4
‘Indicators of Australia’s health’. This report also presents disease-specific measures of
mortality and morbidity in Chapter 3. Some population groups have higher rates of illness,
health risk factors and death than others. Chapters 5 and 6 present information on health
inequalities and measure the health of selected population groups.

Where do | go for more information?

Self-assessed health measures are collected in the Australian Bureau of Statistics National
Health Survey. The most recent results for the 2014-15 National Health Survey and
measures of life expectancy are available at <www.abs.gov.au>.

The reports Australian Burden of Disease Study: impact and causes of illness and death in
Australia 2011 and Health-adjusted life expectancy in Australia: expected years lived in full
health 2011 are available for free download from <www.aihw.gov.au>.
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1.4 Indicators of
Australia’s health

Health indicators are an important way to assess the health of our population and the
success of our health services and health system. These summary measures describe
particular aspects of our health and health system performance and have a range of

purposes. They can: ‘
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+ offer insights into the health of Australians and the quality of the health system at a
point in time (and allow different population groups, different regions and different
countries to be compared)

+ provide information on the effectiveness of changes to policies or new practices and
programs (when measured consistently over time)

« improve accountability and transparency of service provision, and support consumer
choices relating to health care

* encourage ongoing improvement in service delivery by highlighting areas of innovation
and where better performance is needed.

The indicators selected generally reflect what is important to governments, service
providers, funders of services (including taxpayers), and to patients and the broader
Australian community.

Nationally agreed health indicators are usually compiled and reported as ‘sets’ of
measures, organised into frameworks. Health indicator frameworks provide the
conceptual basis for the indicator sets; they describe the broad aspects of health, its
determinants and the health care system to be measured (for example, equity, quality
and efficiency). They also depict the relationships between the indicators within the
framework, and provide transparency in describing which aspects of the system are
being assessed (or not able to be assessed).

In Australia, a number of health indicator frameworks are used to assess aspects of our
health and health system. Some are related, and hence specific indicators may appear

in more than one framework—but they have different purposes. This article provides
information on the major national indicator frameworks in Australia, including the new
Australian Health Performance Framework (AHPF). It also outlines the latest data available
against the indicators agreed for reporting under the National Health Performance
Framework (NHPF), now subsumed by the AHPF.

13
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New Australian Health Performance
Framework

The AHPF was recently agreed by Australian and state/territory health ministers. It
provides a single, enduring framework that can be used in different ways to assess the
Australian health care system and its inputs, processes and outcomes (NHIPPC 2017).
It replaces the NHPF and the Performance and Accountability Framework, which had
separate but interrelated purposes:

+ The NHPF was agreed by the Australian Health Ministers’ Advisory Council in 2001
(NHPC 2002) to provide a conceptual framework to understand and evaluate the
health of Australians and the health system, and to serve as a general support for
performance assessment, planning and benchmarking in the health sector. In recent
years, the AIHW reported biennially on the national indicators agreed under this
framework in the Australia’s health report series (see, for example, AIHW 2016a).

* The Performance and Accountability Framework was agreed under the National
Health Reform Agreement (COAG 2011) to provide Australians with comparable,
locally relevant information about the performance of hospitals and health services
to support informed decision making by consumers and health care providers and
managers. The Performance and Accountability Framework indicators were identified
for reporting in two streams: for Primary Health Networks, and for hospitals/Local
Hospital Networks; data are published by the AIHW on the MyHealthyCommunities
and MyHospitals websites, respectively.

While these indicator frameworks and indicators were designed for different uses,
the purposes were related; hence, there was some overlap in the indicators reported.
Health ministers decided that it would be preferable to merge the frameworks into a
single framework that could be used in a flexible way. This would enable reporting
for use by different audiences, for different populations and at different levels of the
health system (for example, reporting at the international, national, state/territory,
and local area level).

The AHPF comprises a Health System Conceptual Framework, and a Health System
Performance Logic Model.

Health System Conceptual Framework

The conceptual framework depicts the indicator domains relevant to assessing the
health system as a whole, namely: health status, determinants of health, and the
health system (Figure 1.4.1). Key components are identified within these domains
(for example, within the health status domain, it is relevant to consider including
indicators that relate to health conditions, human functioning, wellbeing and deaths).


https://www.myhealthycommunities.gov.au/
https://www.myhospitals.gov.au/

The conceptual framework also identifies a range of information needs that can be
considered as ‘health system context’; that is, factors that are often beyond the direct
control of health system decision makers (such as the demographic composition of the
population). This is not a performance domain as such, but recognises information that
is relevant in the planning, delivery and evaluation of health services.

‘Equity’ is recognised as a principle that applies across all domains, and one that should
be reflected in appropriate reporting. The interrelationships between all domains is
recognised explicitly in this framework presentation.

Health System Performance Logic Model

The performance logic model presents similar domains to the conceptual model, but

is organised in a program logic model. This indicates how the framework could be used
to evaluate the outcome of specific health programs, initiatives and interventions—that is,
in a performance measurement context (Figure 1.4.2).

For example, a number of the domains that were considered ‘health system context’

in the conceptual framework are considered to be ‘health system inputs’ in this model.
Similarly, the ‘health status’ domain in this model is re-framed in terms of ‘health system
outcomes’ where the focus is on measuring change in health status associated with

a specific intervention or policy. The Health System Performance Logic Model is
based on the service process model used for the Report on Government Services (ROGS)
(SCRGSP 2018), which is further described elsewhere in this article.

Implementing the new framework

Indicator sets and reporting arrangements for the AHPF will be developed, aiming to
ensure thatindicator content and reporting formats continue to reflect national strategic
priorities for health and health care delivery, and are delivered in ways that are most
relevant for key audiences.

In the first instance, indicators previously agreed for reporting under the NHPF and the
Performance and Accountability Framework have been transferred to the AHPF. Data for
those indicators previously agreed to be relevant for national reporting (that is, the NHPF
indicators) are summarised later in this article, but presented against the AHPF conceptual
framework. At a later date, it is expected that these existing indicators will be reviewed in
working towards a full set of indicators under the framework.

This work is also expected to identify relevant tiers for reporting that would allow for data
presentation to be disaggregated in different ways—for example, at the state/territory
and national levels and at different geographic levels, as well as for individual service
providers, targeted population groups, people experiencing different health conditions,
and for public and private health care providers and funders.

15
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Other national health performance
frameworks

As well as the AHPF, there are other national performance indicator frameworks and
monitoring activities used in Australia and applied in the health context. Key frameworks
are summarised in this section.

National Healthcare Agreement

The National Healthcare Agreement is an agreement between the Australian Government
and state and territory governments that outlines the role and aims of Australia’s health
system, the roles and responsibilities of the parties, the policy and reform directions
proposed to achieve desired outcomes, and accountability requirements (COAG 2012a).
These requirements include reporting against specific performance indicators and
performance benchmarks outlined within the specified outcome areas (better health,
better health services, social inclusion and Indigenous health, and sustainability of the
health system). Where possible, indicator data are disaggregated for specific population
groups to ensure that the aims of focusing on social inclusion and tackling Indigenous
disadvantage are being met.

The National Healthcare Agreement indicator data are reported annually in the RoGS
series (for example, SCRGSP 2018), along with other indicator data.

As well as the National Healthcare Agreement, a range of other national agreements
(for example, the National Indigenous Reform Agreement—COAG 2012b) include
performance indicators for health and health service delivery. Some of these indicators
are also included in the National Healthcare Agreement.

Report on Government Services

Publication of an annual RoGS was initiated by the heads of government (now the
Council of Australian Governments) to provide information on the equity, efficiency and
effectiveness of a range of government human and social services in Australia, and to
promote ongoing performance improvement. The first RoGS was published in 1995.

In recent years, the RoGS has been based on performance indicators set against
a framework (consistent across all service areas) that reflects the review's focus
on outcomes, consistent with the demand of governments for outcomes-oriented
performance information.

Performance indicators included in the RoGS are supplemented by information on
outputs, grouped under equity, effectiveness and efficiency headings. The RoGS for 2018
included chapters on public hospitals, ambulance services, primary and community
health, and mental health management (SCRGSP 2018).



Sector and population specific frameworks

As well as national performance frameworks, there are several other (related)
performance frameworks. These support more in-depth monitoring of the health
status of, and services delivered to, specific populations—for example, the Aboriginal
and Torres Strait Islander Health Performance Framework (AHMAC 2017)—or focus
on specific types of health services, such as the National Core Maternity Indicators
(AIHW 2016b).

Performance monitoring and reporting at other ‘levels’ of the health system are
also undertaken; for example, by states and territories, by some service provider ‘
organisations, and by participating in international reporting activities (see Chapter 1.5 _
‘International comparisons’ for some indicator data available at the international level). 5
a
(1]
<
(@]

Over time, some of these Australian indicator frameworks may be ‘re-framed’ by the
owners of the indictor sets and presented against the AHPF. This would help to ensure that
similar indicators in different indicator sets are reported consistently wherever possible.

Other related monitoring and reporting activities

Supplementing the national indicator framework and performance reporting
arrangements are the activities of health service providers in measuring and
monitoring performance within their organisations, and in improving clinical outcomes
and the appropriateness of services. These activities are related to (but not considered
the same as) ‘performance reporting’, and organisations may or may not choose to make
this information publicly available. For example, the national Key Performance Indicators
for Aboriginal and Torres Strait Islander primary health care support continuous quality
improvement within services (AIHW 2017).

In recent years, the Australian Commission on Safety and Quality in Health Care has
supported these activities. As part of its work to lead coordinated improvement in
safety and quality in health care across Australia, the Commission undertakes and helps
to enable the development of safety- and quality-related indicators for use in such local
monitoring (see Chapter 7.9 ‘Safety and quality of hospital care’ for more information
about safety and quality monitoring in Australian hospitals).
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AHPF indicators for national reporting

The rest of this article presents the latest data for indicators currently agreed for
national reporting in the AHPF. These indicators were previously agreed as NHPF
indicators; the other indicators that have been transitioned to the AHPF were previously
agreed for reporting either at local area levels (that is, at the Primary Health Network
level), or the hospital (or Local Hospital Network) level. Data for those indicators will
continue to be made available on the MyHealthyCommunities and MyHospitals websites.

Key findings are presented in the following section—reported in three sections that align
with the AHPF conceptual framework domains: health status, determinants of health, and
health system. Note that as there are currently no agreed information requirements for
the 'health system context’ domain (as there was no equivalent domain included in the
previous NHPF), information on this domain is not presented in this chapter, although
relevant context information is available elsewhere in this report. Where possible,
indicators are disaggregated for relevant population groups to ensure that they also
satisfy the ‘equity’ reporting requirements under the framework.

Also included for each section is a table stating whether new data have become available
since Australia’s health 2016 (AIHW 2016a) and whether the available data show a
favourable or unfavourable trend (where this could be assessed).

For more information on each indicator and to view detailed data see the online
llll data visualisation tool at <www.aihw.gov.au/reports/australias-health/australias-
health-2018/contents/indicators-of-australias-health>.

Assessment of trends

Trends have generally been assessed using the most recent 10 years of data where
comparable data were available for at least 3 time periods. In a small number of cases
(where data sources have become available irregularly or on a triennial basis), a slightly
longer time period was considered (up to 12 years). These time periods were used for
the trend assessment even where time series information is presented in this article
for longer periods; the exceptions are cancer survival rates and rates of overweight and
obesity, for which the trend assessment is based on the longer time series information
discussed in the indicator text.

A favourable trend is noted when the indicator has moved in the desired direction—for
example, the proportion of people eating the recommended number of serves of fruit and
vegetables should increase and instances of unsafe sharing of needles should decrease.

A trend is considered unfavourable if it is opposite to the desired direction. For indicators
where the measure does not appear to have changed meaningfully over the time period,
the trend is described as ‘no change'. For indicators where there are insufficient data to
support trend analysis, the trend is described as ‘no data/insufficient data'.


https://www.myhealthycommunities.gov.au/
https://www.myhospitals.gov.au/

Limitations of the AHPF performance indicators

The performance indicators for national reporting were last reviewed and endorsed

(as indicators under the NHPF—now replaced by the AHPF) by health ministers in 2009.
Over time, some limitations have become evident for a number of them. Data quality
may have diminished, for example, where changes in service delivery has meant that
data would need to be captured from more disparate sources, or changes in policies and
priority areas for monitoring have meant that the usefulness of some indicators is now
questionable.

In this report, a small number of indicators previously reported at the national level are
not reported here:

* Survival following an acute coronary heart disease event (last reported in 2012). The AIHW
has judged that, due to changes in the method used to identify acute coronary events,
reporting on this indicator is not appropriate.

* Proportion of people with diabetes who complete a GP annual cycle of care (last reported
in 2012). The AIHW has assessed that the available data are likely to resultin an
underestimate, due to changes in treatment patterns, and a recognition that people
with diabetes may use other avenues for care.

+ Selected potentially avoidable GP-type presentations to emergency departments (last
reported in 2014). Previous work has shown limitations in the method used (AIHW 2015)
and so the data are not presented here; indicator data are presented in the RoGS
(SCRGSP 2018).

+ Cost per casemix-adjusted separation for acute and non-acute episodes (last reported in
2014). A range of stakeholders regard the previous calculation method as being no
longer appropriate, and a revised method has not yet been agreed.

For indicators where no new data are available or where new data could not be readily

obtained, previously reported data are used, though new disaggregations are presented
where appropriate.
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Key results
Health status

The health status domain is assessed by considering measures related to the incidence or
prevalence of health conditions, and measures related to human functioning, wellbeing
and mortality rates and life expectancy.

The indicators reported for health status are outlined in Table 1.4.1.

For more information on each indicator and to view detailed data see the online
data visualisation tool at <www.aihw.gov.au/reports/australias-health/australias-
health-2018/contents/indicators-of-australias-health>.

+ In 2015, the heart attack rate for men was more than twice that for women, though
rates have declined for both men and women since 2007. Overall, there has been a
decline of 37% in the rate of heart attack since 2007.

+ Inthe latest 10 years for which data are available, there has been an increase in the
incidence of breast cancer in females and a decrease in the incidence of bowel cancer.
Rates of melanoma of the skin and lung and cervical cancer have remained stable over
this period.

+ Over the last 10 years for which data are available, notification rates for hepatitis B
and C have fallen, but rates of syphilis, chlamydia and gonorrhoea have risen.

The notification rate of human immunodeficiency virus (HIV) has remained steady
and was 4.2 notifications per 100,000 people in 2016.

+ In 2013, there were 5,100 new cases of end-stage kidney disease—an age-standardised
rate of 19 per 100,000 people. The incidence rate increases substantially with age.

* In 2015-16, there were an estimated 509,900 hospitalised cases due to injury and
poisoning. Rates of hospitalised cases for injury and poisoning increase substantially
with age for people aged 75 and over.

+ In 2015, 5.0% of liveborn singleton babies were of low birthweight. The proportion of
low birthweight singleton babies born to Aboriginal and Torres Strait Islander mothers
was 2.2 times the proportion of babies born to non-Indigenous mothers.

« In 2015, 1.4 million people had a severe or profound core activity limitation—that is, a
limitation in communication, mobility and/or self-care activities. Overall, the proportion
of people with a severe/profound core activity limitation had decreased since 2003.

+ The death rate for infants aged under 1 and children aged 1-4 has decreased since
2001—a trend that has been maintained in the most recent 10 years for which data are
available. Since 2001, the death rate for Indigenous infants also fell, however, the rate is
still almost twice that for all infants.

+ Life expectancy for a boy born in Australia between 2014 and 2016 was 80.4 years, and
for a girl, 84.6 years. However, the estimated life expectancy for an Indigenous boy born
between 2010 and 2012 was 10.6 years lower than for a non-Indigenous boy, and for
girls the difference was 9.5 years.



Table 1.4.1: Indicators of AHPF domain—health status

Trend legend v X ~ .
Favourable Unfavourable No change No data/insufficient data
AHPF dimension/Indicator ':‘e,:v"ii'i: 1%!::::;2’::
Health conditions
Incidence of heart attacks Yes v 4
Incidence of selected cancers
Breast cancer (females)@ Yes —
Bowel cancer Yes v
Melanoma of the skin Yes ~
Lung cancer Yes ~
Cervical cancer Yes ~

Incidence of sexually transmissible infections and blood-borne viruses

Syphilis Yes X
Human immunodeficiency virus (HIV) Yes ~
Hepatitis B Yes v
Hepatitis C Yes v
Chlamydia Yes X
Gonorrhoea Yes X
Incidence of end-stage kidney disease Yes ~
Hospitalisation for injury and poisoning Yes X
Proportion of babies born with low birthweight Yes ~
Human function
Severe or profound core activity limitation Yes v
Wellbeing
Psychological distress No ~
Self-assessed health status No ~
Deaths
Infant/young children mortality rate
All infants (<1 year) Yes v
Indigenous infants (<1 year) Yes v
All children aged 1-4 years Yes v
Life expectancy
All males Yes v
All females Yes v
Indigenous males No oo
Indigenous females No oo

(a) Breast cancer incidence has increased but is not assessed as unfavourable because increases in observed
incidence may be due to improved detection.
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Determinants of health

The determinants of health domain is assessed by considering measures related to
health behaviours, and personal biomedical, environmental and socioeconomic factors.

The indicators reported for health status are outlined in Table 1.4.2.

For more information on each indicator and to view detailed data see the online
llll data visualisation tool at <www.aihw.gov.au/reports/australias-health/australias-
health-2018/contents/indicators-of-australias-health>.

+ In 2014-15, 14.5% of people aged 18 years and over smoked daily (16.9% of men and
12.1% of women). Age-adjusted daily smoking rates have fallen since 1989-90.

¢« In 2014-15, 17% of adults consumed more than 2 standard drinks per day on average,
exceeding the lifetime risk guideline. Men were almost 3 times as likely as women to
consume alcohol at risky levels.

* In 2014-15, 50% of adults and 68% of children ate sufficient serves of fruit, and 7% of
adults and 5% of children ate sufficient serves of vegetables.

+ Over half (52%) of all adults aged 18-64 were not sufficiently active to gain a health
benefitin 2014-15; among adults aged 65 and older, 75% were not sufficiently active.

+ In 2016, 19% of injecting drug users reported using needles and syringes after
someone else.

« The proportion of households with children aged 0-14 in which a person smokes inside
the home fell between 1995 and 2016 (from 31% to 2.8%).

+ The proportion of Australian adults who are overweight or obese was 63% in 2014-15;
among children aged 5-17, it was 27%.

* In 2015-16, 2.2 million people lived on less than half the median equivalised household
income (that is, less than $427 per week), including 1.2 million people living on less than
40% of the median ($341).

« More than two-thirds (69%) of people aged 25-64 had a non-school qualification
in 2017. People living in Major cities and Inner regional areas were more likely to have
a non-school qualification than people living in Outer regional or in Remote and
Very remote areas.



Table 1.4.2: Indicators of AHPF domain—determinants of health

Trend legend v X ~
Favourable Unfavourable No change

No data/insufficient data

AHPF dimension/Indicator New. data 10-year trend
available assessment

Health behaviours

Health literacy No .

Proportion of adults who are daily smokers No v

Proportion of adults at risk of long-term harm from alcohol No v

Fruit and vegetable intake No e

Physical inactivity No .o

Unsafe sharing of needles Yes X

Children exposed to tobacco smoke in the home Yes v

Personal biomedical factors

Proportion of persons obese and overweight No ) &

Environmental factors

Water quality No ~

Socioeconomic factors

Proportion of people with low income Yes v 4

Educational attainment Yes v

(@) The trend assessment for this indicator is based on 20 years of data (rather than 10).
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Health system

The health system domain is assessed through measures related to the quality of the health
system (that is, aspects of effectiveness, safety, appropriateness, and the continuity and
accessibility of care), and also by looking at the efficiency and sustainability of health care.

The indicators reported for the health system domain are outlined in Table 1.4.3.

For more information on each indicator and to view detailed data see the online
data visualisation tool at <www.aihw.gov.au/reports/australias-health/australias-
health-2018/contents/indicators-of-australias-health>.

+ Overall, immunisation rates for children aged 1 and 5 have risen in recent years, though
the 10-year trend for immunisation rates among 2-year-olds has shown no clear trend.

+ Nearly two-thirds (65%) of females who gave birth in 2015 attended at least one
antenatal visit in the first trimester of pregnancy.

+ About half of all women in the relevant target age groups participated in BreastScreen
Australia and the National Cervical Screening Program (55% and 56% respectively) in
2015 and 2016 combined. For the National Bowel Cancer Screening Program, 41% of
invitees in targeted age groups participated in 2015 and 2016.

+ In 2015-16, there were an estimated 26.4 potentially preventable hospitalisations per
1,000 people (accounting for 6.4% of all hospital separations). These are hospitalisations
that are thought to have been avoidable if timely and adequate non-hospital care had
been provided.

« The 5-year relative survival for all cancers combined for 2009-2013 was 68%, an
increase of 20 percentage points from 48% in 1984-1988. This represents the
percentage of people diagnosed with cancer who survived for at least 5 years after
diagnosis, relative to people of the same age and sex in the general population.

+ In 2016, there were around 27,000 potentially avoidable deaths in Australia—105
deaths per 100,000 people. This is a decrease of 45% from the rate in 1997. These
are deaths from selected conditions that are considered to have been potentially
preventable in the context of the present health system.

+ In 2015-16, there were 5.4 adverse events per 100 hospital separations. These are
incidents in which harm resulted to a person receiving health care, such as infections
and problems with medication and medical devices.

* More than 148.7 million non-referred general practitioner (GP) attendances were claimed
through Medicare in 2016-17 and 127.5 million (86%) of these services were bulk-billed.

+ In 2016-17, the median waiting time for all admissions from the public hospital elective
surgery waiting list was 38 days. Overall, Indigenous Australians had longer median
waiting times than Other Australians for elective surgery (45 and 38 days respectively).

* In 2016-17, 73% of all emergency department presentations were seen within the
recommended time for their triage category. Presentations triaged as Urgent had
the lowest proportion of presentations seen on time (66%), while almost 100% of
Resuscitation presentations were seen within the recommended time.

* The number of employed full-time equivalent medical practitioners and nurses/midwives
rose (by 14% and 12% respectively) between 2011 and 2016. In 2016, the rate of
full-time equivalent medical practitioners was 400 per 100,000 population; for nurse/
midwives it was 1,145 per 100,000 population).



Table 1.4.3: Indicators of AHPF domain—health system performance

Trend legend v X ~ oo

Favourable Unfavourable No change No data/insufficient data

AHPF dimension/Indicator

New data 10-year trend

available assessment

Effectiveness

Immunisation rates for vaccines in the national schedule

1 year Yes v 4
2 years Yes ~
5 years Yes (V4
Adults No .o
Proportion of pregnancies with an antenatal visit in the first trimester Yes ~
Cancer screening rates
Breast Yes oo
Cervical Yes ~
Bowel Yes o
Selected potentially preventable hospitalisations Yes ~
Survival of people diagnosed with cancer Yes V@
Potentially avoidable deaths Yes v
Survival following acute coronary heart disease event® — oo
Safety
Adverse events treated in hospital Yes ~
Falls resulting in patient harm in hospitals Yes X
Appropriateness
No indicators for this dimension
Continuity of care
Proportion of people with asthma with a written asthma action plan No v 4
Proportion of people with mental iliness with a GP care plan No [V 4
Proportion of people with diabetes with a GP annual cycle of care® — oo
Accessibility
Bulk-billing for non-referred (GP) attendances Yes v 4
Differential access to hospital procedures Yes oo
Waiting time for elective surgery Yes X
Waiting time for emergency department care Yes ~
Selected potentially avoidable GP-type presentations to emergency departments® — oo
Efficiency and sustainability
Cost per casemix-adjusted separation for acute and non-acute care episodes® — oo
Net growth in health workforce
Medical practitioners Yes [V 4
Nurses and midwives Yes v

(a) The trend assessment for this indicator is based on 30 years of data (rather than 10).

(b) Not reported here due to lack of data or agreed methodology—see section ‘Limitations of the AHPF
performance indicators'.
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What is missing from the picture?

As already noted, the indicators previously agreed for reporting under the NHPF

(as national-level indicators) have been reported here against the AHPF domains where
suitable data are available. In the future, it is expected that the framework will be
‘re-populated’ with a refreshed set of indicators for national reporting (also identifying
indicators suitable for other levels of reporting). It will be necessary to identify information
needs associated with those areas of the framework for which national-level indicators
had not previously been agreed—including the ‘appropriateness’' component area in the
health system domain, and all components of the ‘health system context’ domain, as
these information needs were not covered by the NHPF.

Where do | go for more information?
For more health indicators, see the MyHealthyCommunities and MyHospitals websites.

More information about the performance of health and other government services is
available at <www.pc.gov.au>.

More information about safety and quality monitoring of health services is available at
<www.safetyandquality.gov.au>.
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1.5 International
comparisons

Australia matches or betters other comparable countries on many measures of health.
However, there is room for improvement on some measures.

This snapshot compares Australia with other member countries of the Organisation
for Economic Co-operation and Development (OECD) in 2015 (or the nearest available
year of data), unless otherwise noted. These 34 other countries provide a useful
comparison for Australia as most are considered to be developed countries with
high-income economies.

Chapter1‘| SNAPSHOT |

Health status

The health status of a population can be considered in many ways, such as by rates of
illness and injury, and by measures of life expectancy and death. Compared with other
OECD member countries, Australia has:

« the fifth highest life expectancy at birth for males and the eighth highest for females
+ arate of deaths due to coronary heart disease close to the OECD average
+ a prevalence of dementia similar to the OECD average (Figure 1.5.1).

While life expectancies at birth for males and females in Australia have increased from
2005 to 2015, Australia’s rankings among OECD member countries have dropped slightly
over this time, from fourth to fifth highest for males and from fifth to eighth highest for
females (OECD 2007).

The health status of a population can also be considered in terms of disability-adjusted life
years (DALYs). A DALY is equivalent to a single year of ‘healthy’ life lost due to illness and/

or death (see Chapter 3.1 ‘Burden of disease across the life stages’). Compared with other
OECD member countries, Australia had the fourth lowest rate of DALYs in 2016 (IHME 2017).

Determinants of health

Determinants of health are factors that influence health status, and include health
behaviours and biomedical factors. Compared with other OECD member countries,
Australia has:

+ one of the lowest rates of smoking among people aged 15 and over
+ a level of alcohol consumption similar to the OECD average

+ arate of obesity among people aged 15 and over that is well above the OECD average
(Figure 1.5.1).
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Health system

The performance of a health system can be assessed by looking at measures such as
access to care, quality of care, and health expenditure. However, greater resources do not
necessarily mean a health system performs better. Compared with other OECD member
countries, Australia has:

+ alevel of health care expenditure per person close to the OECD average

+ close to the OECD average number of practising doctors, practising nurses, and hospital
beds per 1,000 population (Figure 1.5.2)

* a better than average rate of colon cancer survival, ranking third best (Figure 1.5.1)

Figure 1.5.1: Australia’s performance among OECD member countries,
selected indicators, 2015 (or nearest available year of data)
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;):deﬂ%lg)/o of people aged 15 38.2 ~ @ o
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Colon cancer survival (%) 51.5 & * 71.7

Note: Data for Australia reflect those in the OECD.Stat database and may differ from data presented
elsewhere in this report due to the potential for slight variation in data definitions and calculation
methodologies.

Source: OECD 2017; Table S1.5.1.



Figure 1.5.2: Comparison of Australia’s health care resources as one of the 35 OECD
member countries, selected indicators, 2015 (or nearest available year of data)
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Note: Data for Australia reflect those in the OECD.Stat database and may differ from data presented
elsewhere in this report due to the potential for slight variation in data definitions and calculation
methodologies.

Source: OECD 2017; Table S1.5.2.

What is missing from the picture?

Making valid comparisons of health across countries can be challenging, as data
collection and reporting methods can vary. Comparisons of health system performance
can be particularly difficult because of the different ways health systems operate.
These differences should be considered when making comparisons.

Participation in international efforts to standardise data collection and reporting, such
as the development of the International Classification of Diseases 11th Revision, is an
important step in improving the comparability of data between countries.

Where do | go for more information?

More information on international health data, including other health indicators,
is available at <www.aihw.gov.au/reports-statistics/health-welfare-overview/international-
comparisons/overview> and <data.oecd.org/health.htm>.
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1.6 What is missing from
the picture?

The AIHW manages many important national health and welfare data collections and
ensures that the information it reports is comprehensive, accurate and timely. Other
government and non-government agencies also collect and report health information
based on surveys, registries and administrative data collections. This information is used
to inform research findings and policy decisions that improve the health and wellbeing
of Australians. Despite efforts by policy, service delivery and statistical agencies, both
individually and collaboratively, to develop and improve national health data, there
remain opportunities to make better use of existing data and fill gaps in our knowledge.

A key issue for all data users is ensuring that information collected is used in the most
effective manner; that is, turning ‘big data’ into ‘smart data’. Information may be collected
in ‘silos’ and may not be readily accessible or integrated or even comparable from one
jurisdiction to another. Improving access to and use of existing data (see Chapter 2.5
‘Secondary use of health information’) would benefit Australians both through health
research and through enhanced policy and service delivery. Additionally, it will allow
real data gaps to be identified. This will be important for future National Healthcare
Agreements, and is timely in the context of Australia’s Digital Health Strategy (see
Chapter 2.4 'Digital health’) and, more broadly, the Australian Government's public

data agenda (PM&C 2018).

However, there is currently no overarching strategic approach implemented to manage
and address these gaps nationally. A strategy, with associated action plan, could improve
health information assets and would be guided by policy, service delivery and research
needs. This requires an understanding of the health information environment and health
priority areas. The ‘enhanced health data’ priority associated with the current national
health reform agenda (COAG 2018) provides an ideal opportunity to initiate development
of a strategy and a work plan.

Individual chapters in this report describe data gaps under the ‘What is missing from the
picture?’ headings. Some articles and snapshots list gaps that are unique to the topic or
data collection. Data gaps exist where no national data are currently available or where
data collected are not comprehensive. The ‘What is missing from the picture? sections
may also describe analysis or research gaps that may be addressed by making better use
of existing data.

This snapshot lists some of the major gaps, both data and analysis gaps, in health data
and considers how they can be filled.



Major data gaps

A number of health data gaps are identified throughout this report. These gaps include:

primary health care data (see Box 1.6.1)

incidence and prevalence data for certain health conditions (for example, dementia and

mental health)

the ability to measure patient pathways through the health system, including across
different service types and different jurisdictions

longitudinal data to measure outcomes related to health determinants, health
conditions or health interventions

the ability to identify some populations of interest in health data (for example, people
with disability)

geospatial information to look at locational variation in health and the effects of
population growth and demographic change.

Box 1.6.1: Gaps in primary health care data

Primary health care and hospital services each account for more than one-third

of health expenditure in Australia but compared with the volume of hospital
information that exists, there is a surprising lack of primary health care data.
Medicare services data provide some insight into variation in use of primary health
care (mostly general practice) across Australia, but do not include information
about why patients visit health professionals, their diagnosis, the treatment or care
they received, test results or referrals for further care. There is currently no national
data that allows assessment of the appropriateness, cost-effectiveness, safety,
quality and accessibility of primary health care. The cessation of the Bettering the
Evaluation and Care of Health survey (which collected data on general practice
visits including patient demographics, types of problems being managed and the
type of care provided from 1998 to 2015-16) has enlarged the primary health care
data gap. Additionally, there are no comprehensive, national data for ambulance,
aeromedical, allied health or state-funded community health services.

There have been developments to improve the completeness and utility of primary
health care data, including a commitment to develop a national primary care data
set. Making electronic health information available for secondary use will support
improved primary health care data but is not a total solution.

Filling data gaps

The goal of filling these major health data gaps is to achieve stronger evidence for better
decisions and improved health for Australians. The AIHW is working with government and
non-government agencies to fill some of these gaps and make better use of existing data,

including through data linkage.
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Data linkage, also called data integration, is a process that combines information from
multiple databases, while preserving privacy, to tell a much more powerful story than
would be possible from a single source. The Productivity Commission’s (2017) Data
Availability and Use, Inquiry Report highlighted the substantial value of data linkage because
it enabled ‘more insights to be derived from information already collected’. Data linkage is
cost-effective because it re-uses existing data, and is non-intrusive because it avoids the
need to re-contact people whose information has already been collected. Data linkage is
most commonly used to measure health outcomes; for example, showing that the human
papillomavirus vaccination is effective in reducing cervical cancer (Gertig et al. 2013).
However, it is also valuable for patient pathways—for example, hospital re-admission
following a heart attack (Lopez et al. 2017)—and for identifying populations within an
existing data collection.

Data linkage is increasingly being used to link across health and welfare; for example, the
National Integrated Health Services Information Analysis Asset brings together aged cared
with health services data (AIHW 2018). The volume and complexity of linkage projects
undertaken by the AIHW continues to increase.

Much of this work centres on achieving valid and valuable person-centred data while
ensuring that individual privacy is protected. Person-centred data are beneficial for insight
on an individual's health situation, their treatment pathways, interactions and experiences
with heath care and their health outcomes, potentially leading to improved coordination
and quality of care. However, individuals need to trust how their data will be handled, feel
they have control over how and who will use it and see the value and benefits in its use.

A national direction for filling data gaps

Australia’s health information and data environment is changing rapidly, with increasing
demands made on the collection, reporting and use of health data. There is a strong need
for a strategic approach to how we manage national health data assets in Australia—a
strategy that provides a desirable vision for the future of Australia’s national information
resources. The overall aim would be that future developments in national health data
assets are more coordinated, cost-effective and tailored to current health priority areas.

This rapid change and current technological developments mean that now is the time

to build on current health information work and existing infrastructure to improve how
we use and share data. The AIHW is well placed to work with Australian and state and
territory agencies to provide strategic direction and improve coordination. This would
ensure investments are well targeted, and that new and improved data collections match
national priorities.

Improved coordination and planning of health information work could assist in creating

a more comprehensive list of current and future national information gaps and overlaps,
as well as identifying priorities—as determined by policy and policymakers, strengthening
the links between policy and outcomes. A structured, strategic approach to data and
evidence is critical to support continuous improvement, innovation and progress in
health—strengthening it as a ‘learning system'.
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2.0 Overview

This chapter looks at key aspects of the health system in Australia—how it works, who
funds it, and the composition of the workforce that delivers frontline services. It also
examines the importance of digital health and secondary use of health data in achieving
better health outcomes for all Australians.

Every day, millions of Australians come in contact with the health system. It may be

as simple as a visit to the pharmacist to pick up a prescription—or a more complex
interaction, such as being admitted to hospital for surgery. The job of the health system
is to respond to these individual needs by offering timely and appropriate treatment
and services.

Australia’s health system has different components—health promotion, primary health
care, specialist services and hospitals—each supported, in turn, by a network of other
organisations, including research bodies, surveillance authorities, medical boards and
consumer health groups. Health care services are delivered, operated and funded by
the Australian Government and state and territory governments, as well as by the
private sector and not-for-profit organisations. Government departments also play

a central role in health policy and service planning.

Australia’s health system currently faces many challenges. These include demographic
changes and the demand for health services; coordinated management of chronic
conditions; greater availability and access to health data; and advances in medical
research, science and technology (such as genetic testing).

Spending on health has grown in real terms (after adjusting for inflation)—by 50%
between 2006-07 and 2015-16, from $113 billion to $170 billion. This compares with
a population growth of about 17% over the same period; it means that, in 2015-16,
spending on health amounted to nearly $7,100 per person. Using Organisation for
Economic Co-operation and Development (OECD) methods, Australia spends more on
health as a proportion of gross domestic product (9.6%) than New Zealand (9.2%) and
the OECD average (9.0%) but less than the United Kingdom (9.7%), Canada (10.6%) and
the United States (17.2%).

Together, hospitals (39%) and primary health care (35%) account for three-quarters of
health spending. Governments fund the majority of spending (67% or $115 billion), and
non-government sources fund the remaining $56 billion (33%). Individuals contributed
more than half ($29 billion) of the non-government funding.

Australia has a large, diverse health workforce that includes a variety of professions, many
of which are regulated by the Australian Health Practitioner Regulation Agency (AHPRA).

In 2016, there were more nurses and midwives employed (315,000) than any other health
care professional—more than 3 times as many as medical practitioners (91,000). Nine in
10 nurses were women, compared with 4 in 10 medical practitioners and dentists.

Over the past decade, the number of women entering medical practice has grown;

in 2016, more than half (53%) of employed medical practitioners under the age of 35
were women, compared with 43% in 1997.



Some occupations that play an important role in delivering health care services are not
regulated by the AHPRA. For example, there are 69,000 receptionists, 25,000 nursing
support and personal care workers, and 21,000 medical technicians working in the
health industry.

Today, many Australians actively participate in monitoring their own health; for example,
they might wear a fitness device to record how much exercise they do each day or use

a smartphone to record what they eat. For health care providers, digital technology can
provide opportunities to improve continuity of care—for example, by making it easier to
share a person’s clinical notes between all the health practitioners involved in their care.
This can lead to improved quality of care.

Technology—in particular, digital technology—has had a huge impact on data generation,
access and availability. So, what does happen to all the information collected on
our health?

Health data can be collected for a variety of reasons: for a patient admitted to hospital,
the primary reason may be to monitor their progress so that they can get the care they
need. But health data can also be used for ‘secondary’ reasons: to provide a holistic
overview of the health system and the pathways that individuals take when using health
services. For example, access to health data may enable researchers to examine trends
in health spending, look at potential risk factors and determinants of health and disease,
or track hospital wait times.

The unprecedented volume and diversity of data currently available offer new
opportunities for the secondary use of data. In health, this has the potential to lead to
improved processes, increased efficiency, better targeting of resources and, ultimately,
a healthier population.
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2.1 How does Australia’s
health system work?

A person is likely to use the health system in various ways throughout their life. This
pattern reflects their health needs at different life stages, the social and environmental
impacts on their health, and personal circumstances. Some people may visit a pharmacy
or general practitioner (GP) infrequently; some may have regular appointments with a
GP, specialists or other health practitioners; others may need to go to hospital for tests,
treatments or emergencies.

The World Health Organization describes a good health system as one that ‘delivers
quality services to all people, when and where they need them’ (WHO 2018).

Australia’s health system is a complex mix of health professionals and service providers
from a range of organisations—from all levels of government and the non-government
sector. Collectively, they work to meet the health care needs of all Australians. Health
services are delivered in numerous ways and settings, including through health promotion
and education programs, diagnosis, treatment and preventive services in the community,
treatment and care in hospitals, rehabilitation in hospitals and the community, and
palliative care.

A variety of organisations support these services. Health departments and other
government agencies are responsible for policy and service planning. Research and
statistical organisations collect and publish information on health conditions and issues
(including monitoring, assessing, evaluating and reporting). Universities and health
services train health professionals. Consumer and advocacy groups have a role in public
debates on health policy and regulation. Voluntary and community organisations support
health service functions through activities such as fundraising for research and raising
awareness of health issues through education programs.

This article provides an overview of the structure of the health system in Australia and
some of the many changes and challenges it currently faces.

Delivery of health care services

The health care system has multiple components—health promotion, primary health care,
specialist services and hospitals. To meet individual health care needs, a person
may need—or have to engage with—the services of more than one part of the system.

Health promotion

Health promotion focuses on preventing the root causes of ill health through activities
such as governance, promoting health literacy, and population health programs. Through
prevention and education programs and public awareness campaigns, health promotion
is geared to educating the public on health issues, preventing avoidable health conditions



and improving the overall health of the population. Examples of health promotion include
skin cancer awareness campaigns, cancer screening programs (for breast, cervical and
bowel cancers), immunisation programs, alcohol and drug abuse prevention programs,
anti-tobacco smoking awareness campaigns, and domestic violence education. Health
promotion is an important part of primary health care. See Chapter 7.1 ‘Health promotion’
for more information.

Primary health care

Primary health care is often a person'’s first contact with the health system. It comprises a
range of services that are not referred: general practice, allied health services, pharmacy
and community health. Various health professionals deliver these, including GPs, nurses,
allied health professionals, community pharmacists, dentists and Aboriginal and Torres
Strait Islander health workers (Department of Health 2015). Primary health care can also
include activities related to health promotion, prevention and early intervention, and the ‘
treatment of (and care for) acute and chronic conditions. See Chapter 7.5 ‘Primary health
care’ for more information. ‘:
(]
)
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Primary Health Networks are coordinating bodies that work directly with GPs, other
primary health care providers, hospitals, and the broader community to increase the
efficiency and effectiveness of health services and improve the coordination of care for
patients moving between different services or providers (Department of Health 2016b).
There are 31 Primary Health Networks across Australia, operating since 2015.

Specialist services

Specialist services support people with specific or complex health conditions and issues,
such as antenatal services for pregnancy, radiotherapy treatment for cancer and mental
health services. Specialist services are generally referred by primary health care providers
and often described as ‘secondary’ health care services. In many cases, a formal referral
is required for an individual to access the recommended specialist service. There are a
range of medical specialists to whom people can be referred—for example, surgeons,
physicians, psychiatrists, obstetricians and gynaecologists, as well as for diagnostic
services such as pathology and imaging.

Hospitals

Hospitals are a crucial part of Australia’s health system, delivering a range of services to
admitted and non-admitted patients (outpatient clinics and emergency department care).
See Chapter 7.7 ‘Overview of hospitals’ for more information on hospitals.

State and territory governments largely own and manage public hospitals—which usually
provide ‘acute care’ for short periods (although some provide longer term care, such

as for some types of rehabilitation). While people needing care for a mental health
problem can access specialised units of general hospitals, a small number of public
psychiatric hospitals specialise in this care and sometimes provide care for long periods
(AIHW 2017a).
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Private hospitals are mainly owned and operated by either for-profit companies or
not-for-profit organisations; they can include day hospitals as well as hospitals providing
overnight care (AIHW 2017a).

Local Hospital Networks are state and territory authorities set up to manage public
hospital services and funding. All public hospitals in Australia are part of a Local Hospital
Network. Currently, there are 136 of these networks in Australia—122 are geographically
based networks and 14 are state-wide or territory-wide networks that may deliver
specialised hospital services across some jurisdictions (AIHW 2017d). ‘Local Hospital
Networks' is the term used nationally; terms used in states and territories for these
networks vary.

Responsibility for the health system

Australia’s health system may be more accurately described as various connected health
systems, rather than one unified system. The Australian Government, state and territory
governments and local governments share responsibility for it, including for its operation,
management and funding. While the overarching framework for the health system is

laid out by government, the private sector also operates and funds some health services.
These include operating private hospitals, pharmacies and many medical practices, as well
as funding through private health insurance.

The structure of the health system has its roots in Australia’s federal system of
government, which initially left the states with primary responsibility for providing health
services, including public hospital services. Changes to the Constitution in 1946 allowed
the Australian Government to become involved in the funding of public hospital services
(Biggs 2003). This resulted in the funding, operational and regulatory arrangements that
exist today between the Australian Government and state and territory governments.

Intergovernmental agreements, such as the National Health Reform Agreement 2011,
have continued to reshape the health system in recent years (Duckett 2017; Glance 2017).
All Australian health ministers are members of the Council of Australian Governments
(COAQG) Health Council—the forum for cooperation on health issues and the health system
(COAG Health Council 2014).

Roles of each level of government

The main roles of each level of government in Australia’s health system are as
described here:

+ The Australian Government is responsible for leading the development of national
health policy, administering Medicare (including funding GP and private medical
services), providing funds to states and territories for public hospital services, providing
oversight of Primary Health Networks, funding medicines through the Pharmaceutical
Benefits Scheme, regulating private health insurance, funding community-controlled
Indigenous primary health care, organising health services for veterans and funding
health and medical research.



+ State and territory governments are responsible for funding and managing public
hospitals, regulating and licensing private hospitals, providing oversight of local health
networks, delivering public community-based and primary health services, delivering
preventive services such as cancer screening and immunisation programs, ambulance
services and health complaints services.

+ Local governments, in some jurisdictions, are responsible for environmental
health-related services such as waste disposal and water fluoridation, community and
home-based health and support services and delivery of health promotion activities.

The three levels of government also share some responsibilities, including education and
training of health professionals, regulation of health workforces, improvements in safety
and quality of health care, and funding of health programs and services (Biggs 2013a;
Duckett & Willcox 2015; PM&C 2014).

Funding arrangements

The complex structure of Australia’s health system is reflected in its funding
arrangements. The health system is funded by all levels of government. Funding also
comes from non-government organisations, private health insurers, and individuals when
they pay for some products and services without full, or with only partial, reimbursement.

In 2015-16, an estimated $170 billion was spent on health in Australia—10% of gross
domestic product (AIHW 2017c). Total government spending accounted for two-thirds
(67%) of health expenditure, and non-government sources funded the remaining
third (33%). Individuals funded 17% of total health expenditure in 2015-16 through
out-of-pocket expenses, mostly on primary health care, dental services and non-
subsidised medicines; private health insurers funded 8.8% (AIHW 2017c).

The Australian Government and state and territory governments funded 41% and 26%
of total health expenditure, respectively (AIHW 2017c). The Australian Government usually
provides the majority of funding for medical services and subsidised medicines. State and
territory governments fund most of the total expenditure for community health services.
Funding of public hospital services is shared between the Australian Government and
state and territory governments. Government spending accounted for most of the

$5.2 billion spent on health research in Australia in 2015-16 (AIHW 2017¢).

Figure 2.1.1 shows the funding sources and responsibilities for the various components
of Australia’s health system. The figure makes it clear that funding of any part of

the system does not necessarily correlate with responsibility for its management or
operation. For example, the Australian Government partially funds public hospitals, but
is not responsible for managing or regulating them; this is the responsibility of state and
territory governments.
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Figure 2.1.1: Health services—responsibility, funding sources and proportion
of expenditure, 2015-16

Responsibility for services
and health services

State and territory governments

Public hospital services

Private providers

Medications
Medical services (referred)
Private hospitals

Medical services (non-referred)

Source
Combined public and M Australian Government
private sector State and territory and local governments
Community and public health Non-government
Dental services
Administration and research
Other health goods and services
Other health practitioners
T T T T T T 1
5) 10 15 20 25 30
Per cent

Note: The figure does not show responsibility, funding sources or proportion of health expenditure for
capital expenditure and medical expenses tax rebate.

Source: AIHW 2017c (Table A6); Table S2.1.1.

See Chapter 2.2 'How much does Australia spend on health care’ for more information on
funding of the health system.

Medicare

Australia’s health system is underpinned by Medicare—a universal public health
insurance scheme. Medicare is funded by the Australian Government through general
taxation revenue and a 2% Medicare levy (ATO 20173; Biggs 2016a). Intergovernmental
agreements for public hospital funding between the Australian Government and state
and territory governments guarantee Medicare cardholders access to fee-free treatment
as public patients in public hospitals (Boxall 2014). Medicare also covers a portion of

the Medicare Benefits Schedule fee for medical services and procedures, and Medicare
cardholders have access to a range of prescription pharmaceuticals subsidised under the
Pharmaceutical Benefits Scheme (Biggs 2016a; Department of Health 2018; DHS 2017a).
See Chapter 7 for more information.

Some medical and allied health services are not subsidised through Medicare. For example,
Medicare does not usually cover costs for ambulance services, most dental examinations
and treatments, physiotherapy and optical aids (such as glasses and contact lenses).



Not everyone in Australia can access Medicare. Currently, it is available only to Australian
and New Zealand citizens, permanent residents in Australia, and people from countries with
reciprocal agreements (DHS 2017b, 2017c). Most people outside these categories have to
pay full fees for health services or take out private health insurance (PrivateHealth 2017c).

Private health insurance

Private health insurance is an option for managing health care expenses. People can
choose the type of cover to buy. The two types of cover available are:

+ hospital cover for some (or all) of the costs of hospital treatment as a private patient

+ general treatment (‘ancillary’ or ‘extras’) cover for some non-medical health services not
covered by Medicare—such as dental, physiotherapy and optical services (Department
of Health 2017d; PrivateHealth 2017d).

As at June 2017, 11.3 million Australians (46% of the population) had some form of private

patient hospital cover, and 13.5 million (55%) had some form of general treatment cover ‘

(APRA 2017). ~
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Private health insurance works in tandem with the publicly funded system. Part of the cost
of hospital admission as a private patient is covered by Medicare (the medical fee) and
part can be covered by insurance (Boxall 2014). A person with private health insurance
can also choose to be treated as a public patient in a public hospital (PrivateHealth 2017e).

The Australian Government offers a means-tested rebate to people who hold private
health insurance; the intent is to reduce pressure on the publicly funded system by
encouraging people to take up private health insurance (PrivateHealth 2017a). Further,
the Medicare levy surcharge is imposed on people who earn above a specified income
threshold and do not have private health insurance (ATO 2017b; PrivateHealth 2017b).

Regulation and consumer protections

The Australian Government and state and territory governments are responsible for
health system regulation. Various regulatory agencies within the system work to ensure
that acceptable standards and quality of care and services are met, and that people

are protected when using health goods and services and when dealing with health
professionals. These objectives align with the Australian Charter of Healthcare Rights
(see Box 2.1.1).

The Australian Government regulates the safety and quality of pharmaceutical and
therapeutic goods and appliances. The Therapeutic Goods Administration is responsible
for regulating therapeutic goods, including prescription medicines, vaccines, sunscreens,
vitamins and minerals, medical devices, blood and blood products (TGA 2017).

State and territory governments manage and administer public hospitals; regulate and
license private hospitals; license pharmacies; and regulate, inspect, license and monitor
health premises (Biggs 2013a). They are also responsible for regulating industries that
affect individual and population/community health, such as the sale and supply of
alcohol and tobacco (AIHW 2016).
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The different levels of government share responsibility for regulating food standards, the
safety and quality of health care, and the health workforce. The Australian Commission on
Safety and Quality in Health Care—established by the Australian Government and state
and territory governments—sets safety and quality standards to improve the quality of
health care in Australia. This includes clinical care standards and national standards in
mental health services (ACSQHC 2017b). See Chapter 7.9 ‘Safety and quality of hospital
care’ for more information.

Box 2.1.1: The right to health and the Australian Charter of Healthcare Rights
The right to health was first included in the preamble to the World Health
Organization Constitution in 1946. It is enshrined in the international human rights
framework, recognising the ‘right of everyone to the enjoyment of the highest
attainable standard of physical and mental health’ (ICESCR 1966). However, the right
to health is not the same as the right to be healthy—it refers to the right to ‘the
enjoyment of a variety of goods, facilities, services and conditions necessary for its
realisation’ (WHO 2008).

The Australian Charter of Healthcare Rights was endorsed by Australian and state
and territory health ministers in 2008 (ACSQHC 2017a). The Charter describes the
key rights of patients and health consumers who seek or receive health services.

It was developed by the Australian Commission on Safety and Quality in Health Care
to support the provision of safe and high-quality health care by educating patients,
families and those working in the health system about their rights to health care.
The seven rights in the Charter apply to anywhere health care is delivered, and
relate to:

+ Access—the right to health care

+ Safety—the right to safe and high-quality care

+ Respect—the right to be shown respect, dignity and consideration

+ Communication—the right to be informed about services, treatment, options and
costs in a clear and open way

+ Participation—the right to be included in decisions and choices about care

+ Privacy—the right to privacy and confidentiality of personal information

+ Comment—the right to comment on care and to have concerns dealt with.

The application of the Charter to the health system is informed by three guiding

principles:

(i) theright of everyone to access health care

(i) the commitment of the Australian Government to international agreements
recognising the right to health

(iii) the acknowledgement of and respect for the different cultures and ways of life
in Australian society.

While the Charter is not enforceable, it reflects accepted standards and expectations.

For more information, see <www.safetyandquality.gov.au/national-priorities/
charter-of-healthcare-rights>.



https://www.safetyandquality.gov.au/national-priorities/charter-of-healthcare-rights/
https://www.safetyandquality.gov.au/national-priorities/charter-of-healthcare-rights/

The regulation of the health system includes the registration of health professionals.
The National Registration and Accreditation Scheme was established to ensure that
only suitably trained and qualified health practitioners are registered. The scheme is
implemented by national boards and supported by the Australian Health Practitioner
Regulation Agency (AHPRA). Currently, 14 health professions are covered, including medical
practitioners, nurses, dental practitioners, optometrists, psychologists, pharmacists and
physiotherapists (AHPRA 2015). The scheme aims to protect the public and provide access
to safer health care by regulating health practitioners (AHPRA 2017a). As well, a National
Code of Conduct for non-registered health care workers was approved by the Australian

and state and territory health ministers in 2015 (Department of Health 2016a).

Complaints handling mechanisms play a key role in regulating the health system. State and
territory health complaints organisations handle complaints about health service providers
(individuals and organisations) and work with AHPRA for complaints about registered
health practitioners (AHPRA 2017b). The Office of the Australian Information Commissioner
takes complaints about privacy breaches of health information and data (OAIC 2017). The
Private Health Insurance Ombudsman handles complaints about private health insurers
(Commonwealth Ombudsman 2017). As well, complaints handling mechanisms are
available to people who have been discriminated against in the provision of and/or access
to health services through the various anti-discrimination bodies at both the federal and
state and territory levels.

Health and welfare links

A person'’s health is not isolated from other facets of their life; it is tied to their social,
economic and individual circumstances. In a similar way, the health system is connected
to other sectors, particularly to welfare. Some examples of this nexus between health
and welfare at the service, policy and program levels are the National Disability Insurance
Scheme (NDIS) and child care services.

The NDIS uses an insurance-based model to provide individualised support to people

with disability. It has markedly changed how services are delivered, requiring people to
navigate multiple systems—such as health, disability and housing—and to interact with
various government and non-government personnel. See Chapter 5.4 ‘People with disability’
for more information.

Government policies that seek to influence people’s behaviour or respond to a concern can
also affect health and welfare outcomes. In 2015, concern about low childhood vaccination
rates in some pockets of the country saw the Australian Government implement a ‘No Jab,
No Pay’ policy—to encourage parents to vaccinate their children in order to be eligible for
child care rebates (Klapdor & Grove 2015). In 2017, laws were passed in New South Wales,
Victoria and Queensland, and introduced in South Australia, to give effect to the ‘No Jab,
No Play’ policy, preventing children who have not been vaccinated from attending child
care (NCIRS 2017; SA Parliament 2017). See Chapter 7.2 ‘Immunisation and vaccination’

for more information on vaccination.

Further, there is a recognised association between poorer health outcomes and lower
socioeconomic position, and other forms of disadvantage (ACOSS 2017; Marmot 2016).
For example, people with mental health conditions and those who have experienced family,
domestic or sexual violence are most likely to be clients of specialist housing services
(AIHW 2017b). See Chapter 4.2 ‘Social determinants of health’ for more information.
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Changes and challenges to the
health system

Health systems are not static but adjust and change to accommodate demographic,
social, economic, environmental and technological changes. Challenges currently faced
by the Australian health system include:

« demographic changes and the demand for health services

+ coordinated management of chronic conditions

+ greater availability of and access to health data

+ advances in medical research, science and technology.

This section briefly discusses some of these complex challenges facing the health system.

The 2015 Intergenerational Report: Australia in 2055 presents a complex picture of
Australia’s health care needs over the next 4 decades: changes to the structure of
Australia’s population over this time will have implications for demand for health services
(Department of the Treasury 2015). A greater proportion of the population is projected

to be aged 65 and over by 2054-55, alongside a smaller proportion of traditional working
age (ages 15-64).

With increasing life expectancy and improvements in health, people are more likely

to remain active for longer, and ‘active ageing’ may see older Australians participate

in the workforce and in the community for longer (AIHW 2017e; Department of the
Treasury 2015). However, many health conditions and associated disability become more
common with age, and older Australians are higher users of health services than younger
Australians (AIHW 2016). For example, while people are living longer and healthier lives,
the prevalence of health conditions associated with ageing, such as dementia, is projected
to increase (see Chapter 3.14 ‘Dementia’).

The health system will need to accommodate changes in the demand for health services.
This may mean a demand for different types of health services for a healthier older
population to maintain good health, while continuing to provide support and services for
those affected by health conditions associated with old age (AIHW 2017b, 2017e). These
multiple demands on the health system will require a health workforce that can meet such
diverse needs.

Managing chronic conditions is another challenge to the health system (Duckett 2017;
Productivity Commission 2017) as these conditions represent a substantial burden in
Australia (see Chapter 3.3 ‘Chronic conditions’). The rising prevalence of many chronic
conditions and the growing number of patients with complex comorbidities increase the
demand for flexible, person-centred treatment models. Mental health is an example of a
need for a care model that provides care options of varying intensity to suit people with
differing needs (Biggs 2016b; NMHC 2014).

To tackle this issue, the Australian Government and state and territory governments

are taking a national approach to coordinated care under the National Health Reform
Agreement (COAG Health Council 2016; Productivity Commission 2017). As well, the
Health Care Homes initiative aims to provide better coordination and continuity of care



for patients with chronic and complex conditions through a team of health professionals
who develop a shared care plan for the patient (Department of Health 2017a).
Nonetheless, coordination of care remains a challenge, particularly where patient health
and medical information are not shared between providers (Glance 2017). See Chapter 7.18
‘Coordination of health care’ for more information.

Access to more data and their effective use is important in providing the evidence for
action on, and changes to, health policy, programs and services. Linking different health
information across the health system for use in health care provision presents both
opportunities and challenges. My Health Record is an attempt to improve services to
patients by tackling the problems of information sharing across different sectors. It will
also create the potential for access to far richer health data that can greatly help to deliver
a higher standard of clinical care and coordination. See chapters 2.4 ‘Digital health’; 2.5
‘Secondary use of health information’ for more information.

Advances in medical science, and genomics in particular, have seen a growth in genetic
testing services, including in Australia (Aubusson 2017; Vinkhuyzen & Wray 2017).
Genomic testing has the potential for early diagnosis of a range of health conditions
and diseases, as well as prevention and treatment options for people able access these
services (Amor 2017). Genomic testing services pose many ethical and potentially legal
considerations, including the high cost to consumers, whether the tests actually inform
treatment options, the impact on a healthy person of discovering a predisposition to

a certain disease, privacy issues, and how such information may be used by insurance
companies (Amor 2017; Vinkhuyzen & Wray 2017).

Technological innovations are also having an impact on health and medical services—from
digital health technologies, to the potential use of automated dispensing machines for
medicines (Dickinson 2017), through to medical artificial intelligence for diagnostic testing
(Oakden-Rayner 2017). These technologies may provide efficiencies and improvements for
the health system, but they have implications for patients and the health workforce.

To meet some of these challenges facing the Australian health system, the Australian
Government has invested in medical research and technological innovation through the
Medical Research Future Fund. The fund complements current research and innovation
funding to improve health outcomes (Department of Health 2017c). As well, the Australian
Government is investing in information technology and infrastructure to support the
health system by replacing the IT system used to deliver Medicare payments in order to
improve efficiency and outcomes (Department of Health 2017b).

Other systemic challenges include the rising cost of the health system for governments
and individuals (AIHW 2017¢; Biggs 2013b, 2016b), the ability to respond to emerging
health issues (for example, thunderstorm asthma) (Davies et al. 2017), disparities in
access to health services (Biggs 2016a; Russell 2017) and elective surgery and emergency
department waiting times (Duckett 2017). These challenges are not unique to Australia,
though, and several countries face very similar issues with their health systems.
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What is missing from the picture?

The health system provides necessary health services and supports efforts to improve and
maintain the health of individuals and the population. Two key elements for improving
services and better meeting individual health needs, are understanding their experiences
as patients and consumers of health services, and tracking individual pathways through
the health system. There are still considerable challenges in being able to track patient
experiences and individual pathways through the health system. Data linkage can improve
the understanding of pathways through the health system.

Where do | go for more information?
Individual aspects of the health system are discussed in more detail throughout this report.

More information on primary health is available on the AIHW website at
<www.aihw.gov.au> and <www.myhealthycommunities.gov.au>.

Detailed information on Australian hospitals is available at <www.aihw.gov.au/reports-
statistics/health-welfare-services/hospitals/overview> and <www.myhospitals.gov.au>.

Detailed information on health spending and the health workforce are available at
<www.aihw.gov.au/reports-statistics/health-welfare-overview/health-welfare-expenditure/
overview> and <www.aihw.gov.au/reports-statistics/health-welfare-services/workforce/
overview>, respectively.

More information on health reform, health practitioner registration and Australian
Government health policies is available from the Department of Health website at
<www.health.gov.au>.

More information on health services and health system regulation in states and territories
is available from the various state and territory health department websites.

More information on intergovernmental agreements is available at the COAG Health
Council website at <www.coaghealthcouncil.gov.au>.
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2.2 How much does
Australia spend on
health care?

Health expenditure is money spent on health goods and services. It includes money
spent by governments as well as by individuals and other non-government funders,
such as private health insurers. The money is spent so that health goods and services can
be provided by hospitals, primary health care providers (such as general practitioners),
other health professionals and others.

Trends in health expenditure

Changes in health expenditure occur over time due to a range of factors including
increased population, government policy changes, new technologies, changes in patterns
of care, as well as increases in the costs of health service delivery.

Health expenditure was $170 billion in 2015-16

Total expenditure on health increased each year in real terms (after adjusting for
inflation), from $113 billion in 2006-07 to $170 billion in 2015-16—an annual average rate
of 4.8% (Figure 2.2.1). This growth slowed from 6.2% per annum between 2006-07 and
2011-12, to 3.4% between 2011-12 to 2015-16.

Figure 2.2.1: Total health expenditure, adjusted for inflation, 2006-07 to 2015-16
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Note: Inflation-adjusted prices expressed in terms of 2015-16 prices.
Source: AIHW health expenditure database; Table S2.2.1.



Health expenditure grew faster than population
growth

Between 2006-07 and 2015-16, growth in total health expenditure was greater than the
growth in the population. The population grew by 17% from 20.6 million in 2006-07 to
24.0 million in 2015-16, while total health expenditure (adjusted for inflation) grew by 50%
over the same period. Per capita (per person) health expenditure increased 22% (adjusted
for inflation) over this period, from $5,493 to $7,096—an increase of $1,603 per person
(Figure 2.2.2).

Figure 2.2.2: Health expenditure per person, adjusted for inflation, 2006-07 to

2015-16
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Note: Inflation-adjusted prices expressed in terms of 2015-16 prices.

Source: AIHW health expenditure database; Table S2.2.2.

The proportion of GDP spent on health has increased

The growth in health expenditure was also greater than the growth in the economy as a
whole. Gross domestic product (GDP) had an average annual growth rate of 2.8% between
2006-07 and 2015-16. When expressed as a proportion of GDP, health expenditure grew
from 8.7% of GDP in 2006-07 to 10.3% of GDP in 2015-16 (Figure 2.2.3).
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Figure 2.2.3: Ratio of health expenditure to GDP, 2006-07 to 2015-16
Per cent

12 1
10 4

1N

2006-07 2007-08 2008-09 2009-10 2010-11 2011-12 2012-13 2013-14 2014-15 2015-16
Year

Sources: AIHW health expenditure database; ABS 20173; Table S2.2.3.

The proportion of tax revenue spent on health rose
then fell

Total government health expenditure was equivalent to about 21% of total tax revenue in
2006-07 and 2007-08. Following the global financial crisis, this share increased to 26% in
2009-10, mainly due to a relative drop in tax revenues. The proportion has since remained
around 25-26% (Figure 2.2.4).

Figure 2.2.4: Government health expenditure, as a percentage of taxation
revenue, 2006-07 to 2015-16
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Sources: AIHW health expenditure database; ABS 2017b; Table S2.2.4.

International comparisons

In addition to the National Health Accounts framework the AIHW uses to report
expenditure domestically, data is also prepared using the Organisation for Economic
Co-operation and Development (OECD) System of Health Accounts. This system is used
by OECD member countries to report health expenditure to support international
comparisons between member countries.



Australia’s proportion of health expenditure to GDP
is higher than the OECD average

Using the OECD System of Health Accounts method (OECD, Eurostat & WHO 2011), the
proportion of Australia’s health expenditure to GDP was 9.6% in 2016. The average for all
OECD countries was 9.0% (Figure 2.2.5). The Australian figure is higher than that for New
Zealand (9.2%) and lower than that for the United Kingdom (9.7%) and Canada (10.6%). The
United States was by far the highest spender, with the health sector making up 17.2% of its
GDP in 2016. The System of Health Accounts data are not comparable with the data presented
elsewhere in this article as they do not include the same scope of expenditure.

Figure 2.2.5: Health expenditure as a proportion of GDP, using the OECD
System of Health Accounts, OECD countries and OECD average, 2016
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Source: OECD 2017; Table S2.2.5.

57



Australia's health 2018

58

Where is the money spent?

Health expenditure occurs when money is spent on health goods and services, and
investment in equipment and facilities. This excludes expenditure that might have a
‘health’ outcome, such as education of health practitioners. Recurrent expenditure is the
expenditure on goods and services, such as medicines, medical services, hospital services,
or public health activities. Capital expenditure is the expenditure on fixed assets such as
new buildings.

Hospitals and primary health care account for
three-quarters of total health expenditure

In 2015-16, recurrent health expenditure was $160 billion, and capital expenditure
$10 billion. The two major areas of expenditure in 2015-16 were hospitals ($66 billion)
and primary health care ($59 billion)—together they accounted for 74% of total
expenditure (Figure 2.2.6).

Figure 2.2.6: Proportion of total health expenditure, by broad area of
expenditure, 2015-16
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Sources: AIHW health expenditure database; Table S2.2.6.

Each broad area of expenditure consists of specific components; for example, ‘hospitals’
consists of public and private hospital services. For these specific components, the largest
proportion of expenditure for 2015-16 was for public hospital services ($51 billion),
followed by referred medical services ($18 billion), and private hospitals ($15 billion).
Expenditure on unreferred medical services was $12 billion; both community and public
health (combined), and benefit-paid pharmaceuticals had expenditures of $11 billion; the
expenditure (for each component) on all other medications, dental services, and capital
expenditure was $10 billion; it was $6 billion on other health practitioners; and $4 billion (for
each component) on aids and appliances, and on patient transport services (Figure 2.2.7).



Figure 2.2.7: Total health expenditure, by area of expenditure, 2015-16
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(a) Benefit-paid pharmaceuticals are pharmaceuticals accessed through the Pharmaceutical Benefits
Scheme and Repatriation Pharmaceutical Benefits Scheme.

Source: AIHW health expenditure database; Table S2.2.7.

Who pays for what?

Healthcare in Australia is funded by the Australian Government, state and territory
governments, and non-government entities such as individuals, private health insurers,
third-party insurers and workers compensation. These sources of funds pay for health
care across the health system through various funding arrangements.

Governments funded two-thirds of health expenditure

In 2015-16, governments funded $115 billion of the total health expenditure (67%) with
non-government sources funding the remaining $56 billion (33%).

Of the $115 billion government contribution in 2015-16, the Australian Government
contributed $70 billion (61%), with state and territory governments contributing

$44 billion (39%).

In 2015-16, funding by individuals was $29 billion. This was 53% of the $56 billion in
non-government funding, or 17% of total health expenditure.
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Figure 2.2.8 shows the proportion of total expenditure from each source of funds from
2006-07 to 2015-16. The proportion contributed by the Australian Government was
between 42% and 44% from 2006-07 to 2008-09, and remained steady at 41% from
2012-13, following the introduction of means testing of the private health insurance
rebate in April 2012. The proportion of expenditure from private health insurance funds
was steady at around 7% between 2006-07 and 2011-12, increasing to 9% in 2015-16.
State and territory expenditure was between 25% and 26% from 2006-07 to 2010-11,
and 26% to 27% from 2011-12 to 2015-16. Expenditure by individuals was steady over
the decade, at around 17%. Other non-government expenditure fluctuated between 6%

0
1) and 7% over the decade.
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(a) ‘Other non-government' includes workers’ compensation and third-party insurance.
Source: AIHW health expenditure database; Table S2.2.8.
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Source of funds varies for areas of
expenditure

The funding of different areas of expenditure within the health system is not evenly
distributed between the various sources of funding (Figure 2.2.9). The majority of
expenditure on benefit-paid pharmaceuticals is from the Australian Government. State
and territory government expenditure is the largest component of community and public
health expenditure, while individuals paid for the majority of all other medications.

Figure 2.2.9: Proportion of health expenditure, by source of funds and area of
expenditure, 2015-16
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(a) Benefit-paid pharmaceuticals are pharmaceuticals accessed through the Pharmaceutical Benefits
Scheme and Repatriation Pharmaceutical Benefits Scheme.
(b) ‘Other non-government’ include workers' compensation and third-party insurance.

Source: AIHW health expenditure database; Table S2.2.9.
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Indigenous health expenditure

Indigenous health expenditure per person is more
than for non-Indigenous Australians

The total health expenditure for Aboriginal and Torres Strait Islander Australians

differs from that for non-Indigenous Australians. The estimated health expenditure in
2013-14 for Indigenous Australians was $8,515 per person compared with $6,180 for
non-Indigenous Austr