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Healthcare in Focus is a compendium-style report 
that takes a comprehensive look at healthcare 
performance in NSW. It draws on different data 
sources, and features some 140 indicators – placing 
NSW results, where possible, in an international or 
national context.

As in previous years, the 2016 edition is structured 
around a conceptual framework that considers 
performance in terms of six key dimensions: 
accessibility; appropriateness; effectiveness; 
efficiency; equity; and sustainability. 

Compendia are in many ways ‘compromise’ reports. 
Any effort to compile a complete account of health 
performance is destined to be overwhelmed by the 
sheer volume and detail of data, and can quickly 
result in ‘indicator chaos’ and ‘paralysis by analysis’. 

At the same time, restricting our focus to a few clinical 
areas or to a limited set of metrics risks creating a 
short-sighted or blinkered picture of performance. 
This was largely the case 20 years ago, when most 
measurement and reporting covered financial viability 
and patient waiting times only. Since then, healthcare 
systems have made significant advances in the 
measurement and appreciation of the complexity of 
performance – with much attention paid to patient 
safety and risk, patient-centredness, integration of 
care, assessment of value, minimisation of waste, and 
preventive care. 

With the broader view of performance however, 
comes a need for more sophisticated interpretation 
and presentation of data so that we can assess 
impact, trade-offs, and unanticipated consequences 
of change. 

This is where compendia continue to play an 
important role – balancing the competing virtues 
of parsimony and comprehensiveness – providing 
enough information to give a fair and meaningful 
account of healthcare performance without drowning 
out core messages with too much detail. They can 
encompass different perspectives, and different types 
of indicators – allowing measurement of processes, 
outcomes and structures. 

Healthcare in Focus 2016 shows that overall, NSW 
continues to perform well. In recent years there has 
been significant progress across the state in the 
timeliness of care and patient-centredness. However, 
there remain important areas for improvement – for 
example, in effectiveness and safety outcomes such 
as rates of post-operative complications; in value 
and in equity where we continue to see significant 
disparities in health and healthcare provided to 
different socioeconomic and community groups. 

We are confident that the compendium approach 
remains a useful one. However, we do know that 
there are a range of information needs across health 
and wider audiences and so we are publishing our 
results in different formats – in a full 140-page report, 
in a chart pack allowing people to see key results 
in graphs, and in data tables for those who want to 
explore the results in detail.

Dr Kim Sutherland MSc, MBA, PhD
Acting Chief Executive 
Bureau of Health Information

Foreword
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10 key findings

1   The NSW healthcare system overall performs well. Across the indicators featured in this report, 
NSW was a high performer in international comparisons for almost 40% of the measures; and mid-range 
for almost 40%. 

2   Healthcare is accessible to most people in NSW. Few people said they had unmet primary healthcare 
needs. In public hospitals in 2015–16, there were 2.7 million emergency department visits, almost 1.9 
million inpatient episodes and more than 200,000 elective surgical procedures performed. However, 
among NSW adults who said they needed to see a specialist, 15% did not do so.

3   Patients generally receive timely healthcare. Despite growing patient numbers, the proportion of 
people treated in emergency departments within recommended times has increased over the past five 
years and in 2016, almost all elective surgery was performed on time. Median waiting times for key surgical 
procedures were however longer than in many comparator countries.

4   NSW outperforms most comparator countries in survey questions about the provision of  
patient-centred, responsive care. Most hospital patients said health professionals always discussed 
medication before discharge, involved them in decisions about their healthcare, and arranged follow-up 
care after discharge.

5   Most patients said they were given the ‘right amount’ of understandable information.  
However, consistency in communication is sometimes problematic – 32% of new mothers said they 
received conflicting advice about feeding their babies, and 18% of emergency department patients said 
they received contradictory information about their condition or treatment.

6   There has been some improvement in mental healthcare. Between 2010–11 and 2015–16, the 
percentage of people who received follow-up community support within a week of discharge increased 
from 48% to 63%. Rates of unplanned readmission to, and of seclusion in, acute psychiatric inpatient units 
have remained fairly steady.

7   Most patients receive safe hospital care. Hand hygiene compliance among healthcare workers is high. 
Adverse event rates are similar to those in other Australian states but post-surgical complications are 
relatively high. Among admitted hospital patients, 15% said they experienced a complication of care. 

8   Rates of unplanned readmission, emergency department re-presentations and re-fracture vary 
across NSW. While not all are avoidable, levels of variation indicate potential for improvement.

9    Several value-for-money indicators reflect positively on NSW, including potential years of life lost, 
healthcare spending per capita, and average length of stay in hospital. There are areas where better value 
could be achieved, such as reducing falls in hospital and more appropriate use of knee arthroscopy.

10   Patients from low socioeconomic status (SES) groups had less positive experiences of care.  
They also had longer median waiting times for elective surgery than people from higher SES groups.

http://www.bhi.nsw.gov.au/
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The NSW healthcare system overall performs well, 
and is a higher performer for almost 40% of measures 
with international comparators and mid-range for 
almost 40% (see Appendix 1). Patients mostly report 
positive experiences of hospital care, deaths from 
cardiovascular diseases are decreasing, and no 
comparator country spends less and achieves better 
outcomes on premature mortality. However, there are 
areas where NSW was outperformed, including some 
key indicators of safety and value, and median waiting 
times for specific surgical procedures.

Accessibility: Healthcare when and where needed

Most people in NSW have access to healthcare. 
In 2015–16, two in 10 adults visited an emergency 
department (ED), two in 10 were hospitalised, 
and eight in 10 visited a general practitioner 
(GP). However, about one in 10 adults said they 
skipped a test, medication or consultation with a 
health professional due to cost, and 5% said they 
had serious problems paying, or were unable to 
pay, medical bills. For both of these measures, 
fewer people had cost barriers than in most 
comparator countries.

In terms of timeliness, ED performance has improved 
significantly over the past five years – with faster 
times to treatment in most urgency categories, and 
increases in the percentage of patients who spent 
four hours or less in the ED. These improvements 
were achieved despite marked increases in activity 
and patient numbers. 

Almost all patients received elective surgery within 
clinically recommended time frames. In international 
comparisons, a relatively high percentage of NSW 
patients (public and private) received surgery within 
one month. However, for a number of elective surgical 
procedures, NSW patients had longer median waiting 
times than those in many comparator countries. In 
2014, the median waiting time for cataract extraction 
was 222 days – placing NSW 15th out of 16 countries 
in terms of waiting times. Across all elective procedures 
in NSW, median waiting times increased from 49 to 55 
days between 2011–12 and 2015–16. 

Appropriateness: The right healthcare, 
the right way

Overall, most NSW patients receive high-quality, 
appropriate care and NSW outperforms comparator 
countries on many patient-centredness measures. 

Most patients report that health professionals 
discussed their medication with them (89%) and that 
they were given written information about their care 
upon hospital discharge (85%).

Hand hygiene compliance among health professionals 
increased by four percentage points to 85% between 
October 2013 and October 2016. Less positively, 
only 73% of patients had hip fracture surgery within 
the clinically recommended time frame of two days, 
and NSW was outperformed by all eight comparator 
countries that publish data for this measure. 

Like NSW, many healthcare systems are actively 
seeking to reduce inappropriate and low-value care.  
There is a particular focus on knee arthroscopy, 
which has been shown to confer little benefit for 
osteoarthritis degenerative knee conditions or for 
those aged 50+ years. In 2014–15, 70% of knee 
arthroscopies in NSW were performed on patients 
in these groups (63% in public hospitals and 72% in 
private hospitals). 

With respect to appropriate mental health care, 
current policy emphasises that the use of restrictive 
practices such as seclusion should be minimised. The 
rate of seclusion in NSW psychiatric inpatient units 
was nine per 1,000 in 2015–16, and this has been 
fairly stable since 2010–11. The result places NSW 
mid-range compared with other Australian states 
and territories.

NSW is also mid-range compared with other 
Australian jurisdictions in providing support in the 
community following discharge from a psychiatric 
unit. In 2015–16, 63% of patients received community 
follow-up within a week of discharge, compared with 
48% in 2010–11.

Summary

http://www.bhi.nsw.gov.au/
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Effectiveness: Making a difference for patients

Healthcare in NSW makes a difference – most 
patients say that the care and treatment they received 
in hospital ‘definitely’ helped them. Mortality for 
cardiovascular diseases has fallen sharply over the 
past decade. NSW is mid-range compared with 
other countries on mortality due to acute myocardial 
infarction (heart attack), and cerebrovascular diseases 
such as stroke.

An important set of effectiveness measures focus 
on unplanned patient returns to care. Such returns 
are not always avoidable, however they can reflect 
shortcomings in the initial healthcare encounter – in 
follow-up arrangements, integration of care or the 
adequacy of discharge planning. Among the 2.6 
million emergency presentations to EDs in NSW public 
hospitals in 2015–16, 6% were followed by another 
emergency presentation within two days, and 10% 
within seven days. 

Among patients aged 50+ years who were 
hospitalised with a fracture between July 2011 and 
June 2013, 14% returned to hospital within two years 
with a subsequent fracture. In mental health, 15% 
of discharges from psychiatric inpatient care were 
followed by an unplanned readmission within 28 days 
in 2015–16. 

In terms of key safety measures, about 2.5% of NSW 
patients who underwent hip and knee replacements 
suffered a venous thromboembolism, and about 2.5%  
of abdominal surgery patients developed sepsis – 
these are relatively high rates internationally. 

More broadly, across NSW public hospitals in 2014–15, 
6.5% of admissions had noted in the patient record an 
adverse event (an unintended and potentially harmful 
event such as bloodstream infections, complications 
and falls) – which was mid-range compared with 
other Australian states and territories. The rate of falls 
resulting in patient harm in NSW public hospitals was 
5.6 per 1,000 hospitalisations in 2014–15 – a relatively 
high rate nationally. 

Efficiency: Value for money

Total expenditure on healthcare in NSW – from all 
sources – was estimated at $46 billion in 2014–15. 
This equates to $6,122 per person. NSW spends 
less per capita on healthcare than most comparator 
countries. The average length of stay in NSW 
hospitals (public and private) was 5.8 days in 2014–
15, shorter than in most comparator countries. In 
2015–16, 97% of cataract extractions in NSW were 
performed as a same-day procedure. This result 
placed NSW mid-range among comparator countries 
and other Australian states and territories. 

Equity: Health for all, healthcare that’s fair

Important disparities were revealed in terms of 
socioeconomic status (SES), particularly in access to 
healthcare. This includes visiting an ED for care that 
could have been provided by a GP, financial barriers, 
and accessing healthcare during times of emotional 
distress. Among patients waiting for non-urgent elective 
surgery, those from low SES areas had median waiting 
times almost twice as long as those from high SES 
areas in 2015–16 (66 and 38 days, respectively). This 
was not seen as disparities within hospitals – rather, 
hospitals with long median waiting times treat more 
patients from low SES areas.

Sustainability: Caring for the future

The ageing population and accompanying rise 
in chronic disease, advances in technology and 
increasing consumer expectation are among the 
drivers of increasing healthcare utilisation. Compared 
with other Australian states and territories, NSW 
has relatively high utilisation of EDs and the highest 
number of GP visits per capita. In 2015–16, there were 
15,767 ED presentations per 100,000 population in 
the most urgent triage categories 1–3. There were 
19,745 fewer urgent triage 4 and 5 ED presentations 
per 100,000. Visits to GPs increased by 11% between 
2010–11 and 2015–16 to 621,465 per 100,000 
population. Over the same time period, the population 
of NSW increased by 7%.

http://www.bhi.nsw.gov.au/
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Setting the scene
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Healthcare in Focus is an annual publication that 
reports on the performance of the healthcare system 
in NSW. This year, it features about 140 measures, 
drawing on information from the Organisation for 
Economic Cooperation and Development (OECD), the 
2016 Commonwealth Fund International Health Policy 
Survey of Adults, the Australian Bureau of Statistics, 
Australian Institute of Health and Welfare, NSW Patient 
Survey Program and NSW Ministry of Health datasets. 

Each year the set of measures included in the report 
is reconfigured slightly. This provides an opportunity 
to cover different sub-populations, clinical 
conditions and topics. It means, however, that in any 
one year, a particular group or topic may appear to 
be under-represented. 

This year’s report focuses on acute care. Some 
measures also address the intersection between 
hospital care and primary care and preventive 
services, community health services and long-
term care. This recognises the importance of the 
healthcare system working as a whole to provide 
multidisciplinary care for patients as they move 
between different parts of the healthcare system. 

The Equity chapter in this 2016 edition focuses on 
socioeconomic status (SES). Inequalities present one 
of the most significant public health challenges.1,2 The 
chapter provides an analysis of measures featured in 
other parts of the report, stratified into SES quintiles. 

About this report

The measures included draw on two 
main types of data: 

• Administrative data and medical records, 
which when analysed using valid and 
consistent methods, form the foundation 
for many measurement efforts. These 
data are amenable to comprehensive and 
standardised measurement approaches 
that support fair comparisons within and 
between jurisdictions.

• Survey data provide unique insights 
into patients’ experiences of care and 
healthcare performance. Patients, the 
central participants in healthcare, can 
describe the services they received, 
the way in which those services were 
delivered and the outcomes of care.

Structure of the report 

The report begins with a brief synthesis of 10 key 
findings, drawn from the report to provide a snapshot 
of how the NSW healthcare system is performing. 
Following a summary and introductory section, 
detailed results are provided in six chapters that focus 
on the main dimensions of performance: accessibility, 
appropriateness, effectiveness, efficiency, equity 
and sustainability. NSW results for each chapter are 
placed in an international context with a summary 
graph based on interquartile ranges – identifying 
measures for which NSW is in the top 25% or bottom 
25% of countries with available data. A summary for 
each chapter’s results stratified by SES is provided. 

http://www.bhi.nsw.gov.au/
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The NSW healthcare system

Here in NSW, the healthcare system is complex. 
Responsibilities for funding, management, delivery 
and regulation of care are shared across different 
layers of government; between public, private and 
not-for-profit sectors; and in community and hospital-
based settings. The Commonwealth Government’s 
main responsibilities cover Medicare (the national 
scheme that provides free or subsidised access 
to primary care services) and the pharmaceutical 
benefits scheme (which subsidises access to 
prescription medicines). The state government’s 
responsibilities encompass the administration of 
public hospitals, community and mental health 
services, delivery of public health, ambulance and 
emergency services, patient transport and public 
dental clinics.

While each healthcare system has a unique set of 
structural, financial and regulatory arrangements 
to deliver care, meaningful comparisons of system 
performance are possible – particularly when 
those comparisons adopt a patient perspective. 
Measurement of how well patients’ needs and 
expectations were met – whether the right care was 
provided, at the right time, delivered in the right way, 
and resulted in improvements in patients’ health 
and wellbeing – can highlight relative strengths and 
weaknesses in system performance. 

Making comparisons

International comparisons are increasingly seen as an 
essential part of performance measurement, helping 
to identify areas for health system improvement. 
Where data are available, NSW performance is 
compared with Australia and 10 other high-performing 
systems that participate in The Commonwealth Fund 
survey and provide data to the OECD. Response 
rates for the Commonwealth Fund International 
Health Policy Survey of Adults 2016 ranged from 
11% in Norway to 47% in Switzerland. In Australia, 
the response rate was 25%.

In recent years, greater use of international 
comparisons has resulted in significant harmonisation 
of data definitions, measurement, analysis and 
reporting approaches.3,4,5 Nevertheless, there 
continue to be challenges with respect to international 
data comparability. Patient safety is a key area 
where there is wide variation in the quality of data 
across countries. This includes differences in coding 
practices and reporting. Some countries have more 
robust systems for reporting, and cultures where 
reporting of safety incidents is encouraged. As with all 
statistics, interpretation requires care.

Further information

The Technical Supplement provides further detail on 
data definitions and methods. 

http://www.bhi.nsw.gov.au/
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Healthcare in Focus 2016 draws on a range of data 
sources. In addition to healthcare performance data 
already published by governments or journal articles 
(as referenced in figures and text), the primary sources 
of data used in the report include:

2016 Commonwealth Fund International Health 
Policy Survey of Adults

This survey assessed people’s experiences of 
healthcare. The sample was drawn from adults 
aged 18+ years in Australia, Canada, France, 
Germany, the Netherlands, New Zealand, Norway, 
Sweden, Switzerland, the United Kingdom and the 
United States. 

In total, 26,863 adults were surveyed between 
March and June 2016. In Australia, 5,248 adults 
were surveyed, of which 3,835 were from NSW. The 
response rate in Australia was 25%. The response 
rates for all countries ranged from 11% in Norway to 
47% in Switzerland. 

Final samples were weighted to reflect the age, 
gender, education and geographic distribution of the 
adult population in each country.

For information on sample sizes and response rates 
for The Commonwealth Fund’s surveys, see the 
Technical Supplement.

Organisation for Economic Cooperation and 
Development (OECD) 

The OECD Health Statistics online database provided 
indicator definitions and international data for 
mortality, hospitalisation, procedure and expenditure 
indicators. Figures included in report chapters draw 
on available data from the cohort of 11 countries that 
participate in the Commonwealth Fund International 
Policy Survey. Summary synthesis graphs, based 
on interquartile ranges, include available data from 
the 35 OECD countries. For more information on the 
synthesis and standardised score methods for the 
OECD and the Commonwealth Fund survey data see 
the Technical Supplement. 

Australian Bureau of Statistics (ABS) 

The ABS provided a customised report on NSW 
results from its 2015–16 Patient Experience Survey. 
The sample of 28,276 people aged 15+ years was 
weighted to represent the estimated population in 
private dwellings in each state and territory. The ABS 
also provided a customised report on causes of death 
in NSW for 2005–2015.   

Australian Institute of Health and Welfare (AIHW) 

The AIHW provided a customised report of 
health expenditures in NSW and Australia based 
on definitions that allow fair comparisons with 
OECD countries. AIHW reports were the source 
for Australian hospital statistics on emergency 
departments (EDs), elective surgery and admitted 
patients and radiotherapy statistics.

Australian Department of Health

The Australian Department of Health’s data collection 
on instances of primary healthcare service that are 
described by items in the Medicare Benefits Schedule 
(MBS) was used to report on the number of telehealth 
services in NSW.

Productivity Commission 

The Productivity Commission’s Report on 
Government Services (RoGS) provided information on 
healthcare services.

Clinical Excellence Commission (CEC) 

The CEC’s reports on the Incident Information 
Management System (IIMS) in NSW public hospitals 
provided information on hospital safety and quality.

Data sources and methods

http://www.bhi.nsw.gov.au/
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Bureau of Health Information (BHI) NSW Patient 
Survey Program 

The latest Adult Admitted Patient Survey includes 
responses from 28,391 patients admitted to NSW 
public hospitals between January and December 
2015 (adjusted response rate 42%). The Emergency 
Department Patient Survey includes 23,810 patients 
who visited an ED in a NSW public hospital between 
July 2015 and June 2016 (adjusted response rate 
26%). The Maternity Care Patient Survey includes 
4,739 women who gave birth in a NSW public hospital 
during 2015 (response rate 36%). The Outpatient 
Cancer Clinics Survey includes 3,706 patients 
who visited a public outpatient cancer clinic during 
February and March 2015 (response rate 57%).

For more information on the NSW Patient Survey 
Program see:  
bhi.nsw.gov.au/nsw_ patient_survey_program

NSW Ministry of Health 

Three key data sources were drawn on for utilisation 
and waiting time data: the NSW Admitted Patient 
Data Collection (APDC) (a count of all admitted patient 
services provided by public and private hospitals in 
the state); the Emergency Department Data Collection 
(EDDC) (a count of all emergency department services 
provided by public hospitals with electronic data 
collection); and the Waiting List Collection Online 
System (a count of patients waiting for planned 
treatment; it covers public patients, either at public 
hospitals or contracted to private hospitals).

For patient-level analyses, linked admitted patient, ED, 
fact of death and perinatal data were extracted from 
SAPHaRI, Centre for Epidemiology and Evidence.

NSW Ambulance

The NSW Ambulance Computer Aided Dispatch 
system, which records ambulance activity and time 
points across the patient journey, was used to report 
on ambulance performance.

Statistical Reporting

Differences in results are generally only discussed 
when they are statistically significant (i.e. 5% or less 
likelihood that the differences are due to chance). 
In graphical representations, statistically significant 
differences are denoted by an asterisk (*) or shading 
as noted. 

For international survey data analyses, logistic 
regression was used to compare the performance 
of all other countries (and the ‘rest of Australia’) with 
NSW. While significance testing compared NSW 
results with the ‘rest of Australia’, the results for 
‘Australia’ shown in figures and referred to in text 
are the national results. For patient survey analyses, 
results were denoted as significantly different from 
NSW if the 95% confidence intervals did not overlap.

Where the distribution of hospital results is provided, 
highlighted hospitals differ significantly from the NSW 
result based on non-overlapping 95% confidence 
intervals. Statistical significance is affected by sample 
size and so there may be some hospital results that 
appear to differ from the NSW result yet are not 
highlighted; this is a consequence of limited statistical 
power to detect differences in small samples. 

Results are rounded to the nearest whole number, 
except where rounding would mask meaningful 
differences. Data are the most recent available.

http://www.bhi.nsw.gov.au/


11 Healthcare in Focus 2016 – How does NSW compare? bhi.nsw.gov.au

Example 1: Comparing NSW to  
OECD countries 

The graph displays the interquartile range of 
standardised country results for each given indicator, 
as a grey shaded area. The interquartile range 
describes the difference between the bottom 25% 
and top 25% of OECD countries for which data 
are available. 

The country results have been standardised so 
multiple indicators can be presented on the one graph 
and NSW’s performance relative to other countries 
assessed. The standardised score for NSW is shown 
as a dot for each indicator. If the NSW score falls 
below the bottom 25th percentile a red dot indicates 
a less desirable result, and if it falls above the top 
25th percentile a green dot indicates a more desirable 
result for NSW.

In this example, NSW had a desirable result for two 
indicators (green dots) and  an undesirable result for 
four indicators (red dots). NSW performed within the 
interquartile range for four indicators (grey dots).

Interpreting selected graphs

Very easy to get
out-of-hours care

Spent four hours or more in ED

Waited less than four
weeks to see specialist

Waited less than one month for 
elective surgery

Hip replacement
median wait

Knee replacement
median wait

Cataract surgery
median wait

Coronary artery bypass
graft median wait

Could not get help when
in emotional distress

Skipped care due to cost

More desirableLess desirable

NSW Range between bottom 25% and top 25%
of countries for which data were available

Source: OECD Health Statistics 2016. The Commonwealth Fund.

Other NSW values based on several data sources from the NSW Ministry of 
Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence.
See specific figures and technical supplement for more detail.

Accessibility measures
NSW compared

http://www.bhi.nsw.gov.au/
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Example 2: Distribution of survey 
question responses, with hospital 
variation on main category 

For a selected patient survey question, this graph 
displays two types of results: the percentage of 
patients giving each possible answer, followed by 
the range of hospital results for the selected ‘main’ 
response category. 

In this example, 78% of adult admitted patients said 
the care they received in hospital ‘definitely’ helped 
them, 19% said it helped them ‘to some extent’ and 
the remaining 3% said it did not help them at all. 

The second part of the graph shows the hospital 
variation, where each dot represents the percentage 
of patients who said the care received ‘definitely’ 
helped them, the main answer of interest here, for a 
public hospital with 30 or more respondents. In the 

example, hospital results for the percentage of 
patients who said care ‘definitely’ helped range from 
69% to 89%. Where there are several hospitals with 
the same result, dots are stacked up, for example the 
nine dots at 80% represent the nine hospitals with 
that result. 

Dots are shaded red or green to denote hospital 
results that are statistically significantly lower or 
higher than the NSW result. 

The goal of this graph is to provide the full range of 
responses for NSW, with a focus on the variation 
across hospitals in the percentage of patients who 
selected the most positive response, with colour 
used to highlight statistically significant differences. 
Questions with a high number of hospitals with 
significant differences point to variation that is due to 
modifiable factors.

NSW (78%)

0 10 20 30 40 50 60 70 80 90 100

% of patients who said care definitely helped

Significantly lower No significant difference Significantly higher

78 19 3

Yes, definitely Yes, to some extent No, not at all

Hospital result relative to NSW:

Percentage of adult admitted patients who said the care and treatment they received in hospital definitely 
helped them, NSW public hospital variation, 2015

Did the care and treatment you received in hospital help you?

Source: Bureau of Health Information Adult Admitted Patient Survey 2015.

http://www.bhi.nsw.gov.au/


13 Healthcare in Focus 2016 – How does NSW compare? bhi.nsw.gov.au

Healthcare in Focus contributes to two important 
functions of the Bureau of Health Information (BHI). 
First, it informs the people of NSW about healthcare 
performance in the state. It addresses the question 
‘how does NSW compare?’ – contextualising 
performance by providing information about how 
other systems perform, relative to NSW. Second, it 
addresses the question ‘where to look?’ – identifying 
opportunities to improve care. Here, international 
comparisons quantify potential gains – how far is 
NSW from the top performing countries? The report 
also examines, for a selection of measures, the extent 
of variation within NSW – across hospitals or regions. 
Here too, it can inform improvement – identifying 
areas where there is significant variation across 
the state and potential for future improvements 
in performance. 

How to assess performance? 

Healthcare services are shaped, directly and indirectly, 
by a wide array of organisations and professionals 
working with patients. Together, they perform a huge 
variety and volume of tasks to diagnose, deliver, 
support, guide, and assure provision of care that 
improves people’s health. Because healthcare is 
complex, performance measurement requires a 
systematic and balanced approach; one that 
includes sufficient measures to reflect the diversity 
of the system. 

Applying a framework
To know where NSW stands; and guide performance assessment

If it is to be coherent, comprehensive and concise, 
healthcare performance assessment must be guided 
by a clear framework: one structured around key 
dimensions of performance.6,7,8 The BHI framework 
is an analytical tool that guides assessment, by 
describing key dimensions of performance and 
organising them into a logical structure. It was 
developed following a review of performance 
assessment approaches, models and frameworks 
in use across different jurisdictions, nationally 
and internationally.9 

The framework uses counts, or measures of inputs, 
outputs and outcomes, as a starting point for 
assessment – providing a description of what was 
done. These counts are clustered into four categories: 
patient needs and expectations; services delivered; 
resources, structures and organisation of the system; 
and health and wellbeing of the population. 

Comprehensive assessment goes beyond 
consideration of what was done, to focus on 
questions of how well it was done and the outcomes 
of the recipients of the care. Performance – achieving 
goals, adding value, balancing priorities, responding to 
context – is captured in constructs that link healthcare 
inputs, outputs and outcomes. These constructs, 
or dimensions of performance – accessibility, 
appropriateness, effectiveness, efficiency, equity 
and sustainability – are explored through a series of 
questions, and form the themes for the report.  

http://www.bhi.nsw.gov.au/
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Six dimensions of performance 

1. Accessibility: Healthcare, when and where 
needed. Are patients’ and populations’ needs met? 
How easy is it to obtain healthcare? 

2. Appropriateness: The right healthcare, the right 
way. Are evidence-based and guideline-compliant 
services provided in a technically proficient way? 
Are the services provided responsive to patients’ 
expectations and needs? 

3. Effectiveness: Making a difference for patients. 
Are healthcare services addressing patients’ problems 
and improving their health?

4. Efficiency: Value for money. Are healthcare 
services providing good value for the resources 
invested? Are there areas of duplication or waste? 

5. Equity: Health for all, healthcare that’s fair. Is 
healthcare provided without discrimination on the 
basis of gender, age, race or other demographic 
factors? Is healthcare distributed fairly? Does 
everyone have the opportunity to reach their full 
health potential? 

6. Sustainability: Caring for the future. Is the 
system adapting to patients’ changing needs and 
expectations, and to changing circumstances?

Resources,
structures and
organisation

Services
delivered

Productivity

Healthcare performance
assessment framework

Patient
health and 
wellbeing
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BHI healthcare performance assessment framework
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Overview of measures included in this report

Overall views of performance

How does NSW perform overall? Patient-reported experiences of overall care

Chapter 1: Accessibility – Healthcare when and where needed 

Ambulance and transfer of care Call to ambulance arrival time; ambulance arrivals for which care was transferred within 30 minutes

Timely ED treatment Patients treated within recommended time; median time from presentation to start of treatment

Leaving the ED 
without treatment ED visits in which patients did not wait or left before completing treatment; reasons for leaving   

Time spent in ED                                                         Patients spending four hours or less in ED; median time spent in ED; patients spending more than 24 
hours in ED

Waiting times for radiotherapy Median and 90th percentile waiting times; emergency cases treated within recommended time

Waiting times for elective surgery Elective surgery within recommended times; median wait by procedure; waiting time more than 365 
days

Barriers to accessing healthcare               Unmet need for GP or specialist; adults in emotional distress who could get professional help; 
skipped care due to cost or unable to pay medical bills

Chapter 2: Appropriateness – The right healthcare, the right way

Hip fracture surgery Procedures performed within two days of hospital admission

Knee arthroscopy Knee arthroscopy by age and osteoarthritis diagnosis

Caesarean section Births by elective and emergency caesarean section

Hospital mental healthcare Seclusion events in psychiatric acute inpatient units

Community mental healthcare Follow-up in the community within seven days of discharge

Medication management Health professionals discussed medication and side effects with patients; nurses checked identification

Coordinated care Patients given written information upon discharge; hospital arranged follow-up care; patients given 
contradictory information from ED professionals

Hand hygiene Hand hygiene compliance; patients saw nurses and doctors practise hand hygiene

Breastfeeding Midwife assistance provided; women received conflicting advice; full breastfeeding at 
hospital discharge

Patient engagement Patients given the right amount of information; patients involved in decisions about their care

Respectful care Patients treated with respect; doctors answered questions; patients treated unfairly

Chapter 3:  Effectiveness – Making a difference for patients

Cardiovascular disease mortality Deaths from acute myocardial infarction and cerebrovascular diseases

Ambulance care outcomes Cardiac arrest survival rate; clinically meaningful pain reduction

ED re-presentations ED patients who did not wait or left at their own risk before treatment was completed, who re-
presented to an ED within two days and seven days

Returns to hospital with  
subsequent fracture Patients with a fracture who returned to hospital within two years with a subsequent fracture

Mental health readmissions Readmission within 28 days of discharge from a psychiatric acute inpatient service

Patient safety: Hospital care Adverse events; Severity Assessment Code (SAC) 1 and 2 clinical incidents; sentinel events 

Hospital infections Staphylococcus aureus bacteraemia in public hospitals

Complications  
post-surgery

Post-operative deep vein thrombosis and pulmonary embolism following hip and knee surgery

Post–operative sepsis rates following abdominal surgery

Post–operative retained foreign body

Falls in hospital resulting in harm Falls in hospital resulting in patient harm; average length of stay among patients who did and did not 
experience a fall in hospital resulting in harm

Maternity care Obstetric trauma during vaginal delivery with and without instrument

Patient-reported outcomes 
and complications

Patients who said the care they received helped them; patients who experienced a complication

CASE-Cancer survey questions, patients in active treatment phase

http://www.bhi.nsw.gov.au/
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Chapter 4: Efficiency – Value for money

Value for money Healthcare expenditure total and per capita, and by potential years of life lost; percentage of healthcare 
expenditure accounted for by hospitals

Variation in average 
hospital costs Average cost of an ED visit by admission status; recurrent cost per admitted acute weighted separation

Average length of stay (ALOS) ALOS overall and for surgical and medical patients; relative stay index

Maternity services ALOS following vaginal birth and caesarean section; percentage of vaginal births in which the mother 
was discharged on the same day as the birth

Cataract surgery Cataract extractions performed as a same-day procedure

Chapter 5: Equity – Health for all, healthcare that’s fair 

Disparities in accessibility:              
Barriers to care

People reporting barriers to accessing primary care

People reporting barriers to accessing specialist care

People reporting barriers to care (could not get help when in emotional distress; problems paying 
bills; skipped consultation, test or prescription due to cost)

Disparities in accessibility: 
Emergency department 
timeliness

ED visits for which the time to start treatment was within recommendations

ED visits for which patients spent less than four hours

Patients who said they spent less than four hours in the ED

Disparities in accessibility: 
Timeliness of elective surgery

Elective surgery not completed within the recommended time

Median waiting time for selected elective surgical procedures

Disparities in appropriateness: 
Right care

Patients receiving hip fracture surgery within two days

Breastfeeding at hospital discharge

Patients receiving community follow-up within seven days of discharge from a psychiatric 
inpatient unit

Disparities in effectiveness: 
Complications

Post-operative complications (pulmonary embolism, deep vein thrombosis and sepsis)

Obstetric trauma with instrument

Patients who said they experienced any complication

Disparities in patient experience Differences in selected patient experience measures

Chapter 6: Sustainability – Caring for the future

Healthcare resourcing Healthcare expenditure as a percentage of GDP; recurrent cost per admitted acute weighted 
separation; indicative estimate of capital cost per weighted separation

Increasing demand 
for healthcare

ED visits and hospitalisations by age group; Hospitalisations by disease group; frequency of ED visits 
and hospitalisations

Ambulance services Patient arrival at ED by ambulance; volume of ambulance responses by priority; ambulance 
responses resulting in patient transportation to hospital

Increasing use of EDs ED presentations per 100,000 population for triage categories 1–3 and 4–5; GP non-referred 
attendances per 100,000 population; ED presentations and population growth

Cancer services Use of cancer outpatient clinics by patients for long-term follow-up; length of time patients in long-
term follow-up have been attending cancer outpatient clinics

Telehealth services Telehealth video consultations and patient-end support services, per 100,000 population

Healthcare workforce Doctors and nurses per capita; employee engagement index

http://www.bhi.nsw.gov.au/
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Overall views of performance
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One way to assess system performance is to ask 
patients about their overall views. The Commonwealth 
Fund International Health Policy Survey each year 
asks respondents for their views on their country’s 
healthcare system, and the extent of change required. 

In 2016, almost half of NSW adults (48%) said that the 
healthcare system works well – a higher percentage 
than in five comparator countries (Figure 1).  

For NSW, more detailed information on patient views 
and experiences is collected through the Bureau of 
Health Information (BHI)’s Patient Survey Program. 
This program elicits views from patients who have had 
direct and recent experience of different types of care, 
and reports at a district or hospital level.

Among NSW adults admitted to hospital in 2015,  
65% said that overall, the care they received was  
‘very good’. Across public hospitals, this ranged from 
52% to 84% (Figure 2). Among patients who visited 
emergency departments, 60% rated the overall care 
as ‘very good’. This varied across public hospitals 
from 40% to 82% (Figure 3).

How does NSW perform overall?

An overall perspective is 
important, but not enough to 
assess performance

While patients’ overall views provide 
important information about performance, 
these measures have limited capacity to 
identify strengths and weaknesses and lack 
the specificity required to guide efforts to 
improve. Meaningful assessment requires 
a systematic and balanced approach that 
draws on a range of indicators to cover 
different perspectives and dimensions of 
performance. Healthcare in Focus 2016 uses 
some 140 measures to explore performance 
in NSW.

Figure 1 Percentage of adults by overall views of the healthcare system in their country, 
NSW and comparator countries, 2016
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On the whole, the system works pretty well and only minor changes are necessary to make it work better
There are some good things in our health care system, but fundamental changes are needed to make it work
Our health care system has so much wrong with it that we need to completely rebuild it

NSW

Source: 2016 Commonwealth Fund International Health Policy Survey of Adults.

Note:* Estimate is statistically significantly different to NSW. Values may not add up to 100% due to rounding.
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Figure 2 Percentage of admitted patients reporting ‘very good’ care overall, 
NSW public hospital variation, 2015

NSW (65%)

0 10 20 30 40 50 60 70 80 90 100

% of patients

Significantly lower Not significantly different Significantly higher

65 29 4 11

Very good Good Neither good nor poor Poor Very poor

Hospital result relative to NSW:

Source: Bureau of Health Information Adult Admitted Patient Survey 2015.

Overall, how would you rate the care you received while in hospital?

NSW (60%)
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% of patients
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Very good Good Neither good nor poor Poor Very poor

Hospital result relative to NSW:

Figure 3 Percentage of emergency department patients reporting ‘very good’ care overall,  
NSW public hospital variation, 2015

Source: Bureau of Health Information Emergency Department Patient Survey 2015.

Overall, how would you rate the care you received while in the emergency department?
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Accessibility
Healthcare, when and where needed

Accessibility refers to the degree to which patients 
can obtain healthcare services when and where 
they need them. It reflects the availability and 
approachability of healthcare services, along with 
consideration of whether the costs to patients in terms 
of time, effort or money are onerous or unreasonable.1

Accessibility can be measured by comparing 
utilisation rates of healthcare services relative to 
patient needs and variation in waiting times and 
travel distances or times. It can also be measured 
by the proportion of people with unmet needs, and 
avoidance of care due to geographical, organisational 
or cost barriers.

Very easy to get
out-of-hours care

Spent four hours or more in ED

Waited less than four
weeks to see specialist

Waited less than one month for 
elective surgery

Hip replacement
median wait

Knee replacement
median wait

Cataract surgery
median wait

Coronary artery bypass
graft median wait

Could not get help when
in emotional distress

Skipped care due to cost

More desirableLess desirable

NSW Range between bottom 25% and top 25%
of countries for which data were available

Source: OECD Health Statistics 2016. The Commonwealth Fund.

Other NSW values based on several data sources from the NSW Ministry of 
Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence.
See specific figures and technical supplement for more detail.

Accessibility measures
NSW compared
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Call to ambulance arrival time reflects patients’ 
experiences, spanning the time from when a triple 
zero call is answered in the ambulance control centre 
to the time the first ambulance arrives at the scene.

Incidents requiring ambulance care for the most 
time-critical cases are prioritised according to the 
following criteria: 

• Priority 1: Emergency cases such as life-
threatening injuries, breathing problems and 
chest pains

• Priority 2: Urgent cases such as abdominal pain. 

In the January to March 2017 quarter, 63% of Priority 
1 patients waited less than 15 minutes, and this has 
been steady since 2012 (Figure 1.1). 

Following arrival at hospital, transfer of care from 
ambulance to emergency department (ED) staff 
should occur within 30 minutes for 90% of patients. 
Although there is clear seasonal variation in transfer 
of care results, since 2015 there has been a steady 
improvement (Figure 1.2).  

Among the 64 public hospitals with an ED for which 
there were reportable data, 32 had a transfer of care 
within 30 minutes for over 90% of patients in 2015–16 
(Figure 1.3). 

Figure 1.1 Call to ambulance arrival time, by priority category, January 2012 to March 2017

Ambulance and transfer of care
Six in 10 emergency patients waited less than 15 minutes from a triple zero 
call to the arrival of paramedics
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Figure 1.2 Percentage of ambulance arrivals for which care was transferred within 30 minutes, NSW, 
April 2013 to March 2017
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Figure 1.3 Percentage of ambulance arrivals for which care was transferred within 30 minutes, NSW public 
hospital variation, 2015–16
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EDs provide specialised assessment and life-saving 
care for acutely unwell patients, and act as an entry 
point to inpatient services. On arrival at the ED, 
patients are allocated to one of five triage categories, 
based on urgency. Each category has a maximum 
waiting time within which treatment should start:

• Triage 1: Resuscitation (within two minutes)

• Triage 2: Emergency (within 10 minutes)

• Triage 3: Urgent (within 30 minutes)

• Triage 4: Semi-urgent (within 60 minutes)

• Triage 5: Non-urgent (within 120 minutes).  

Results improved in most urgency categories in 
NSW between 2010–11 and 2015–16. In 2015–16, 
for 75% of ED visits, treatment started within clinically 
recommended times (Figure 1.4).  

There is, however, substantial variation in these 
results across hospitals – from 35% to 97% for 
patients in the emergency triage category; 44% to 
95% in the urgent category; 58% to 99% in the semi-
urgent category; and 79% to 99% in the non-urgent 
category (Figure 1.5).

Timeliness is often measured in terms of median 
waiting time to treatment. For a particular group of 
patients, the median is the length of time the ‘middle’ 
patient waited, i.e. half had a shorter wait and half had 
a longer wait. Median time to start treatment in NSW 
EDs differ between urgency categories, reflecting 
clinical priorities. Within most urgency categories, 
the median time decreased over the past five years, 
despite increasing patient volumes (Figure 1.6).

Figure 1.4 Percentage of emergency department visits for which patients were treated within the 
recommended time, by triage category, NSW, 2011–12 to 2015–16

 Volumes

 Emergency 130,647 162,347 182,366 190,402 202,659

 Urgent 405,570 466,992 524,313 544,076 584,504

 Semi-urgent 603,530 691,359 758,912 783,690 801,634

 Non-urgent 216,201 219,726 232,116 228,271 229,582

Total 1,366,670 1,553,512 1,711,983 1,761,351 1,834,319
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Timely emergency department treatment
There has been steady improvement in time to treatment in the ED

Source: NSW Health, Emergency Department Data Collection.

Note: Totals include Triage 1 patients, who are the most urgent and almost all are treated within two minutes. Clinicians treating them are focused on providing immediate and 
essential care, rather than recording times, therefore times to start treatment are generally not reported. 
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NSW (66%)

Hospital result NSW result

NSW (69%)
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Figure 1.5 Percentage of emergency department visits for which patients were treated within the 
recommended time, by triage category, NSW public hospital variation, 2015–2016

Figure 1.6 Median time from emergency department presentation to start of treatment, by triage category, 
NSW, 2011–12 to 2015–16

 Volumes

 Emergency 197,247 240,029 266,583 287,061 306,236

 Urgent 643,603 716,285 760,326 794,137 846,292

 Semi-urgent 855,329 939,701 990,442 1,012,344 1,033,959

 Non-urgent 245,881 241,599 249,785 244,423 246,349

Total 1,954,431 2,152,204 2,282,921 2,354,194 2,450,169
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Source: NSW Health, Emergency Department Data Collection.

Note: Totals include Triage 1 patients, who are the most urgent and almost all are treated within two minutes. Clinicians treating them are focused on providing immediate and 
essential care, rather than recording times, therefore times to start treatment are generally not reported. 
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At the completion of their ED treatment, patients 
are either discharged, admitted to a hospital ward or 
transferred to another facility. 

A small number of patients are triaged but choose to 
leave without being seen by a clinician. These patients 
are classified as those who did not wait for treatment. 
In some other cases, patients may choose to leave 
the ED after treatment has commenced, against 
advice. These patients are classified as those who 
left at their own risk before treatment was completed.  

Possible reasons for patients leaving before their 
treatment commences or was completed include long 
waiting times, or the patient believes their condition is 

Patients who left an emergency department 
without treatment
The percentage of patients who left the ED without, or before completing, 
treatment decreased to 5.3%

not serious enough to warrant emergency care or that 
the treatment they are receiving is not appropriate. 

In 2015–16, the percentage of NSW patients who left 
the ED without or before completing treatment was 
5.3%. This decreased from 7.3% in 2011–12 (Figure 
1.7). Hospital-level results in the year 2015–16 ranged 
from 1% to 12% (Figure 1.8). 

Patient survey data from 2015–16 show 3% of 
patients said they left before treatment. Most of these 
people cited long waiting time as a reason for leaving 
(Figure 1.9).

Figure 1.7 Percentage of emergency department visits for which patients left without, or before completing, 
treatment, NSW, 2011–12 to 2015–16

 Volumes

 Left before treated 45,676 51,845 52,329 54,624 60,356

 Did not wait 122,806 103,262 86,523 80,440 82,714

 Combined 168,482 155,107 138,852 135,064 143,070
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Figure 1.8 Percentage of emergency department visits for which patients left without, or before completing, 
treatment, NSW public hospital variation, 2015–16

Figure 1.9 Percentage of emergency department patients who reported leaving before treatment, and 
reasons for leaving, NSW public hospitals, 2015
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In 2015–16, for 74% of ED visits in NSW, patients left 
the ED within four hours. This was an increase of 13 
percentage points from 2011–12. 

Patients who visit an ED and require admission to 
hospital usually have more complex health needs than 
those who are treated in the ED and discharged. As 
a result, those admitted to hospital often spend more 
time in the ED. 

For those visits ending in discharge, 86% of patients 
spent four hours or less in the ED. In contrast, 
for visits ending in patient admission or transfer, 
42% of patients spent four hours or less in the ED 
(Figure 1.10).

Compared with other Australian jurisdictions, NSW 
performs well in terms of time spent in the ED. 

Time spent in the emergency department
Almost three quarters of patients were treated and left the ED within four hours

In 2015–16, the median time spent in the ED for all 
patients was 153 minutes (i.e. half of patients spent 
less than 153 minutes and half spent more than 153 
minutes in the ED). For patients who were treated 
and discharged, the NSW median time spent in the 
ED was 121 minutes – the shortest in Australia. For 
patients who were subsequently admitted, the NSW 
result was mid-range, with a median time of 277 
minutes (Figure 1.11).  

Patient-level factors that are predictors of long length 
of stay in the ED include the need for admission, 
arrival by ambulance, severity and acuity of the 
condition, older age, and visits related to mental 
health and substance abuse.2 However, very long 
waits are rare in NSW, with less than 1% of visits 
resulting in patients spending more than 24 hours in 
the ED (Figure 1.12).

Figure 1.10 Percentage of emergency department visits for which patients spent four hours or less, 
by mode of separation, NSW, 2011–12 to 2015–16

Volumes

Treated and admitted 590,830 648,274 684,095 708,729 739,294

Treated and discharged 1,388,366 1,537,580 1,636,956 1,670,025 1,724,868

All presentations 2,221,790 2,431,249 2,555,773 2,611,971 2,711,509
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Figure 1.11 Median length of time spent in emergency departments, by mode of separation, Australian states 
and territories, 2015–16

Figure 1.12 Percentage of emergency department visits for which patients spent more than 24 hours, NSW, 
2011–12 to 2015–16
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Radiotherapy is a cornerstone of cancer treatment.  
It may be curative, palliative or preventive. More  
than half (56%) of all radiotherapy courses in NSW 
have curative intent, while palliative treatment 
accounts for 36%, and preventive for 6% (data 
not shown). 

The accessibility of radiotherapy can be measured  
by the number of days from when a patient is deemed 
by a clinician to be ‘ready to be treated’ until the first 
day of treatment.

In 2014–15, the NSW median waiting time for 
radiotherapy was 13 days in the public sector – 
one day longer than in 2013–14. In NSW, 90% of 
public patients received treatment within 31 days 
(Figure 1.13).

Waiting times for radiotherapy
Almost all patients received emergency radiotherapy within 24 hours

Treatment times differ according to therapeutic 
intention. For curative care, the median waiting time 
was 19 days in NSW. The median waiting time in NSW 
for palliative care was eight days (Figure 1.14).

In some situations, clinicians decide that patients 
require emergency treatment within 24 hours. 
In 2014–15, almost all of these emergency cases 
(96%) in NSW were treated within the recommended 
time (Figure 1.15).

Figure 1.13 Radiotherapy median and 90th percentile waiting times, Australian states and territories, 2014–15
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Source: Australian Institute of Health and Welfare 2016. Radiotherapy in Australia: Report on the second year of a pilot collection 2014–15.
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treatment.
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Figure 1.14 Radiotherapy median waiting times, by intention of care, Australian states and territories, 2014–15

Figure 1.15 Percentage of emergency radiotherapy cases treated within the recommended time, Australian 
states and territories, 2014–15
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Elective surgical procedures performed in NSW public 
hospitals are classified into three urgency categories. 
Each has a clinically recommended time within which 
they should be performed:

• Urgent (30 days)

• Semi–urgent (90 days) 

• Non–urgent (365 days).

In 2015–16, NSW performed strongly when 
compared with other Australian states and territories 
in the proportion of patients who received surgery 
within the recommended time (Figure 1.16).

The timeliness of elective surgery can also be 
measured by median waiting times. Aggregated 
across all procedures, median waiting times increased 
from 49 days in 2011–12 to 55 days in 2015–16. The 
2015–16 result was among the longest waiting times 
of Australian states and territories. However, only 2% 
of patients waited longer than one yeari, placing NSW 
mid-range (Figure 1.17).

Waiting times for elective surgery
Most elective surgery is performed within recommended times

For specific procedures in 2015–16, median waiting 
times in NSW were generally longer than those 
in Australia overall, particularly for ophthalmology, 
ear, nose and throat surgery, and orthopaedic 
surgery (Figure 1.18). In international terms, in 2014 
median waiting times for cataract extraction, hip 
replacement and knee replacement were substantially 
longer in NSW (Table 1.1).

Table 1.1 Median waiting times for selected elective 
surgical procedures, NSW rank among 
available countries, 2014 or nearest year

NSW Rank

Cataract extraction 222 days       15 of 16 

Hip replacement 207 days  14 of 16

Knee replacement 291 days  14 of 15

Coronary artery bypass graft 28 days 10 of 14

Figure 1.16 Percentage of surgical admissions treated within recommended times, by urgency category, 
Australian states and territories, 2015–16
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Figure 1.17 Median waiting times for elective surgery and percentage waiting more than 365 days, Australian 
states and territories, 2011–12 and 2015–16

Figure 1.18 Median waiting times for elective surgery, by procedure type, NSW compared with Australia, 
and range among states and territories, 2015–16

Source: Australian Institute of Health and Welfare, Elective surgery waiting times 2015–16: Australian hospital statistics.

Note: For ACT, most recent data is for 2014–15.

Source: Australian Institute of Health and Welfare, Elective surgery waiting times 2015–16: Australian hospital statistics.
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One way of assessing accessibility of healthcare 
measures unmet need or barriers to care.3  Unmet 
healthcare needs may be rooted in a range of factors 
that limit the extent to which patients can: 

• Perceive that a potential source of treatment or 
advice relevant to their needs exists. 

• Seek socially and culturally acceptable services, 
reach healthcare services in a timely way.

• Afford both direct costs such as co–payments, 
gap payments or consultation fees4; and indirect 
costs such as transportation or loss of income.

• Engage in their care.1  

In 2015–16, more than eight in 10 NSW adults (83%) 
saw a GP (data not shown). Altogether, 1% of the 
NSW population aged 15+ years (29,000) said they 
needed to see a GP but did not. In the same age 
group, 15% of those who said they needed to see a 
specialist (374,000) did not do so (Figure 1.19).  

Barriers to accessing healthcare
Cost prevented one in 10 NSW adults from seeking healthcare

In 2016, among NSW adults who experienced 
emotional distress and found it difficult to cope, 
13% said they were not able to get help from a 
professional, while 39% did not want to seek help. 
The remaining 48% received help when needed  
(Figure 1.20).

Excluding those who experienced emotional distress, 
but did not want to seek help, and focusing on  
those who wanted help from a professional, 78% of 
NSW adults said they received help when needed, 
but 22% did not.

A perceived lack of affordability of care can also pose 
barriers to access. In 2016, a small proportion (5%) of 
NSW adults said they had serious problems paying, or 
were unable to pay, medical bills. However, 10% said 
they skipped either a test, medication or consultation 
with a health professional due to cost (Figure 1.21).

Figure 1.19 Percentage of adults who experienced unmet need for GP or specialist care, NSW, 2015–16

Of those who needed care:

Needed to but did not see a specialist

Needed to but did not see a GP

15
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% of adults aged 15 years and over who needed GP or specialist care

Source: Australian Bureau of Statistics, Patient Experience Survey 2015–16 (customised request).
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Figure 1.20 Percentage of adults who experienced emotional distress and found it difficult to cope, by whether 
they were able to get professional help if needed, NSW and comparator countries, 2016
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Figure 1.21 Percentage of adults who said they skipped care due to cost, or had serious problems paying or 
were unable to pay medical bills, NSW and comparator countries, 2016
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Appropriateness
The right healthcare, the right way
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Appropriateness
The right healthcare, the right way

Appropriateness refers to the extent to which 
patients receive services that respond to their 
health needs, social circumstances and reasonable 
expectations regarding how they want to be treated 
and cared for. Appropriate healthcare translates into 
people receiving the right healthcare, in the right 
setting, in the right way.

There are two main types of appropriateness 
measures. The first type focuses on whether healthcare 
services provided to patients were in line with the 
evidence base and best-practice models of care – was 
‘the right care’ delivered? The second focuses on the 
way in which healthcare is delivered and encompasses 
technical proficiency and patient experiences – was 
healthcare provided in ‘the right way’?  

Vaccination for influenza 
(65+ years)

Vaccination in children (1 year)

Breast screening (50–69 years)

Discussed chronic condition 
treatment options

Provided a written plan for
chronic condition

Health professional
reviewed medications

Given wrong
medication or dose

Medical mistake in
treatment or care

'Frequently or occasionally' had
tests that seemed unnecessary

Purpose of medication discussed
before hospital discharge

'Definitely' involved in decisions
about treatment in hospital

GP was not up-to-date
following hospital care

Hospital arranged
follow-up care

Nurses 'always' treated patient
with courtesy and respect

Hip fracture surgery
within two days (65+ years)

Caesarean section rate

More desirableLess desirable

NSW Range between bottom 25% and top 25%
of countries for which data were available

Source: OECD Health Statistics 2016. The Commonwealth Fund.

Other NSW values based on several data sources from the NSW Ministry of 
Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence.
See specific figures and technical supplement for more detail.

Appropriateness measures
NSW compared
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Evidence-based guidelines recommend that patients 
hospitalised with a hip fracture should undergo surgery 
within 48 hours of admission. Delays to surgery can 
result in prolonged pain and discomfort. Surgery 
within 48 hours has been found to be associated with 
a clinically significant reduction in mortality, increased 
return to independent living, reduced pressure ulcers 
and reduced complications.1,2

In 2014–15 there were 7,893 patients aged 65+ years 
who were admitted for hip fracture, of which 80% 
underwent hip fracture surgery at any hospital in NSW 
(data not shown).

The right care: Hip fracture surgery
Seven in 10 hip fracture surgery patients had the procedure within the 
recommended two days

Of the 5,536 patients who underwent hip fracture 
surgery in the same hospital where they originally 
presented, 73% had the procedure within two days 
of admission to hospital. Internationally, NSW was 
outperformed on this measure by all comparator 
countries with available data (Figure 2.1).

NSW results have, however, improved over 10 
years. In 2004–05, 63% of patients received hip 
fracture surgery within two days of admission (Figure 
2.2). Across NSW public hospitals in 2014–15, the 
percentage of patients who received hip fracture 
surgery within two days ranged from 43% to 100% 
(Figure 2.3).
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Figure 2.1 Percentage of hip fracture surgery performed within two days of hospital admission, patients aged 
65+ years, public and private hospitals, NSW and comparator countries, 2013 (or nearest year)

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence, (BHI analysis). OECD Health Statistics 2016.

Note: While clinical guidelines stipulate that hip fracture surgery should be performed within 48 hours, procedure time is not available in the data source used by BHI. The OECD 
specification is hip fracture surgery within two calendar days after admission, and this is the definition BHI has used.
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Figure 2.2 Percentage of hip fracture surgery performed within two days of hospital admission, patients aged 
65+ years, NSW, 2004–05 to 2014–15

Figure 2.3 Percentage of hip fracture surgery performed within two days of hospital admission, patients aged 
65+ years, NSW public hospital variation, 2014–15

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Note: Only hospitals with more than 50 procedures are presented.
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Knee arthroscopy is a surgical procedure in which 
a tiny telescope is inserted inside the knee, to assist 
with diagnosis and treatment of knee problems. 

It is commonly used on patients with osteoarthritis, 
despite a lack of evidence of benefit for this 
condition.3,4,5 More generally, arthroscopy is not 
recommended for older patients with knee pain, with 
or without symptoms of osteoarthritis.6

A total of 18,384 knee arthroscopies were performed 
in NSW hospitals during 2014–15. More than three-
quarters of these were in private hospitals (Table 2.1). 
The overall number has been declining since 2011–12, 
when there were 21,892 procedures (data not shown).

The right care: Knee arthroscopy
Only about 30% of knee arthroscopies were performed on patients for whom 
there was evidence of potential benefit

The only group for which there is a demonstrated 
clinical benefit for knee arthroscopy is among people 
aged under 50 years with no osteoarthritis diagnosis. 
This group accounted for just 30% of procedures in 
NSW – 37% of those in public hospitals and 28% in 
private hospitals (Table 2.1).

The percentage of arthroscopies performed on 
patients under 50 years of age with no osteoarthritis 
ranged from 9% to 54% across NSW local health 
districts (LHDs) in 2014–15 (Figure 2.4). Across public 
hospitals, this percentage ranged from 9% to 59% 
(Figure 2.5). 

Table 2.1 Number of knee arthroscopies by age and osteoarthritis diagnosis, NSW public and private 
hospitals, 2014-15

Public hospitals Private hospitals

Patients diagnosed with  
osteoarthritis within 

3 years before 
arthroscopy

Patients not diagnosed  
with osteoarthritis

Patients diagnosed with  
osteoarthritis within 

3 years before 
arthroscopy

Patients not diagnosed  
with osteoarthritis

Patients aged 50+ years 1,132 (26%) 1,142 (27%) 5,188 (37%) 2,972 (21%)

Patients aged under 50 451 (10%) 1,577 (37%) 1,996 (14%) 3,926 (28%)

Total 4,302 14,082

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).
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Location Volume

St Vincent's Health Network 56       

Northern Sydney 3,277  

Sydney 821     

Public hospitals 4,302

South Western Sydney 1,169  

Western Sydney 1,358  

Southern NSW 213     

NSW 18,384

South Eastern Sydney 2,807  

Private hospitals 14,082

Western NSW 513     

Northern NSW 761     

Murrumbidgee 892     

Hunter New England 2,829  

Nepean Blue Mountains 961     

Illawarra Shoalhaven 905     

Central Coast 885     

Mid North Coast 855     

Far West 64       

Note: Percentages may not add up to 100% due to rounding.
Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).
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Figure 2.4 Percentage of knee arthroscopies performed on people aged under 50 years without 
osteoarthritis, by NSW local health district where the surgery was performed, public and 
private hospitals, 2014–15

Figure 2.5 Percentage of knee arthroscopies performed on patients aged under 50 years without 
osteoarthritis, NSW public hospital variation, 2014–15

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Note: Only hospitals that performed at least 50 procedures are presented.

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).   

Note: Percentages may not add up to 100% due to rounding. LHDs with fewer than 50 procedures are not presented.  
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Caesarean section rates are a controversial issue. 
When clinically indicated, caesarean section has the 
potential to save the lives of mothers and infants. 
However, the procedure also comes with a small risk 
of complications, disability or even death.7 

Appropriateness of caesarean sections should be 
assessed in light of maternal factors including parity 
(the number of previous births), previous caesarean 
section, patient preference, maternal age and 
perceived risks of vaginal birth.8,9

In 2015, 32% of births in NSW hospitals were 
caesarean sections.* This percentage was 
substantially higher in private hospitals (45%) than 
public hospitals (29%). When compared with other 
countries, NSW has among the higher rates of 
caesarean section (Figure 2.6). 

The caesarean section rate has been increasing  
in NSW (Figure 2.7). It rose from about 3% in 1963, to 
10% in 1977, 25% in 2001, to 32% in 2015.10,11 A similar 
trend is seen in most OECD countries.

The right care: Caesarean section
One in three births were by caesarean section

Elective caesarean sections have an element of 
discretionary care and there are no published 
recommendations to guide an appropriate level. In 
2015, these procedures comprised 16% of births in 
NSW public hospitals and 33% in private hospitals 
(Figure 2.8). 

Across NSW public hospitals, the percentage of births 
that were by elective caesarean section ranged from 
10% to 27%. Differences across public and private 
sectors and between public hospitals suggest there 
is substantial variation that is unexplained by patient-
level risk factors.

In contrast, there is more homogeneity in emergency 
caesarean section rates, which account for 13% of 
all births in both public and private hospitals. The 
variation across public hospitals is also more limited, 
and ranged from 7% to 18% (Figure 2.8).

33

33

32

31

26

26

25

21

17

16

32*

0 10 20 30 40 50 60 70 80 90 100

Germany

Canada (2011)

New Zealand (2013)

United Kingdom

France (2013)

Sweden

Netherlands (2010)

% of births

 Australia (2012)

 NSW (2015)

 United States (2013)

Switzerland (2008)

Figure 2.6 Percentage of births that were by caesarean section, NSW and comparator countries, 
2014 (or nearest year)

Source: OECD Health Statistics. NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence.

*This represents the rate of elective and emergency caesarean section combined. 
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Hospital result relative to NSW:

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Percentage of births that were by elective caesarean, NSW hospital variation, 2015
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Figure 2.7 Percentage of births that were vaginal deliveries, and by elective and emergency caesarean 
section, NSW, 2001 to 2015

Figure 2.8 Percentage of births by elective and emergency caesarean section, NSW public 
hospital variation, 2015

Source: NSW Perinatal Data Collection (SAPHaRI), Centre for Epidemiology and Evidence, NSW Ministry of Health.

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Note: The rates have been rounded. 
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People with severe exacerbations of a mental health 
condition often require admission to hospital for 
treatment. Appropriate mental healthcare in hospital 
involves striking a balance between respectful 
treatment that does not infringe upon the liberties 
of patients, and maintaining a safe environment for 
patients and clinicians.   

Seclusion is occasionally used in mental health wards 
to manage situations when there is the potential for 
patients to cause harm to themselves or others. When 
a patient is placed in seclusion, they are confined 
alone in an area and cannot freely leave. 

NSW Health policy emphasises that restrictive 
practices such as seclusion or other physical restraint 
should be used to manage the risk of serious 
imminent harm only when other safe options have 
been considered and trialled, and only for the briefest 
period required to allow the patient to safely regain 
control of their behaviour.12

The right care: Mental health care in hospital
There were nine seclusion events for every 1,000 bed days

In 2015–16, there were nine seclusion events 
per 1,000 bed days in NSW mental health acute 
inpatient units, placing the state mid-range in national 
comparisons (Figure 2.9). 

The NSW rate of seclusion events has remained fairly 
stable since 2010–11 although there has been a slight 
decrease in the total number of events (Figure 2.10).  
Across LHDs, the seclusion rate varied between 
three and 15 events per 1,000 bed days in 2015–16. 
Between 2010–11 and 2015–16, the seclusion rate 
decreased in nine LHDs – and those decreases 
ranged from two (in Western NSW LHD) to seven 
(in Central Coast LHD) events per 1000 bed days 
(Figure 2.11).
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Figure 2.9 Rate of seclusion events in public specialised mental health acute inpatient units, Australian states 
and territories, 2010–11 and 2015–16

Source:  Productivity Commission Report on Government Services 2017, Volume E: Health, based on AIHW (unpublished) National Seclusion and Restraint Data Collection.

Note: Jurisdictions may not be comparable. Refer to ROGS report for more information.
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Figure 2.10 Rate of seclusion events in specialised mental health acute inpatient units, NSW public hospitals, 
2010–11 to 2015–16

Figure 2.11 Rate of seclusion events in specialised mental health acute inpatient units, NSW public hospitals, 
by local health district, 2010–11 and 2015–16

LHD
Volume

2015–16
Change 
in rate

Central Coast 197 ▼7

Southern NSW 35 ▼6

Sydney 573 ▼6

Murrumbidgee 47 ▼5

Northern Sydney 266 ▼5

Northern NSW 234 ▼5

Mid North Coast 103 ▼4

Nepean Blue Mountains 191 ▼4

Western NSW 161 ▼2

NSW 4,577 ▼1

Illawarra Shoalhaven 171 0

South Western Sydney 536 ▲1

Western Sydney 649 ▲1

Far West 9 ▲2

Hunter New England 649 ▲3

South Eastern Sydney 474 ▲3

Sydney Children's Hospital Network 78 ▲5

St  Vincent's Health Network 204 ▲8
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Patients newly discharged from inpatient psychiatric 
services are vulnerable to suicide, homelessness, 
unemployment and social exclusion.13,14,15 People with 
mental health conditions should be provided with 
support to live and feel well in the community after 
they are discharged from hospital. 

Patients who do not have any contact with health 
services after discharge are more likely to be 
rehospitalised.15,16 Appropriate care in the community 
helps reduce the risk of patients’ health deteriorating, 
and recognise any need for readmission. 

NSW Health policy specifies that 70% of discharges 
from acute psychiatric inpatient units should be 
followed by a recorded community contact within 
seven days of discharge. 

The right care: Mental healthcare in the community
About six in 10 patients received follow-up support in the community in the week 
following hospital discharge

In 2015–16, 63% of patients discharged from acute 
psychiatric inpatient units received follow-up support 
in the community within seven days of leaving 
hospital. This has improved since 2010–11, when 
only 48% of patients received follow-up support 
(Figures 2.12 and 2.13).

In 2015–16, the percentage of patients discharged 
from acute psychiatric overnight hospitalisations 
who received community follow-up within seven 
days ranged from 48% for patients discharged 
in St Vincent’s Health Network to 85% for those 
discharged in Northern Sydney LHD. Performance  
between 2010–11 and 2015–16 improved across all 
districts, with the greatest improvement recorded in 
Western Sydney LHD (a 38 percentage point increase) 
(Figure 2.14).
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Medication-related errors pose a significant risk 
to patients, and can result in serious side effects, 
hospital readmission and in extreme cases, death. 
The literature suggests between 2% and 3% of all 
hospital admissions are medication-related.17 Within 
hospital, it has been estimated that about two 
prescribing errors occur per admission in hospitals 
with electronic prescribing systems, and about twice 
that number in those with paper-based systems.17 

Patients are at heightened risk of medication 
management errors during transitions of care, such 
as after discharge from hospital.18 Appropriate 
medication management is enhanced by clear 
communication between health professionals and 
patients, and engagement of patients in their care. 

The right care: Medication management
Half of all patients admitted to NSW public hospitals said they were ‘completely’ 
told about medication side effects to look out for

In 2016, 89% of hospitalised NSW adults (public or 
private) said a health professional discussed their 
medication with them before hospital discharge – a 
significantly higher percentage than three comparator 
countries (Figure 2.15). However, only 52% of adult 
patients admitted to a NSW public hospital in 2015 
said a health professional ‘completely’ told them 
about side effects to look out for, and this ranged 
across hospitals from 42% to 68% (Figure 2.16).

Verifying a patient’s identity before giving them 
treatment is an important way to reduce the risk of 
medication errors. In 2015, 91% of adult patients 
admitted to a NSW public hospital said a nurse asked 
their name or checked their identification before giving 
them medication, treatment or tests. This varied 
across hospitals, from 84% to 96% (Figure 2.17).
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Figure 2.15 Percentage of adults who said a health professional discussed their medication with them before 
discharge from hospital, public and private, NSW and comparator countries, 2016

Source: 2016 Commonwealth Fund International Health Policy Survey of Adults.

Note: * Estimate is statistically significantly different to NSW.
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Figure 2.16 Percentage of patients who reported that a health professional in the hospital told them about 
medication side effects to watch for, NSW public hospitals, 2015

Figure 2.17 Percentage of patients who reported that nurses asked their name or checked their identification 
before giving them any medication, treatment or tests, NSW public hospitals, 2015

Source: Bureau of Health Information Adult Admitted Patient Survey 2015.

Source: Bureau of Health Information Adult Admitted Patient Survey 2015.

Did a health professional in the hospital tell you about medication side effects to watch for?

Did nurses ask your name or check your identification band before giving you any medications, treatments or tests?
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An increasing number of patients have complex health 
needs that often require care from more than one 
professional in a range of different primary care and 
hospital settings. Such patients are at greater risk 
of experiencing fragmented and poorly coordinated 
care, which is associated with a higher risk of 
medical errors.19 

Providing patients with written information about their 
care when they leave hospital can facilitate good 
communication between providers. In 2016, 85% 
of NSW patients hospitalised overnight (public and 
private) said they had been given written information 
upon discharge. The NSW result is significantly higher 
than seen in six comparator countries, and lower than 
seen in one – the United States (Figure 2.18). 

The right care: Coordination 
About two in 10 patients who attended an emergency department received 
contradictory information from health professionals

NSW also performed well in providing follow up care 
following hospitalisation. In 2016, 90% of patients in 
public and private hospitals in NSW said the hospital 
made arrangements or made sure they had follow-up 
care with a doctor or other health care professional 
(Figure 2.19).      

Poor communication between health professionals 
within the same facility can also contribute to poor 
care coordination. Among patients who visited a NSW 
emergency department (ED) in NSW in 2015, 18% 
said they received contradictory information from 
health professionals about their condition or treatment 
during their visit. This ranged from 4% to 38% across 
hospitals (Figure 2.20).
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Figure 2.18 Percentage of adults who said they received written information on discharge from hospital, 
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Source: 2016 Commonwealth Fund International Health Policy Survey of Adults.

Note: * Estimate is statistically significantly different to NSW.  
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Hospital result relative to NSW:

Figure 2.19 Percentage of patients who said the hospital made arrangements for follow-up care, public and 
private hospitals, NSW and comparator countries, 2016

Figure 2.20 Percentage of patients who said they received contradictory information about their treatment or 
condition from emergency department health professionals, NSW public hospitals, 2015

Source: 2016 Commonwealth Fund International Health Policy Survey of Adults.

Note: * Estimate is statistically significantly different to NSW.  

Source: Bureau of Health Information Emergency Department Patient Survey 2015.

Did you ever receive contradictory information about your condition or your treatment from ED health professionals?
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Hand hygiene is important in preventing and 
reducing the spread of healthcare-associated 
infections, making a major contribution to keeping 
patients safe.20 

The World Health Organization (WHO) global 
campaign to improve hand hygiene identifies ‘five 
moments for hand hygiene’: 

• Before touching a patient

• Before a procedure

• After a procedure or body fluid exposure risk

• After touching a patient

• After touching a patient’s surroundings.

NSW participates, along with other states, in the 
National Hand Hygiene Initiative. Between October 
2013 and October 2016, rates of hand hygiene 
compliance in NSW for all five moments (as recorded 
by validated observers) increased by four percentage 
points to 85% (Figure 2.21). 

The right way: Hand hygiene 
Audits of hand hygiene show compliance rates of 85%

Hand hygiene compliance improved across most 
NSW LHDs during that period. In October 2016, 
compliance ranged from 77% to 92%. 

Results from the NSW Patient Survey Program 
provide patient perspectives regarding the first 
‘moment’ of hand hygiene.

In 2015, 59% of NSW adults admitted to a public 
hospital said they ‘always’ saw nurses clean their 
hands, or use hand gel, before touching them. 
This ranged across hospitals, from 49% to 75% 
(Figure 2.22).

The same survey showed a lower percentage of 
patients (49%) said they ‘always’ saw doctors practise 
hand hygiene before touching them. This varied 
across hospitals, from 36% to 64% (Figure 2.23).
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Figure 2.21 Hand hygiene compliance rate for all staff, NSW local health districts, October 2013 and 
October 2016

Source: Clinical Excellence Commission and Hand Hygiene Australia, National Hand Hygiene Audit.
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Hospital result relative to NSW:
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Hospital result relative to NSW:

Figure 2.22 Percentage of patients who saw nurses ‘always’ clean their hands, or use hand gel to clean 
their hands, before touching them, NSW public hospital variation, 2015

Figure 2.23 Percentage of patients who saw doctors ‘always’ clean their hands, or use hand gel to clean 
their hands, before touching them, NSW public hospital variation, 2015

Source: Bureau of Health Information Adult Admitted Patient Survey 2015.

Source: Bureau of Health Information Adult Admitted Patient Survey 2015.

Did you see nurses wash their hands, or use hand gel to clean their hands, before touching you?

Did you see doctors wash their hands, or use hand gel to clean their hands, before touching you?
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Breastfeeding has health benefits both for babies and 
their mothers. It is associated with a reduced risk of 
paediatric conditions including asthma, sudden infant 
death syndrome, obesity and diabetes. For mothers, 
it is associated with a reduced risk of breast and 
ovarian cancer and diabetes.21 

The World Health Organization recommends 
that mothers exclusively breastfeed babies up to 
six months old, and continue breastfeeding with 
complementary food for up to two years.22  

Offering breastfeeding support to women can 
increase the duration and exclusivity of breastfeeding. 
This includes support offered during antenatal or 
postnatal care and ongoing scheduled visits.23 
Midwives can provide this support while women 
are in hospital and for a short period after they 
are discharged.

The right way: Help with breastfeeding
The NSW maternity survey found three in 10 women received conflicting advice 
about feeding their babies

In the 2015 Maternity Care Survey, 90% of women 
said midwives worked with them to show them a 
good position for breastfeeding – varying across 
hospitals from 77% to 99% (Figure 2.24). The same 
survey found that 32% of women said they received 
conflicting advice from health professionals about 
feeding their baby, ranging from 9% to 47% across 
hospitals (Figure 2.25). 

Data from the Perinatal Data Collection show that in 
2015, 79% of NSW infants were exclusively breastfed 
upon hospital discharge – varying across hospitals 
from 49% to 99% (Figure 2.26). 

Analysing the survey data and the administrative 
data together shows that at a hospital level, there is a 
statistically significant, moderate positive correlation 
between midwife assistance and infants being 
breastfed at hospital discharge, and a moderate 
negative correlation between women receiving 
conflicting advice and infants being breastfed 
(Figure 2.27).

Hospital result relative to NSW:
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Figure 2.24 Percentage of women who said midwives helped them establish breastfeeding, NSW public 
hospital variation, 2015

Figure 2.25 Percentage of women who said they received conflicting advice from health professionals about 
feeding their baby, NSW public hospital variation, 2015

Source: Bureau of Health Information Maternity Care Survey 2015.

Source: Bureau of Health Information Maternity Care Survey 2015.
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Figure 2.26 Percentage of infants who were breastfed, or given infant formula only, upon discharge from 
hospital, NSW public hospital variation, 2015

Figure 2.27 Correlation between midwives helping to establish breastfeeding and breastfeeding at hospital 
discharge (left); Correlation between women receiving conflicting advice from health professionals 
and breastfeeding at hospital discharge (right), NSW public hospitals, 2015

Source: NSW Perinatal Data Collection. NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Source: Bureau of Health Information Maternity Care Survey 2015. NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Note: R = the coefficient of correlation, a measure of the strength and direction of the relationship between two variables. 
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Engaging patients in their own healthcare is 
associated with better quality care, fewer errors 
and more positive attitudes towards the healthcare 
system.24   It has the potential to promote better value 
care by reducing costs.25 There is evidence that 
engaging patients can contribute to making their 
healthcare safer.26,27 

In order for patients to be meaningfully involved in their 
care, they need to be well informed. Among adults 
admitted to a NSW public hospital in 2015, 85% said 
they were given ‘the right amount’ of information 
about their treatment or condition during their hospital 
stay, ranging across hospitals from 78% to 95% 
(Figure 2.28). 

The right way: Patient engagement
Most hospitalised patients said they were involved in decisions about their care

NSW compares favourably internationally in patient 
engagement. In 2016, 73% of patients in public and 
private hospitals said they were ‘definitely’ involved in 
decisions about their care (Figure 2.29). 

Among adults admitted to a public hospital in NSW 
in 2015, 60% said they were ‘definitely’ involved, as 
much as they wanted to be, in making decisions 
about their care. This ranged from 48% to 76% across 
hospitals (Figure 2.30).
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Right amount Not enough Too much

Hospital result relative to NSW:

Figure 2.28 Percentage of patients who said they were given the right amount of information about their 
treatment or condition during their hospital stay, NSW public hospital variation, 2015

Source: Bureau of Health Information Adult Admitted Patient Survey 2015.

During your stay in hospital, how much information about your condition or treatment was given to you?
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Hospital result relative to NSW:

Figure 2.29 Percentage of patients who said they were involved in decisions about their care in hospital, public 
and private hospitals, NSW and comparator countries, 2016

Figure 2.30 Percentage of patients who said they were ‘definitely’ involved, as much as they wanted to be, in 
decisions about their care and treatment, NSW public hospital variation, 2015

Source: 2016 Commonwealth Fund International Health Policy Survey of Adults.

* Estimate is statistically significantly different to NSW. Values may not add up to 100% due to rounding.

Source: Bureau of Health Information Adult Admitted Patient Survey 2015.

Were you involved, as much as you wanted to be, in decisions about your care and treatment?
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Treating patients with respect, compassion and dignity 
are important elements of person-centred care. 

NSW performs well internationally when it comes to 
patients reporting respectful treatment in hospital. In 
2016, 84% of patients treated in public and private 
hospitals in NSW said they were ‘always’ treated with 
respect by doctors. NSW had the highest overall 
percentage and outperformed eight comparator 
countries (Figure 2.31).

Listening and being responsive to patients’ concerns 
is an important aspect of respectful care. In NSW, 
75% of patients said hospital doctors and specialists 
‘always’ listened carefully. This was similar to the 
Australian result of 76% (ABS customised request – 
data not shown).28

The right way: Respectful care
NSW performs well on measures of respect for patients

Healthcare workers should be responsive to patients’ 
concerns and provide as much information as they 
can to help patients make decisions about their 
care. In the BHI survey of adult admitted patients in 
2015, 76% of patients said when they had important 
questions to ask, doctors always answered in a way 
they could understand. This varied across hospitals, 
from 67% to 88% (Figure 2.32).

In the same survey, 5% of patients said they had been 
treated unfairly while receiving hospital care, due to 
their age, sex, ethnic background, religion, disability or 
other reason (Figure 2.33).
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Figure 2.31 Percentage of patients who said they were treated with respect by doctors, public and private 
hospitals, NSW and comparator countries, 2016

Source: 2016 Commonwealth Fund International Health Policy Survey of Adults.

Note: * Estimate is statistically significantly different to NSW. Values may not add up to 100% due to rounding.
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Figure 2.32 Percentage of patients who said doctors ‘always’ answered questions in a way they could 
understand, NSW public hospital variation, 2015

Source: Bureau of Health Information Adult Admitted Patient Survey 2015.

When you had important questions to ask a doctor, did they answer in a way you could understand?
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Figure 2.33 Percentage of patients who said they were treated unfairly, NSW public hospitals, 2015

Source:  Bureau of Health Information Adult Admitted Patient Survey 2015.

Note: Multiple responses may be selected.
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Effectiveness
Making a difference for patients
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Effectiveness
Making a difference for patients

Effectiveness refers to the extent to which healthcare 
services deliver the benefits expected from them – 
do they reduce the incidence, duration, intensity or 
consequences of patients’ health problems? 

International organisations, such as the King’s Fund, 
are focusing on the need to get care ‘right first time’, 
by reducing variations in clinical care and outcomes.1

Effectiveness is closely aligned to the broader concept 
of impact, which considers the extent to which a 
patient’s overall health and wellbeing are affected by 
the care received.

Effectiveness measures focus on the outcomes of 
treatment – such as mortality, unplanned hospital 
readmissions, changes in functional status, and 
quality of life – as well as patients’ ability to realise 
the potential benefits of treatment, through increased 
health literacy and self-efficacy at managing their 
health problems. 

Deaths from acute
myocardial infarction

Deaths from 
cerebrovascular diseases

Post-operative deep vein
thrombosis and pulmonary

embolism following hip
and knee surgery

Post-operative sepsis following 
abdominal surgery

Post-operative retained
foreign body

Obstetric trauma
with instrument

Obstetric trauma
without instrument

More desirableLess desirable

NSW Range between bottom 25% and top 25%
of countries for which data were available

Source: OECD Health Statistics 2016.

Other NSW values based on several data sources from the NSW Ministry of 
Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence.
See specific figures and technical supplement for more detail.

Effectiveness measures
NSW compared
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Cardiovascular diseases, such as heart attack (acute 
myocardial infarction or AMI) and stroke, account for a 
substantial disease burden and are the leading cause 
of death in NSW.     

There is strong evidence that reducing the prevalence 
of risk factors, such as smoking, obesity, diabetes and 
high blood pressure, is central to preventing morbidity 
and mortality from cardiovascular diseases.2,3,4

Mortality due to cardiovascular diseases 
Deaths from heart attack and stroke have decreased

Improvements in healthcare, such as medical 
interventions that inject clot-dissolving drugs or use 
mechanical devices to remove blood clots, have 
also led to better outcomes for people with 
cardiovascular diseases.,5,6 

A heart attack occurs when the blood supply to 
part of the heart is interrupted, often due to a blood 
clot forming inside a coronary artery. If blood supply 
is not restored quickly, the heart muscle suffers 
permanent damage.  

Source: OECD Health Statistics 2016. ABS Causes of Death Data (customised report).
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Figure 3.1 Deaths from acute myocardial infarction, rates per 100,000 population, NSW and comparator 
countries, 2006 to 2014 (or nearest year)

Source: OECD Health Statistics 2016. Australian Bureau of Statistics Causes of Death Data (customised report).
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Source: OECD Health Statistics 2016. ABS Causes of Death Data (customised report).
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Figure 3.2 Deaths from cerebrovascular diseases, rates per 100,000 population, NSW and comparator 
countries, 2006 to 2014 (or nearest year)

Source: OECD Health Statistics 2016. Australian Bureau of Statistics Causes of Death Data (customised report).

NSW was mid-range among international 
comparators in deaths attributed to AMI, with 37 
deaths per 100,000 population in 2014 (Figure 3.1). 
This was a 43% decrease from 65 deaths per 
100,000 population in 2006. The Netherlands and 
Sweden had the steepest decrease of 45%. 

Cerebrovascular diseases occur when blood supply 
to the brain is compromised. The most common 

form is stroke. Ischaemic stroke occurs when a blood 
vessel suddenly becomes blocked, and haemorrhagic 
stroke occurs when a blood vessel bursts or leaks. 

NSW was also mid-range in mortality for  
cerebrovascular diseases, with 49 deaths per 100,000 
population in 2014. This was a 28% decrease from 68 
per 100,000 population in 2006. The United Kingdom 
had the steepest decline of 35%.

http://www.bhi.nsw.gov.au/
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Cardiac arrest occurs when the heart suddenly stops 
beating. Delays in initiating resuscitation reduce 
the likelihood of survival. Geographical location, 
ambulance response time and distance travelled can 
influence whether a patient who has had a cardiac 
arrest is still alive upon hospital arrival.7

Short-term outcomes following ambulance care 
Three in 10 patients resuscitated by paramedics following cardiac arrest were 
alive when they reached hospital

The ambulance service measure of cardiac arrest 
survival is defined as the proportion of people who:

• had a cardiac arrest outside of hospital with a 
return to spontaneous circulation after ambulance 
services initiated resuscitation, and

• the circulation was maintained until care was 
transferred to hospital staff. 

In 2015–16, ambulance services attempted cardiac 
resuscitation on more than 2,800 people in NSW.† 

Adult cardiac 
arrests where 
resuscitation 
attempted

2,118 1,127 1,719 256 93 380 857 74

Survival incidents 676 334 475 64 23 92 191 16

Adult VF/VT 
cardiac arrests

728 396 574 76 31 95 159 20

Survival incidents 293 199 296 30 16 45 76 7

Source: Productivity Commission Report on Government Services 2017, Volume E: Health, based on state and territory governments (unpublished).

Note: Differences in definitions may not make the jurisdictions directly comparable. In NSW, only data available in the electronic Medical Record (eMR) are used. There may be limitations 

around the accuracy and completeness of data. The NSW Ambulance source of information are the datasets populated by paramedics. Therefore, rates can only reflect a best estimate of actual rates.
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Figure 3.3 Percentage of adults who had survived cardiac arrest (excluding paramedic witnessed) upon 
hospital arrival, 2015–16

Source: Productivity Commission Report on Government Services 2017, Volume E: Health, based on state and territory governments (unpublished).

Note: Jurisdictions may not be comparable. 

† This does not include events that occurred while paramedics were present. 
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Source: Productivity Commission Report on Government Services 2017, Volume E: Health, based on state and territory governments (unpublished). 

Note: Patients include those aged 16 years and over who received care from the ambulance service, including the administration of pain medication (analgesia), and recorded at least two pain 

scores (pre- and post-treatment) on a Numeric Rating Scale and recorded an initial pain score of 7 or above on the Numeric Rating Scale of 1-10. Clinically meaningful pain reduction is defined 

as a minimum 2-point reduction in pain score from first to final recorded measurement. Patients who refuse pain medication for whatever reason are excluded.
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Figure 3.4 Percentage of ambulance patients who reported a clinically meaningful pain reduction, 2012–13 
and 2015–16

Source: Productivity Commission Report on Government Services 2017, Volume E: Health, based on state and territory governments (unpublished). 

Note: Patients include those aged 16+ years who received care from the ambulance service, including the administration of pain medication (analgesia), and recorded at least 
two pain scores (pre- and post-treatment) on a Numeric Rating Scale and recorded an initial pain score of 7 or above on the Numeric Rating Scale of 1–10. Clinically meaningful 
pain reduction is defined as a minimum 2-point reduction in pain score from first to final recorded measurement. Patients who refuse pain medication for whatever reason are excluded. 
Jurisdictions may not be comparable.

Altogether 676 patients survived, giving a survival 
rate of 32%, the highest rate in Australia (Figure 3.3). 
In cases where the rhythm was ventricular fibrillation 
(VF – when the heart quivers rather than pumps) 
or ventricular tachycardia (VT – a regular and fast 
heart rate), there were 293 survival incidents, giving a 
survival rate of 40%. 

Another important outcome of ambulance care is 
pain management. Ambulance paramedics aim to 
help manage and reduce patients’ pain and relieve 
physical and psychological distress during the journey 
to hospital. 

In 2015–16, 85% of NSW ambulance patients who 
received pain management reported a clinically 
meaningful pain reduction. This is an improvement 
from the 2012–13 result (the earliest data available), 
when 73% of patients reported improvement in pain 
(Figure 3.4).

http://www.bhi.nsw.gov.au/
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In 2015–16, more than 140,000 patients who visited 
an emergency department (ED) in NSW left before 
treatment had commenced, or left at their own 
risk (against medical advice) after treatment had 
been initiated. 

Factors that have been associated with patients 
choosing to leave an ED without treatment include: 
less urgent triage categories, prolonged waiting times, 
ED overcrowding, patients feeling better while waiting, 
seeking healthcare elsewhere, and deciding the ED 
was not the appropriate place for them.8,9

Altogether, there were almost 2.6 million emergency 
presentations to EDs in NSW public hospitals in 
2015–16. Of these, 6% were followed by another 
emergency presentation within two days, and 10% 
within seven days (Figure 3.5). The re-presentation 
rate within two days varied across hospitals from 2% 
to 18% (Figure 3.6). 

Emergency department re-presentations 
About two in 10 people who left an emergency department before completing or 
without treatment returned within seven days

In the same year, 81,682 emergency presentations 
to EDs ended with patients leaving before treatment 
commenced, and 59,697 ended with patients leaving 
at their own risk after treatment had been initiated. 
For both groups, 14% of these were followed by a 
re-presentation within two days. Across hospital EDs, 
the re-presentation rate among patients who did not 
wait for treatment to commence ranged from 6% 
to 32%. For patients who left at their own risk after 
treatment was initiated, it rate ranged  from 8% to 
32% (Figure 3.6).  

When the follow-up period is extended to seven days, 
19% of patients who left the ED before treatment 
started, or who left before their treatment was 
complete, re-presented. Across hospital EDs, the 
seven day re-presentation rate ranged from 6% to 
38% of patients who did not wait, and from 11% 
to 39% of patients who left at their own risk after 
treatment had been initiated (Figure 3.7).

ED presentations 2,599,390 81,682 59,697

ED re-
presentations 
within 2 days

150,983 11,793 8,414

ED re-
presentations 
within 7 days

265,645 15,576 11,444

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis). 
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Figure 3.5 Percentage of emergency presentations to emergency departments that were followed by a 
re-presentation to any hospital, NSW public hospitals, 2015–16

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).
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Figure 3.6 Percentage of emergency presentations to emergency departments that were followed by a 
re-presentation to any hospital within two days, NSW public hospital variation, 2015–16

Figure 3.7 Percentage of emergency presentations to emergency departments that were followed by a 
re-presentation to any hospital within seven days, NSW public hospital variation, 2015–16

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).
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A fracture is a complete or partial break in a bone, 
often caused by excessive force or trauma. Falls 
and osteoporosis are among risk factors for fracture, 
making older people more vulnerable. With the 
population ageing, the prevalence of fracture is 
predicted to grow.10 

Fracture is associated with morbidity and increased 
risk of mortality.11,12 A prior fracture is also a risk factor 
for fracture, compared with no history of fracture.13,14 

While subsequent fractures cannot always be avoided, 
appropriate models of care following the first fracture 
and effective management in primary care can reduce 
the risk of re-fracture. This includes identifying those 

Returns to hospital with subsequent fracture
Among fracture patients, 14% suffered a re-fracture within two years

at risk and providing care by a multidisciplinary team, 
with a dedicated care co-ordinator.15

Between July 2011 and June 2013, NSW hospitals 
managed 41,837 patients aged 50+ years with 
fracture as a principal diagnosis and fall as the 
cause (data not shown). After excluding those who 
did not have a subsequent fracture but died during 
the follow-up period of two years, 33,362 remaining 
patients were assessed to determine the proportion 
who returned to hospital with a subsequent fracture. 
In this cohort, women, who are at greater risk of 
osteoporosis, accounted for a larger number of cases 
(24,309) compared with men (9,053).  

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).
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Figure 3.8 Percentage of patients who presented with a fracture (from July 2011 to June 2013) and returned to 
any hospital within two years with a subsequent fracture (up to June 2015), by age, NSW

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Age group Number of fractures Number of re-fractures

50–59 4,984 292

60–69 6,653 509

70–79 7,746 924

80–89 10,676 2,074

90+ 3,303 814

All NSW 33,362 4,613
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Hospital result relative to NSW:

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).
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Figure 3.9 Percentage of patients aged 50+ years who presented with a fracture (from July 2011 to June 2013) 
and returned to any hospital within two years with a subsequent fracture (up to June 2015), NSW 
public hospital variation

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Of these patients, 14% were admitted to any hospital 
within two years with a subsequent fracture (14% 
of patients discharged from public hospitals with 
primary fracture and 13% from private hospitals). The 
percentage was higher among female patients (15%) 
than male patients (12%). If subsequent presentations 
to an ED only (i.e. no hospital admission) with a 
fracture diagnosis are included, the re-fracture rate 
increases to 18%.

The incidence of re-fracture increased with age, 
with 25% of those aged 90+ years experiencing a 
re-fracture compared with 6% of those aged 50–59 
years (Figure 3.8).

Across NSW public hospitals, the percentage of 
patients returning to hospital with a re-fracture within 
two years ranged from 6% to 23% (Figure 3.9).
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Psychiatric inpatient services aim to provide treatment 
that enables patients with serious mental health 
conditions to return to the community as soon 
as possible. While readmissions are not always 
avoidable, high rates of unplanned readmission may 
reflect ineffective or incomplete inpatient care or 
inadequate community care.16

A lack of appropriate support for patients when they 
are discharged from psychiatric units can also put 
them at risk of homelessness, illicit substance use and 
suicide. In 2015–16, 63% of patients discharged from 
acute psychiatric inpatient units received follow-up 
support in the community within seven days of leaving 
hospital (see page 47). 

Mental health readmissions 
About 15% of admissions to public hospital psychiatric inpatient units were 
followed by a readmission within 28 days

In 2014–15, 15% of admissions to psychiatric inpatient 
services were followed by another emergency 
admission within 28 days of discharge (Figure 3.10). 

Readmission rates improved in most local health 
districts (LHDs) over a five-year period. In 2015–16, 
readmission rates ranged from 6% to 19% (Figure 
3.11). Among public hospitals, the rate ranged from 
6% to 24% in the same year (Figure 3.12).

Source: Productivity Commission Report on Government Services 2017, Volume E: Health, based on AIHW (unpublished), from data provided by state and territory governments.
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Figure 3.10 Percentage of overnight hospitalisations in psychiatric acute inpatient services that were followed 
by a readmission to any psychiatric acute inpatient service within 28 days of discharge, public 
hospitals, 2005–06 and 2014–15

Source: Productivity Commission Report on Government Services 2017, Volume E: Health, based on AIHW (unpublished), from data provided by state and territory governments.
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Figure 3.11 Percentage of overnight hospitalisations in psychiatric acute inpatient services that were followed 
by a readmission to any psychiatric acute inpatient service within 28 days of discharge, by NSW 
local health district, 2015–16

Figure 3.12 Percentage of overnight hospitalisations in psychiatric acute inpatient services that were followed 
by a readmission to any psychiatric acute inpatient service within 28 days of discharge, NSW 
public hospital variation, 2015–16

Source:  InforMH, NSW Ministry of Health.

Source:  InforMH, NSW Ministry of Health. 

Note: Only hospitals with at least 50 admissions are presented.
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Adverse events are unintended and potentially 
harmful events arising from healthcare. They can 
have profound consequences for patients, prolonging 
hospital stays and affecting long-term outcomes. 
Such events include bloodstream infections, post-
operative complications and falls. International studies 
have shown that adverse events affect between 4% 
and 17% of admissions.17

In NSW public hospitals, there were 65 adverse 
events per 1,000 separations (6.5%) recorded in 
patient records in 2014–15 – a result that is mid-range 
compared with other Australian states and territories 
(Figure 3.13). 

All NSW Health staff are required to report clinical 
incidents which cause, or have the potential to cause, 

Patient safety: Hospital care
Adverse events affected 6.5% of public hospital admissions

harm. Clinical incidents with a Severity Assessment 
Code (SAC) of SAC1 are considered the most serious. 
There were 261 SAC1 cases between July and 
December 2016, a rate of 0.07 cases per 1,000 acute 
care bed days (Figure 3.14).  

Sentinel events, such as operating on the wrong 
patient or the wrong site, are the most serious patient 
safety incidents and have catastrophic consequences 
including death.† In 2014–15, there were 50 sentinel 
events in NSW public hospitals, of which 20 were due 
to retained material after surgery (Figure 3.15). 

With more than 200,000 elective surgical procedures 
performed in 2015–16, adverse events in NSW are 
very rare. High rates of adverse events can in some 
cases reflect more robust reporting systems and a 
culture in which reporting is encouraged. Data have 
not been adjusted for propensity to report.

Source: Productivity Commission Report on Government Services 2017, Volume E: Health, based on AIHW (unpublished) National Hospital Morbidity Database.
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Figure 3.13 Hospitalisations with an adverse event in public hospitals, rate per 1,000 hospitalisations, 
Australian states and territories, 2014–15

Source: Productivity Commission Report on Government Services 2017, Volume E: Health, based on Australian Institute of Health and Welfare (unpublished) National Hospital 
Morbidity Database.

Note: Numbers have been rounded.

† As of 1 July 2017, public hospitals do not receive funding for episodes that include a sentinel event, as agreed by the Council of Australian Governments.18
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Clinical incidents notified in IIMS by Actual SAC rating, July 2012 – December 2016

SAC1 308 306 302 252 262 238 238 224 261

SAC2 1,378 1,285 1,261 1,401 1,424 1,342 1,359 1,335 1,417

Source: Clinical Excellence Commission Clinical Information Management System.
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Figure 3.14 SAC 1 and SAC 2 clinical incidents, volume and rate per 1,000 acute care bed days, NSW, July 
2012 – December 2016

Figure 3.15 Sentinel events in NSW public hospitals, 2010–11 to 2014–15

Source: Clinical Excellence Commission Clinical Information Management System.

Note: SAC 1 data include public and private facilities. SAC 2 data include public hospitals only. 

Source: Productivity Commission Report on Government Services 2017, Volume E: Health, based on NSW Government unpublished data.
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Healthcare-associated infections are among the 
most common and the most serious adverse events 
that occur in hospitals. While they are not always 
preventable, their risk of occurring can be reduced 
through appropriate patient management. 

Methicillin-resistant Staphylococcus aureus (MRSA) 
is the cause of particularly serious infections, as 
these bacteria are resistant to most antibiotics. 
Methicillin-sensitive Staphylococcus aureus (MSSA) is 
more responsive to antibiotics, and is more common 
than MRSA. 

Bloodstream infections (or bacteraemia) can be 
life-threatening. Evidence-based approaches to 
reduce the spread of bacteria and the incidence of 

Patient safety: Hospital infections
Bloodstream infection rates decreased in NSW public hospitals

bloodstream infections include hand hygiene; use 
of gloves and gowns; appropriate mouth, nose and 
eye protection; safe handling and disinfection of 
equipment used during patient care; and appropriate 
handling of laundry.19

In Australia, the nationally agreed benchmark is 
no more than two Staphylococcus aureaus 
bacteraemia (SAB) cases per 10,000 days of 
patient care.20 

In 2015–16, the rate of SAB in NSW public hospitals 
was 0.8 per 10,000 bed days, which was mid-range 
nationally. MRSA accounted for 0.2 per 10,000 bed 
days (Figure 3.16). 

Source: Australian Institute of Health and Welfare, Staphylococcus aureus bacteraemia in Australian public hospitals 2015–16: Australian hospital statistics

Note: Numbers have been rounded.
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Figure 3.16 Staphylococcus aureus bacteraemia in Australian public hospitals, rate per 10,000 days of patient 
care, 2015–16

Source: Australian Institute of Health and Welfare, Staphylococcus aureus bacteraemia in Australian public hospitals 2015–16: Australian hospital statistics.

Note: Numbers have been rounded.
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Number of cases

Principal referral 
hospitals

519 459 436 421 352 320

Major hospitals 190 157 165 129 128 117

District hospitals 49 41 44 30 25 32

Source: Australian Institute of Health and Welfare, Staphylococcus aureus bacteraemia in Australian public hospitals 2015–16: Australian hospital statistics (BHI analysis).
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Figure 3.17 Rates of healthcare-associated Staphylococcus aureus bloodstream infections per 10,000 bed 
days, NSW public hospitals, by peer group, 2010–11 to 2015–16

Source: Australian Institute of Health and Welfare, Staphylococcus aureus bacteraemia in Australian public hospitals 2015–16: Australian hospital statistics (BHI analysis).

Public hospitals in NSW are classified into peer 
groups on the basis of the range of services they 
provide and their size. The main peer groups are: 
principal referral (peer group A); major (peer group B); 
and district (peer group C) hospitals. 

Patients who are seriously ill, such as 
immunocompromised patients or those in intensive 
care units, are more vulnerable to developing 
infections such as SAB. This means that comparisons 
between hospitals should take account of patient 
case mix. 

Hospitals that treat more complex patients are likely 
to have higher rates of infection. This is reflected in the 
peer group results with higher rates seen in principal 
referral hospitals. 

Between 2010–11 and 2015–16, both the rate and 
volume of SABs decreased across NSW public 
hospitals for all peer groups. The rate in principal 
referral hospitals decreased from 1.8 to 1.1 per 
10,000 bed days (Figure 3.17).
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A venous thromboembolism (VTE), or blood clot, 
occurs when blood pools and thickens inside veins 
– blocking the flow of blood through the body. When 
the clot forms in a deep vein, which most often 
occurs in the leg or pelvis, it is known as a deep vein 
thrombosis (DVT), and this causes swelling, pain 
and other complications. If the clot breaks loose and 
lodges in the lung, it causes a pulmonary embolism 
(PE) and often results in serious morbidity or death. 

Patients are at risk of VTE after surgical procedures, 
including hip and knee surgery.21 Effective prevention 
of VTE among hospitalised patients is achieved 
through assessment of risk factors and the provision 
of appropriate prophylaxis.22 

In NSW in 2014, the rates of DVT and PE following 
hip and knee surgery were 1,927 and 562 cases 
per 100,000 surgical discharges, respectively – higher 
than recorded in comparator countries (Figure 3.18).

Sepsis is caused by the body’s severe reaction to 
an infection, and can lead to organ dysfunction and 
death. Post-operative infections that trigger sepsis 
can be prevented through the use of antibiotics before 
surgery, ensuring patients are in the best condition 
possible before elective surgery, and the use of 
antiseptic solution around surgical incisions, sterile 
equipment and clean scrubs and masks among 
surgical staff.23 

Patient safety: Complications post-surgery
NSW had higher recorded rates of blood clots and sepsis than 
comparator countries

In NSW in 2014, among patients who underwent 
an abdominal surgical procedure, there were 2,516 
cases of sepsis per 100,000 surgical discharges – the 
highest of all comparator jurisdictions (Figure 3.19). 

In most healthcare systems, a retained foreign 
object is regarded as a sentinel event – one where 
a rate of zero is both a feasible and fundamental 
objective. NSW had a rate of 10 per 100,000 surgical 
discharges – similar to comparator countries with 
available data (Figure 3.20).

International variation in adverse 
events may be influenced by coding 
practices. Higher adverse event rates may 
result from more complete patient safety 
monitoring systems rather than worse 
care. Measurement of VTE is complex due 
to disconnected hospital and community 
care, differences in coding practices and 
inadequate detection. Other countries may 
identify and manage these complications in 
the community. All adverse events are based 
on episode-level data. Hospitalisations of 
less than two days for VTE and less than 
three days for sepsis are excluded. See the 
Technical Supplement for more information.
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Figure 3.18 Post-operative deep vein thrombosis and pulmonary embolism following hip and knee surgical 
procedures, public and private hospitals, NSW and comparator countries, 2014 (or nearest year)

Figure 3.19 Post-operative sepsis rates following abdominal surgical procedures, public and private hospitals, 
NSW and comparator countries, 2014 (or nearest year)

Figure 3.20 Post-operative retained foreign body, public and private hospitals, NSW and comparator countries, 
2014 (or nearest year)

Source: OECD Health Statistics 2016. NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence.

Source: OECD Health Statistics 2016. NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence.

Source: OECD Health Statistics 2016. NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence. 
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Falls are among the more commonly occurring 
threats to patient safety in hospitals. They can result 
in serious injury, death and reduced mobility, prolong 
the time spent in hospital and cause distress 
for patients.24,25  

NSW Health policy prioritises the reduction of both the 
incidence and severity of falls in hospital. Interventions 
to help reduce the risk of falls in hospital and care 
settings include supervised exercise, education about 
risk factors and multi-factorial interventions including 
risk assessment and multidisciplinary care.26 

NSW public hospitals have among the highest rate of 
falls resulting in patient harm in Australia. In 2014–15, 
there were 5.6 falls resulting in patient harm per 1,000 
hospitalisations  (Figure 3.21). 

Patient safety: Falls in hospital resulting in harm
NSW public hospitals had among the highest rate of falls resulting in harm 

Among NSW public hospitals classified as principal 
referral, major and district hospitals, there were more 
than 9,000 falls resulting in patient harm in 2014–15. 
The rate across these hospitals varied between 0 and 
21.8 per 1,000 hospitalisations (Figure 3.22). The data 
refer to crude rates that have not been adjusted for 
patient factors such as age and complexity.  

Falls resulting in harm are associated with longer 
hospital stays.27 In 2014–15, the average length of 
stay in NSW public hospitals for patients aged 75+ 
years who did not have a fall in hospital was 5.3 
days. However, among patients of the same age who 
experienced a fall in hospital resulting in harm, the 
average length of stay was 17.7 days (Figure 3.23).

*The variation in the rate of falls across hospitals 
could be influenced by coding practices and the 
extent of reporting.

Source: AIHW, Admitted patient care 2014–15: Australian hospital statistics.
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Figure 3.21 Falls in hospitals resulting in patient harm, per 1,000 hospitalisations, public hospitals, Australian 
states and territories, 2014–15

Source: Australian Institute of Health and Welfare, Admitted patient care 2014–15: Australian hospital statistics.

*The public hospital result calculated by BHI is slightly different to the AIHW result (5.5 and 5.6 per 1,000 hospitalisations, respectively).
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Hospital result relative to NSW:

Source:  NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence, NSW (BHI analysis).

Note: Only hospitals with at least 50 separations are included. For this indicator, since the public and private hospital fall rates are very different, the significance test for public hospitals was based on the 

overall public hospital rate rather than the NSW rate. The public hospital result calculated by BHI is slightly different to the AIHW result.
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Source:  NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis). 
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Figure 3.22 Falls in hospital resulting in patient harm, per 1,000 hospitalisations, NSW public hospital variation, 
principal referral, major and district hospitals, 2014–15

Figure 3.23 Average length of stay among patients aged 75+ years, NSW public hospitals, 2014–15

Source:  NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis). 

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Note: Only hospitals with at least 50 hospitalisations are presented. 

*The public hospital result calculated by BHI is slightly different to the AIHW result (5.5 and 5.6 per 1,000 separations, respectively).
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During childbirth, potentially avoidable complications 
can occur. These include laceration or tears of the 
perineum. Serious tears (categorised as third or fourth 
degree tears) are referred to as obstetric trauma and 
often require surgical repair and can have long-term 
consequences for mothers, such as ongoing pain 
and incontinence. 

Obstetric trauma occurred in 7.7 per 100 instrument-
assisted vaginal births (e.g. those using forceps or 
vacuum) in NSW in 2014–15. Among vaginal births 
that were not instrument-assisted, the rate of obstetric 
trauma was 2.6 per 100 births. Across comparator 
countries for both measures, NSW was placed mid-
range (Figure 3.24).

Patient safety: Maternity care
Rates of obstetric trauma were mid-range internationally

The rate of obstetric trauma during vaginal births with 
instrument decreased, from 8.1 per 100 vaginal births 
with instrument in 2010–11 to 7.7 per 100 in 2014–15. 
The rate was higher in public hospitals in 2014–15 
(9.2) than private hospitals (3.6) (Figure 3.25). The rate 
of obstetric trauma without instrument did not change 
during that period (2.5 to 2.6 per 100 vaginal births 
without instrument – data not shown). 

Across public hospitals, the rate of obstetric trauma 
ranged from 1.9 to 20.2 per 100 vaginal births 
with instrument, and 0 to 6.8 without instrument 
(Figure 3.26).
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Figure 3.24 Rates of obstetric trauma, vaginal delivery with and without instrument, public and private 
hospitals, NSW and comparator countries, 2013 (or nearest year)

Source: OECD Health Statistics 2016. NSW Perinatal Data Collection (SAPHaRI), Centre for Epidemiology and Evidence, NSW Ministry of Health (BHI analysis). 
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Rate per 100 vaginal deliveries with instrument

Vaginal deliveries

Public hospitals 7,523 7,869 8,026 7,882 8,056

Private hospitals 2,340 3,530 3,527 3,355 3,125

NSW 9,863 11,399 11,553 11,237 11,181

Obstetric trauma cases

Public hospitals 677 735 769 712 743

Private hospitals 119 185 163 142 113

NSW 796 920 932 854 856

Rate per 100 vaginal deliveries without instrument

Deliveries

Public hospitals 43,284 42,827 43,218 42,368 41,448

Private hospitals 5,961 10,389 10,770 9,965 9,382

NSW 49,245 53,216 53,988 52,333 50,830

Obstetric trauma cases

Public hospitals 1,163 1,198 1,266 1,205 1,232

Private hospitals 63 112 125 89 101

NSW 1,226 1,310 1,391 1,294 1,333

Source:  NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).  
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Figure 3.25 Rates of obstetric trauma, vaginal delivery with instrument, NSW public and private hospitals, 
2010–11 to 2014–15

Figure 3.26 Rates of obstetric trauma, vaginal delivery with and without instrument, NSW public hospital 
variation, rate per 100 vaginal deliveries, 2014–15

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis). 

Note: Only hospitals with at least 100 delivieries are presented.

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).
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Healthcare outcomes are commonly measured in 
terms of mortality, readmission rates, adverse events 
and survival. In recent years, however, there has been 
an increasing emphasis placed on developing patient-
reported outcome measures that help assess care 
effectiveness from the patient’s perspective. 

Patient surveys capture patients’ perspectives on 
outcomes that matter to them, and can capture 
the impact healthcare has on their pain, mobility, 
functional status and quality of life. 

The NSW Patient Survey Program includes a suite 
of questions on patient outcomes. In 2015, among 
adults admitted to a public hospital, 78% said that the 
care and treatment they received in hospital ‘definitely’ 
helped them. This ranged across hospitals, from 69% 
to 89% (Figure 3.27).

Patient survey data can supplement administrative 
records and incident reporting systems to provide 

Patient-reported outcomes and complications
About 15% of patients admitted to NSW public hospitals said they 
experienced a complication

additional information both on the incidence and 
impact of complications of care.28 

Among adults admitted to a NSW public hospital in 
2015, 15% said they had experienced a complication 
during or shortly after their hospital stay. This 
percentage ranged across hospitals, from 8% to 
22% (Figure 3.28). Of the patients who said they 
experienced a complication, 21% said it was ‘very 
serious’ and 42% said it was ‘fairly serious’ (data 
not shown). 

Self-efficacy is an important outcome for long-term 
patients. The Communication and Attitudinal Self-
Efficacy scale (CASE-Cancer) asks cancer patients 
to reflect on how confident they are in their ability to 
participate in their care. In 2015, 79% of patients in 
NSW said they were able to understand their doctor’s 
instructions and 75% said it was easy to participate in 
decisions about their treatment (Figure 3.29). 

NSW (78%)

0 10 20 30 70 80 90 10040 50 60

% of patients who said care 'definitely' helped

Significantly lower No significant difference Significantly higher

78 19 3

Yes, definitely Yes, to some extent No, not at all

Hospital result relative to NSW:

Figure 3.27 Percentage of adult admitted patients who said the care and treatment they received in hospital 
‘definitely’ helped them, NSW public hospital variation, 2015

Source: Bureau of Health Information Adult Admitted Patient Survey 2015.

Did the care and treatment you received in hospital help you?
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Source: Bureau of Health Information Adult Admitted Patient Survey 2015.
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Figure 3.28 Percentage of adult admitted patients who experienced a complication or problem during or 
shortly after their hospital stay, NSW public hospital variation, 2015

Source: Bureau of Health Information Adult Admitted Patient Survey 2015.

Did you experience a complication or problem during or shortly after your hospital stay?
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Figure 3.29 CASE-Cancer questions, patients in active treatment phase at time of survey completion, all 
response categories, NSW, 2015

Source: Bureau of Health Information Outpatient Cancer Clinics Survey 2015.
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Efficiency
Value for money

Efficiency refers to the extent to which healthcare 
makes the best use of available resources. It also 
relates to productivity, which is a measure of goods 
and services delivered per unit of resource. This 
acknowledges that a system or organisation that 
achieves more valued outcomes for each dollar or 
human resource invested is performing better, but that 
more services in isolation are not necessarily desirable.

Efficiency can be assessed by measuring volumes of 
outputs or services delivered, relative to the resources 
invested. It can also be captured by measures of 
duplication or waste. At a system level, efficiency 
reflects health outcomes by the resources invested.
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Total current health expenditure refers to the sum of 
spending on all health goods and services, excluding 
capital investment. In NSW in 2014–15, total current 
expenditure on healthcare was estimated at $46 
billion. This equates to $6,122 per person. 

Potential years of life lost (PYLL) is an outcome 
measure that broadly reflects how a healthcare 
system performs, capturing mortality that occurs 
before 70 years of age. When viewed in relation 
to input measures such as health expenditure per 
capita, PYLL measures provide insight into overall 
healthcare system efficiency. Compared with NSW, 
no comparator country spends less per person and 
has a lower level of PYLL (Figure 4.1). 

Value for money
No comparator country has lower spending and better health than NSW

NSW has lower overall expenditure on healthcare than 
comparator countries. While some of this is explained 
by differences in population size, most comparator 
countries spend more on healthcare per capita  
(Figure 4.2). 

Hospitals in NSW account for 44% of the state’s 
total healthcare expenditure. NSW spends a higher 
percentage of its total health dollars on hospitals than 
any comparator country (Figure 4.3).
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Figure 4.1 Total current public and private healthcare spending per person adjusted for cost of living, by 
potential years of life lost, NSW and comparator countries, 2014 (or nearest year)

Source: OECD, Health Statistics 2016. Australian Bureau of Statistics, Causes of Death (customised request). Australian Institute of Health and Welfare (customised request).
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Total expenditure (AU$ million) Expenditure per capita

United Kingdom $384,907

NSW $46,311

Australia $148,043

France $434,050

Canada $239,481

Sweden $73,669

Germany $621,850

Netherlands $133,485

Norway $46,859

Switzerland $83,359

United States $4,316,148

Source:  OECD Health Statistics 2016. AIHW health expenditure 2014–15 (customised request).
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Figure 4.2 Current expenditure on healthcare, and expenditure per capita, public and private, NSW and 
comparator countries, 2014

Figure 4.3 Percentage of total current healthcare expenditure accounted for by hospitals, public and private, 
NSW and comparator countries, 2014 (or nearest year)

Source: OECD Health Statistics 2016. Australian Institute of Health and Welfare (customised request).

Source: OECD Health Statistics 2016. Australian Institute of Health and Welfare (customised request).
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Comparisons of costs across jurisdictions for the 
same service can serve as a measure of how 
efficiently services are provided.

Variation in average hospital costs 
Average cost per patient for non-admitted emergency department visits was 
relatively low in NSW

In 2014–15, an emergency department (ED) visit in 
NSW for which patients were treated and discharged 
cost on average $377. Visits for which patients were 
treated and subsequently admitted to hospital cost on 
average $1,116 (Figure 4.4).

Source: Independent Hospital Pricing Authority, National Hospital Cost Data Collection, Public Hospitals Cost Report, Round 19 (Financial Year 2014–15).

Note: Independent Hospitals Pricing Authority use of terminology to describe mode of separation differs to that used by NSW health organisations. Emergency presentations are divided into adm

(where the patient went on to be admitted to hospital) and non-admitted (where the patient’s treatment was completed in emergency). This differs from definitions for mode of separation at BHI  which 

include: treated and admitted, treated and discharged, transferred and left without treatment.  
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Figure 4.4 Average cost of an emergency department presentation, and volume of patients, by admission 
status, public hospitals, Australian states and territories, 2014–15

Table 4.1  Volume of patients in emergency departments, Australian states and territories, 2014–15

Source: Independent Hospital Pricing Authority, National Hospital Cost Data Collection, Public Hospitals Cost Report, Round 19 (Financial Year 2014–15).

Note: Independent Hospital Pricing Authority use of terminology to describe mode of separation differs to that used by NSW health organisations. Emergency presentations are divi-
ded into admitted (where the patient went on to be admitted to hospital) and non-admitted (where the patient’s treatment was completed in emergency). This differs from definitions 
for mode of separation at BHI which include: treated and admitted, treated and discharged, transferred and left without treatment.

Source: AIHW, Emergency Department Care 2014–15: Australian hospital statistics.

NSW VIC QLD WA SA TAS ACT NT

Admitted 740,672 520,001 443,590 211,346 146,817 37,438 35,582 42,313

Non-admitted 1,769,934 961,454 839,293 547,894 291,479 104,060 84,688 86,925
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Source: Productivity Commission Report on Governent Services 2017, Volume E: Health, based on IHPA, National Hospital Cost Data Collection, (unpublished). 

Note: Excludes depreciation.
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Figure 4.5 Recurrent cost per admitted acute weighted separation, Australian states and territories, 2014–15

Source: Productivity Commission Report on Governent Services 2017, Volume E: Health, based on Independent Hospital Pricing Authority, National Hospital Cost Data 
Collection, (unpublished). 

Note: Excludes depreciation.

Across Australian states and territories, there was 
substantial variation in costs for both types of ED 
visits, with NSW at the lower end of the cost range for 
non-admitted ED visits and at the higher end of the 
cost range for admitted visits (Figure 4.4). 

The recurrent cost per admitted weighted separation 
refers to the cost of providing care for an admitted 
patient, adjusted for patient case mix. In 2014–15, it 
was $4,943 in NSW public hospitals (Figure 4.5).
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Average length of stay (ALOS) can be used as a 
measure of efficiency in hospitals, and more broadly 
in healthcare systems. Keeping patients in hospital 
only as long as is clinically beneficial reduces the cost 
per hospitalisation by shifting care from inpatient to 
less expensive post-acute care settings. However, 
premature discharge of clinically unstable patients 
may place them at higher risk of readmission and 
poor outcomes.1

Total ALOS measures generally do not take account 
of patient case mix, limiting the extent to which 
detailed and meaningful comparisons can be made. 
In 2014–15, the ALOS in NSW hospitals was 5.8 days, 
shorter than in most international comparators 
(Figure 4.6). 

Focusing on ALOS for specific patient groups is a 
way of reducing – but not entirely eliminating – the 
confounding effect of case mix on comparisons. 

Average length of stay in hospital
Average length of stay in NSW hospitals was shorter than in most 
comparator countries

In 2014–15, the ALOS in NSW for patients who had 
surgery was 3.9 days (5.0 for public and 3.3 for private 
hospitals). This varied across public hospitals, from 1 to 
6.3 days. Among patients admitted for non-surgical or 
medical care, the ALOS in NSW was 4.4 days (4.2 for 
public and 5.4 for private hospitals). This varied across 
public hospitals, from 1.4 to 5.9 days (Figure 4.7).    

A related measure, the relative stay index (RSI), makes 
some adjustment for patient characteristics and is 
used to compare public hospitals in Australia. The 
statewide RSI uses national data to determine an 
expected length of stay for NSW, given its patient 
mix, which is compared to the actual NSW length of 
stay. As long as service quality and outcomes are not 
negatively affected, RSIs less than 1.0 are desirable. 
In 2015–16, for the 1.9 million inpatient hospitalisations 
(data not shown), the RSI in NSW was 1.0 for medical 
hospitalisations and 1.1 for surgical hospitalisations 
(Figure 4.8).

Source: OECD Health Statistics 2016. AIHW Australian Hospital Statistics 2014–15.
Note: Excludes same-day separations. The results for Canada refer to average length of stay for curative (acute) care, resulting in an under-estimation.
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Figure 4.6 Average length of stay, public and private hospitals, NSW and comparator countries, 
2014 (or nearest year)

Source: OECD Health Statistics 2016. Australian Institute of Health and Welfare, Australian Hospital Statistics 2014–15.

Note: Excludes same-day separations. The results for Canada refer to average length of stay for curative (acute) care, resulting in an under-estimation.
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Figure 4.7 Average length of stay for surgical and medical patients, NSW public hospital variation, 2014–15

Figure 4.8 Relative stay index, by medical or surgical hospitalisation, public hospitals, Australian states and 
territories, 2015–16

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Note: Excludes same-day separations and lengths of stay exceeding 31 days.

Source: Australian Institute of Health and Welfare, Admitted patient care 2015–16, Australian hospital statistics.

http://www.bhi.nsw.gov.au/


93 Healthcare in Focus 2016 – How does NSW compare? bhi.nsw.gov.au

Births with minimal intervention, such as those led by 
midwives, result in good outcomes for mothers and 
babies and are less costly for health systems.2 NSW 
Health policy emphasises that maternity care should 
be woman-centred, supportive of spontaneous 
vaginal birth and use caesarean section only when 
medically necessary.3

Discharging women from hospital as soon as it is 
safe to do so enables them to recover and bond with 
their babies at home, and reduces the cost of more 
expensive acute care. However, this must be carefully 
weighed against the need to provide hospital care 
for as long as is medically necessary. Sufficient 
support must be provided to mothers and babies 
when they are discharged. Midwife home visits can 
provide this support. 

Efficient care: Maternity services
There is variation across hospitals in the proportion of mothers who have a vaginal 
birth and are discharged on the same day

In NSW, the ALOS following vaginal birth decreased 
from 3.1 days in 2004 (data not shown) to 2.6 days 
in 2014 (2.3 days in public and 3.8 days in private 
hospitals). Across public hospitals, this varied from 
1.6 to 6.5 days (Figure 4.9).  

In some cases, clinicians may consider it safe to 
discharge women on the same day they give birth. 
In NSW in 2014, for 7.5% of vaginal births, the 
mother was discharged on the same day (9% in 
public and 0.4% in private hospitals). Across public 
hospitals, this varied between 0% and 75%. The two 
outlier hospitals with a high proportion of same-day 
discharges have midwife-led models of maternity care 
for women at low risk of complications (Figure 4.10).   

Source: NSW Ministry of Health, extracted from SaPHaRI, Centre for Epidemiology and Evidence (BHI analysis). 

Note: Excludes same-day discharges.
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Figure 4.9 Average length of stay following vaginal birth, NSW public hospital variation, 2014

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis). 

Note: Excludes same-day discharges.

Hospital result
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Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis). 
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Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis). 
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Figure 4.10 Percentage of vaginal births in which the mother was discharged on the same day as the birth, 
NSW public hospital variation, 2014

Figure 4.11 Average length of stay following caesarean section, NSW public hospital variation, 2014

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

About one-third of births in NSW were by caesarean 
section in 2014 – 29% in public and 46% in private 
hospitals. The ALOS for caesarean section births 
decreased from 4.9 days in 2004 (data not shown) 
to 4.1 days in 2014 (3.7 in public and 5.1 in private 
hospitals). Across public hospitals, the ALOS in 2014 
ranged from 2.9 to 4.8 days (Figure 4.11).

Hospital result

Hospital result
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Cataracts develop when protein clouds the lens 
of the eye, restricting the amount of light that 
can pass through to the retina, making vision 
blurry. They mostly affect older people, and are 
estimated to account for 20% of vision impairment 
cases in Indigenous Australians and 14% in non-
Indigenous Australians.4 

Population ageing has increased prevalence of 
cataracts, and extractions are one of the most 
common surgical procedures performed in NSW. The 
number of cataract extractions increased from 68,559 
procedures in 2010–11 to 76,924 in 2014–15. In 
2010–11, more than 70% of procedures were carried 
out in private hospitals.   

Patients can have cataract surgery and generally be 
discharged from hospital on the same day, without 
compromising the safety or effectiveness of the 
procedure. This is also a more cost-effective option.5,6

Efficient care: Cataract surgery
Most patients who had cataract surgery in NSW were discharged from hospital 
on the same day

In 2015–16, 97% of cataract extractions in NSW were 
performed as a same-day procedure. NSW was mid-
range on this measure both internationally and when 
compared with other Australian states and territories 
(Figures 4.12 and 4.13). 

Across NSW public hospitals, the percentage of 
cataract extractions performed on a same-day basis 
varied between 52% and 100% in 2014–15. Private 
hospitals (98%) had a higher proportion of same-day 
procedures than public hospitals (95%) (Figure 4.14). 

The wide variation between public hospitals may 
reflect differences in patient case mix. Hospitals with 
a lower proportion of same-day procedures may 
have more patients with comorbidities or complex 
health needs.
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Figure 4.12 Percentage of cataract extractions performed as a same-day procedure, public and private 
hospitals, NSW and comparator countries, 2014 (or nearest year)

Source: OECD Health Statistics 2016. Australian Institute of Health and Welfare, Admitted Patient Care 2015–16: Australian hospital statistics.
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Source: AIHW, Admitted patient care 2015–16: Australian hospital statistics.
Note: Data for Tasmania, the Australian Capital Territory and the Northern Territory are for public hospitals only.
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Figure 4.13 Percentage of cataract extractions performed as a same-day procedure, public and private 
hospitals, Australian states and territories, 2015–16

Figure 4.14 Percentage of cataract extractions performed as a same-day procedure, NSW public hospital 
variation, 2014–15

Source: Australian Institute of Health and Welfare, Admitted patient care 2015–16: Australian hospital statistics.

Note: Data for Tasmania, the Australian Capital Territory and the Northern Territory are for public hospitals only.

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).
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Equity
Health for all, healthcare that’s fair

Equity refers to the extent to which healthcare is 
distributed fairly across society.1,2 However, because 
fairness is difficult to quantify, equity is often defined 
and measured by the absence of systematic 
differences – or disparities – between social groups.3

Disparities can be measured in terms of performance 
constructs of accessibility, appropriateness and 
effectiveness of healthcare services. Focusing on 
disparities rooted in socioeconomic differences, 
findings regarding equity are summarised in terms of 
the differences in healthcare performance between 
the most disadvantaged (low socioeconomic status 
– SES) and the least disadvantaged (high SES) 
quintiles in NSW.

Low SES groups have less positive results for: High SES groups have less positive results for:

• waiting times for elective surgery 

• affordability barriers to accessing care

• mothers breastfeeding upon hospital discharge

• obstetric trauma during vaginal deliveries 
with instrument

• sepsis after surgery.

• deep vein thrombosis after surgery

• patients reporting they saw health 
professionals practise hand hygiene 

• spending more than four hours in the 
emergency department (ED).

http://www.bhi.nsw.gov.au/
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The Australian Bureau of Statistics (ABS) defines 
socioeconomic disadvantage in terms of people’s 
access to material and social resources as well as 
their ability to participate in society.4

This chapter compares healthcare performance 
across five groups based on the Index of Relative 
Socioeconomic Disadvantage (IRSD) of residence at 
a postcode level. Each postcode in NSW is ranked 
by the IRSD score. Then five quintile groups are 
created so that each includes 20% of the NSW 
population – sorted from the most disadvantaged 
to the least disadvantaged areas. For ease of 
interpretation in this chapter, low SES refers to the 
most disadvantaged quintile and high SES refers to 
the least disadvantaged quintile.

Figure 5.1 shows the ratio of results for low to high 
SES group results, by the performance dimensions of 
accessibility, appropriateness and effectiveness, with 
high SES or above-average income as the reference 
group. A ratio greater than one indicates people living 
in the lowest SES areas have less positive results. A 
ratio less than one indicates people living in the lowest 
SES areas have more positive results. 

For measures drawn from the 2016 Commonwealth 
Fund International Health Policy Survey (marked with 
)̂, the ratio is based on people who identified as 

having below-average income compared with above-
average income. 

Equity
About Socioeconomic Status Quintiles
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Accessibilty

Spent over four hours in ED (treated and discharged patients)

Spent over four hours in ED (treated and admitted patients)

Did not start ED treatment in recommended time (urgent triage 3)

Did not start ED treatment in recommended time (semi-urgent triage 4)

Coronary artery bypass graft median waiting time 

Elective procedures not performed within recommended time

Left ED before starting or completing treatment

Total knee replacement median waiting time

Waited one month or more for elective surgery

Waited four weeks or more to see a specialist 

Most recent ED care could have been provided by GP 

Waited four hours or more to see GP for urgent medical care 

Needed to see GP after hours but did not

Cataract extraction median wait

Elective surgery median wait (all procedures)

Total hip replacement median wait  

Skipped consultation, test or prescription due to cost^

Had problems paying medical bills^

Could not get help when in emotional distress^

Appropriateness

Did not see nurses practise hand hygiene

Did not see doctors practise hand hygiene

No written information on hospital discharge^

Not always involved in decisions at hospital^

Purpose of medication not discussed before discharge^

Nurses did not check identification before medication/treatments/tests

Not involved enough in care decisions

No seven day follow-up following mental health-related hospitalisation

Receipt of contradictory information about infant feeding

Doctor did not answer questions clearly

Returned to ED within two days (of those who did not wait)

Hip fracture surgery wait of over two days

Receipt of contradictory information during labour/birth

Not full breastfeeding at hospital discharge

Receipt of contradictory information in ED care

Effectiveness

Post-operative deep vein thrombosis

Complications experienced (maternity patient-reported)

Psychiatric readmission within 28 days of discharge 

Post-operative pulmonary embolism

Readmission within 30 days of discharge - acute myocardial infarction 

Readmission within 30 days of discharge - hip fracture surgery

Complications experienced in hospital (patient-reported)

Readmission within 30 days of discharge - ischaemic stroke

Complications experienced (ED patient-reported)

Obstetric trauma (with instrument)

Post-operative sepsis
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Figure 5.1 Ratios of low to high socioeconomic status groups within NSW, by performance dimensions
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Overall, people in NSW have high levels of health. 
There are, however, differences within NSW and 
opportunities for health and access to healthcare 
are unevenly distributed across the population. For 
example, people who are from low SES areas have 
shorter life expectancy, higher levels of disease, and 
lower use of preventive health services than those 
from higher SES areas. 

The 2015–16 Australian Bureau of Statistics (ABS) 
Patient Experience survey results show unmet need 
occurs across the SES spectrum, in both primary 
and specialist care. However, a higher percentage 
of people in lower SES quintiles said it took more 
than four hours to get urgent care from their general 
practitioner (GP), compared with the high SES group. 
There was no clear relationship between SES and 
percentage of patients who reported that their most 
recent ED care could have been provided by a GP 
(Figure 5.2). 

Disparities in accessibility: Barriers to care
People from lower SES areas were more likely to report difficulties in 
accessing care

A higher percentage of people in lower SES quintiles 
said they needed to see a medical specialist but did 
not, and waited longer than they felt was acceptable 
for a specialist appointment (Figure 5.3).

Affordability is a barrier to access for the low SES 
group. A higher percentage of adults with below-
average income said they had foregone care due to 
cost (15%), and had problems paying medical bills 
(8%) than adults who reported above-average income 
(7% and 3% respectively). Of those with mental health 
needs, more adults with below-average income said 
they could not get help when they were in emotional 
distress (30%) compared to people with above-
average income (10%) (Figure 5.4).

Source: ABS, Patient Experience Survey 2015–16 (customised request).
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Figure 5.2 Percentage of people reporting barriers to accessing primary care, by socioeconomic status, 
NSW, 2015–16

Source: Australian Bureau of Statistics Patient Experience Survey 2015–16 (customised request).
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Source: ABS, Patient Experience Survey 2015–16 (customised request).
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Figure 5.3 Percentage of people reporting barriers to accessing specialist care, by socioeconomic status, 
NSW, 2015–16

Figure 5.4 Percentage of people reporting barriers to accessing care, by income group, NSW, 2016

Source: Australian Bureau of Statistics Patient Experience Survey 2015–16 (customised request).

Source: 2016 Commonwealth Fund International Health Policy Survey.

* Estimate is statistically significantly different from above-average income group.
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Timely treatment aims to ensure patients’ conditions 
do not deteriorate, and improves health outcomes. 

Upon arrival at the ED patients are allocated to one 
of five urgency (or triage) categories, each with a 
recommended time frame within which treatment 
should start (resuscitation: within two minutes; 
emergency: within 10 minutes; urgent: within 30 
minutes; semi-urgent: within 60 minutes and non-
urgent: within 120 minutes). 

In NSW in 2015–2016, most patients were treated 
within the recommended time for their triage category 
across all SES groups (Figure 5.5). The distribtion 
of triage categories within each quintile is similar 
(data not shown).   

Disparities in accessibility: 
Emergency department timeliness
A higher percentage of people from low SES areas spent four hours or less in the 
ED compared with people from high SES areas

A higher percentage of patients from lower SES 
areas spent four hours or less in the ED, regardless of 
whether they were admitted or not. Among patients 
from low SES areas, 75% spent four hours or less in 
the ED compared to 71% from high SES areas (Figure 
5.6). There is some variation in the percentage of 
patients admitted by SES. Across the quintiles, the 
proportion of patients who were treated and admitted 
was similar (data not shown).

Patient-reported responses show similar results. 
Among those from low SES areas, 66% reported 
spending less than four hours in the ED, compared 
with 61% of people from high SES areas. Across all 
quintiles, eight in 10 patients said their departure was 
not delayed (Figure 5.7).

Source: NSW Health, Emergency Department Data Collection.
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Figure 5.5 Percentage of emergency department visits for which the time to start treatment was within 
recommended timeframes, by triage category and socioeconomic status, NSW public hospitals, 
2015–16

Source: NSW Health, Emergency Department Data Collection.

Note: Triage 1 patients are the most urgent and almost all are treated within two minutes. Clinicians treating them are focused on providing immediate and essential care, rather than 
recording times, therefore times to start treatment are generally not reported. 
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Source: NSW Health, Emergency Department Data Collection.
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* Estimate is statistically significantly different from quintile 5 (high SES).
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Figure 5.6 Percentage of patients who spent four hours or less in the emergency department, by separation 
mode and socioeconomic status, NSW public hospitals, 2015–16

Figure 5.7 Percentage of patients who said they spent less than four hours in the emergency department and 
who said their departure was not delayed, NSW public hospitals, 2015

Source: NSW Health, Emergency Department Data Collection.

Source: Bureau of Health Information Emergency Department Patient Survey 2015.

* Estimate is statistically significantly different from Quintile 5 (high SES).
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Elective surgical procedures performed in NSW public 
hospitals are classified into three urgency categories, 
each with a clinically recommended maximum time 
by which procedures should be performed: urgent 
(30 days); semi–urgent (90 days); and non–urgent 
(365 days). 

In 2015–16, almost all (97%) of elective surgical 
procedures in NSW public hospitals were performed 
within these time frames, regardless of SES. 
Performance has improved since 2011–12, when 
9.8% of procedures were not completed within 
recommended times for the second-lowest SES 
quintile (Figure 5.8). 

Across the SES quintiles in 2015–16, the proportion 
of surgical procedures that were urgent was slightly 
lower in the low SES group (20%) than in the high 
SES group (26%) (data not shown). Among patients 
waiting for non-urgent surgery in public hospitals, 

Disparities in accessibility:  
Timeliness of elective surgery
Low SES is associated with longer waiting times

those from low SES areas had median waiting times 
that were almost twice as long as those for patients 
from high SES areas (Figure 5.9).  Differences by SES 
group were less pronounced or did not exist within 
hospitals (data not shown). Disparities in elective 
surgery waiting times appear to be a reflection of 
hospital performance. People living in lower SES 
areas tended to be admitted to hospitals with longer 
median waiting times.   

Differences by SES in waiting times vary by 
procedure. For coronary artery bypass grafts, 
median waiting times were similar for all SES groups.  
However, the difference was 100 days or more in 
median waiting times for hip replacement (236 days 
for people from low SES areas and 131 days for 
people from high SES areas) and cataract extraction 
procedures (245 and 144 days respectively). The 
disparity in waiting time for knee replacements 
narrowed between SES groups between 2011–12 
and 2015–16 (Figure 5.10).

Source: NSW Ministry of Health, Waiting List Collection On-line System (extracted 15 January 2017)
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Figure 5.8 Percentage of procedures for which elective surgery was not completed within the recommended 
time, by socioeconomic status, NSW public hospitals, 2011–12 to 2015–16

Source: NSW Ministry of Health, Waiting List Collection On-line System.
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Source: NSW Ministry of Health, Waiting List Collection On-line System.
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Figure 5.9 Median waiting times for selected elective non-urgent surgical procedures, by socioeconomic 
status, NSW public hospitals, 2011–12 to 2015–16

Figure 5.10 Median waiting times for selected elective surgical procedures, by socioeconomic status, NSW 
public hospitals, 2011–12 to 2015–16

Source: NSW Ministry of Health, Waiting List Collection On-line System.

Source: NSW Ministry of Health, Waiting List Collection On-line System.
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Measures of appropriateness assess whether 
healthcare services are delivered in ways that are 
in accordance with evidence-based guidelines, are 
technically proficient and responsive to patients’ 
expectations and needs.

Evidence-based guidelines recommend that patients 
who suffer a hip fracture should undergo surgery 
within two days of admission to hospital. In 2014–15 in 
NSW, 73% of hip fracture procedures for people aged 
65+ years were performed within two days. Across 
SES groups, this percentage ranged from 69% to 
80% (Figure 5.11). 

Disparities in appropriateness: Right care
A higher percentage of patients from high SES areas received hip fracture surgery 
within two days of hospital admission

For maternity patients, appropriate care includes 
providing support to mothers to help them establish 
breastfeeding. In 2015, fewer NSW infants from low 
SES areas (71%) were exclusively breastfed at hospital 
discharge than infants from high SES areas (85%) 
(Figure 5.12).

For mental health, appropriate care extends to 
providing support to patients in the community 
after they are discharged from hospital. There was 
little difference between people from the lowest 
and highest SES groups regarding follow-up in 
the community within a week of discharge from a 
psychiatric inpatient unit (Figure 5.13).

Source:  NSW Ministry of health, extracted from SAPHaRI, Centre for Epidemiology and Evidence, NSW (BHI Analysis).
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Figure 5.11 Percentage of patients receiving hip fracture surgery within two days, for people aged 65+ years, 
by socioeconomic status, NSW public and private hospitals, 2014–15

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Note: *Estimate is statistically significantly different from Quintile 5 (high SES).
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Source:  NSW Ministry of health, extracted from SAPHaRI, Centre for Epidemiology and Evidence, NSW (BHI Analysis).

Note: *estimate is statistically significantly different from quintile 5 (high SES).
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Figure 5.12 Percentage of infants breastfeeding or receiving infant formula only at discharge, 
by socioeconomic status, NSW public hospitals, 2015

Figure 5.13 Percentage of patients who had community follow-up within first seven days of discharge from a 
psychiatric inpatient unit, by socioeconomic status, NSW, 2014–15

Source:  NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Note: *Estimate is statistically significantly different from Quintile 5 (high SES).

Source: Productivity Commission Report on Government Services 2017, Volume E: Health.
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Effective care makes a difference to patients’ health 
and wellbeing. Effectiveness measures can focus on 
complications and other poor outcomes. 

Rates of complications vary by SES. Compared 
with patients from high SES areas, a lower rate of 
patients from low SES areas developed a deep vein 
thrombosis (DVT), but a higher rate developed sepsis 
following surgical procedures (Figure 5.14).

A higher percentage of mothers from lower SES 
areas experienced obstetric trauma during vaginal 
deliveries with instrument (deliveries assisted by 

Disparities in effectiveness: Complications  
Low SES is associated with higher rates of sepsis, but lower rates of deep vein 
thrombosis and pulmonary embolism

the use of forceps and vacuum) compared with 
those from the high SES areas (8.2% and 6.3%, 
respectively) (Figure 5.15). 

Patient survey data show that among adults admitted 
to a NSW public hospital in 2015, 15% said they 
experienced a complication during or soon after 
their hospital stay. In comparison to adult admitted 
patients, fewer ED patients (8%) and more maternity 
patients (22%) said they experienced a complication 
(data not shown). However, results did not differ 
significantly by SES (Figure 5.16). 

Source:  NSW Ministry of health, extracted from SAPHaRI, Centre for Epidemiology and Evidence, NSW (BHI Analysis).
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Figure 5.14 Rates of post-operative complications, by type and socioeconomic status, NSW public and 
private hospitals, 2014

Source:  NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Note: *Estimate is statistically significantly different from Quintile 5 (high SES).
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Source:  NSW Ministry of health, extracted from SAPHaRI, Centre for Epidemiology and Evidence, NSW (BHI Analysis).
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Figure 5.15 Percentage of vaginal births with instrument, with third or fourth degree obstetric trauma, by 
socioeconomic status, NSW public and private hospitals, 2010–11 to 2014–15

Figure 5.16 Percentage of patients who said they had experienced any complication, by socioeconomic status, 
NSW public hospitals, 2015

Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis).

Source: Bureau of Health Information Emergency Department Patient Survey 2015, Adult Admitted Patient Survey 2015, and Maternity Survey 2015.
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Patient-centred care is a key aspect of health 
care quality, and measurement of patient 
experiences is increasingly valued as a basis for 
performance assessment.5,6

The NSW Patient Survey Program captures 
experiences of care in public hospitals. The following 
summary includes reported patient experiences for 
121 measures for patients who were admitted to 
hospital, who visited EDs and who used maternity 
services. It addresses the following questions: 

• Do people from lower SES areas have less positive 
experiences of care?

• Which measures have the widest gaps? 

• Do disparities in patient experience across SES 
groups depend on the type of care?

Disparities in patient experience
Low SES is associated with less positive experiences for many measures

Patients living in the lowest SES quintile had 
significantly less positive experiences compared with 
those in the highest SES quintile on over 20% of all 
measures (28 of 121) (Figure 5.17).  

Patterns of disparities differed by aspect of care. 
There were more significant differences for access 
and timeliness measures and overall experience 
(Figure 5.18).

The 15 questions with the largest percentage point 
gaps (10 percentage points or more) are shown in 
Figure 5.19. Mothers from low SES areas reported 
significantly less positive experiences for several 
measures. The only responses that were significantly 
more positive among people from low SES areas 
related to hand hygiene by health professionals.

Source: NSW Health, Emergency Department Data Collection.

Sources: BHI, Emergency Department Patient Survey 2015–16. Adult Admitted Patient Survey 2015, and Maternity Survey 2015.
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Sources: BHI, Emergency Department Patient Survey 2015–16. Adult Admitted Patient Survey 2015, and Maternity Survey 2015.
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Figure 5.19 Summary of differences of 10 percentage points or more in patient experience, by selected 
surveys, NSW, 2015

Source: Bureau of Health Information Emergency Department Patient Survey 2015, Adult Admitted Patient Survey 2015, and Maternity Survey 2015.

Source: Bureau of Health Information Emergency Department Patient Survey 2015, Adult Admitted Patient Survey 2015, and Maternity Survey 2015.

Note: *Estimate is statistically significantly different from Quintile 5 (high SES).
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Sustainability
Caring for the future

Sustainability refers to the extent to which healthcare 
systems function in ways that meet patients’ current 
health and healthcare needs without compromising 
the ability to meet needs in the future.1 Sustainable 
systems adapt to changing circumstances, 
constraints, opportunities and demands.

There are very few direct measures of sustainability, 
and so assessment often focuses on utilisation of 
processes and interventions that have been proven to 
improve efficiency, impact and productivity. 
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Gross domestic product (GDP) measures national 
income. It refers to the total market value of goods 
and services produced in the country after deducting 
the cost of goods and services used in the process 
of production, but before deducting allowances for 
the consumption of fixed capital. Gross state product 
(GSP) provides the same measure for state income. 

Changes in the proportion of GDP or GSP a country 
or state spends on healthcare can depend on both 
fluctuations in the rate of health spending as well as 
growth in the economy as a whole.2

In NSW, the proportion of GSP dedicated to 
healthcare spending increased by 1.3 percentage 
points between 2004–05 and 2014–15 (from 7.7% 
to 9.0%). This increase is similar to that seen in other 
developed healthcare systems, where changes varied 
from 0.5 to 2.9 percentage points. The proportion of 
spending on health as a share of GDP varied across 
comparator countries, from 9% in Australia to 16.6% 

Sustainable healthcare resourcing
NSW health spending as a share of gross state product is rising

in the United States (Figure 6.1). Higher expenditure 
on healthcare does not necessarily equate to better 
health outcomes.

The Productivity Commission reports on cost per 
admitted patient separation with two measures. 
Recurrent cost per weighted separation is the average 
cost of providing care for an admitted patient adjusted 
for case mix.3 In 2014–15 in NSW, this was $4,943 
(Figure 6.2). 

Capital costs per weighted separation is calculated 
as capital, labour and material costs divided by the 
number of weighted separations.3 Capital costs refer 
to the cost of buildings, equipment and other one-off 
material purchases. A weighted separation refers to 
a unit of hospital activity. In NSW, indicative estimate 
of capital cost was $901 per weighted separation in 
2014–15 (Figure 6.3).

▲1.3 ▲0.9 ▲0.5 ▲1.5 ▲2.6 ▲0.9 ▲2.4 ▲0.9 ▲1.0 ▲2.9 ▲1.0 ▲2.1

Source: OECD Health Statistics 2016, AIHW customised request 2017.
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comparator countries, 2004 and 2014 (or nearest year)

Source: OECD Health Statistics 2016, AIHW customised request 2017.
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Source: Productivity Commission, Report on Government Services 2017: Volume E: Health, based on State and Territory governments (unpublished); IHPA, National Hospital Cost Data Collection, 
(unpublished).

548
608

763 765

867

1,075
1,120

901

0

200

400

600

800

1000

1200

QLD NT SA TAS VIC ACT WA

C
ap

ita
l c

os
ts

 p
er

 w
ei

gh
te

d 
se

pa
ra

tio
n 

($
)

NSW

Source: Productivity Commission, Report on Government Services 2017: Volume E: Health, based on Independent Hospital Pricing Authority, National Hospital Cost Data Collection (unpublished).

4,442
4,897

5,165

5,708
6,124

6,637 6,734

4,943

0

1000

2000

3000

4000

5000

6000

7000

8000

VIC QLD TAS SA WA ACT NT

C
os

t (
$)

 p
er

 h
os

pi
ta

lis
at

io
n

NSW

Figure 6.3 Indicative estimates of capital costs per weighted separation, Australian states and territories, 
2014–15

Source: Productivity Commission Report on Government Services 2017: Volume E: Health, based on state and territory governments (unpublished); Independent Hospital Pricing                 
Authority, National Hospital Cost Data Collection (unpublished).

Figure 6.2 Recurrent cost per admitted acute weighted separation, Australian states and territories, 2014–15

Source: Productivity Commission, Report on Government Services 2017: Volume E: Health, based on Independent Hospital Pricing Authority, National Hospital Cost Data 
Collection (unpublished).

Note: Excludes depreciation.
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The drive to improve sustainability in healthcare 
systems is fuelled by constrained growth in resources 
available to deliver healthcare, and growing demand 
for services. Demographic trends with an increasing 
proportion of older people is often cited as an 
important sustainability issue because healthcare 
expenditure is generally higher in older people. 
There are, however, a number of studies that show 
population ageing, on its own, is a modest driver of 
increasing healthcare expenditure.4

In NSW between 2004–05 and 2014–15, the 
percentage of the population aged 65+ years 
increased from 13% (893,353 people) to 16% 
(1,177,990 people). Over the same period, the share 
of all hospitalisations that were for patients aged 65+ 
years increased from 37% to 44%. Between 2005–06 
and 2015–16, the share of emergency department 
(ED) visits that were for this age group increased from 
20% to 22% (Figure 6.4).

An increasing demand for healthcare
Population ageing is among the drivers of rising healthcare need

Categorising the reasons for hospitalisation using the 
International Classification of Disease (ICD) scheme, 
hospitalisations for most chapters increased between 
2004–05 and 2014–15. Only for four chapters – 
cancer (neoplasms); circulatory diseases; maternal, 
neonatal and congenital conditions; and digestive 
system diseases – was a decrease recorded. At a 
more specific diagnosis level, the steepest increase 
was observed in dialysis hospitalisations (Figure 6.5).

In NSW in 2015–16, 209,968 people (3% of the 
population) visited an ED three or more times, 
accounting for 35% of all visits during the year. For 
hospitalisations, 97,327 people (1% of the population) 
were hospitalised overnight three or more times 
during 2014–15, accounting for 410,516 overnight 
hospitalisations (33% of all overnight hospitalisations) 
and 3.3 million bed days (47% of total bed days, data 
not shown) (Figure 6.6).
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Source: NSW Ministry of Health, extracted from SAPHaRI, Centre for Epidemiology and Evidence (BHI analysis). 
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The unnecessary use of ambulance services has 
been cited in some healthcare systems as a challenge 
in the sustainable use of emergency resources. 
However, there are variations in the definition of 
‘appropriate’ use of services.5 

In some healthcare systems, less urgent patients 
are transported to hospital by ambulance, when 
many could be managed without the use of 
emergency services.

In 2015–16 across NSW, 2,164 people per 100,000 
population arrived at EDs by ambulance and were 
classified as lower urgency triage categories 4 and 5 
(Figure 6.7). 

Sustainable use of ambulance services
The use of ambulance services for patients with non-urgent conditions has 
decreased substantially

The Non-Emergency Patient Transport service (now 
called Patient Transport Services) was implemented in 
NSW in 2014. It is intended to transport eligible, non-
urgent patients to or from hospitals, or rehabilitation 
units, to reduce the burden on ambulance services. 
Since its introduction, there has been a reduction 
in the volume of non-urgent ambulance responses, 
from 49,066 in the January to March quarter of 
2014, to 9,329 in the corresponding quarter in 2017 
(Figure 6.8). 

Over the same period, there was an increase in the 
proportion of non-urgent ambulance responses 
resulting in transportation to hospital (Figure 6.9).

Note: Rates calculated using ABS population figures, based on the average of the four quarters of each financial year.         

Source: Productivity Commission, Report on Government Services 2017. Volume E: Health, based on AIHW 2016, Emergency department care 2015–16: Australian hospital statistics 
(BHI analysis using ABS population statistics).
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Source: NSW Ambulance Computer Aided Dispatch system.
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Public hospital EDs provide potentially life-saving 
care for acutely unwell patients, and often act as an 
entry point to inpatient services. Upon arrival, nurses 
assess patients and place them in one of five triage 
categories based on the urgency of their condition: 
Resuscitation; Emergency; Urgent; Semi-urgent; and 
Non-urgent. 

EDs are increasingly under pressure due to a rise in 
demand, growing patient complexity and high bed 
occupancy rates, which can result in ‘access block’ 
for patients requiring admission.6 Many triage category 
4 and 5 patients can safely receive healthcare in a less 
resource-intensive primary care setting.7,8

The number of ED presentations increased by 32% 
between 2010–11 and 2015–16. There was an 
increase in all triage categories. In 2015–16, there 
were 15,767 ED presentations per 100,000 population 
classified as triage categories 1–3, and 19,745 per 
100,000 population classified as triage categories 4 
and 5 (Figure 6.10). 

Increasing use of emergency departments 
There is a strong association between increases in ED presentations and 
population growth

In some other jurisdictions, category 4 and 5 ED 
presentations decreased during the same period. 
Data from the 2015 Emergency Department Patient 
Survey show that 10% of patients said they ‘definitely’ 
visited the ED for a condition that could have 
been treated by a general practitioner (GP) (Data 
not shown). 

At the same time, the number of visits to GPs is also 
growing. The number of visits to GPs per 100,000 
population in NSW increased 11%, from 561,357 
in 2010–11 to 621,465 in 2015–16. This was the 
highest rate of non-referred attendances in Australia 
(Figure 6.11).  

There is a linear relationship between rising ED 
presentations and population growth (Figure 6.12). 
There is also increasing acuity among patients 
presenting to EDs, presenting an ongoing challenge 
for service delivery (Figure 6.10).

Note: Rates calculated using ABS population figures, based on the average of the four quarters of each financial year.

Source: Productivity Commission, Report on Government Services 2017. Volume E: Health, based on AIHW 2016, Emergency department care 2015–16: Australian hospital 
statistics (BHI analysis).
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Note: Rates calculated using ABS population figures, based on the average of the four quarters of each financial year.
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Source: Department of Health, General Practice Workforce Statistics (BHI analysis).

Note: Rates calculated using ABS population figures, based on the average of the four quarters of each financial year. Non-referred attendance services represent the majority of Medicare

 items claimed by GPs. 
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Figure 6.12 Emergency department presentations and population growth, NSW public hospitals, 
2010–11 to 2014–15

Source: Department of Health, General Practice Workforce Statistics (BHI analysis).

Note: Rates calculated using ABS population figures, based on the average of the four quarters of each financial year. Non-referred attendance services represent the majority of 
Medicare items claimed by GPs.

Source: NSW Health, Emergency Department Data Collection. ABS Estimated Resident Population statistics.

Note: Data should be interpreted with caution as emergency department coverage increased over the same period of time, from 84% in 2010–11 to 95% in 2014–15.

R² = the coefficient of determination, a measure of the proportion of variance in the outcome variable explained by the predictor variable.
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Long-term follow-up of cancer survivors has 
historically been delivered by specialists in cancer 
outpatient clinics. However, evidence suggests that 
cancer survivors can safely and effectively receive 
follow-up in primary care with referral to a specialist 
clinic only when necessary. When comparing cancer 

Sustainable use of cancer services
Half of NSW patients who visited cancer outpatient clinics attended 
for long-term follow-up

follow-up in primary care and secondary care, there is 
no difference in patient wellbeing, cancer recurrence 
rate, survival, the occurrence of serious clinical events, 
diagnostic delay, patient satisfaction and health-related 
quality of life.9,10 The cost of follow-up in primary care is 
lower for both patients and health services.11 
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A 2015 survey of outpatient cancer clinic patients 
found that half said they attended a cancer clinic for 
long-term follow-up. This varied across hospitals, from 
22% to 65% (Figure 6.13).

In the same survey, 52% of those patients attending 
for long-term follow-up said they had been attending 
the clinic for two years or more (local health district 
[LHD] range 24% to 61%)  (Figure 6.14). 
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Telehealth refers to the use of information and 
communication technology to assist in the diagnosis 
and treatment of patients remotely. It is increasingly 
being used to deliver healthcare, particularly in more 
remote parts of Australia where there is a shortage of 
healthcare workers.  

Telehealth has the potential to improve access so 
that patients are spared the cost and inconvenience 
associated with travelling long distances for 

Increasing use of telehealth services 
The use of telehealth has been rapidly growing in NSW

healthcare. It may contribute to decreasing health 
disparities between rural and urban populations, 
and improving rural medical workforce recruitment 
and retention by providing professional development 
opportunities.12 The use of such technology to help 
people self-manage chronic disease at home has 
been shown to reduce healthcare costs, hospital 
admission and length of stay and mortality.13,14

Volume

2011–12 541 5,588 146 4,168 1,169 2,168 2,237

2015–16 5,188 34,792 1,671 30,711 6,214 18,697 5,837

Source: Medicare Australia.
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Figure 6.15 Telehealth video consultation services per 100,000 population, Australian states and territories, 
2011–12 and 2015–16

i  Eligibility for Medicare telehealth services is restricted, based on the Australian Standard Geographical Classification Remoteness Area (ASGC RA) system. Telehealth-eligible 
areas are outside RA1 – major cities. This may partially explain some of the differences between jurisdictions in the use of telehealth services. 

Source: Medicare Australia.

Note: There is a substantial number of telehealth consultations in NSW that are not claimed for under MBS, however these data are not routinely collected or reported.
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Volume

2011–12 452 92 2,416 1,105 2,622 1,404 1,903

2015–16 3,430 657 12,715 3,249 14,406 9,528 2,669

Source: Medicare Australia.

181

646

272 259

188
154

107

0

100

200

300

400

500

600

700

800

900

1,000

TAS NT QLD SA VIC WA

R
at

e 
pe

r 
10

0,
00

0 
po

pu
la

tio
n

2015–16 2011–12

NSW

Figure 6.16 Telehealth patient-end support services per 100,000 population, Australian states and territories, 
2011–12 and 2015–16

Source: Medicare Australia.

Note: There is a substantial number of telehealth consultations in NSW that are not claimed for under MBS, however these data are not routinely collected or reported.

Telehealth encompasses two main types of services: 
video conslutations and patient-end services. Video 
consultations are used for communication between 
patients and specialists. In NSW, there were 391 
telehealth video consultations per 100,000 population 
in 2015–16. This represented a six-fold increase from 
56 per 100,000 population in 2011–12 (Figure 6.15). 

Patient-end services are those in which specialists 
interact with patients, who are also supported by 
other health professionals providing face-to-face 
clinical support during the video consultation. In NSW, 
there were 181 patient-end support services provided 
per 100,000 population in 2015–16. This represented 
a six-fold increase over the rate of 34 per 100,000 
population in 2011–12 (Figure 6.16).i
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Health system sustainability is dependent on an 
appropriately skilled and engaged workforce. 
Recruitment and retention of healthcare workers, 
particularly in rural and remote areas, is challenging 
for many countries, including Australia.     

NSW is mid-range with respect to international 
comparators when it comes to the number of 
practising doctors per capita. In 2015, there were 3.7 
doctors per 1,000 population in NSW (Figure 6.17).

A sustainable healthcare workforce
NSW had the lowest number of nurses per capita in Australia

The number of nurses in NSW rose from 1,110 to 1,138 
per 100,000 population between 2011 and 2015. 
During the same period, the number of doctors rose 
from 353 to 369 per 100,000 population (Figure 6.18).  

Staff survey results in NSW have been used to create 
a ‘staff engagement index’. The engagement index 
assesses the extent to which staff have a sense of 
personal attachment to their work and organisation, 
are motivated, and able to give their best to help 
the organisation succeed. In 2016, the employment 
engagement index for NSW Health was 65%. Across 
LHDs, this ranged from 58% to 74% (Figure 6.19).

Source: OECD Health Statistics, Productivity Commission Report on Government Services 2017, Volume E: Health.
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Figure 6.18 Nurses and medical practitioners per 100,000 population, Australian states and territories, 
2011 and 2015

Figure 6.19 Employee engagement index, by local health district, NSW, 2016

Source: Productivity Commission Report on Government Services 2017: Volume E. AIHW (unpublished) National Health Workforce Data Set; AIHW (unpublished) Medical Labour 
Force Survey; AIHW (unpublished) Nursing and Midwifery Labour Force Survey; ABS (2015 and previous years) Australian Demographic Statistics.

Note: Data for medical practitioners include those who are employed in medicine and exclude those on extended leave and/or looking for work. Data for nurses include registered 
and enrolled nurses and midwives who are employed in nursing, and exclude nurses and midwives on extended leave.

Source: NSW People Matter Employee Survey 2016.
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Appendix 1
International comparisons

Measures for which NSW was among the top 25%, middle 50% or bottom 25% of international comparators, 
and international average

Measure NSW value Country average

Very easy to get out-of-hours care (%)^ 21 14

Waited less than one month for elective surgery (%)^ 66 46

Influenza vaccination adults 65+ years (%) 72 45

Discussed treatment options for chronic condition (%)^ 69 56

Provided a written plan for chronic condition (%)^ 50 37

Medication review for adults on two or more medications (%)^ 80 68

Given wrong medication or dose (%)^ 3 5

Purpose of medication discussed before hospital discharge (%)^ 89 78

‘Definitely’ involved in decisions about treatment in hospital (%)^ 73 58

GP was up-to-date following hospital care (%)^ 89 75

Hospital arranged follow-up care (%)^ 90 73

Nurses ‘always’ treated you with courtesy and respect (%)^ 86 67

Average length of stay (days) 6 8

Cataract same-day surgery (%) 97 68

Waited four hours or more in ED (%)^ 8 10

Waited less than four weeks to see a specialist (including no wait) (%)^ 56 54

Skipped consultation, test or prescription due to cost (%)^ 10 13

Had problems paying medical bills (%)^ 5 8

‘Frequently or occasionally’ had tests that seemed unnecessary (%)^ 7 9

Written information on hospital discharge (%)^ 85 76

Coronary artery bypass graft surgery median wait (days) 28 22

Medical mistake in treatment or care (%)^ 5 7

Hip fracture surgery within two days 65+ years (%) 70 76

Caesarean section (%) 32 28

Deaths from acute myocardial infarction (rate per 100,000 population) 37 42

Deaths from cerebrovascular diseases (rate per 100,000 population) 49 66

Obstetric trauma with instrument (rate per 100 births) 8 7

Obstetric trauma without instrument (rate per 100 births) 3 2

Hip replacement surgery median wait (days) 207 108

Knee replacement surgery median wait (days) 291 140

Cataract surgery median wait (days) 222 94

Could not get help from a professional when in emotional distress (%) 22 16

Vaccination in children (%) 90 93

Breast screening 50–69 years (%) 51 57

Post-operative PE/DVT following hip and knee surgery (crude rate per 100,000) 2,490 854

Post-operative sepsis following abdominal surgery (crude rate per 100,000) 2,516 1891

Post-operative retained foreign body (crude rate per 100,000)  10 6

Number and % of measures for which NSW is in the top 25% of available comparators 14 38%

No difference detected 14 38%

Number and % of measures for which NSW is in the bottom 25% of available comparators 9 24%

Total measures 37

^ Source: Commonwealth Fund International Health Policy Survey 2016, based on Australia and 10 other countries.For all other measures, data are sourced from OECD Health Statistics 
2015, based on 35 countries, although the number of country comparators varies by measure. The most recent values are based on data from 2012, 2013, or 2014 depending on the 
measure and country. NSW values were calculated for the same year as the most recent country comparator. See the technical supplement for data sources and methods for NSW results. 
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ABS – Australian Bureau of Statistics

ACT – Australian Capital Territory
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ALOS – Average Length of Stay 
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BHI – Bureau of Health Information

CEC – Clinical Excellence Commission
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About the Bureau of Health Information

The Bureau of Health Information (BHI) is a board-
governed organisation that provides independent 
information about the performance of the NSW 
public healthcare system. 

BHI was established in 2009 to provide system-
wide support through transparent reporting. 

BHI supports the accountability of the healthcare 
system by providing regular and detailed 
information to the community, government and 
healthcare professionals. This in turn supports 
quality improvement by highlighting how well the 
healthcare system is functioning and where there 
are opportunities to improve. 

BHI manages the NSW Patient Survey Program, 
gathering information from patients about  
their experiences in public hospitals and other 
healthcare facilities. 

BHI publishes a range of reports and tools that 
provide relevant, accurate and impartial information 
about how the health system is measuring up in 
terms of:  

• Accessibility – healthcare when 
and where needed

• Appropriateness – the right healthcare, 
the right way

• Effectiveness – making a difference 
for patients

• Efficiency – value for money

• Equity – health for all, healthcare that’s fair

• Sustainability – caring for the future

BHI’s work relies on the efforts of a wide range 
of healthcare, data and policy experts. All of our 
assessment efforts leverage the work of hospital 
coders, analysts, technicians and healthcare 
providers who gather, codify and report data. 
Our public reporting of performance information 
is enabled and enhanced by the infrastructure, 
expertise and stewardship provided by colleagues 
from NSW Health and its pillar organisations. 

bhi.nsw.gov.au
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