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FOREWORD

Hedthisavitd issuefor usdl. If we arewdl, we are able to celebrate, contribute, participate and
enjoy lifefor oursalves, our families and our friends. Being hedthy helps us have the energy to
undertake education, find satisfying employment, enjoy recreation and have fulfilling rdationships and
lives.

This document draws on dl the information available about the hedth of ACT residents to give usthe
firs comprehengve sngpshat of the hedlth of our community.

The report shows that, in most cases, we do compare well with other parts of Audrdia. Thisis partly
due to our dean environment and high levels of education and employment, as well asthe excellent
hedth facilitiesthat ACT residents enjoy. But improvement is aways possible, and with innovation and
reform, we can address the problem areas that this report identifies. Our hedth system will continue to
improve as these changes are implemented.

Thisisthefirst of aseries of publications on our hedth Satus. If we are to continue to improve the level
of hedlth sarvicesto the resdents of the ACT and surrounding region, it isimportant that we have up to
date information on our hedlth and well-being. Asagovernment we believe that improving the headth of
the community isjust asimportant as baancing the budget and finding jobs for the unemployed.

Kate Carndl
Minigter for Health and Community Care
October 1995
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SUMMARY

Thisreport isan initid overview of the hedth satus of ACT resdents. Where dataare availaole, it
showshow ACT resdents rate in terms of their hedlth, compared to their hedlth statusin the past and
to therest of Audrdianow. It amsto inform the community and assst ACT planners and policy
makers of hedth services, by aerting them to mgor patterns of ill-hedth and untimely desth in the
Territory. Thiswill give them abasis for the development of future appropriate hedth programs
targeting areas of grestest need.

The Nationd Goals and Targets project has clearly identified the lack of relevart,

co-ordinated data as being amgor concern in the achievement and monitoring of improved hedth
datus. Like other states and territories, the ACT aso hasthis problem. With arecognition of the need
for adequate data, systems should be developed to counteract the problems, and future publications
will hopefully, reflect the richer data collections to be indtituted.

The hedth status of people is dependent on more than just individua physical and menta wellness.
Many of the causes of ill-hedth are outsde the direct domain of dinicd intervention. Socid,
environmenta, educationa and economic factors dl impact on an individud's health status and the risk
levels associated with ill hedth. Although the ACT is very fortunate in having good water and air
qudlity, findings presented in Chapter Two suggest that the ACT has, contrary to expectations, a
relatively high occurrence of respiratory problems.

The age digtribution of the 300,912 resdentsin 1994 is rdatively young with a median age of 30 years
compared to 33 yearsfor Audrdia. However this median age is expected to increase over the long
term as the proportion of people in older age ranges increases. This hasimplications for hedth status
and ddlivery of services,

Since the Territory has the highest participation rate in education, ardatively smal unemployment rate
except for people in the 15 to 19 age range, and a better

socio-economic score than for Audtralia generaly, it could be expected that the hedlth status of
resdents would be of a higher qudity than for Audrdia. Thisisin fact the case, with very few areas of

exception.



Mortality

The ACT had the lowest age-standardised mortaity rates for both males (7.9 per 100,000) and
femaes (4.4 per 100,000) in the country in 1993 (Austrdian males, 8.6 per 100,000; females, 5.1 per
100,000). Infant mortality rates (at 4.3 per 1,000) are aso lower than for Australia (6.1 per 1,000).

Of the 1,110 deathsin 1993, 440 were from diseases of the circulatory system including heart disease,
345 were from cancer and 68 were from injury.

Areas where the ACT has adightly higher degth rate than nationally, are femae neoplasms, femde
motor vehicle accidents, and mae diabetes mdllitus, (none of which is Satisticaly sgnificant). The fact
that femae neoplasm rates and the mae suicide rates are increasing dightly in both the ACT and
Audrdia, givesreason for concern. This Stuation needs careful monitoring.

Generdly though, thereis an encouraging reduction in rates for al causes of death from 1981 to 1991
both nationaly and in the ACT.

Hospital utilization

Thereisvery little data avallable on sickness levels and typesin the ACT population other than hospita
data, which are limited to acute ill-hedlth events. Such datacan assst in andysing trends, especidly if
used in conjunction with surveys such as the National Hedth Surveys. Nationd surveys have until
recently, aso been limited in the ACT sample Sizes utilised.

In the 1992-93 year, there were 66,419 separations from all hospitalsin the ACT, both public and
private. The most common conditions were related to the digestive system (12.3%), complications of
pregnancy, childbirth and puerperium (10.6%), genito-urinary system (7.6%), circulatory system
(7.3%), musculo-skeletd (6.6%0), neoplasms (6.5%), and respiratory system (6.2%).

Inpatient activity has increased margindly between years, with sgnificant greeter use of same day care.
This has been made possible by the use of modern, improved technology and effective discharge
support. The proportion of private occupied bed days has declined significantly by 25 per cent. Thisis
in linewith anationa trend which ismainly due to adecline in private hedth insurance participation.

The ACT hedth system supports clients from the South East region of NSW aswell aslocd residents.
Over 20 per cent of patients in hospitals resde outside the ACT.

In terms of age and sex specific data, there are more separations in the age range 54-75 for ACT
males than at other timesin their lives. Reasons for hospitalisation during these times include diseases
of the circulatory system, diseases of the digestive system and neoplasms. Females on the other hand,
have the highest number of separations during the child-bearing ages of late teensto early fifties. Mgor
causes include maternity related reasons, complications of pregnancy events and diseases of the
digedtive system.



Cancer

Although not al cancers are fatd, cancer isthe mgor cause of premature mortaity in Audtrdiatoday.
Years of potentid life lost due to cancer degth has been estimated at 4,375 years or 35 per cent of the
totd years of potentid lifelost inthe ACT in 1993. Therisk of cancer islowest in late childhood, but
increases with age thereafter. Asthe ACT moves towards an ageing population, it can be expected
that there will be an increase in the incidence of cancer in the Territory over time.

Of thetotal 1,110 desthsin the ACT in 1993, maignant neoplasms (cancer) accounted for 32 per cent
of al mae deaths and 29 per cent of dl femae degths.

The ACT has asmilar death rate from cancer astherest of Australia. For the period 1987-91,
deaths by leading sitesin ACT maes were from lung, prostate, colon, and rectum. Deseths by leading
stesin ACT femaes were from breadt, lung, and colon. The most common cancersin children were
leukaemias, brain cancers and lymphomeas, dthough incidence numbers of cancersin this age group
weresmdl. In the 15-64 years group, melanoma was among the three leading cancers for both
females and males. Breast cancer was the leading cause of cancer in dl femaes over 15 years, while
prostate cancer in males and colon cancer in both sexes became more common in the older age
groups.

Diseases of the circulatory system

Diseases of the circulatory system accounted for 440 (40%) of al desthsin 1993. Of these degths,
324 (29%) were due to heart disease, with 241 (22%) due to ischaemic (coronary) heart disease, and
79 (7%) due to cerebrovascular disease (stroke).

There has been no mgor change in the crude desath rate for circulatory diseases over the last saven
yearsin the Territory. However, with the expected gradua ageing of the population, thisislikely to
dowly increase unless there are mgor improvements in terms of preventive measures or medica
breakthroughs.

Male and femal e crude death rates for circulatory diseases per 100,000 population are lower than for
Augrdiawith ACT maesand females at 153 and 142 respectively, compared to Austrdian males and
females a 300 and 303 respectively. Both male and femae age-specific rates are aso dightly lower
than for Audtrdia

In terms of hospital separations, although other conditions had higher volume of separations, diseases of
the circulatory system had the highest volume of tota length of stay during 1992-1993 (12.1%) and the
third highest average length of stay (7.6 days). Thisindicates that circulatory patients use a higher leve
of hospita resources than those with other conditions. In particular, cerebrovascular disease
congtitutes only 0.7 per cent of al separations, yet has an average length of stay of 28 days (3.4% of all

days).



Mental Health

Itisgenerdly recognised that, at sometimein ther lives one in five adult Austrdians and @ least oneiin
ten children and adolescents experience mentd illnessto aleve which interfereswith their lives. A
report commissioned for the National Mentd Hedth Strategy concluded that each year about three per
cent of Audtrdians experience a serious mentd illness. Only about haf of these are receiving treatment
from ether public menta hedth services, private psychiarists or generd practitioners.

There islimited information on the prevaence of mentd ilinessin the ACT, but there is no reason to
assumethat ACT levelswould be dissmilar to the nationa levels. The National Hedlth Survey 1989
90 indicated that the ACT has asimilar long-term mentd disorder profile to Audtrdia, but has
sgnificantly higher rates of menta health problems among maes in the 15-24 age range and femdesin
the 0-14 agerange. Sincethese arethe crucid years for education and vocationd training, menta
illness has a huge impact on employment possibilities and consequently, the Stuation needs careful
monitoring and intervention.

Mental disorders accounted for two per cent of hospital separationsin 1992-93. Psychosesisthe
magor mentd illness cause. The length of stay for psychosesis longer than for other menta illnesses.
Further, mentd illness separations account for the highest average length of stay of dl illnessesand
conditions, athough the number of separationsis rdaively smal.

The ACT haslittle reliance on psychiatric hospitals. There are no, and have never been any,
psychiatric hospitalsinthe ACT. ACT psychiatric services are dl mainstreamed.

The ACT isat the forefront with regards to the proportion it pends on resources for community menta
hedlth services. In 1993-94, it spent $28 per capita on community menta health services compared to
the national average of $18. On the other hand, in terms of total per capita spending, the ACT rates
sixth ($50 per capita compared to $55 national average).

Suicide

There is consderable concern about the rising rate of suicide, especialy among young people aged 15
to 24 in Audrdia In 1993, suicide was the ninth leading cause of degth in Audrdia and seventh in the
ACT. Therewere 23 mde and 4 female confirmed desths from suicide in the ACT, six of which were
for young people between 15 and 24 years of age. These Six peoplewere dl male. Therate of suicide
for men is condderably higher than that for women both nationdly and inthe ACT. Inthe ACT, menin
the 15-24 years age group are nearly four times more likely than femaesto complete suicide. In the
period from 1983 to 1993, 68 maes and 18 femaesin that age group committed suicide. Hospita
Separation dataindicate that the percentage of hospital separations for sdf inflicted injury is higher for
femdes than for maes however. This suggests that young men and women attempt suicide a much the
same rae - men are Smply more successful in completing it.



Injury

Injuries are the fourth leading cause of deeth in both Austrdia and the ACT accounting for 6,595 and
64 desths respectively in 1993. Injuries condtituted a high proportion of years of potentid life lost
(11%) in 1993 in the Territory. It is encouraging to note however, that whilst the deeth rate from
injuriesis ill unacceptable, it has been decreasing over the years.

Although the ACT has alower death rate from injury than nationdly, it appearsthat it has a higher
number of injuries which do not cause degath and which do not show up in hospital statistics.

It isinteresting to note the differences in injury prevaence for males and femaesin hospital separation
data. In most categoriesthereislittle difference, but maes have congderably more interventions for
motor accidents (7% of dl accidents compared to 4% for females) and femaes more incidence of
suicide attempts (2.3% compared to 1.6% for maes). The suicide data supports the belief that males
are more likely to complete a suicide (and therefore not require hospita trestment) whereas femaes do
not complete as often, and will require hospita treatment.

Overdl, femades stay longer in hospita after an injury or poisoning (10.4 days compared to 8.1 days
for maes).

Fdls accounted for 1,112 separations (551 male, 561 female) in the hospitd sysem inthe ACT in
1992-93. The average length of stay was 8.1 days for males and 12.2 days for femaes. Thefemde
day raeis higher asit mainly involves dderly femae patients with severe bresks caused from fdling.
The mde day rate mainly reflects young, hedthy maeswith fals from such things as sporting and work
related/handyperson injuries.

Communicable diseases

The number of desths caused through infectious and paragitic diseases is fluctuating and very smdl in
the ACT.

People suffering from an infectious or parasitic disease are not usudly admitted to hospitd. They
accounted for only 1.3 per cent of hospital separations (845 separations) in 1992-93.

All communicable diseases with the exception of meades, rubellaand haemaophilus influenza type b
have alower rate of incidencein the ACT than for Audtrdiaasawhole.

It isdisturbing to note that, with the exception of pertussis, childhood vaccine preventable diseases had
ahigher incidencein the ACT than for Audrdiagenerdly. Strategiesto encourage full immunisation for
these diseases are being implemented.



Asthma

Aghmaisamgor cause of morbidity in the community, especidly among children. It is often along-
term condition which frequently may lead to acute hospital episodes. Rates are higher in the ACT than
in other states and territories and therefore need to be monitored.

There were 9 asthma deaths in the ACT in 1993.

Data on morbidity are difficult to collect, snce only acute events are accounted for in hospita morbidity
or mortdity data. The 1995-96 Nationad Hedlth Survey results should give an up-to-date indication of
incidence, especidly since the ACT sample has been expanded to ensure more accurate andysis.

Diabetes Mellitus

There are no accurate Statistics available to gauge the exact number of diabetes cases or the number of
deaths caused by diabetes, inthe ACT or Audtrdia. The Austraian Bureau of Statistics Population
Survey Monitor results estimate the national prevalence to be 3.8 per cent of al adults and 8.2 per cent
of people aged 55 years and over.

There were 14 known deaths caused by diabetes mdlitusin the ACT in 1993 (7 males, 7 femaes).
This equates to 1.3 per cent of al deathsin the ACT for that year compared to the nationd figure of
2.1 per cent. Thisresult is consstent with the fact that the ACT has a higher socio-economic score and
asmdler Aborigind and Torres Strait Idander population than other places. Indigenous people and
people from alow socio-economic background are more prone to having diabetes.

Diabetes is a chronic condition which rardly warrants hospitalisation, but an indication of acute episodes
can be derived from hospital separation data. Out of the 351 separations in 1992-93, 86 (or 24.5%)
of them were for gestationd diabetes (64) and complications of pregnancy due to diabetes (22). Since
these diagnoses are exclusively affecting women, the pesk for women of child bearing ageis
condderably higher than for men. With the exception of women in the child bearing ages, men and
women have roughly the same incidence of hospital separations for diabetes.

Diabetes can lead to other mgjor hedlth problems such as periphera vascular disease and foot
problems, and must therefore, be managed carefully.



Alcohol and other drugs

Problems associated with drug abuse place heavy demands on hedth and community services. Most
hospital admissions for drug related causes are due to tobacco and acohol use. Socid problems
related to drug abuse include risk of losing employment, risk to relationships and other psycho-social
problems, financid difficulties and legd problems often rdated to crimina charges.

The last Nationa Health Survey in 1989-90 indicated that ACT adults smoked more, and drank
alcohol at amoderate or high rate compared to the rest of Australia. 1t should be noted that 82 per
cent of ACT residentsin fact drank a low risk levels however. One worrying nationa and ACT trend
is that the prevalence of under-age drinking has increased in past years for both genders. The
prevaence of smokersinthe ACT issmilar to the rest of Audtrdiawith 37 per cent of maesand 24
per cent of femaes smoking.

In the Nationa Hedth Survey, 1989-90, avery smdl percentage of ACT adults reported ever having
used illicit drugs, with the exception of cannabis. Maes had asimilar or higher use of illicit drugs than
femdes, with the highest prevaence of use occurring in the 20-34 age group.  Cannabis useisfairly
wide spread, especidly in people under 30 years of age. Regular cannabis use is most common in
males aged 20-24 years of whom 22 per cent use the drug weekly.

The ACT has anumber of programs operating to reduce the harm caused by acohol and other drugs.



1. INTRODUCTION

1.1 Purpose of the publication

This report has been compiled to give an overview of the hedth satus of the Austrdian Capita
Territory (ACT) population with some comparative informetion in relation to the other states and
territories of Audtrdia It utilises valuable epidemiologica methodology, but is broader than a purely
epidemiologica study. The mgor causes of morbidity and mortdity are identified and the differencesin
outcomes for target groups are analysed. The main am isto assst ACT planners and policy makers of
hedlth services, by derting them to mgjor patterns of ill-hedth and premature deeth in the Territory.
The information it gives will inform the community and will assg plannersin determining sarvice
priorities o that health programs are targeted to the areas of greatest need. It isalso avaluable
monitoring tool to ensure that health programs are relevant and appropriate to the needs of resdents. It
is envisaged that the report will be published regularly so that comparative andyses may be done. This
will assst in the evaduation of programs as they relate to the specific needs of ACT residents.

The information presented is based on data which are routindy collected, either by the Audtraian
Bureau of Statigticsin nationa collections and surveys, by ACT Treasury or by the Department of
Hedth and Community Care.

The Nationd Hedth Gods and Targets project has clearly identified the lack of relevant, co-ordinated
data as being amajor concern in the achievement and monitoring of improved nationa hedlth
outcomes.! Like other states and territories, the ACT dso hasthis problem. With the implementation
of ACT Hedth Gods and Targets? over the next few years, data collection and andyses should rank as
ahigh priority areafor consderation and implementation. This publication consders data available on
the selected mgor conditions targeted in the god's and targets exercise, but future publications will,
hopefully, reflect the richer data collections to be indtituted.

In the meantime, data have been presented in as recent aform as possible. Rather than finding a
common year to report activity in the ACT which would have depicted rlaively dated information, it
was decided to use as recent, reliable data as possible. This has resulted in some non-conformity of
years detailed in the various chapters.

1.2 Developing aprofileof health status

Determining the hedlth status of a community isadifficult task. Many people do not seek assstance
from hedlth practitioners or hospitd services for many of their alments much of thetime. Using hospitd
data only, will not necessarily give an accurate picture of morbidity - astudy in England, for instance,
found pogitive correation between hospita admission and disease prevaencein only two of the seven
diseases or proceduresinvestigated (respiratory disease and depression, but not digestive disorders,
musculo-skeletd disorders, obesity and hip or knee pain)3.



However, usng hospita utilisation dataiin conjunction with other data collections such as surveying
medica practitioners and carrying out nationa hedth surveyswill capture mogt events. The last
Nationd Hedth Survey was administered in 1989-90 which makes its findings somewhat dated. The
next survey is currently being undertaken. The hospital datawill assst in developing the profileif careis
taken to take account of itslimitations. (These limitations are outlined in the Explanatory Notes).

The hedlth satus of peopleis aso dependent on more than just individud physical and menta wellness,
Many of the causes of ill-hedlth are outside the direct domain of medica intervention. Socid,
environmenta, educationa and economic factors dl impact on an individua's hedth status and the risk
levels associated with ill hedlth.
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2. ENVIRONMENTAL & SOCIO-DEMOGRAPHIC
PROFILE OF THE ACT

2.1 Environment

The ACT has an area of gpproximately 2,400 kn¥ and is surrounded on al sides by New South
Wales.! Consequently, the ACT provides some services to the surrounding NSW South East Region
aswdll asto its own resdents.

Almogt al ACT residents live in metropolitan areas athough about 85 per cent of the Territory'sland
mass is devoted to nationd parks, nature reserves, pine plantations and rura properties. Thisis shown
quite dearly in Figure 1 which shows the statistical divisions and subdivisons of the ACT as designated
by the Austraian Bureau of Statigtics. The area around Canberrais mainly mountainous:!

The 1991 Census found that most ACT people live in houses (80%) with most other people living in
flats, town houses or semi-detached dwellings (18.7%). The remainder live in caravans, campers and
improvised homes. Approximately one per cent are homeless.

The ACT isvery fortunate in that it has good air qudity. Canberraslevels of total suspended
particulates are well below the recommended maximum indicated by the Nationa Health and Medical
Research Council of Augtrdia (NHMRC). However, thereis no room for complacency:

*  Many ACT residents have wood burning heating which can add pollution to the air. Legidation
Isin place to ensure that emission standards on new hesaters are of an acceptable standard and
residents are reminded of the most efficient use of heaters. The decrease in use of leaded petrols
aso assssin reducing the lead levelsin the air. The Department is dso now testing fine
particulate metter in the air, which will asss with monitoring ar qudlity.

The ACT, unlike other jurisdictions, has not had an outbresk of Legionnaires Disease. The
Department of Health and Community Care has a stringent regime for monitoring cooling towersin the
Territory.

The ACT water supply qudity fully complies with NHMRC guidelines and recreationd water complies

at least 80 per cent of thetime. At times when recreational water does not mest the standards,
warnings are issued to residents.
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Figurel. Statistical divisonsand subdivisons, Australian Capital Territory

Source: Australian Bureau of Statistics, 1994
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2.2 Age and sex distribution of the ACT population

The population of the ACT, with an estimated 300,912 in 1994 is small compared to other states.>
The population increased sharply in the 1960s as a result of the establishment of Canberraasthe
adminidrative centre of Australia, but has been growing a a dower rate since the early 1980s.

The gender breskdown by percentage is detailed in Figure 2. In 1994 in the ACT, it was estimated
that there were dightly more maes (151,368) than femaes (149,544).> Thisisthereversefor
Audrdiaasawhole.

Figure 2: Estimated age distribution of the ACT and Australian populations for males and
females, 30 June 1994
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Source: ABS Publication, Preliminary June 1993 and June 1994 Estimated Resident Population By Sex and Age States
and Territories of Australia. Catalogue No. 3201.0

The actud age digtribution shows the population to be relatively young, with amedian age of 30.4 years
in 1994 compared with 33.4 yearsfor Audtrdia®> However this median age is expected to increase
over the long term as the proportion of people in older age rangesincreases. Thisisaready occurring
when you consider the rise in the period 1987 to 1993 (refer to Figure 3), where increasesin the 65-
74 years group were from 9,503 to 13,038 (an increase of 37%) and increasesin the 75 years and
over group were from 4,560 to 6,858 (an increase of 50%). Over the same period, there was an
increase of only 20 per cent in the 20-24 age group, an increase of one per cent in the 10-19 age
group and an increase of 4 per cent in the 0-9 age group.4
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Figure 3: Comparison of 1987 and 1993 ACT populations by specific age groups
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Source: ABS Publication, Estimated Resident Population by Sex and Age States and Territories of Australia,
June 1987 to June 1992 and Preliminary June 1992 and June 1993, Catalogue No. 3201.0

The dependency ratio for children declined from 33.4 personsin 1991 to 31.9 personsin 1993.
Conversdly, the aged dependency rate has increased from 8.9 personsin 1991 to 9.4 in 1993. (Refer
to Glossary for definition of terms)

It isinteresting to note the differences in age spread throughout the Territory. As the population ages
there will be a consderable impact on the levels and types of services needed in the community. For
example, it has been noted that the proportion of persons living in separate houses decreases as age
increases. The number of people living in semi-detached, townhouse or flat type accommodation
increases with their age. The digtribution of retirement villages and nursing homes, together with the
concentration of medium to high resdential developments will determine the changing hedlth service
digtribution needs in the various locdlities. 1t will impact on trangport needs, paramedicd, therapy, and
medica requirements, educationa and recreationa needs. As people live longer, services need to
accommodate the differing needs of an ageing population.

The population of each Satistica locd areainthe ACT in 1993 isdetaled in Figure 4.

The differing age profilesin the areas of the ACT are shown quite clearly. Note that the new area of
Gungahlinisnot included. Thisareadid not have aSgnificant population in 1993.  Recent survey
results however, indicate that in 1995 it has gpproximately 24 per cent of its population in the age
group 35-44 years, 4 per cent in 55-65 years group and 3 per cent in the 65 years and over group.
The remaining 69 per cent of the population was for children and young adults®

Children aged 0-14 years accounted for 22.6 per cent of the total ACT population. The areawith the
highest proportion of 0-14 year olds was Tuggeranong (30.5%), followed by Outer Canberra
(22.9%), Belconnen (22.6%), Weston Creek (18.6%) and Woden Valey (17.3%) with Centrd
Canberra having the least number (16.0%). Conversdy, Centra Canberra had the highest proportion
of people aged 65 and over (14.2%), accounting for dmost half of al people aged 65 and over in the
ACT. The next highest was Woden Vdley (9.7%) with Tuggeranong having the lowest proportion
(2.4%). The 65 years and over group comprised 6.7 per cent of thetotal ACT population.
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Figure4: Agedigributions of populationsin ACT town centres, 1993
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* Excludes Gungahlin

As mentioned with regard older people, clusters of various age groups in the localities have mgor
implicationsin the planning of services. Areas such as Tuggeranong, with large numbers of young
children, will require concentrated school, child hedlth, sporting and transport facilities. Their parents,
who are likely to be young, will require education, health and leisure facilities appropriate to their age.
Areas such as Centrd Canberra, with relatively large numbers of aged people, may require different
sarvices and facilities gppropriate to their age ranges. Care must be taken however, especidly in wel
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established areas such as Central Canberra, not to neglect the other aged groups. Central Canberra
has alarge number of old people, but is aso attracting a younger population as medium and high
dengity housing is built. People from other suburbs who work in the city aso often use city services.
The socio-economic status of the areais changing with this growth.

2.3 Aboriginal and Torres Strait Idander people

This group comprises only avery smadl proportion of the ACT population.” There were 1,680 people
who identified as Aborigina and 95 as Torres Strait Idandersin the ACT at the 1991 Census. This
number represents 0.7 per cent of the total Australian indigenous population and 0.6 per cent of the
ACT totd population.

Although very smdl in number, this group commands pecific attention due to its differing culture and
needs. The group is extremely mobile, but generdly tends to move within the locd arearather than
moving interstate. (Between 1986 and 1991, 93.8% changed addresses within the Statistical Local
Area- it should be noted that the SLA covers more than just the ACT). Its population has amuch
younger profile than the non-indigenous population, which is areflection of higher fertility rates and
lower life expectancy. The fertility rateis 2.6 compared to 1.8 for dl ACT women, but is the lowest
(indigenous) rate for al states and territories.

The Aborigind and Torres Strait Idander community in the ACT has the highest education levels and
labour force participation rates for al indigenous people throughout Austrdia. Forty two per cent of
Aborigind families have anon-Aborigind mother compared to the nationa figure of 30 per cent.

2.4 Birthplace

The 1991 Census found that atota of 24 per cent of the ACT population was born overseas
compared to 23 per cent nationaly. 33 per cent of ACT residents were born in Sydney and 32 per
cent in Melbourne. The Territory has fewer concentrations (ie enclaves) of people born overseas than
elsawherein Audrdia There are high concentrations of people from Asaliving in Acton (probably
overseas students attending educationd inditutions near the city) and Yugodavsin OMadlley (a
compardively affluent suburb). The main non-English languages spoken are Chinesg, Itaian, Greek
and Croatian.

2.5 Births

There were 4,414 births registered to mothers usudly resdent inthe ACT, in 1993. This comprised
2,180 femde and 2,234 mae births. Tuggeranong and Outer Canberraincluding Gungahlin, Harman
and Oaks Egtate had the highest crude birth rates (21.0 and 22.3 respectively, per 1,000 estimated
resdent population ), with the Tuggeranong suburbs of Conder and Banks recording the highest (49.5
and 45.5 respectively, per 1,000 estimated resident population ).3

If acomparison is made of the age specific birth rates for 1983 and 1993, it can be seen thet therateis

decreasing in dl age groups except the 30-39 group. The 25-29 age group remains the peak group for
fertility (refer Table 1).
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Table 1. Age-specific birth rates, per 1,000 population, ACT, 1983 and 1993

Agegroup 1983 1993
15-19 16.2 145
20-24 85.7 52.5
25-29 145.2 121.4
30-34 89.7 104.7
35-39 31.3 39.0
40-44 6.6 6.1
45-49 0.7 04

Source: ABS, 1993 Demography, ACT, Catalogue No. 3311.8

The proportion of births outside marriage is increasing with 1,010 birthsin 1993 which represents 23
per cent of dl births. Of these ex-nuptia births, paternity was acknowledged in 88 per cent of cases
compared to 82 per cent for Audtrdia.

Figure 5 compares the age-specific birth rates for the ACT and Austrdia and demongtrates that women
inthe ACT in the peak child-bearing ages are having fewer children than Audradian women generdly.
They are ds0 ddaying first pregnancy to an older age than other women in Audtrdia.

Figure5: Age-specific birth rates, per 1,000 population, ACT and Audtralia, 1993
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A report released in June 1995 by the Audtrdian Ingtitute of Hedlth and Welfare (Congenital
Malformations Australia 1981-92) states that the ACT has the lowest birth defect rate (11.72 per
1,000 hirths) of any State or territory. The most common defects were Down's syndrome (associated
with mothers giving birth a an older age, especidly over 40 years), hypospadias and ventricular septic
defect.

26 Fertility

The totd fertility rate (per 1,000 population) in the ACT was 1.7 compared to 1.9 for Audtraiain
1993. The ACT rate has tended to fluctuate around 1.8 over the past decade.3
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2.7 Living arrangements

The 1992 ABS Nationd Survey of Families reveded that there were gpproximately 77,000 family
householdsin the ACT, which represents 85.5 per cent of al households. In addition, there were 8.1
per cent (7,300) lone parent households and 5.4 per cent (5,800) non-family households. 46 per cent
of households have only one or two peoplein them.1

2.8 Education

Many people who leave schoal a an early age are disadvantaged in relation to employment
opportunities, occupationa options, income levels and other aspects of lifestyle. Asthereisdsoa
strong association between low socio-economic status and poor hedth, it isinteresting to note the
levels of education in the ACT compared to the levelsin the rest of Audtrdia

Although al state and territory school student retention rates are decreasing dightly, the ACT retains
the highest retention rate to year twelve compared with the rest of Audtrdia. In the twelve months to
July 1992, the ACT retention rate was 97.2 per cent compared with the nationd rate of 77.1 per cent.”
Preliminary figures for 1993 are 94.2 per cent for the ACT compared to 76.6 per cent for Audtrdial
ACT people adso undertake more tertiary studies than the Audrdian average. A summary of
educationd atainment isoutlined in Table 2.

Table 2. Education summary, ACT and Audtralia, 1993

Participation ACT Audtralia
per cent per cent
In any education 57.6 48.2
Retention to year 12 94.2 76.6
In TAFE 9.3 9.5
In higher education 194 131

Source: ABS, Australian Social Trends 1994, Catalogue No. 4102.0

The ACT hasthe highest percentage of femde students aged 15 to 24 years participating in tertiary
sudy. A totd of 4 per cent of dl studentsin that age rangein the ACT were femae compared to 48.2
per cent nationdly.

2.9 TheACT economy

The ACT economy is quite different to that of the rest of Audtrdia Public adminigtration, defence and
community services industries account for 44 per cent of the ACT's Gross State Product (GSP)
compared to about 17 per cent for Audtrdiaas awhole. On the other hand, the ACT only contributes
3 per cent of its GSP from mining and manufacturing industries compared to 23 per cent for Audtrdia

Although the ACT only contributes 2.1 per cent (1991-92) towards the total Audtrdian GSP, its
residents contributed 21 per cent more in per capitaterms, than other Austraians over the past ten
years. Seventy one per cent of total household income was derived from wages, sdaries and
supplementsin the ACT in 1991-92. This compares with 62 per cent for Australiaas awhole.

Of the 129,300 people in the labour force in 1992, 121,500 (94%) were living with members of their
families1
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Unemployment ratesin the period 1992-94 in the ACT are rdlatively smal compared to those of
Audrdiaas can be seen in Table 3.2 These figures should not be read with complacency. In February
1994, the average duration of unemployment in the ACT was 40.8 weeks, while the number of long-
term unemployed people (those unemployed for 52 weeks and over) represented 25.5 per cent of total
unemployment. The mgor areafor concern lies with people 15 to 19 years of age who are
unemployed. This group had arisng unemployment reate of 33.6 per cent

(of people in the age group seeking or finding work) in the June quarter 1994 which represented 6.3
per cent of the total full-time unemployment rate.

Table 3. Percentage ACT unemployment rates, 1992-94

ACT Australia
May males females persons persons
1992 7.6 5.4 6.6 10.6
1993 6.7 5.7 6.2 10.7
1994 6.6 6.6 6.6 9.8

Source: DEET, Small Area Labour markets - Australia, June Quarter 1990 to 1994, .

Socio-economic disadvantage

The ACT yielded a better socio-economic disadvantage score (1,071) than the Audtrdian average
(1,000) in 1991. Itisinteresting to note, however, that the difference between scores is narrowing
over time. The Audrdian average isimproving, but the ACT score isdecreasing.6 Sincethe ACT
does not have concentrations of very affluent or very disadvantaged residents, it tends to be more
homogenous than other aress.
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3. MORBIDITY & HEALTH SERVICE USE

3.1 1989-90 National Health Survey and the ACT

The Audtrdian Bureau of Statigtics (ABS) 1989-90 Nationd Hedlth Survey collected data from
approximately 54,000 people living throughout Austrdia. The sample was designed so that the States
and territories could be separatdly andysed. However:

Until the 1995-96 survey, the sample sze of respondents was very smdl inthe ACT. This
resulted in fluctuations in results and reduced reiability of findings. When responses were broken down
into sub-groups (eg people aged under 18), the sample became even smaller resulting in more
inaccuracies. It should also be noted that the Survey utilises a saf-reporting format. Results represent
respondents perceptions, not necessarily hedth professionals findings. It dso dependsin part, on the
literacy of the respondents and their ability to understand English.

Since the last Survey was conducted in 1989-90, results are quite out-dated and should be
interpreted with caution.

Although the National Hedth Survey 1989-90 only used a smdl sample of ACT residents, some trends
emerged. According to its results (refer Table 4), adightly higher proportion of adultsin the ACT
smoked tobacco and drank alcohol at a moderate or high risk leve than in Augrdiaoverdl. However,
they exercised more and were either underweight or at more acceptable weight levels than nationa
figures. The ACT had the highest immunisation rate for children after Western Audrdia

Table4: Sdected health risk factors, ACT and Australia 1989-90(a)

Selected health risk factors ACT ACT Audralia
ratio per cent per cent

Smoker status-

Smokers 1003 303 284

Ex-smoker/never smoked n/a 69.7 716

Alcohol consumption -

No acohol/low risk level 82.2 (no), 87.2 88.9
110.2 (low)

Moderate or high risk level 106.3 (moderate) 128 111
112.3 (high)

Exercise-

No/low exercise level 83.2 (no) 63.3 68.0
106.1 (low)

Moderate or high exercise level 110.6 (moderate) 36.7 320
112.9 (high)

Body Mass-

Underwei ght/acceptable weight 92.9 64.9 60.0

Overweight/obese 89.9 316 36.5

Total 100.0 1000

(a) Persons aged 18 and over (b) age-sex standardised ratio where Australiais 100.0 n/a means not available
Source: ABS 1989-90 National Health Survey
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These dated figures should be interpreted with caution, Snce many measures have been taken after the
survey to encourage a hedthier lifestyle with some positive results. There is concern regarding current
immunisation rates, which indicate that the ACT has a higher than acceptable incidence of childhood
vaccine preventable diseases (refer Chapter 6, Communicable Diseases).

Interms of ACT people seeking heslth related assistance, Table 5 indicates how Territorians compared
with Audrdia as awhole, during the two weeks before the survey (with the exception of hospital
admissons which is over the twelve month period prior to interview). Figures are expressed as age-
sex standardised ratios based on totas for al Audrdians:

Table5: Health-related actions, 1989-90(a)

Health-related actions ACT ACT Audtralia ACT v Australia
Ratio(b) Rate(c) Rate(c)

Hospita admissons 85.6 * 9.2 ** fewer

Consultations with doctors 811 152.9 200.1 ** fewer

Conaultations with dentists 96.7 52.1 53.1

Consultations with other health 110.6 103.0 94.4 ** ACT had the second

professonas highest rate

Teken vitamingminerals 105.6 (d) 243.3 2331 ** higher

Other medi cation/ointment use 666.5 641.6 ** higher

Tota actions 104.3 7729 755.0 ** dightly higher

(a) Persons aged 18 and over (b) ACT age-sex standardised ratio with Australia at 100.0 (c) rate per 1,000 population

(d) ratio taking any medication * sample too small to determine a meaningful rate ** statistically significantly difference to
Australia

Source: ABS 1989-90 National Health Survey

When asked about recent illness, ACT respondents to the survey sdlf-reported dightly more
illnessinjury than for the rest of Audtraia (76.1% of the ACT population compared to 72.9% of the
Austrdian population). Specific self-assessment rates are outlined in Table 6.

Table 6: Rates, age-standardised ratios, for reported recent ill-health, ACT, 1989-90(a)

[lIness Ratio ACT Rate Australian Rate
Injury and poisoning 129.5* 94.4 74.6
Respiratory illness 109.2* 258.2 2339
Infectious and parasitic diseases 123.0* 33.3 26.5
[lInesses of the circulatory system 84.2* 69.1 118.1
Diseases of digestive system 94.7* 114.2 129.9

(a) rates per 1,000 * significantly different to Australia, with Australia as reference = 100.0
Source: National Health Survey 1989-90 as cited by Erica Fisher, Research and Statistics, ACT Department of Health , 1992

Inthe ACT, 72.0 per cent of the population self-reported long-term conditions, as compared to 66.2

per cent of the Audtrdlian population. The ACT results include a high number of people reporting trivia
eyedght disorders and migraines. Specific details of sdf-reporting are outlined in Table 7.
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Table 7: Rates, age-standar dised ratios, for reported long-term conditions, ACT 1989-90 (a)

[lIness ACT Rate Ausgtralian Rate Ratio
Respiratory diseases 280.5 219.8 127.0*
Diseases of nervous system 404.8 382.3 119.4*
Musculoskeletal system 281.8 258.0 121.5*
Circulatory diseases 120.5 131.0 118.5*
[lInesses of the digestive system 44.9 52.7 na

(a) per 1,000 population  * significantly different to Australia, with Australia as reference = 100.0 n/a means not available
Source: National Health Survey 1989-90 as cited by Erica Fisher, Research and Statistics, ACT Department of Health , 1992

ACT resdents were admitted to hospital lessthan for Audtrdia (rate per 1,000 population) - arate of
109.9 compared to 137.0 and visited a doctor less than Australia as awhole (152.9 compared to
200.1). They did however, use dightly more skin ointments and other medications (666.5 compared to
641.6).

It cannot be repeated too often, that these results were from avery small sample and are very dated.
They should only be interpreted as showing a possible trend.

3.2 Hospitals

The mgjority of hospita services are provided by the two major hospitals, Woden Vdley Hospita
induding the Detox Unit and the Rend Satdllite, and Cavary Hospitd including Cavary Nursng Home
type beds. These hospitas provided approximately 78 per cent of hospital inpatient admissions,
accounted for approximately 84 per cent of occupied bed days and dmogt al outpatient servicesin the
ACT in 1993-94. Other hospital services are provided by two private hospitas; Cavary Private and
John James Memorid. There are dso four recognised day-only private hospitas.

On average, gpproximately 20 per cent of al separations were by people living outsde the ACT,
mainly NSW residents. In some aress, the percentage can be as high as 50 per cent. This percentage
has been reasonably congtant over the last five years.

Public hospitd activity levels during 1993-94 were reduced by the Visgiting Medica Officer disoutein
November and December 1993 (an estimated 2,000 admissions were not treated by the public
sysem). Despite areduction in the number of available beds across the public hospitd system, activity
levels were maintained at the 1992-93 level (when adjustment is made for the effect of the VMO
dispute). The public hospital system continued to place emphass on reductions in length of stay
through specific programs such as Midcal and the Early Discharge Programs and by increasing
utilisation of day only procedures. Both of these strategies are based on sound clinica decison making
processes, where both the patient and the procedure have been assessed as suitable for the admission
to take place on aday only bass.

In line with national and internationd trends, Figures 6 and 7 show that there has been an increase in the
use of day only treatment and a decrease in the overal average length of hospital stay. However some
of theincrease in 1993-94 was due to a change in recording practices with the incluson of rena
interventionsin this category.
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The proportion of private patients in public hospita beds continuesto decline. (In 1992-93, 30.5% of
occupied bed days were used by private patients compared to 23.0% in 1993-94). Hospital based
occasions of service for non-admitted patients decreased dightly by 2.7 per cent to 404,070 in 1993-
9.

Figure 6. Day only separations as a per centage of total separations, ACT 1988-1994
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1993-94 increase partly due to inclusion of renal day only interventions for first time
Source: ACT Department of Health Annual Report 1993-94

Figure 7: Average length of stay, ACT hospitals, 1988-94
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Source: ACT Department of Health Annual Report 1993-94

General hospital profile

It should be noted, that, due to avisiting medica officer strike towards the end of 1993, the following
data presented isfor 1992-93. Thiswill ensure that results are not influenced by this event.

In the 1992-93 year, there were 66,419 inpatient separations from al hospitalsin the ACT, both public
and private. The most common presenting problems are outlined in Figure 8.
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Figure 8: 1992-93 ACT hospital separations by most common principal diagnosis group
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= complications of pregnancy,
childbirth, puerperium (10.6%)

digestive (12.3%)

Per cent

Source: Raw data from the ACT Hospital Morbidity Data Collection 1992-93,
Performance Information Section, Department of Health and Community Care

Tables 8 and 9 give a broad profile of principa diagnoses and procedures which are carried out in
ACT hospitas. They are grouped according to ICD-9-CM codes which are internationaly recognised
as an appropriate way of coding hospital separation. It should be noted that ICD-9 codes listed
denote the principal reason for trestment, but not necessarily the underlying cause (eg a person may
present with and be treated for, pneumonia and be recorded as a pneumonia patient, but the main
condition may be lung cance).

In Table 8, inpatient refers to the number of persons who separated from hospital at least once during
thefinancid year. For example, aperson is counted as an inpatient even though they may have had
severd episodes in hospitd during the year. In relation to particular diagnoses and procedures, the
definition of an inpatient is goplied within each group so that inpatients may be counted more than once
in the year if they were diagnosed with different conditions between hospital episodes or admitted to
different hospitds.  Note that inpatients can only be identified within a hospita, and not between
hospitals. Consequently, it is not possible to give accurate numbers of individuas usng the hospita
system, nor how many timesthey are admitted. The "inpatient” data should therefore be treated with
caution. (Investigations are proceeding to eiminate this problem by introducing a uniform system of
patient identification numbering).

Table 8 gives abroad picture of hospitd utilisation. 1t can be seen that there were 49,580 inpatients,
but 66,419 separations. This indicates that some people have had more than one episode in hospital.
When you combine the number of separations with the proportion of time spent in hospita, an
indication of where the heavy utilisation occurs, emerges. It can be seen that the principa diagnoses
which have the highest number of separations dso have the highest proportions of lengths of say in the
hospital, excluding childbirth. The only other exception isfor acute menta disorders where the number
of separations is comparatively smdl (2% of dl separations), but the length of stay the highest (6.2% of
al hospital days). The actua average length of stay for people with menta disordersis 13.8 days
which is consderably higher than for dl other diagnoses.
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Table8: ACT hospital summary 1992-1993.

separations  inpatients Total Average Median
length of stay length of  length of
stay stay
Sex no. no. days days days
mde 29630 21547 134937 4.6 2
femde 36789 28033 167535 4.6 2
Total 66419 49580 302472 4.6 2
Principal diagnosis
infectious and parasitic diseases 845 802 3754 44 2
neoplasms 4297 3587 25872 6 2
endocrine, nutritional and metabolic disease, and 691 491 4483 6.5 4
immunity disorders
diseases of the blood and blood-forming organs 553 360 1715 31 1
mental disorders 1345 960 18621 138 8
diseases of the nervous system and sense organs 3001 2719 9946 33 1
diseases of the circulatory system 4820 4001 36543 7.6 4
diseases of the respiratory system 4136 3672 19395 4.7 2
diseases of the digestive system 8162 7505 24486 3 1
diseases of the genito-urinary system 5051 4660 18002 36 1
complications of pregnancy, childbirth and the 7061 6084 30557 43 4
puerperium
diseases of the skin and subcutaneous tissue 897 838 4340 48 1
diseases of the musculoskeletal system and 4393 3955 21130 4.8 2
connective tissue
congenital anomalies 726 693 3010 4.1 2
certain conditions originating in perinatal period 1684 1647 14377 85 6
signs, symptoms and ill-defined conditions 2250 2104 7085 31 2
injury and poisoning 4069 3834 28014 6.9 3
supplementary classification of factors 12380 6111 30607 25 1
unknown 58 46
Total 66419 54069 301937 45 2
Principal medical procedure
operations on the nervous system 17 1033 10011 85 3
operations on the endocrine system 79 7 47 57 4
operations on the eye 1162 1071 2005 17 1
operations on the ear 928 893 1247 13 1
operations on the nose, mouth and pharynx 3693 3639 5041 14 1
operations on the respiratory system 557 496 5950 10.7 5
operations on the cardiovascular system 5784 1921 16051 28 1
operations on the haemic and lymphatic systems 430 372 2873 6.7 1
operations on the digestive system 8293 7400 33582 4 1
operations on the urinary system 1335 1139 6398 48 2
operations on the male genital organs 1521 1435 7821 51 3
operations on the female genital organs 4340 4017 11538 27 1
obstetrical procedures 472 4463 24244 54 5
operations on the muscul oskel etal system 5849 5492 35525 6.1 2
operations on the integumentary system 2361 2207 7820 33 1
mi scel laneous diagnostic and therapeutic procedures 5575 2458 21176 38 1
Total 47550 38113 191729 4 1
Total external cause of injury and poisoning 5736 5317 52200 91 4
Usual area of residence
ACT 51208 38058 225833 44 2
Non-ACT 12693 9302 68012 54 2
Unknown/missing 2518 2220 8627 34 1
Total 66419 49580 302472 4.6 2

Source: Raw data from the ACT Hospital Morbidity Data Collection 1992-93,

Performance Information Section, Department of Health and Community Care
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Table9: Estimated number of hospital separationsin 1992-93 for selected principal
diagnosis by sex by length of stay.

Length of stay (days) |

Principal diagnosis Sex <1 1 2 3 47 814 15+ ALOS Mdnl
I nfectious and par asitic diseases M 7 A 34 51 97 42 19 45 2
F 86 55 79 51 95 B 20 43 2

AIDSHIV M 2 1 1 0 2 0 1 86 2
F 0 1 0 0 1 0 0 25 3

Neoplasms M 759 198 131 88 2716 289 277 6.7 2
F 833 241 156 50 382 391 167 54 2

Malignant neoplasms M 42 114 85 61 229 271 260 82 4
F 360 9D 69 39 166 19 148 7.3 3

Benign: - uterus F 83 9 6 1 133 141 2 6 7
Endocrine, nutritional and metabolic M 107 24 30 30 67 52 24 58 3
diseases and immunity disorders F 71 16 25 31 110 65 39 72 4
Diabetes mellitus M 5 6 16 15 43 28 17 9.2 6
F 1 7 8 17 46 2 24 929 6

Mental Disorders M 25 76 48 57 122 124 168 129 7
F 36 4 33 46 136 173 252 146 9

Psychoses M 9 40 32 36 88 98 131 148 8
F 5 18 17 25 79 104 176 167 12

Neuroses M 14 36 16 21 A 26 37 86 4
F 0 26 21 21 57 69 76 118 7

Diseases of therespiratory system M 113 673 414 276 468 201 113 44 2
F 76 525 30 248 404 189 86 5 2

Pneumonia M 8 1 28 42 177 5 30 7.2 5
F 6 12 27 39 123 62 31 86 6

Bronchitis M 4 5 3 4 18 13 2 6.2 5
F 1 4 4 4 16 7 7 94 6

Emphysema M 0 2 2 0 6 7 2 7.7 6
F 0 0 0 0 0 1 3 17 19

Asthma M 13 103 160 103 109 20 3 3 2
F 8 78 120 U 1A 29 6 36 3

Diseases of the genito-urinary system M 365 246 163 107 430 191 76 4.7 3
F 1806 487 257 114 423 298 88 31 1

Prostate-hyperplasia M 141 71 28 21 236 111 A 55 5
Supplementary classification M 4003 360 32 348 93 52 23 1
of factors F 4000 362 34 341 1002 127 63 26 1
Sterilization M 138 2 0 0 0 0 0 1 1
F 252 40 10 0 2 0 0 11 1

Normal neonate M 31 156 184 249 580 15 1 38 3
F 34 161 213 250 651 16 1 35 4

Extracorporeal dialysis M 1881 1 0 0 0 0 0 1 1
F 1915 0 0 1 0 1 0 1 1

M aintenance chemotherapy M 1347 14 43 30 49 5 4 13 1
F 1155 11 46 25 27 2 2 12 1

Source:  Raw data from the ACT Hospital Morbidity Data Collection 1992-93,
Performance Information Section, Department of Health and Community Care

Table 9 detalls the number of separations by length of stay for various categories within the major
categories . These categories have been nominated because of public interest in these separation

causes and give a broad profile of hospitd use for them.
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It isinteresting to note the large number of diayss and chemotherapy trestments which areincluded in
the supplementary classfication of factors. They are nearly al administered in less than one day and,
dueto the large number of them, skew the overdl average length of stay satistics. It should also be
noted thet it isimportant to include the maintainence chemotherapy figuresin consderations about the
data related to neoplasms.

Recent statistics on hospita key indicators are detailed in Table 10. Separation activity has increased
margindly with sgnificant grester use of same day care. The proportion of private occupied bed days
has dedlined significantly by 25 per cent - thisisin line with anationd trend which ismainly dueto a
decline in private hedth insurance participation.

Table 10: ACT hospital activity, March quarter 1994 and 1995

ACT public hospitals: March March
Woden Valley, Calvary & QE I quarter '94 quarter '95
number number
Separdtions 12,813 13,036
Same day separations 5,570 6,870
Occupied bed days 57,001 55,047
per cent per cent
Private patient separations 21% 17%
Private patient OBDs 24% 18%
Average length of stay 4.45 4.22

Source: Department of Health and Community Care Activity Report, March Quarter 1995

It isworth noting at this point that hospital separations data only includes those patients admitted to the
hospital. Many patients use outpatient clinics and are trested in emergency departments without being
admitted. The number of those patients seen in ACT Public Hospitals during the March quarters 1994
and 1995 are shown in Table 11. Diagnostic details for these vistswill be available when the new data
system (currently being devel oped) has been fully established in the emergency departments of both
hospitas.

Table 11: ACT public hospitals, occasions of service, March quarter 1994 and 1995

1994 1995
Non-admitted patients 75,084 74,679*
Emergency department 19,158 18,364

* The decline in emergency occasions of service may be due to more appropriate use of community based facilities for
non emergency treatment.
Source: Department of Health and Community Care Activity Report, March Quarter 1995
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Age-specific hospital separations

Figure 9 gives an overd| profile of how hospital services are utilised in relétion to age categories. There
isadifferencein peak usage between maes and femaes. It can be seen that separations are greatest
for maesin the 54-75 age range. Reasons for hospitalisation during these timesinclude diseases of the
circulatory system, diseases of the digestive systern and neoplasms.

Females on the other hand, have more separations during the child-bearing ages of late teensto mid
fifties then a other timesin thair lives. Mgor causes include those which are maternity related,
complications of pregnancy events and diseases of the digestive system.

Figure 9: Age profilefor separationsfor malesand females, ACT, 1992-93
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Source:  Raw data from the ACT Hospital Morbidity Data Collection 1992-93,
Performance Information Section, Department of Health and Community Care

A summary of age-related separationsis given in Table 12.
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Table12: Separationsfor ACT hospitalsin 1992-1993 for high volume diagnostic groups by
age and sex.

Age (years) Sex Most frequent major diagnostic groups,

1-4 M & F Respiratory disease (29%), in particular, Asthma (11%).
Diseases of the nervous system (15%), in particular, Ear mastoid process
(11%)
Diseases of the digestive system (12%)
514 M & F Respiratory disease (26%), in particular, females with tonsils (13%)
Digestive disease (12%) and diseases of the nervous system (11%)
15-24 F Complications of Pregnancy (35%). In particular, direct obstetric (16%)
M & F Diseases of the digestive system (22%). In particular, teeth etc (15%)
M Diseases of the musculoskeletal system & connective tissue (15%), in
particular, arthropathies & related conditions (10%)
25-34 F Complications of Pregnancy (53%). In particular, direct obstetric (39%)
and diseases of the genito-urinary system (11%)
M Diseases of the digestive system (19%), musculoskeletal & connective

tissue (16%), injury & poisoning (15%)
M & F  Supplementary classifications (11%).

3544 F Complications of Pregnancy (19%). In particular, direct obstetric (12%)
and diseases of the genito-urinary system (18%) and digestive diseases
(10%)
M Digestive diseases (19%) and diseases of the musculoskeletal system &
connective tissue (15%)
45-54 M & F  Supplementary classfications (23%), in particular, extracorpored dialysis
(10%) and diseases of the digestive system (14%)
F Genito-urinary diseases (16%) and neoplasms (14%)
M Circulatory diseases (13%)
55-64 M & F Diseases of the circulatory system (14%), diseases of the digestive
system (12%) and neoplasms (10%), in particular, malignant neoplasms
(7%)
65-74 M & F Diseases of the circulatory system (46%)

Neoplasms (33%), in particular, maignant neoplasms (26%)
Digestive diseases (33%)
Musculoskeletd diseases (19%), in particular, arthropathies, related
conditions (9%)
Diseases of the genito-urinary (18%), in particular, for males prostate-
hyperplasia (14%)
Diseases of the nervous system (15%), in particular, for females eye and
adnexa (14%)
Respiratory diseases (12%)

75+ M & F Diseases of the circulatory system (23%)
Neoplasms (13%), for males (18%), for females (9%)
Digestive diseases (12%)
Diseases of the nervous system, for males (8%), for females (12%)

(a) Percentages refer to the percentage of all separations for that particular age group and sex shown.

Source: Raw data from the ACT Hospital Morbidity Data Collection 1992-93
Performance Information Section, Department of Health and Community Care
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Table 13 indicates where a patient went after discharge. Most peoplein dl categories returned to ther

homes. Transfersto an acute hospitd refers to transfers from other ACT hospitals to Woden Valey
Hospitd, and transfers from ACT hospitals to interstate acute hospitals. Woden Valley Hospital had
916 transfersfrom it in 1992-93. It isinteresting to note that desth rates are decreasing over time
(Refer Chapter 4.1).

Table 13: Estimated number of ACT hospital separationsin 1992-93 for separation type by
principal diagnosis by sex.

Separ ation type
sex acute nursing other died home/
hospital _home health care other
Principal diagnosis (a)
infectious and parasitic diseases M 5 2 0 10 407
F 9 3 2 10 397
neoplasms M 55 10 3 112 1838
F 39 9 2 72 2157
endocrine, nutritional and metabolic disease,and M 7 1 0 2 324
immunity disorders F 3 6 0 3 345
diseases of the blood and blood-forming organs M 5 0 0 3 323
F 2 0 0 3 217
mental disorders M 18 1 14 4 573
F 20 26 1 2 666
diseases of the nervous system and senseorgans M 19 9 1 7 1364
F 15 12 1 2 1571
diseases of the circulatory system M 257 23 1 0 2375
F 150 12 8 108 1765
diseases of the respiratory system M 25 19 6 35 2172
F 17 18 6 3 1804
diseases of the digestive system M 36 15 3 29 3864
F 42 18 6 20 4129
diseases of the genito-urinary system M 13 6 0 10 1549
F 8 5 1 7 3451
complications of pregnancy, childbirth and the F 0 22 2 0 6947
puerperium
diseases of the skin and subcutaneous tissue M 3 1 0 1 458
F 3 4 1 0 426
diseases of the musculoskeletal system and M 28 4 1 1 2345
connective tissue F 23 2 1 3 1984
congenital anomalies M 19 0 0 6 42
F 1 1 1 1 245
certain conditions originating in perinatal period M 92 14 0 8 838
F 56 20 3 4 649
signs, symptoms and ill-defined conditions M 18 5 1 4 1102
F 21 8 1 1 1089
injury and poisoning M 101 19 7 25 2277
F 83 48 7 17 1479
supplementary classification of factors M 46 15 3 3 6055
F 42 30 3 0 6183
Total M 747 154 40 352 28334
F 639 276 56 286 35530

Source:  Raw datafrom the ACT Hospital Morbidity Data Collection 1992-93,
Performance Information Section, Department of Health and Community Care
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3.3 Other public health services
Table 14 gives abroad picture of public hedth utilisation for 1991 to 1994.

Table 14: ACT public health services, 1991-1994

Ser vicelor ganisation 1991-92 1992-93 1993-94

Public nursing homes (Jindalee, Calvary)

Beds available at 30 June 146 146 146

Admissions 72 133 54

Percentage occupancy 97.7 9 97.78

Child dental services (a)

School dental examinations 43936 44,624 45,669(h)

Community mental health service

No. of registrations (includes Psych 4,323 3,521(h) 3,034(h)(i)

Rehabilitation.)

ACT ambulance service

Patients attended, treated & carried 14,772 12,717(h) 13,225

(b)

Kilometrestravelled (b) 578,600 222,700 N/A (g)

Community health centres (j)

No. of centres 8 8 8

Occasions of service:
C'ty Medical practitioners 63,719 63,590 55,790
Immunisations 22,693 22,297 24,949
Nutritionists 2,738 3,445 2,930
Physiotherapists 17,951 15,625 14,455
Podiatrists 4,204 4,596 4,488
Practice Nurses 60,800 45,579 34,018
Social workers 5,696 4,364 3,832

Community nursing service
Occasions of service

Domiciliary visits 129,041 128,096 123,987 (k)
Pdlliative care 9,042 9,104 8,375
Infant health 53,236 54,622
Child health 37,033 29,863 87,525 (f)
Health education 14,382 14,530 16,536
Alcohol and drug service community unit
Counselling:
No. of clients 158 87 (c) N/A (e)
Occasions of service 1,079 1,106 4,436 (i)
Education:
Educ. & training programs 247 233 199
No. of participants (d) 1,692 N/A N/A (e)

Rehabilitation and aged car e service
Mobile Rehab. Unit- Occasions of service 3,350 5,317 2,300

Source: Performance Information Section, ACT Department of Health and Community Care

(a) Includes visits to Jervis Bay and Wreck Bay. (b) Incomplete collection for the period. (c) Revised system for the collection

of number of clients. (d) A number of participants not included in 1992-93 data due to methodological changes. (e) Not collected
anymore. (f)Infant health and child health now counted together.(g) Not counted due to new system changes. (h) Figures from the
1993-94 ACT Health Annual Report (i) new counting procedures. (j) emphasis changed to early detection and health promotion
activities and group work. (k) reduction due to closure of Bruce Hostel.
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4. ACT MORTALITY

Mortdlity describes the frequency of death within a community and was one of the earliest measures
used in assessing hedth or ill-hedth within populations. Unlike most hedth measures, records for
mortality across Austrdia go back for along period of time. These records have been kept for
adminigtrative purposes by births, deaths and marriages.

4.1 General profile

In 1993 there were 1,110 degths in the ACT (478 femaes, 632 males).3 Arandawith a crude degth
rate of 15.9 had the highest mortdity rate with Centrd Canberra (including Aindie, Lyneham and
Narrabundah) the region of highest rate (7.6).3 The varying crude desth rates reflect in part, the older
age profile of these areas. For example, there are nursang homesin Aranda, Lyneham and
Narrabundah which increase the numbers of elderly people in these suburbs.

Sincethe ACT has arddively postive demographic, socio-economic, lifestyle and illness profile, it
could be expected that thiswould be reflected in mortdity rates. In fact, in 1993, the ACT had the
lowest (age-standardised) mortality rate for al states and territories> (The ACT has ardatively young
age structure compared to that of the Audtraian population and degth is very much an age-related
event. In order to adjust for this effect and to alow comparison, age standardised figures are used).
After adjusting for age, the ACT mortdity rates are consstently lower than the national average and
most states and the Northern Territory for the period 1988-1993.5

Both ACT and nationd age-standardised mortaity have declined in the last twenty years. Maerates
have declined more quickly, but are not yet aslow as those for femaes (refer Figure 10).

Figure 10: Agestandardised death rates, malesand females, ACT and Australia for census
years 1971 to 1991 and for 1992
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Source: ABS & NCEPH, Trends in Mortality, 1994, Catalogue Number 3313.0

In every age range for femdes, the rates for the ACT fare better than for Audtrdiaasawhole. (refer

Figure 11).
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Figure 11. Age-specific death rates, all causesby ACT and Australia, 1993, females(a)
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In nearly every age range for males, the ACT has lower rates than for Audrdiagenerdly. The
exception isfor age ranges 30 to 34 where the ACT has asimilar rate to Audtradia (1.8 compared with
1.4).

Figure 12: Age-specific death rates, all causesby ACT and Australia, 1993,

males (a)
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For both maes and fema es deaths tend to increase with age.

Over the period 1988-1993 there has been little variance within age groups. This suggests that the
effects of an aging population will be long-term not immediate.

Infant mortdity rates are often consdered to be an indicator of overdl socio-economic status of a
population. Figure 13 examines infant mortdity rates and showsthat ACT infant mortality rates (at 4.3
per thousand) are lower than for Austraia (6.1 per thousand).
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Figure 13: Infant mortality rates, ageOto 1, Australiaand ACT, males, averagefor three
yearsaround censusyears 1971 to 1991 and for 1992
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4.2 Life expectancy

People born in the ACT in 1993 recorded the highest expectation of life from birth of dl states and
territories: 82.3 years for femaes (compared to 80.9 years nationdly) and 76.2 years for males

(compared to 75.0 years nationally). This trend has been constant over the years, as shown in Figure
14.

Figure 14: Expectation of life from birth for malesand females, ACT and Australia, for
aver age of yearsaround Censusyears 1971 to 1991 and for 1992.
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4.3 Causes of death
A study of the causes of death in the ACT revedsthat in 1993, the two mgjor causes of degth for
femaes and maes combined, were heart disease and cancer (maignant neoplasms). Thisisthe same

position as for 1983.

In terms of number of deaths, cancer is now the main cause of death in the ACT with atota of 345
(31% of dl deaths) compared to 324 (29%) for heart disease4 (Refer Table 16).

Table 16: Number of deaths by specific causes: ACT, 1993

Cause of Death (ICD) Male Female Total
Diseases of circulatory system 229 211 440
All heart disease (393-398,402,404,410-416,420-429) 176 148 324
Cerebrovascular disease (430-438) 35 44 79
Neoplasms 209 142 351
Madignant neoplasms (cancer)(140-208) 204 141 345

. Colon (153) 22 20 42

. Respiratory and intrathoracic (160-165) 44 20 64

. Breast (174,175) 0 35 35

. Genitourinary organs (179-189) 4 14 66

. Lymphatic and haematopoietic tissue (200-208) 2 17 40

Diseases of therespiratory system 52 36 88
Pneumonia and Influenza (480-487) 40 21 61
Chronic obgtructive pulmonary disease and alied 5 9 14
conditions (490-496)

Injury - accidents, poisoning, violence 49 19 68
Motor vehicle accidents (E810-E819) 8 3 11
Fdls, drowning, submersion (ES880-E888, E910) 5 4 9
Suicide (E950-E959) 23 4 27

Endocrine, nutritional and metabolic diseases and 18 9 27

immunity disorders
Diabetes (250) 7 7 14

I nfectious diseases 9 5 14

Mental disorders 2 8 10

Total deaths 632 478 1,110

Source: ABS 1993 Causes of Death Australia (3303.0)

Stated as a proportion of dl deaths, cancer isthe main cause of desth, but when the number of deaths
is age-standardised to compare with Audtrdia, heart disease isthe main causein the ACT. Even 0, it
can be seen from Figure 15 that the ACT population has fewer deaths than the nationa average for
heart diseases however.



Figure 15: Age-Standardised death ratesfor major causes of death, ACT and Australia,
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(a) Deaths per 100,000 population, standardised for age and sex using the 1991 Australian population as the standard population.
Source: ABS, 1993 Demography ACT, Catalogue No. 3311.8

Figure 16 details mae and female death rates over aten year period to 1991 and dlowsfor a

comparison, not only between ACT gender specific rates, but also between gender specific rates for
Audrdia

It can be seen that death rates for ACT maes have decreased for al causes- in particular for heart
dissase. ACT femde rates, on the other hand, have decreased overdl, with the exception of cancer
where they have remained at asmilar level. For both maes and femaes ACT rates compare
favourably with Audtrdian rates. In other areas, Figure 15 shows that the ACT degth rate for
respiratory disease is dightly higher than the nationd rate and will need to be monitored.
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Figure 16: Agestandardised cause-specific death ratesfor major causes 1981 and 1991, ACT
and Australia, malesand females(a)
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4.4 Years of potential life lost

Edtimates of years of potentid lifelost (YPLL) were calculated for deaths of personsaged 1 to 75
years based on the assumption that deaths occurring during this period are consdered untimely.4

In conjunction with morbidity information, YPLL can asss those working on hedlth service provison
by providing a clearer picture of overall needs. Desths tend to occur & an older age. However, many
more life years are lost when degths occur in younger people. Thisis reflected well in the distribution of
ACT deathsand YPLL for suicides and accidents (refer Table 17).  Figure 17 complements Table 17
and outlines the leading causes of death by ratesfor YPLL. It compares ACT rates with those for
Augrdiaand showsthat ACT rates are lower for dl leading causes. That is, lessyears of life are lost
per 100,000 population in the ACT compared to the whole of Audtralia, despite our younger
population (as the effects of age have been removed through standardisation).

Table 17 shows that in 1993, cancer (malignant neoplasms) had the highest percentage of deaths
(31%) and the highest YPLL (35%) for selected causes of death . Ischaemic heart disease had 20 per
cent of degths, but only 13 per cent of YPLL. Suicides accounted for 2 per cent of total desths with 8
per cent of YPLL and accidents accounted for 3 per cent of total deaths with 11 per cent of YPLL.

ACT regdents have a condgstently smdler rate of YPLL than the Australian population in leading
causes of desth.

Figure 17: Leading causes of death by ratesfor yearsof potential lifelost (1-75yrs), ACT
and Australia, 1993(a)
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(a) Years of potential life lost are standardised for age.
Source: Causes of Death Australia, ABS Publications Catalogue No. 3303.0. Unpublished data.
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Table 17: Yearsof potential lifelost (1-75 yrs) and number of deathsfor selected causes of
death, ACT 1993,

Number Per centage
Cause of death category (ICD) YPLL Deaths YPLL Deaths
Diseases of the circulatory system
Ischaemic heart disease (410-414) 1,587 224 13 20
Cerebrovascular disease (430-438) 448 79 4 7
Disease of arteries, arterioles and capillaries (440-448) 65 28 1 3
Neoplasms
Mdignant neoplasms (cancer) (140-208) 4375 345 35 31
Diseases of therespiratory system
Chronic obstructive pulmonary disease and dlied conditions 404 61 3 5
(490-496)
Pneumonia and influenza (480-487) 36 14 <1l 1
Injury - accidents, poisoning, violence
Accidents (ES00-E949) 1,437 36 11 3
Suicide (E950-E959) 1,044 27 8 2
Motor vehicle traffic accidents (E810-E819) 441 11 3 1
Diseases of the nervous system and sense
organs
Hereditary and degenerative diseases of the central nervous 73 13 1 1
system (330-337)
Diseases of the digestive system
Chronic liver disease and cirrhosis (571) 224 9 2 1
Endocrine, nutritional and metabolic diseases
and immunity disorders
Diabetes melitus (250) 167 14 1 1
Diseases of the genitourinary system organs
Nephritis, nephrotic syndrome and nephrosis (580-589) 53 9 <1l 1
Mental disorders
Senile and presenile organic psychotic conditions (290) <1 9 <1l 1
All causes 12,622 1,110 100 100

(a) Years of potential life lost are standardised for age.
Source: Causes of Death Australia, ABS Publications Catalogue No. 3303.0. Unpublished data.
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5.ACT PROGRAMSTO IMPROVE HEALTH STATUS

Programs available for identified health issues

Inlinewith ACT (and nationa) heglth gods and targets, current programs related to promoting healthy
lifestyles, are assgting in the prevention of poor health, and in trestment and rehabilitation of people
with diseases and illness.

The Public and Environmental Hedlth Service of the Department of Hedlth and Community Care has an
education program which targets such groups as school children, the ederly and the unemployed. The
program aims to provide education on food safety and healthy methods of preparation and storing of
foods.

Other programs include those administered by Primary Hedlth in the Department of Hedlth and
Community Care:

*  Hedth matters for women over 60 project which is a self-help group promoting breast and
cervica screening, exercise etc. for older women,

*  Agthma education project amed at primary school children;

*  "Book into Hedth" which isajoint project with the Library Association promoting hedth and
lifestyle messages on bookmarks,

*  "Keep Living, Kegp Moving" program which is an introductory exercise program for retired
people;

*  "Srategiesfor Ageing” groups run by nurse practitioners,

*  Waeaght Control Program which uses amultidisciplinary approach including counsdlling and
nutrition advice;

*  "Neat Feet" footcare self-management programs for older people;

* A dgnificant number of publications including "Food for children in day care"’, "Caring for your
well-being", "Totsin Tuggeranong”'. Some of these publications are published in various
languages to ensure easy access.

Table 15 details some other programs targeting healthy practices. The identified risk factors outlined

are particular risk factors for such conditions as heart disease, cancers, asthma and other respiratory
diseases, but also impact on other conditions such as depression and obesity.
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Table 15: Selected ACT programs available for identified health issues

Program

Target Groups & Strategies

Health | ssues

Tobacco amendment Bill, 1989

Health Promotion in the work
place

ACT Health Promotion Fund

Take Away Food Project

Y outh Peer Support

Health Assessment in the

Workplace and Lifestyle Seminars

The Healthy Cities Network

Non-smoking workplaces,
restaurants, sporting venues

Cardiac Rehabilitation Program

ACT Division - National Heart
Foundation programs

Fresh Start Project

Asthma Education Program

Reduce tobacco availability to children & adolescents

- Raise awareness of issues related to mental,
physical and social health and to achieve
higher levels of wellness and productivity

- Devel op healthy workplace canteens
Sponsorship of sports and the arts

- Aimsto increase availability of and increase
demand for healthy take-away foods.

- Information for consumers

- Mass media campaign

Aims to assist young people with life-threatening diseases to
build self-esteem, and skills in negotiation and communication.

Physical assessment of risk factors, individual counsdling,
small group education in the adult working population.

A wide range of strategies including community action,
education, and advocacy to bring about changes in the living
and social environments of the participating cities.
All States and Territories have been active in working to reduce
the prevalence of smoking by, for example, changing
environments
- Education for patients upon entry to WVH
- Upon discharge, continuing education &

supervised training in the gym (patients may

be referred from GPs or specialists outside

WVH).
- ACT Division of the Australian Cardiac

Association's walking program
Heart Week.
Lecturesfor GPs.

Health Lifestyle education for schools.

Health Promotion Program to provide GPs with resources to
help patients reduce risk factors

Living with Asthma course for adults
and parents of children with Asthma.

Smoking
Smoking
Nutrition

Smoking
Nutrition

Nutrition

Social support

Multiple Risk
Factors

(smoking, blood
pressure, nutrition,
exercise)

Healthy environment

Healthy environment

Multiple Risk
Factors

(smoking, blood
pressure, nutrition,
exercise)

Multiple Risk
Factors

(smoking, blood
pressure, nutrition,
exercise)

Multiple Risk
Factors

Asthma

ACT Iinitiatives

The Government's ability to define and analyse the needs of residents and become proactivein

satisfying those needs is paramount to any health enhancement plan. The ACT Government through its
ACT Department of Hedlth and Community Care, hasinitiated several mechanisms in addition to those
previoudy listed to address the needs of its condtituents. These include:
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engaging a consultancy firm to undertake acompl ete review of the Department: Thefind
report of the consultancy was released in April 1994 and most of its recommendations are
being implemented. These include implementing a strategic framework and processes for
achieving improvementsin financial management and developing redistic and appropriate
budgets to finance services, which is particularly chdlenging at thistime, snce the
Commonwedth Grants Commission has reduced the ACT alocation considerably;

as afollow-up measure, engaging a consultancy (in June 1995) to work with the
Department to further refine the efficient service offered by the Department to ensure an
efficient, gppropriate and cost effective quality service;

undertaking mgjor service reviews where necessary. Those currently being undertaken
include the Maternity Services Review, reviews on Y outh Hedlth, Post Acute Home-based
Care and Rehabilitatior

re-developing the Woden Valley Hospital to more gppropriately service the community:
magjor congtruction initiatives are costing $173m over seven years,

establishing the Canberra Clinical School in 1995 to enhance education opportunities for
medical students and develop research initiatives in aress of specific concernto ACT
resdents (eg. obstetrics). Seventeen find year medica students commenced studiesin
March 1995 and are undertaking medical and surgica placements at Woden Vdley and

Cdvay hospitds,

developing health goals and targets for the ACT: The priority areas for the ACT reflect
the four national focus areas of cardiovascular disease, cancer, injury and menta hedlth as
wel| as targeting a number of prevaent conditionsin the ACT which include dcohol abuse,
respiratory conditions (particularly asthma) and musculoskeleta conditions. A Hedth
Outcomes Reference Group to manage the implementation phase of the god's and targets
has recently been established,

associated with the development of gods and targetsis the need for quality, timely data on
which to assess needs, monitor progress in meeting those needs and to eva uate programs.
Some recent initiatives include liasng with the Audtrdian Bureau of Satigticsin their
preparations for the Nationd Hedth Survey, administering ayearly qudity of life survey in
conjunction with the University of Canberra, establishing a cancer registry, establishing a
cervica cytology register and establishing the Care Continuum Project;

ACT Cancer Registry - Thisregistry was established in June 1994 to receive
notifications of cancer, co-ordinate the data and monitor trends in cancer incidence and
death ratesin the ACT population. It is part of anationa network.

ACT Care Continuum and Health Outcomes of Hospital Inpatients Project - This
isatwo year innovative pilot project, funded by the Commonwealth Department of
Human Services and Hed th, which commenced in early 1995 and is being undertaken
by the Epidemiology and Population Hedlth Section of the ACT Department of Hedlth
and Community Carein collaboration with the Audrdian Nationa Universty. The
project involves investigating gpproximately 10,000 inpatients and their experiences
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prior to admisson, during their hospita stay and up to Sx months after discharge.
Quedtions regarding forma and informa service utilisation, costs across the care
continuum and how to make better use of resources, and hedlth outcomes including
quality of life are being addressed. Datawill be collected through an interview
guestionnaire, adiary maintained by the patient dthough modtly filled in by service
providers and saf-completion questionnaires complemented by exigting data bases.
The information collected will dlow for the development of a profile of patient care and
outcomes on which to base future planning for the enhancement of quaity of care and
relevance of hedth interventions:2

| nter sectoral implications

Other mgjor influences on heath status include such conditions as quality, accessible housing, an
appropriate accessible trangport system, an educational mechanism to ensure people are aware of
sarvices and how to access them, and the level of involvement of people in the decison making
processes around policy which impacts on their hedth and lifestyle satus. Whilst most of these
influences are outsde the immediate responsibility of the Department of Hedth and Community Care,
an integrated approach to service ddlivery asssts in ensuring that the different departments co-operate
in addressing the holistic needs of the ACT population. Within the Department of Health and
Community Care, client consultation is assured through representation on the Hedth Advisory Council
and various working parties, reference groups and committees.

It will be important to address the factors detailed above, through the adoption of the principles of the
Ottawa Charter (1986) if further improvements in heath status are to be achieved by the whole
community.
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6. SELECTED HEALTH PROBLEMSIN THE ACT

The mgor health problems affecting people in the ACT were identified in the 1993-1998 ACT
Department of Hedlth Corporate Plan after extensive analyses of epidemiological, demographic and
hedlth service utilisation data, and from community consultation, especidly during the process of
developing ACT Hedlth Gods and Targets.

6.1 Cancer

Cancer isamalignant growth of human tissue that has the potentia to invade tissue beyond its Ste of
origin. Leukaemiaisaform of cancer. Neoplasm isthe term which refers to maignant or non-
maignant abnormal growths or tumours.

Approximately one in four people will develop a cancer (not including non- melanocytic cancer) during
their lifetime! Although al cancers are not fatal, cancer isthe magor cause of premature mortality in
Augrdia. Therisk of cancer islowest in late childhood, but increases with age thereafter. Asthe ACT
moves towards an older population, it can be expected that there will be an increase in the incidence of
cancer in the Territory.

Of thetota of 1,110 deethsin the ACT in 1993, maignant neoplasms (cancer) accounted for 32 per
cent of al mae degths, 29 per cent of dl female deaths, and 31 per cent of al desths. The
standardised desth rate in the ACT (178.4) was Smilar to that of Austrdia (180.1).44 The total
incidence of cancer inthe ACT population is generdly smilar to, or dightly lower than, the rates
experienced in NSW. (D)

Years of potentia lifelost (YPLL) dueto cancer death has been estimated at 4,375 years or 35 per
cent of total YPLL inthe ACT in 199327 Cancer isthe single highest cause of YPLL, followed by
cardiovascular disease (21%) and accidents (11%).

Theincidence for the most common cancers for females and maesfor 1987-1991 are shown in
Figures 18 and 19 respectively. The most common Sites for females were breast, melanoma, colon,
lung, cervix uteri and rectum and the total number of new femae cases during the five year period was
1553. For males the most common sites were lung, melanoma, prostate, colon and rectum with atotal
number of 1559 new cases for the five year period.

Of the 647 ACT femae cancer deaths between 1987 and 1991, as shown in Figure 20, leading Stes
were breadt, lung, colon, unknown primary and rectum. Of the 751 ACT male cancer deaths between
1987 and 1991, leading sites, as shown in Figure 21, were lung, prostate, colon, rectum, unknown
primary and ssomach.



Figure 18 : Percentage of new cases of cancer, leading sitesin ACT females, 1987-1991

Breast

Other
36%

Melanoma
12%

Rectum
5%

Cervix Lung 9%
5% 6%

Source: Cancer inthe ACT 1982-1991

Figure 19: Percentage of new cases of cancer, leading sitesin ACT males, 1987-1991
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Figure 20: Percentage of cancer deaths, leading sitesin ACT females, 1987-91
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Figure 21: Percentage of cancer deaths, leading sitesin ACT males, 1987-91
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The most common cancersin children were leukaemias, brain cancers and lymphomas, dthough
incidence numbers of cancersin this age group were smal. Inthe 15-44 years and 45-64 years
groups, melanoma was among the three leading cancers for both femaes and maes. Breast cancer
was the leading cause of cancer in dl females over 15 years, while prostate cancer in males and colon
cancer in both sexes became more common in the older age groups as shown in Table 18.

Table 18: The most common cancersin specific age groupsin the ACT, 1987-1991 (per cent
of all cancersin that age group in brackets)

0-14 years 15-44 years 45-64 years 65+ years
Males n=30 n =248 n =580 n=701
leukaemias (37%) melanoma (31%)  lung (15%) prostate (21%)
brain (20%) lymphomas (9%) melanoma (13%)  lung (16%)
lymphomas (10%) testis (8%) colon (12%) colon (10%)
Females n=19 n =350 n =616 n = 568
brain (26%) breast (34%) breast (34%) breast (17%)
leukaemias (16%) melanoma (28%) melanoma (11%)  colon (15%)
lymphomas (11%) cervix (9%) colon (8%) lung (10%)

Source: Cancer in the Australian Capital Territory 1982-91

Hospital inpatient separations

Public and private hospital morbidity data give abroad profile of acute interventions. 1n 1992-93
neoplasm separations accounted for 4,297 (6.5%) of the total 66,419 hospital separations. Figure 22
shows the proportion of separations where the patient was principally diagnosed with aneoplasm as
part of the total number of separations for public and private hospitals in 1992-93.

Figure 22: Breakdown of 1992-93 ACT hospital inpatient separationsfor neoplasms
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Total length of stay

If you look a number of separations in conjunction with the length of stay, a profile of cancer trestment
for hospitd inpatients emerges (refer Figures 22 and 23). It can be seen for example, that respiratory
and intrathoracic trestment accounts for 8 per cent of al cancer separations, but utilises 16.3 per cent
of (cancer) bed days (ie. heavy utilisation of bed days). On the other hand, bone, connective tissue,
skin and breast cancer accounts for 17.3 per cent of cancer separations, but only utilises 9.3 per cent
of bed days (ie. rdatively samdl utilisation of bed days). Thisisareflection on the amount of trestment
received and/or the severity of the episode. It should be noted that part day procedures such as those
undertaken at outpatients and accident and emergency departments are not included in these
deliberations.

Figure 23: Distribution of 1992-93 ACT hospital separations: total dayslength of stay for
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Survival rates following cancer onset

It is recognised that changes in surviva rates can be a useful measure in determining the efficacy of
trestment. They should, however, be interpreted with caution, since they are affected by variaionsin
lead time for diagnosis, length time, patient selection and disease classification. Furthermore, they do
not measure the quaity of life of the patients who survive.

Surviva ratesfor the ACT are unavailable at thistime. Until recently, the NSW Cancer Registry
collected ACT data, but accurate coverage was not assured. Mandatory reporting was only
introduced in 1994.

Five year survivd rates are available for South Augtrdiaand may assist in ascertaining ACT rates.®
South Audtrdian data indicates that the rlative five year surviva rate for dl cancers for maesis 45 per
cent, and for females 57 per cent. Of the most common cancers, for males, lung cancer has an 11 per
cent success for 5 years survival rate and for females, breast cancer has a 75 per cent successful
aurviva rate. The femde rateis predicated on lower surviva rates for younger women with improved
survivd rate for women after menopause.
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The South Audrdian Regigtry has been able to identify sgnificant improvementsin relative surviva for
some cancers by comparing cases diagnosed over the period 1977-82 and 1983-90 (five year surviva
ratio for cancer of the cervix improved by 8% to 73%, prostate by 7% to 67%, oesophagus by 8% to
15%). Theseratios should be interpreted with caution, but give an indication of trends.

Non-melanocytic skin cancer s are not included in the discussion above. These are the most
common cancersin Audrdia Almog dl of them are basd cdll and squamous cdll carcinomas which
are often sdlf detected and Smply removed in doctors surgeries. They are usudly not hisologicaly
confirmed or reported. Giles, Marks and Foley estimated that the nationa age standardised treatment
rate was approximately 823 cases per 100,000 population per year in the late 1980's.4

Implications for the future

Over the period 1982-1992, the number of new cases and degths from cancer has been increasing, but
much of thisis due to absolute increasesin population rather than increasesin risk of developing
cancer. Sincethe ACT population isageing, it can be expected that the number of new cases and
deaths due to cancer will rise. This has implications for service planners as service demand increases.

It should also be noted that the most common sites for cancer in people over sixty five are progate in
men, breast in women and colon and lung in both sexes. 1t is expected that there will be an increasein
these cancers.

Strategies for addressing the problem

Although causd factors for many cancers are not readily understood, it is estimated that only about 30
per cent of al cancers can be attributed, or at least partly attributed to behavioura or environmenta
factors> Nevertheless, thishasavita impact on philosophy around prevention strategies.

With regard to lung cancer, there has been a concerted effort in the ACT to discourage people from
smoking and thereby reducing their chance of developing this cancer. Legidative movesto increase the
age to eighteen for people able to buy cigarettes, making purchases accountable by proof of age and
encouraging restaurants, enclosed public places and office buildings to be smoke-free have had
consderable effect on the smoking habits of the public. This effort will need to continue.

Unfortunately, lung cancer in women is il increasing, (although there are indications to suggest that it is
decreasing in men) so young women in particular, will need targeting.

There are no known preventative measures for breast cancer, but early detection will increase the
chances of successful treetment. The ACT Government agreed in 1992 to participate in the National
Program for the Early Detection of Breast Cancer by establishing the ACT Breast Screening Clinic
in Civic. The Clinic offersfree, two yearly mammograms for women over forty. It actively offers
tegting to dl women over fifty.
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It isthought that melanoma (and non-melanocytic skin cancer) risk can be reduced dramaticaly by
decreasing exposure to the sun. Also, early detection of this cancer dlows for effective trestment. Itis
therefore imperative for educative programs to continue, especidly targeting young people.

There are no proven preventative strategies for prostate cancer. Theissue of screening has received
increasing attention, but there is no evidence at this stage that screening using prostate specific antigen
reduces the degth rate from this cancer.

Whilst there are two tests available for screening for cancer of the colon, evidence to date has not
confirmed that population screening can reduce mortality from this cancer. Screening for people with a
family history of colon cancer is however, recommended.

For cervical cancer, the ACT Cervical Cytology Register has been established to provide Pap
smear histories and a back-up reminder and recdl system for women. The Register dso assigtsin
monitoring quaity assurance of Pgp smears and will provide aggregate data to monitor the effectiveness
of the program. A concentrated education program continues. Asfor most cancers, early detection of
this cancer increases the chances of successful treatment. Pre-cancerous changes can be detected
farly easily and up to 90 per cent of dl cervica cancer can therefore be prevented.

Other initigtives which assst in the prevention and successful trestment of cancer in the Territory
incdlude:

The ACT Cancer Registry: The Public Hedth (Cancer Reporting) Regulations were endorsed by
the Minigter for Hedth in June 1994. They make it mandatory for dl hospitals, nursng homes and
pathology |aboratories to notify every time a person with cancer attends their ingtitution, or a pathology
specimen shows the presence of cancer.

The ACT Cancer Registry was established in mid 1994 to receive and andyse dl natifications of
cancer casesinthe ACT. Itispart of anationad network of cancer registries and monitors trends in
cancer incidenceinthe ACT. It also compares ACT data with that for the rest of Audtrdia.
Information on trends will asss with sarvice planning in the future,

Hospital Based Cancer Registry: The ACT isin the developmenta stage of establishing a hospital-
based registry at Woden Vdley Hospitd. Data collected will focus on the treetment and clinical status
of patients.

Clinical Oncology Services. A comprehensive specidist cancer service for the ACT and South
Eastern Region is provided at the Woden Valey Hospitd. The Radiotherapy Department iswell
equipped, has two linear accelerators and treats some five hundred new patientsayear. The Medical
Oncology and Clinical Haematology Departments see approximately six hundred new patients a year
and provide access to the most current treatments such as autol ogous bone marrow transplants using
an gpheress machine. The need for patients to travel interstate for trestment has been reduced
condderably. Psycho-socid aspects of trestment are undertaken by oncology socid workerswho are
an integra part of the oncology team.

Cavary Public and Private Hospitals and John James Memorid Private Hospital provide community
hospita type surgica, medica and diagnostic services for cancer patients.
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ACT Community Nursing providesaHome Based Palliative Care Team which provide specidised
careto termindly ill patients and their families. The establishment of a seventeen bed hospice on Acton
Peninsula has widened choices for termindly ill patients. The Hospice opened in 1995 with an initid 10

bed capacity.

Other government services to assist home-bound patients include the M obile Rehabilitation Service
which provides occupationd therapist assessments of physica needs and the ACT Library Service
which provides ahome library service,

The ACT Cancer Society has operated since 1969 and works in co-operation with the Department
of Hedth and Community Care. It offers extensve support services to those diagnosed with cancer
and their families, through counsdlling, group support and emergency help. The education and
information service it offersisvitd in the prevention and control of cancer. It dso adminigersa
Research Funding Program for Canberra-based researchers to advance knowledge of the disease.

Other non-government services supporting home-bound patients include the Heavy Linen Laundry
Service (Red Cross), Homebound Service (Red Cross), Respite Care ACT Inc, and Home Help
Service ACT Inc.

Area Health Management: ACT Plan for Cancer Services. The Plan hasfive essentid
objectives,

* To assess the current health needs of people diagnosed with cancer in the ACT,;

* To improve the links between the tiers of primary, secondary and tertiary hedth care for people
with cancer to ensure optimum continuity of care;

* To deveop planning mechanisms that ensure there is a cost-effective mix of hedth servicesto
hedlth needs,

* To deveop mechanisms which examine the purchaser/provider solit;

* To develop an appropriate information system.

These are being achieved through the establishment of a reference group with five working parties
which are addressing the issues related to promotion/prevention, diagnosis and early intervention,
treatment, rehabilitation and extended care, and pdliative care. The group and working parties have
memberships which reflect dl interested parties (consumers, service providers, policy/research). The
intention isto implement a cancer information system, develop a hedth literacy modd, report on current
cancer care and control &t the regiona level and report on linking the Area Hedth Management with
Hedth Gods and Targetsinitiatives. The Plan iswel underway and the first progress report will be
issued soon.
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6.2 Diseases of the Circulatory System.

Diseases of the circulatory system can be described as diseases relating to the heart and blood

vessels18 They include diseases such as rheumatic, hypertensive & ischaemic heart disease, diseases

of the pulmonary circulation, cerebrovascular disease, periphera vascular disease, diseases of the
arteries, veins, lymphatics and other circulatory conditions.19.22

Mortality

Inthe ACT, diseases of the circulatory system accounted for 440 (40%) of al deathsin 1993. Of

these deaths, 324 (29%) were due to heart disease, with 241 (22%) due to ischaemic (coronary) heart

disease, and 79 (7%) due to cerebrovascular disease (stroke).8(@

Interms of years of potentid lifelost (YPLL), premature desth due to circulatory diseases accounted
for 2,563 (21%) of al the ACT population's YPLL. Other YPLL were: 1,587 years for ischaemic

heart disease, 448 years for cerebrovascular disease and 65 years for disease of arteries, arterioles and

capillaries.

During the 1970s, mortality due to diseases of the circulatory system in Audtrdia declined
consderably. However, thereis no room for complacency as the Austrdian Situation is less favourabl
than in many other countries®

Figure24: ACT crudedeath ratesfor diseases of the circulatory system, 1987-1993
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In the ACT, there has been no mgor change in the death rate for circulatory diseases over the last
seven years (refer Figure 24).  Although the overdl circulatory disease degth rates for males and

femdes are amilar, Figure 24 shows that the makeup of these rates varies. Mdes have a higher death

rate from ischaemic heart disease while femaes have a higher death rate from cerebrovascular and
other circulatory disease.
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Inthe ACT, male and femae circulatory death rates per 100,000 population are lower than for
Audrdia, with ACT mades and femaes at 153 and 142 compared to Audtrdian maes and females at
300 and 303. Age standardisation bringsthe ACT rates closer to that of Austrdia, with 257 compared
to 290 for maes and 257 compared to 298 for femaes. Thisimplies that some of the differences can
be attributed to the ACT having a younger population. Figure 25 shows within age groups that the
ACT again fares better than Audtrdia

Figure 25: Age-specific rates (25-75+) for diseases of the circulatory system by sex in the
ACT and Australiafor 1993(a).
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Source: 1993 Demography, Australian Capital Territory, ABS Publication Catalogue No. 3311.8
1993 Causes of Death Australia, ABS Publication Catalogue No. 3303.0

Morbidity

(a) Hospital morbidity

Hospital morbidity provides a measure of morbidity from circulatory diseases based on separations
from hospitd. However, sncethe ACT catersfor alarge number of crossborder patients, care must
be taken in the interpretation of ACT results. It isaso worth noting that there are currently no bi-pass
operations being undertaken in the ACT. Hospital morbidity data for 1992-93 show diseases of the
circulatory system as the fourth most frequent reason for separation in the ACT (refer Table 8).

In 1992-1993, 4,820 or 7.3 per cent of people were separated from ACT public and private hospitals
asaresult of trestment for circulatory related conditions. Of these separations 34 per cent were for
coronary heart conditions, 21 per cent due to other heart conditions and periphera vascular disease,
and 10 per cent for cerebrovascular conditions (refer Figure 26). The proportion of these separations
representing NSW patientsis not known.
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Figure 26: Breakdown of 1992-93 ACT hospital separationsfor circulatory diseases.
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Although other conditions had a higher volume of separations, circulatory diseases proportionately
accounted for the most days in hospita during 1992-1993 with atota of 36,543 days (12.1%) and the
third highest average length of tay (7.6 days). Thisindicatesthat patients with circulatory diseases use
ahigher level of hospital resources than patients for other conditions. In particular, cerebrovascular
disease condtitutes only 493 (0.7%) of al separations, yet has an average length of stay of 28 days
(giving atotd of 10,231 (3.4%) daysin hospitd). Thisisfurther confirmed by DRG-weights which
show that on average patients with diseases of the circulatory system use about twice the resources of
other patients.

Figure 27: Breakdown of 1992-93 ACT hospital separations, total dayslength of stay for
circulatory diseases.
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(b) Other Sources of Morbidity Data

Additiona sources of morbidity data may be found in surveys carried out by government and non-
government bodies including the nationa hedlth surveys conducted by the ABS every five years.
Unfortunately, not al such surveys have meaningful data available for the ACT.
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In the 1989-90 Nationa Health Survey, 9.0 per cent of ACT residents and 13.0 per cent of
Audtrdians reported having cardiovascular conditions (refer explanatory notes). Similarly, thosein the
ACT and Audtraia reporting hypertenson were 5.5 per cent and 9.0 per cent respectively. For heart
disease they were 1.8 per cent and 2.6 per cent respectively.40

Age-sex sandardisation of those who indicated circulatory conditions20 showed the ACT had a

ggnificantly better or smilar profile for hypertenson and heart disease than that of Audtrdia (refer Table
19). ACT dso did well when comparing againgt individual states and territories.

Table 19: Selected health statusindicators, diseases of the circulatory system.

Description Persons@a  Ratios) Comments
ACT
Health Status
Recent illness(c)
hypertenson 10.7 69.7 * lower than for Audtrdia
heart disease 25 74.2
L ong-term conditions(d)
hypertenson 14.8 102.9
al drculatory 33.7 1185* includes varicose veins etc.

(a) Persons who reported condition, '000 (b) Age-sex standardised ratios (c) Refersto medical conditions 2 weeks prior to
being interviewed (d) Refersto medical conditions which have lasted at least 6 months or which are expected to last 6 months
or more. * significantly different to Australia, with Australia as reference = 100.0
Source: 1989-90 National Health Survey Summary of Results, ABS Publication Catalogue No. 4364.0,

1989-90 National Health Survey Health Status Indicators, ABS Publication Catalogue No. 4370.0.

1989-90 National Health Survey as cited in Glover G and Woollacott T, A Social Health Atlas of Australia

Risk factors for heart disease.

Risk factorsfor diseases relating to the heart, often referred to as cardiovascular risk factors, are of
two different types. those that may be prevented or modified (such as smoking) and those that cannot
be dtered (such as gender).

The most important risk factors associated with coronary heart disease and stroke are smoking,
hypertension, high blood cholesteral and physicd inactivity. Other factors shown to have ardationship
with heart disease include obesity, acohol consumption and diabetes.22.23  Many of the risk factors for
heart disease are dso risk factors for other diseases, including cancer and asthma.

The 1989-90 National Health Survey showsthe ACT to have the highest prevaence of smokers (30.3
per cent compared to a nationa average of 28.4 per cent) and a dightly lower than average number of
ex-smokers (22.9 per cent compared to the national average of 23.2 per cent).42 The ACT had the
highest number of maes and femaes who had consumed acohoal prior to the interview - however, the
average dally consumption was less than for the NT, Queendand and New South Waes and similar to
the nationd average#! ACT residents aso had the highest number of those who exercised two weeks
prior to interview with 71.7 per cent reporting exercise compared to 65.4 per cent of Audtralians43



Table 20: Selected health risk factors, diseases of the circulatory system.

Description Persons@a Ratiosp) Comments
ACT
Health Risk factors
Smoking(c)
males smoker 36.6 108.7
females smoker 23.7 89.7 ACT reported lowest levels
total ACT smoker 60.3 100.3
Alcohol consumption
nil dcohol consumed 58.6 82.2* nearly 20% less than nationd average
low level hedthrisk 115.1 110.2*
medium level hedth risk 15.2 106.3
high level hedth risk 10.3 112.3 higher than average, however not
sgnificantly different
Exercise
those who did not exercise 57.6 83.2*  ACT had fewest undertaking no
exercise.
low level exercise 68.4 110.2*
medium leve exercise 37.2 106.3
high level exercise 35.9 112.3
Height and weight (d)
Femades underweight 16.1 89.1
Females overweight 15.6 85.8* lowest overweight, almost 15% under
average
Maes overweght 331 921 lowest of al states and territories

(a) Persons who reported condition, ‘000 (b) Age-sex standardised ratios (c) smoking is defined as regularly smoking one
or more aday. (d) underweight <20 kg/m?, acceptable 20-25 kg/m?, overweight 25-30 kg/m?, obese > 30kg/m?
* significantly different to Australia, with Australia as reference = 100.0
Source: 1989-90 National Health Survey Summary of Results, ABS Publication Catalogue No. 4364.0,
1989-90 National Health Survey Health Risk Factors, ABS Publication Catalogue No. 4380.0.
1989-90 National Health Survey as cited in Glover G and Woollacott T, A Social Health Atlas of Australia

However, as can be seen in Table 20, after adjusting for age and sex, ACT residents had a better or
smilar risk factor profile to that of Austrdia. ACT femdes reported the lowest levels of smoking, and
the ACT population had lower acohol consumption with more residents undertaking exercise. Thereis
concern that this study only captures those in the 18 and over age group however, asthis may cover
up any problems concerning smoking and the use of acohol in teenagers.

The 1989 Heart Foundation Risk Factor Prevalence Study confirmed the results in the 1989-90
Nationa Hedth Survey. Results (refer Table 21) however, are not directly comparable for a number
of methodological reasons. The risk factor profile for Canberra shows residents have the highest
prevaence of exercise participation during leisure time and rank well in terms of smoking and raised
cholesterol. Both maes and fema es have better overal risk factors profiles than other cities2!
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Table 21: 1989 Heart Foundation Risk Factor Prevalence Study resultsfor malesand
femalesin Canberra.

Risk Factor Prevalence% (a) Prevalenceratio®) Rank in
Australia)

Males

Hypertensves 17.7 1.70 5

Raised cholesteral (d) 45.8 1.09 2

Cigarette smokers (f) 23.4 1.19 2

Overweight or obese 50.0 112 3

No exercise 20.9 1.00 1

Overdl rank 1

Females

Hypertensves 10.5 1.04 2

Raised cholesteral (d),(e) 41.1 1.16 3

Cigarette smokers (f) 175 1.26 2

Overweight or obese (g) 36.7 1.26 5

No exercise 24.7 1.02 1

Ovedl rank 1

(a) Age standardised over the range 20-69 year. (b) Ratio of prevalence to minimum prevalence. (c) For each risk factor, cities have
been ranked from 1=lowest prevalence to 8=highest prevalence. Equal rank has been given when prevalence estimates are relatively
close. (d) Nothing to eat or drink in the 12 hours before testing apart from water, black tea or coffee. (e) Excludes women taking the
oral contraceptive pill. (f) May also smoke cigars and/or a pipe and includes persons who smoke hand-rolled cigarettes. (g) Excludes
pregnant women.

Source: 1989 Heart Foundation Risk Factor Prevalence Study, Survey No. 3 1989

It would be very beneficid if morbidity and mortality for circulatory diseases, in particular heart disease,
were reduced by the early detection of the disease through screening risk factors. However, to date
there have been inconsstent findings on the benefits of such screening.23

Current activitiesinthe ACT

The ACT is participating in amoveto develop anationd system which is able to monitor heart disease
across the care continuum.  In particular, the monitoring system will look at coronary heart disease,
ischaemic heart disease and cerebrovascular disease. 1t will cover degths, number of cases, new cases
reported, uses of drugs, rehabilitation, hospital and surgica care, pre-hospital and emergency care, risk
factors and prevention.

It is proposed that the nationa monitoring system will comprise aminimum data collection,
supplemented through various surveys including the ABS Nationd Hedlth Surveys. Where nationd
indicators will not provide sufficient information, the ACT will need to increase the sample in nationd
surveys or coordinate supplementary surveysto obtain ACT information.

It is hoped that such a monitoring system would alow for the rdiable estimation or provison of
information on the incidence and prevaence for mgor circulatory conditions. Thisis currently not
possible for many cardiovascular conditions where sufficient information isnot available. Thisis
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particularly difficult when estimation istotaly dependent on hospital separation data only. For example,
in WA, astudy showed that hospital separations underestimated morbidity for stroke patients by 40
per cent.2

Programs which are assisting in the prevention, trestment and rehabilitation phases of care are outlined
in Table 15 (Refer Chapter 5).

In addition, the Cardiac Rehabilitation program asssted 543 patients between April 1992 and April
1995. Of those patients who were previousy employed, 70 to 80 per cent have

re-entered the workforce. Also, 70 to 80 per cent of the patientsin the program have improved in
their physica hedth and well-being. The program is expecting the participation rate to increase in
future years.

The ACT Government is exploring a proposal for the establishment of a cardiothoracic unit a WWoden

Valey Hospitd. Currently ACT patients needing heart surgery are required to go interstate for
treatment.
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6.3 Mental Health

Menta hedth reform in Audrdiais being driven by the Nationd Mentd Hedth Strategy, which is
complemented in the ACT by the ACT Strategic Plan for Mentd Health Services. These Strategies
target the needs of people with serious menta illness, snce they are the group in greatest need, but do
not ignore the needs of people with less serious mentd illness.

There is no agreed definition of serious mentd illness, dthough the United States Nationd Advisory
Mental Hedlth Council (1993) version, as cited in the First National Menta Hedlth Report can be used
asaguide "Severe mentd illnessis defined through diagnosis, disability and duration and includes
disorders with psychotic symptoms such as schizophrenia, schizoaffective disorder, autism, aswell as
severe forms of other disorders such as mgor depression, panic disorder and obsessive compulsive
disorder”. With regard to mentd illness generdly, there is even less agreement asto a definition. The
menta hedlth problems such as"nerves' and "tenson” which are detalled in the Nationa Hedth Survey
are not generaly defined as mentd illness athough they may, at some stage, be precursors to more
serious problems.

Itisgenerdly recognised that, at sometimein ther lives onein five adult Austrdians and & least onein
ten children and adolescents experience mentd illnessto aleve which interfereswith their lives. A
report commissioned for the Nationd Mental Hedth Strategy estimated that the prevalence of serious
menta illness each year was about 3 per cent of Audtrdians. Only about half of these are receiving
treatment from either public mental hedlth services, private psychiatrists or generd practitioners.16

Recent, accurate data on the prevaence of mentd illnessin Audtrdiaare not avalable. Thisisamgor
problem in designing policy to enhance the menta hedlth of people. Nationa data to date have
included avery smdl sample of ACT resdents among alarger sample from other states and territories.

Some information can be found in the results of the 1989-90 National Hedlth Survey, in which an
estimated 4,800 people self-reported as having long-term mentd disordersin the ACT (age-sex
dandardised ratio of 106.6). Thisisnot sgnificantly different to the nationd average of 100.0.
However sgnificantly higher age-standardised rates of menta hedlth problems among maesin the 15-
24 agerange (4.97% in the ACT compared to 1.46% in Austrdia) and femalesin the 0-14 age range
(3.06% compared to 0.79% nationaly) were reported.12 Since these are the crucid years for
education and voceationd training, mentd illness during this period has a huge impact on employment
possihilities and consequently, the Situation needs careful monitoring and intervention.

Maor conditions reported nationaly were nerves, tension, nervousness or emotiona problems (52.7%
of al people saf-reporting menta disorders, comprising 40.6% males and 59.5% females), depresson
(15.3% comprising 36.1% males and 64.1% females) and psychoses (8.4% comprising 52.5% males
and 47.5% femaes). The highest percentage of psychoses occurred in the 25-44 age range and
depression peaked in the 46-64 age range.
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Table 22 gives a comparison of the ACT and Audtrdiawith regard to crude rates for various mental
disorders as reported during the National Health Survey 1989-90. It shows that ACT resdents sdif-
reported fewer recent menta hedlth problems than other Audtraians, less long-term nervous and
emotiond problems, but more long-term depression and "other” mentd problems.

Table 22: Cruderatesfor peoplereporting mental health problems, Australia and the ACT,

1989-90(a)
Mental disorder Recent illness Long-term illness
ACT Australia  ACT Australia
Nerves, emotiona problems 1896 2635 823 951
Depression 358 583 322 275
Psychosis * 131 > 151
Other 179 285 823 516

(a) Per 100,000 population.  ** Numbers are too small to establish a usable rate.
Source: 1989-90 National Health Survey, ABS Catalogue No. 4380

The ageing population and dementia

Since the incidence of dementiaincreases with age 14, and the ACT population is dowly ageing, the
prevalence of dementiain the ACT can be expected to rise over time. However, even though the
elderly population in the ACT is growing more quickly than the nationd average, the number of
dementia cases is not expected to increase sgnificantly until well into the next century®5.

Hospital inpatient separations

Hospita data do not give afull profile of mentd illness, since most events do not require hospitaisation.

However, a study of hospital inpatient separations and the length of stay in hospitds will assg in
developing a profile of acute severe mentd illnessin the Territory (Refer Figure 28).

Figure 28: Breakdown of 1992-93 ACT hospital separationsfor mental disorders
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Source: Raw data from the ACT Hospital Morbidity Collection 1992-93
Performance Information Section, Department of Health and Community Care
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Figure 29: Breakdown of 1992-93 ACT hospital separationstotal dayslength of stay for
mental disorders
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It can be concluded from Figures 28 and 29 that psychoses are the mgjor menta health cause for
hospitdisation and that length of stay for psychosesislonger than for other mentd illnesses.

Mentd illness separations in fact, account for the highest average length of stay of dl illnesses and
conditions, athough the number of separationsis very smal by comparison to some of the separations
for other causes (Refer Table 23). (It should be noted that dataincludes interstate patientsin ACT

hospitas).

Table 23: Number of separations and average length of stay for selected diagnoses, ACT,
1992-93 (Ranked in highest number of ALOYS)

Principle diagnosis No. of separations Average length of stay
Menta disorders 1345 13.8 days*
Diseases of circulatory system 4820 7.6 days

Injury and poisoning 4069 6.9 days

* the average length of stay in the WVH acute facility was 11.4 days. The average denoted above includes such conditions
as dementia treated on other wards in the various hospitals. More recent data indicate that the average length of stay
for mental disorders is decreasing, consistent with national trends.

Source: Raw data from the ACT Hospital Morbidity Data Collection 1992-93, Performance Information Section,

Department of Health and Community Care

ACT facilities

The ACT haslittle reliance on psychiatric hospitas and psychiatric services are dl mainstreamed.
There are no, and have never been any, psychiatric hospitasinthe ACT. Thereisa 32 bed acute unit
at Woden Vdley Hospitd, a 20 bed generd psychiatry unit at Cavary Hospital, one 40 bed and one
20 bed hostel and 6 group houses for people with mentd illness. The Psychiatric unit at Woden Valley
Hospita and the two hostel's account for 42 per cent of the Departmentd service budget, leaving 58
per cent for community regiond initiatives. Further attention needs to be given to making the
proportions more equitable, but thisis being addressed in afive year drategic plan. Neverthdess, the
ACT isa the forefront with regards to the proportion it pends on resources for community mental
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hedlth services. In 1993-94, it spent $28 per capita on community menta hedlth services compared to
the nationad average of $18. On the other hand, in terms of total per capita spending on mentd hedlth,
the ACT rates sixth with an expenditure of $50 per capita compared to the nationa average of $55.16
Cavary hospital has a separate budget and available data is reported separately.

Table 24 outlinesthe ACT performance againgt indicators for mental hedlth servicesin 1993-94. It
should be noted that, as for other hedlth services, people from the South East region of NSW are
included in this data

Table24: ACT mental health performance compared to national average

I ndicator ACT National average
State spending per capita $50 $55
Service expenditure (%):

- community services 58% 32%

- co-located hospitas 42% 20%

- Separate psychiatric hospitals - 48%
I npatient services:

- total psychiatric beds 52

- total beds per 100,000 population 174 41.8

- acute beds per 100,000 174 20.6

- acute beds co-located 100% 55%

- inpatient expenditure per capita $20 $37
Community services

- expenditure per capita $28 $18

- sarvice expenditure directed to NGOs 2.4% 2.4%
24 hour staffed residential services

- tota no. of beds 60

- adult beds per 100,000 19.9 2.2

- psychogeriatric beds per 100,000 - 25
Workforce:

- % in community-based services 55% 22%

Source: National Mental Health Report 1994, Department of Human Services and Health, 1995

Clearly, the mentd hedlth of people is not solely dependent on clinicd interventions. Hedthis
determined by biological and medical conditions and/or pre-dispositions aswell as environmental
conditions such as the qudity of air, the climate, socio-economic status, health education and
knowledge, nutrition and access to adequate housing and services. The ACT Government therefore
takes aglobd gpproach in its planning for quaity menta health services. Interdepartmentd liaison to
ensure access to housing and trangport and liaison with Commonweath Government agencies such as
Socia Security areintegra to its gpproach.

Non-government (NGO), community and self-help organisations play a mgor role in enhancing the
mentd hedth of the Territory. In recognition of the crucid role of non-government involvement, the
Department of Health and Community Care assists non-government organisations through a grants
process. Grants pecificdly for menta hedth activities have been dlocated to a number of community
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organisations. Thereisaamdl private mentd hedlth sector in the Territory, which includes hedth
professonas working in a private capacity and ten private psychiatrigs.

Other ACT initiatives

It has not been possible to draw any accurate conclusions regarding the menta hedlth of ACT residents
from nationa data. (The small sample resultsin fluctuations which do not necessarily reflect trends).
Consequently, negotiations with the Bureau of Statistics were conducted with the result that alarger
sample of the ACT population are being surveyed in the 1995-96 National Health Survey. In addition,
the Commonwedlth Department of Human Services and Health has commissioned a national mentd
hedth survey which is currently being developed for usein 1995/96. Results should be available by
mid 1997. These initiatives will ensure amore accurate profile of mentd illnessin both the ACT and
Audrdiagenerdly.

Within the ACT Department of Hedlth and Community Services, a data manager has recently been
employed to address data requirements for mental health and enhance the Client Information System.
To date, however, there is only limited information on the prevaence of mentd illness and mentd hedth
problemsinthe ACT.

ACT Mentd Hedlth Services, which is part of the Department of Hedlth and Community Care, is
involved with the over-arching dinica care of people with mentd illness and the implementation of
preventative and educative strategies for reducing menta illnessin the Territory. It embraces the use of
multi-disciplinary teams based on a case management approach, early intervention and continuity of
care leading to the rehabilitation of clients within mainstream services. ACT Mental Hedth Servicesis
one of the few mentd hedlth services fully accredited by the Austrdian Council of Hedlthcare
Standards.

It operates in three components:

* Community Mental Hedlth which includes Forensic and Child and
Adolescent Services and operates Adult Regiond Services,

* Psychiatric Rehabilitation Services, and
* Psychiatric Inpatient Services.
Activity for ACT Mental Hedlth Servicesis outlined in the Table 25.

The method of recording menta health statistics has changed over the past two years. A new system
has been developed and should offer more comprehensive data in future. Information on diagnoses
outside the hospital system isnot available.
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Table25: ACT mental health services activity, 1992-93 and 1993-94
Service Type 1992-93 1993-94

After HoursCrisis Service
Total number of contacts:

- Domiciliary 391 444
- Office 864 1,886
- Telephone 4511 9,340
Total number of contacts 5,766 11,670
Total number of contacts by shift:

- Morning 704 4,529
- Evening 3,089 5,462
- Night 1973 1,679

Community Mental Health Services (including Child
and Adolescent Serviceand Forensic Service

New referrals 3,382 2,926
Total number of contacts 27,682 36,178
Psychiatric Unit

Available beds (1992-93 average) 316 32
Total admissions 879 906
Average length of stay (days) 11.87 1144
Average occupancy (%) 91 88.8
Hostds

Available beds 60 60
Total admissions 27 19
Average occupancy 98.1 974
Psychiatric Rehabilitation Services

New referrals 139 108
Estimated total number of clients n/a 350
Total number of contacts n/a 13,251

Source: ACT Department of Health Annual Report 1993-94 and unpublished data from Mental Health Services

In addition to the above, activity at Cavary Hospita, which is not administered by Mentd Hedth
Sarvices, isoutlined in Table 26.

Table 26 :Occupied bed days, 1993-94

Facility Bedsavailable Separations Occupied bed days

Calvary Hospital Unit 20 428 6,540

Cavary Hospitd dso runsaday program (62 patients in 1993-94) and an outpatient clinic (1057
clientsin 1993-94).

Recent initiatives by the ACT Department of Hedth and Community Care in response to client
changing needs include:
* development of afive year strategic plan for 1993-98;
* development of guidelines on continuity of care based on Area Integrated Mental Hedlth
Service guiddlines,
* 24 hour crissteam and after hours criss assessment team,
* establishment of aresearch officer podition to undertake ACT relevant applied research;
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establishment of an education officer podtion to develop programs for service providers
(eg housing) which will assst them to respond more effectively to people with mentd
disorders,

establishment of a project officer position to address the needs of specia needs groups
such as people with dua diagnoses, people experiencing their first episode of psychoss,
children of parents with mentd illness, people with HIV/AIDS, Aborigind and Torres
Strait Idander people;

establishment of atwo year pilot program to develop a network of volunteersto assst
isolated clients to access community, socia and recregtiond pursuits,

provison of forensc services, which include the establishment of pre-trid hearings within
the Psychiatric Unit to reduce the traumato clientsin having to atend court. Thishas
operated successtully initsfirst full year of operatior

expandon of the Intengve Rehabilitation Team;

increased services for children and adolescents with the establishment of atrainee
psychiatrist position;

expangon of the intengve trestment program for clients with refractory schizophrenia,
who do not respond well to other treatments;

expangon of activities in the Psychiatric Rehabilitation Services (PRS) to include neuro-
cognitive training, development of life plans with clientsto assg in rehabilitation and to
encourage dients to be cognizant of their hedlth (epecidly in monitoring their mentd
hedth) and sengtive vocationd training including the etablishment of atraining coffee
shop. The coffee shop venture is ajoint program run by PRS and Canberra
Schizophrenia Fellowship with training provided by the Commonwea th Employment
Sarvice,

establishment of aclinical consultant podition to work on ajoint project with ACT
Educeation and other relevant agencies to work with families with primary school aged
children with moderate to severe emotiond and/or behavioura problems;

completion of areview into the functions and roles of exigting accommodation for people
with mentd illness. Thefind report has been released for comment.

Community attitudes

Theimpact of acommunity's attitude to people with mentd illnessiswell recognised. A nationa study
conducted by Reark Research for the Commonwedth Department of Health, Housing, Loca
Government and Community Servicesin 1993 concluded that stigma or discriminetion against people
with mentd illness, caused by ignorance and/or intolerance and often portrayed by avoidance and
discomfort, can affect people with mentd illnessin accessng housing, limiting education, training and
employment opportunities, limiting recreation opportunities, exacerbating poverty and endangering the
development of positive sdf-esteem. 13 $8 million has been dlocated

by the Commonwedth for afour year Community Attitudes Strategy which includes a media education
approach. Thefirst TV advertisements began in April 1995. Materids produced will have state and
territory contact numbers for any queries or extrainformation. The ACT is pleased to be involved in
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6.4 Injury

Aninjury is defined as any physica, psychologica or socia harm to aperson, that is caused by an
externa agent of force3 The externad cause may be physicd, chemica or psychologica. Theinjury
may be accidental or intentiona. Accidental injury covers such issues as motor accidents, fdls, burns,
gporting and occupationa injuries and accidenta poisonings, most of which are preventable. Intentional
injury (also preventable) may be administered by externd forces or be sdlf-inflicted and covers such
issues as domestic violence, child abuse, sexua assault, other forms of assault and suicide. Suicide,
particularly in young people, is an area of such concern that it is aso discussed separately in the next
section (3.5).

Mortality

Injuriesin Austrdia, and indeed in most developed countries, are amgjor public hedth problem which
impact on virtudly al people a sometime. Death by injury, Snceit ismost prevaent in young people
(especidly in the 15 to 24 age range where alarge proportion of desths are due to sports, motor
vehicle accidents and suicide), accounts for ahigh loss of years of potentia life. AsFigure 30 shows,
accidental desths were 11 per cent of the total years of potentid life lost (1,437 years) inthe ACT.
Thisis a serious loss when you consider these accidents account for just over 2 per cent of al desths.

Figure 30: Yearsof potential lifelost through injury, ACT, 1993
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* Standardised to Australian population as at 30 June 1991
Source: ABS Cause of Deaths 1993, Unpublished data, Catalogue No. 3303.0

As Table 27 shows, injuries are the fourth leading cause of desth in both Audtrdiaand the ACT,
accounting for 6,595 and 64 deethsin 1993 respectively.
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Table 27: Principal causes of death by sex, ACT and Australia, 1993

ACT Australia
Cause of death Female Males Total % Female Males Total %
S S
Mdignant neoplaams 141 204 345 311 14,212 18,479 32,691 26.9
| schaemic heart disease 90 134 224 20.1 13,424 16,335 29,759 245
Cerebro-vascular disease 44 35 79 7 7319 4,818 12,137 10.0
Accidents and suicides 28 45 64 58 1827 4,768 6595 54

Source: Unpublished data - Health Surveys Section, ABS. Causes of Death, Australia 1993

Injuriesin Augtrdiadso account for a higher percentage of hospitalisations (9%) than either cancer
(7%) or circulatory diseases (8%) and a greater percentage of occupied bed days (10%) than for
cancer (9%) and most other causes (Nationd Injury Surveillance Unit, 1994).

The Nationd Injury Surveillance Unit estimated in 1991 (unpublished data), thet for every injury degth
there are about 40 hospital admissions, 760 doctor consultations and severa thousand "recent injuries’,
mostly of minor severity.® It has been estimated that in the ACT, for each injury related death, there are
about 55 hospita admissions, 350 vidits to hospital accident and emergency departments and 1,350
medica conaultations for injuries3  Injury was reported as the second most common illnessin the ACT
in the 1989-90 National Health Survey.

Table 28 shows that whilst the death rate from injuriesis fill unacceptable, it has a least decreased

over recent years. The ACT profileisalittle more dramatic, but this can be attributed to the smal
number of deaths per year.

Table 28 : Death ratesfor injury: ACT and Australia, 1991-1993a)

1991 1992 1993
ACT 36 31 23
Audrdia 45 43 40

(a) Rates per 100,000
Source: ABS, 1993 Causes of Death, Australia, Catalogue No. 3303.0

The National Health Survey 1989-90 actudly showed the ACT as having more self-reported accidents
than anywhere elsein Audtrdia (19.7% of ACT population compared to 14.1% of Audrdian
population). Although the ACT has alower death rate from injury, it gppearsthat it has a higher
number of injuries which do not cause death and which do not show up in hospital satistics. Anecdotal
evidence suggests that ACT residents may smply report more cases than other Audtraians. It will be
interesting to compare the 1989-90 Survey results with those of the 1995-96 Nationa Hedlth Survey.
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Disability

Many victims of injury suffer long-term disability which affects their qudity of life and ability to
participate in the community. It has been estimated that gpproximately 25 per cent of al disabilities
within the community are directly related to seriousinjury. This does not fully take into account the
psychologica damage caused by serious injury, epecidly in violent circumstances.

Hospital inpatient separations

There were 5736 separations for external causes of injury and poisoningsin 1992-93. Of these, 3294
were males and 2442 were females. The breskdown of these separationsis given in Figures 31 and
32.

In examining the frequency hospitalisation for injury, it isinteresting to note the differences for malesand
femaes. In most categoriesthereislittle difference. However, males are more likely to be hospitdised
asaresult of motor vehicle accidents (7% of al accidents compared to 4% for females) and females
more likely to attempt suicide (2.3% compared to 1.6% for males). The suicide data show maes are
more likely to complete a suicide (and therefore not require hospital trestment) whereas femaes do not
complete as often, and are more likely to require hospita treatment.

Figure 31: Breakdown of 1992-93 ACT hospital separationsfor external causes of injury and
poisoning: males
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* Procedures causing complications refers to medical and surgical procedures causing abnormal reaction or later complication, without
misadventure. This category includes such complications as with prostheses, grafts, transplanted organs, cardiac devices etc.

Source: Raw data from the ACT Hospital Morbidity Data Collection 1992-93,
Performance Information Section, Department of Health and Community Care
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Figure 32: Breakdown of 1992-93 ACT hospital separationsfor external causes of injury and
poisoning: females
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* Procedures causing complications refers to medical and surgical procedures causing abnormal reaction or later complication, without
misadventure. This category includes such complications as with prostheses, grafts, transplanted organs, cardiac devices etc.
Source: Raw data from the ACT Hospital Morbidity Data Collection 1992-93,

Performance Information Section, Department of Health and Community Care

Length of stay

Numbers of separations done will not give atrue indication of severity of injury or human and financia
cost. Itisasoimportant to analyse how long a patient staysin hospital before separation. Overdl,
females stay longer in hospital after an injury or poisoning (10.4 days compared to 8.1 days for males).
Externa causes which combine substantia average length of stays with large numbers of separations
are depicted in Table 29.

Table 29: Estimated number of ACT hospital separations and aver age length of stay (ALOS)
for selected external causes of injury or poisoning, male and female, ACT, 1992-93

External cause Male Female

ALOS No. of separations  ALOS  No. of separations
Procedures causing complications, without 13.2 838 12.9 778
misadventure
Drugs, medications, biological substances 10.3 169 115 198
causng adverse effects in thergpeutic use
Suicide and sdf-inflicted injury 10.0 93 6.6 137
Motor vehicle accidents 94 220 11.7 156
Fdls 8.1 551 12.2 561

Source: Raw data from the ACT Hospital Morbidity Data Collection 1992-93,
Performance Information Section, Department of Health and Community Care
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Since thefirst two categories cover alarge variety of causes, no conclusons can be drawn. Thelast
three, which are for specific isolated causes, do reflect substantial prevaence and long periods of stay

in hospital.
Falls

Given the datain Table 29, and taking in to consideration an ageing population in the ACT, the
incidence of falls can be expected to increase. A report by the National Headlth and Medical Research
Council (November 1993)11 notes that:

* at least one third of people over 65 years of age fall one or more times a year;

* the cause of falls are usually multifactord involving combinations of age-related physiologica
decline, chronic disease, medication and environmenta factors,

* therisk factors for men are decreased physical activity, stroke, arthritis of the knees, gait
abnormality and increased static sway;

* therisk factors for women are muscle weakness, standing systolic blood pressure of less than
110, psychotropic drugs and medication liable to cause posturd hypotension;

*  psychologicd sequelae, such as fear, occur frequently and may lead to increased dependence;

* injuries cause physical, psychosocial and financia costs to the injured person and their carers
and financid costs to the community.

Inthe ACT, fdls accounted for 1,112 hospital separations (551 mae, 561 femae) in 1992-93. The
average length of stay was 8.1 daysfor maes and 12.2 days for femdes. Thefemderateishigher asit
mainly involves ederly femae patients with severe fractures. The mae rate mainly reflects sporting and
work rdlated falsin young, hedthy maes. Table 30 depicts accidenta fallsin age categoriesin the
ACT.

Table 30: Accidental falls by sex by age, ACT, 1992-93
| O-14years 15-44years 45-55years 55-64years 65+ years |
Mde 163 188 43 29 128

Femde 128 83 37 59 254

Source: Raw data from the ACT Hospital Morbidity Data Collection 1992-93,
Performance Information Section, Department of Health and Community Care

Fdls are acommon problem for older people. Since the causes are multifactord, preventative
measures aso need to be multidisciplinary in approach. Medications and environmental dangers are
potentially remediable, and impaired balance may respond to rehabilitation. Education programs are
important.

Developing an injury profile

Developing an injury profile for the ACT and Audtraiais not an easy task. Data can be extracted from
mortality statistics and hospita events, but not al events caused by injury will be recorded. Injury
caused by intentiona violence, for example, may be hidden by the victim or masked by consequent
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illness (especidly in older people). In many cases people treat themsalves or seek treatment from
outside the hospital system (eg medica practitioner, physiotherapist). Aswith other states and
territories, the ACT needs to address the issue of data collection in order to develop quality basdine
data on which to plan future interventions and eva uate services.

ACT Iinitiatives

Refinement and expansion of data collections have commenced in the ACT with the establishment of a
new data bank in the emergency departments of Woden Valey and Cavary Hospitals. The data
collection system is currently being ingtalled and will be competible with the new NSW data system,
thus dlowing cross border comparisons. The system development is funded by the Commonwealth
through the Ambulatory Care Reform Program and will utilise the Nationa Injury Surveillance data
definitions and nationa emergency definitions currently being devel oped.

The ACT Hedth Outcomes Reference Group which is overseaeing the implementation of ACT Hedth
Godsand Targets, istargeting injury asamgjor areafor congderation inits deiberations. An expert
working group to adviseit in the development of a drategic plan for injury servicesin the Territory is
being established.
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6.5 Suicide

Thereis consderable concern nationdly about the rising rate of suicide, especidly in the 15 to 24 year
age group. In 1993, suicide was the ninth leading cause of death in Audrdia and seventh inthe ACT.8
In the 15 to 24 years age group, suicide was the second leading cause of desth for males and the third
leading cause of death for femades. Apart from the anguish this tragedy causes, it dso represents a
huge waste in potentid years of lifelost. Figure 33 shows that suicide accounts for 8 per cent of the
total years of potentid lifelogt inthe ACT (1030 years).

Figure 33: Yearsof potential lifelost through suicide, ACT, 1993
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* Standardised to Australian population as at 30 June 1991
Source: ABS, Causes of Death 1993, Unpublished data, Catalogue No. 3303.0

It isdifficult to track the incidence of suicide attempts (completed and uncompleted), since the reliability
and completeness of data are in question:

*  mog suicidd behaviour, especidly by femaes, does not result in death -
consequently, a profile based on mortaity detaiisincomplete;

*  some occurrences reported as from another cause, may in fact be suicide
attempts or completions (eg motor vehicle accidents, accidenta drug
overdoses).

In the ACT in 1993 the suicide death rate was 8.4 per 100,000 population (compared with 11.7 per
100,000 for Augtrdia). This represents 23 mae and 4 femde (tota 27) confirmed desths from suicide,
six of which were for young people between 15 and 24 years of age. These Six people were dl mae
and died as aresult of poisoning, firearms and jumping from a high place.

It isdifficult to identify rea increases and decreases in number of degths, given the smal number of

desths. Annual rates can fluctuate subgtantidly as shown in Table 31. It is probably more informative
to look for trends over areasonable period of time.
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Table 31: Standardised suicideratesfor the ACT and Australia, 1982 to 1993(a)

Y ear ACT Audralia
1982 7.1 12.0
1983 12.5 11.4
1984 14.4 11.1
1985 11.9 11.6
1986 12.5 12.4
1987 15.4 13.7
1988 10.4 13.2
1989 13.4 12.4
1990 13.3 12.5
1991 11.5 134
1992 10.3 12.9
1993 8.4 11.7

(a) Standardised per 100,000 mid-year 1986 population
Source: ABS, Suicides Australia 1982-1992, Catalogue No. 3309.0

Figure 34: Comparison of Australian and ACT suicides of persons aged 15-24 yearsfrom
1973 t0 1993
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As Figure 34 shows, during the 1970s the suicide rates of young people were smilar inthe ACT and
Audrdiagenerdly. Inthe 1980s however, the rate for both males and femaes was noticeably higher in
the ACT than for Audtrdia. Thismay have been due in part to changing reporting practices. In 1968
the World Hedlth Organisation introduced in the Eighth Revison of the International Classification of
Diseases, a new category "injury undetermined whether accidentaly or purposely inflicted (ICD codes
E980-E989)". The use of this new category has fluctuated over time, and in particular during the early
1980s.3° Given the smdl numbersin the ACT, this fluctuation in coding practices could have
influenced ACT rates more than in therest of Australia. Since the 1980s, the suicide rates for young
males and femadesin the ACT appear to be trending down. The reverse is happening for Audtrdiaasa
whole.

Therate of suicide for maesis consderably higher than that for femaes both nationdly and in the ACT.
Inthe ACT, maesin the 15-24 years age group are nearly four times more likely to complete suicide
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than females (refer figure 35). In the period from 1983 to 1993, for instance, 68 maes and 18 femaes
in that age group committed suicide.

Figure 35: ACT suicide death rates of personsaged 15-24 years, 1975 to 1993(a)
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However, hospita separation data indicate that the percentage of hospital separations for sdf inflicted
injury is higher for femadesthan for maes. This suggests that young males and females attempt suicide
a much the same rate - maes are Smply more successful in completing it. Maes tend to use more
irretrievable methods such as firearms, hanging or strangulation and jumping from high places, whereas
women tend to use less predictable methods such as poisoning and overdosing on pharmaceutica
tablets.

Causes for attempting suicide are not easy to define. It islikely that societd pressures and stress, often
associated with socid isolation and family dysfunction are important triggers. Thereis dso evidence
that the maority of suicides are associated with mentd illness, with severe depression and
schizophrenia having particularly high risk factors. Although difficult to confirm, it is estimated that
about 90 per cent of adolescent suicides are preceded by symptoms of mentd illness, especidly
depression.®

A recent study0 conducted in the ACT, where coroners files on youth suicide (persons under 25
years of age) for the six years from 1985 to 1990 were studied, showed some interesting results which
have implications for planning preventative measures. There were 53 suicidesin the age range during
the period (75.4% made). It wasfound that:

*All but one desth due to motor vehicle accidents were given accidental verdicts rather than an
open or suicide classfication;

*  There were no suicides of young people under the age of 16;

*  Of those young people who overdosed, 88.8 per cent did this on prescribed medication;
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Overdl, carbon monoxide poisoning was the most common method, followed by hanging,
gunshot and overdose,

79.2 per cent had stated their intent to commit suicide before doing it (either in words or by
earlier attempts at suicide);

Previous attempts to commit suicide were undertaken by 54.7 per cent of completions;

54.7 per cent were from intact families, 24.5 per cent from separated or Sngle parent families,
13.4 per cent from step families and 1.8 per cent (1 person) from an intact adoptive family,
5.6 per cent of cases had unknown family status,

In cases where there was evidence, only 11.3 per cent of cases had good family relationships
and approximately a quarter had good peer relationships (sample of a quarter of al cases);

In the period before their death, 69.8 per cent of the group were considered by othersto be
depressad (39.6% had actualy been diagnosed by medicd practitioners as suffering from
emotiond or psychiatric problems);

Significant precipitating factors included break-up of boy-girl relationships (33.9% of the
group had experienced this), family conflict, separation from or of parents, deeth of afamily
member or friend, unexpected information about parents, drug and alcohol problems (32%
were sad to be heavy uses of dcohal), impairment of physica (18.8%) and mentd hedth,
court convictions and charges pending (20% of the males), loss of employment.

More recent datais available, but only for public hospitd activity. ACT Public Hospital Morbidity
Data Callection 1993-94 indicates that there were 268 events of suicide, attempted suicide and self-
inflicted injuries, with very few completed suicides. Femaes were responsble for 166 of the events.
Thisis congstent with the trend for femaes to attempt suicide as often as maes, but be lesslikely to
completeit. They are, therefore, more likely to require hospitdisation. Table 32 showsthe age
breakdown for suicide and sdf-inflicted injuries recorded in public hospitas.

Table 32: External cause of injury (suicides and sdlf-inflicted injuries) by age group (years),

1993-94
AgeGroup (Years) 5-14 15-24 25-34 35-44 45-54 55-64 65+ Total
asuicides and self-inflicted injuries 12 98 66 52 24 10 6 268

Source: ACT Public Hospitals Morbidity Data 1993-94
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Strategies for addressing the problem

Since the indicators of suicide are mainly preventable (eg depresson caused by life eventswith an
inability to handle problems and with no appropriate support systems), there has been an increasing
redisation that preventative measures are lacking and are desperately warranted. Recent nationa
initiatives include the development of Nationd Godss, Targets and Strategies for Mentd Hedlth in which
one of the mgor gods is to reduce the rate of suicide among people with menta disorders, and the
development of adraft National Health and Medica Research Council Strategy for the Prevention of
Suicide.

Inthe ACT, ACT Hedlth Goas and Targets for the Y ear 2000 have been developed which specificaly
focus on the reduction of suicide rates as amgjor target in the injury section.3 Some of the strategiesto
be considered include:

* increadng psychologica resilience to suicide and suicide risk factors;

*  developing appropriate programs to address the needs of people at risk;

*  developing a school education program for students and teachers,

*  increasing the support intervention skills of primary hedlth care practitioners; and

*  developing hospitd emergency and inpatient protocols for the management of attempted
suicide including prompt referrd for follow-up counsdling.

Given that suicide risk is exacerbated or caused by societal conditions, the problem must be addressed
by not just the Department of Hedth and Community Care, but other agencies of government
regpongible for living and working conditions aso. The community sector must dso play itspart in
reducing the risks associated with suicide. The Gods and Targets exercise will involve these interestsin
the development and implementation of strategies.
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6.6 Communicable Diseases

Communicable diseases are those diseases which are spread by direct contact with infectious agents
such asdropletsin the air (eg meades, rubdld), body fluids (eg hepatitis B and C, HIV/AIDS), spores
(eg tetanus), food and water (eg cholera, sdmonella) and insects (eg mdaria).

Reaults of the National Hedlth Survey 1989-90 indicated that 3.3 per cent of the ACT population
reported recent infectious or parasitic disease.

Mortality

The number of deaths caused through infectious and paragitic diseasesis fluctuating and very smdl in
the ACT. Table 36 gives detalls and highlights the inadvisability of coming to any conclusons from data
where the sampleis so smdl. All that can be concluded is that death from these causes isinggnificant

in number inthe ACT.

Figure 36: Deaths attributable to communicable diseases: number by sex, ACT, 1991-93
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Source: ABS Causes of Death, 1993 and unpublished data, Catalogue No. 3303.0

Morbidity

People suffering from an infectious or paragitic disease are not usudly admitted to hospital. Serious
cases however, can be admitted and give an indication of the prevaence of serious communicable
disease in the community. Infectious and parasitic diseases only accounted for 1.27 per cent of hospital
separations (845 separations) in 1992-93 . Table 33 gives an indication of how long a person suffering
from a communicable disease sayed in hospita in 1992-93. Length of Say is often an indicator of
Severity of acondition.
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Table 33: Estimated number of ACT hospital separationsin 1992-93 for principal diagnosis by
sex by length of stay(a).

Length of Stay (days)

Principal Diagnosis:. Sex 0 1 2 3 4-7 8-1415-34 35+ ALOS *MDN
Infectious and paraditic diseases M 7 54 8 51 97 42 15 4 45 2
F 8 55 79 51 9H 3IFH 17 3 43 2

Intestind infectious diseases M 18 19 4 25 3B 6 3 0 32 2
F 31 24 40 20 33 5 2 0 2.9 2

AIDSHIV M 2 1 1 0 2 0 0 1 86 2
F 0 1 0 0 1 0 0 0 25 3

* Mdn refers to median
Source: Raw data from the ACT Hospital Morbidity Data Collection 1992-93
Performance Information Section, Department of Health and Community Care

It can be seen that treatment for HIV/AIDS in males had the longest average length of stay, but it
should be noted that the number of casesisvery samdl. Anoverdl average length of stay of 4.5 days
could indicate severity, but not necessarily. Many patients will be admitted for intermittent intravenous
drug adminidration or blood transfusons. Petients have the option of receiving trestment as outpatients
or a home if they have appropriate support networks, and therefore will not require hospitalisation.

During 1993-94, the number of notifiable diseases reported in the ACT increased by 20 per cent to
1,569.

Table 34 detail s the communicable diseases reported in 1993-94 and 1994-95 (part year). It can be
seen that there was an outbresk of Meades, Rubella and Whooping Cough (Pertussis) inthe
September quarter of 1993, Rubdlain December quarter of 1993, a peak incidence of HepatitisB in
the June quarter of 1994, and arise in foodbourne diseases in the March quarter of 1995.
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Table 34: ACT quarterly statistics for communicable diseases 1993-94 and 1994-95

COMMUNICABLE DISEASES 1993-94 1994-95
Quarterly statistics Seppt  Dec Mar  Jun 9394 Sept  Dec  Mar
ACT qtr qtr qtr qtr total qtr qtr qtr
Vaccine preventable
Haemophilusinfluenzae type b 3 4 0 0 7 1 0 0
Meades 115 50 25 14 204 32 43 21
Mumps 0 0 1 3 1 1
Rubdla 34 34 20 9 97 6 16 8
Pertusss 26 13 6 1 46 9 4 13
Foodbor ne diseases
Campylobacter 34 55 93 8 267 61 61 115
Cryptosporidium (a) 40
Giadia (a) 10 6 6 22 6 1 3
Sdmondla 14 10 16 9 49 8 15 49
Shigdla 3 0 6 0 9 0 2 2
Typhoid 0 0 1 0 1 0 0 2
Food Poisoning 2 0 1 3 6 1 5 1
Yeasnioss 0 0 0 0 0 0 0 1
Sexually transmitted
Chlamydia 15 11 17 31 74 36 9 21
Genitd Herpes (q) 14 19 11 14 58 5 19 13
Gonorrhoea 1 3 3 3 10
Syphilis 1 2 4 3 10
HIV/AIDS
Groups1,2& 3 1 2 0 2 5 1 7 4
Group 4 (AIDS) 6 1 4 4 15
Hepatitis
Hepatitis A 7 2 10 2 21 2 3 7
Hepatitis B (unspecified) 51 34 40 55 180 41 23 28
Hepatitis B (incident) 1
Hepatitis C (unspecified) 99 107 116 109 431 105 88 108
Hepeatitis C (incident) 2 3 5 0 0 1
Hepatitis (unspecified) 0 0 0 0 0 0 0 0
Other Diseases
L eptospirosis 0 0 0 1 1 0 0 0
Ligeriogs 1 0 1 0 2 0 0 1
Hydatid disease 0 0 2 0 2 0 0 0
Legionnaires disease 0 0 0 0 0 0 0 1
Mdaria 9 4 7 3 23 10 4 3
Meningococcd inf. 2 0 0 2 4 3 2 0
Ross River virus 0 0 1 0 1 0 0 0
Tuberculogs 2 5 1 8 16 4 0
TOTAL 440 366 394 369 1567 335 321 456

(a) These diseases are not notifiable in the ACT. These are voluntary notifications and are likely to be an underestimate of incidence.
Source: Data from Communicable Diseases Control Section of the Department of Health and Community Care
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Figures 37 to 45 detail the communicable diseases natifications recaived in the ACT from 1991 to
1995.

Figure 37: ACT Hepatitis B notifications, July 1991 - April 1995, by age and sex
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Source: Data from Communicable Diseases Control Section of the Department of Health and Community Care

It can be seen from Figure 37 that in the ACT, Hepatitis B, athough not large in prevadence, is most

prevaent in people aged 20 to 39, especialy maes. This hasimplications for preventative Strategies,
especidly in the areas of hygiene, safe sex and drug using practices.

Figure 38: ACT Hepatitis B notifications (including acute and carrier),
July 1991 - May 1995
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Figure 39: ACT Hepatitis C notifications, July 1991 - April 1995, by age and sex
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Figure 39 shows that Hepatitis C has a smilar prevaence age pattern as for Hepatitis B, dthough
women peak at ages 25-34 compared to 30-34 for Hepatitis B (ie alonger period of time). Maeson
the other hand, have alonger peak time for Hepatitis B (20-40 years of age as compared to 30-44 for
Hepatitis C). There are sgnificantly more cases of Hepatitis C than Hepdtitis B.

Figure 40: ACT Hepatitis C notifications, July 1991 - October 1994
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Figure 40 shows afluctuating increase in reported cases of Hepatitis C since September 1993. This
trend is consgstent with the nationd trend.
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Figure 41: Pertussis naotifications ACT, July 1991-Mar ch 1995

g 81

R=

ES]

Q 67

=

=

= 47
— = N N N &N M M M Mt S+ S S w0
TTTTTTTITTTTITTITT
—_ = e = e e e = = e e = =
2 90 05 a 2 O 5 a9 2 90 g a9 2 O 5
— O a5 =S T O 5 = o s <= Tra S

Month of onset

Source: Data from Communicable Diseases Control Section of the Department of Health and Community Care
As shown in Figure 41, Pertussis, commonly known as whooping cough, is rarely reported in the ACT

due to previous excdlent vaccination coverage. The smdl risein incidence in July quarter 1993 was
consistent with an Audraliawide trend.

Figure 42: Meades notifications ACT, July 1991-Mar ch 1995
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The outbreak of meadesin July quarter 1993, as shown in Figure 42, is consgtent with the Audtrdian
increases.
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Figure 43: Rubella notifications ACT, July 1991-Mar ch 1995
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The outbreak of rubellain September quarter 1992 (Refer Figure 43) was congderably higher in the
ACT than in other states and territories. This may partly be due to inconsstent reporting in other
jurisdictions sSince some states do not have reporting requirements as stringent as the ACT's, difficulties
with accurate diagnoses and/or the fact that the Department sent a letter to generd practitioners
reminding them of their respongbilities with regard to reporting. Nevertheess, the rise in incidence
would have given mgor reason for concern, if the trend had continued.

Figure 44: Haemophilus I nfluenzae Type B (HIB) notifications ACT,
July 1991-March 1995
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Figure 45: ACT Salmondla notifications 1993-1995
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The outbreak of the rare Bredeney type Samondla (Refer Figure 45) was congstent with an outbreak
in NSW, Victoriaand Queendand. After much investigation, the cause was gill unable to be isolated.

Table 35 outlines the rates of notifiable diseasesin the ACT compared with the nationd rate, based on
data for the 1993 calendar year. It can be seen that al diseases with the exception of meades, rubdlla
and haemaophilus influenza type b have alower rate of incidence in the ACT than for Audrdiaasa
whole.

Table 35: Communicable diseaserates (a), ACT and Australia, 1993-94

Disease ACT Audgtralia
Tuberculoss 54 6.1
Sigdla 13 4.0
Syphilis 1.0 12.9
Meningococcd infection 17 2.2
Gonorrhoea 51 15.7
Hepatitis A 5.4 11.6
Sdmondla 145 26.8
Chlamydia 17.9 36.5
Pertuss's (whooping cough) 15.2 22.8
Meades 61.7 25.8
Rubdla 48.5 21.8
Haemophilus influenza type B (Hib) 3.0 2.3

(a) rates per 100,000 population
Source: ACT Department of Health Annual Report 1993-94

It isdisturbing to note that, with the exception of pertussis, childhood vaccine preventable diseases
(meades and rubella) in the ACT had a higher incidence rate than for Audtrdia generdly.
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The Communicable Diseases Control Section of the Department of Health and Community Care has
operated a centrd vaccine register snce July 1993 to monitor the levels of vaccinations in the Territory.
It isthe only State or territory to have such aregigter.

The ACT has the highest vaccine uptake of dl states and territories for children entering schoal in
1994, but from Figure 46 it can be seen that the coverage for dl vaccinesis below the optimum of 100

per cent.

Figure 46: Number of ACT children (0-5 year s) and estimated vaccine cover age for vaccines
administered by Departmental Clinicsand general practitioners,
1993-94
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DTP covers diphtheria, tetanus and pertussis vaccines, OPV covers oral polio vaccines,
MMR covers measles, mumps and rubellavaccines, CDT covers combined diphtheria and tetanus vaccines

Source: ACT Department of Health Annual Report 1993-94

The Department is collaborating with the Commonwedth Department of Human Services and Hedth
through the Nationa Childhood Immunisation Committee to implement Commonwedth initiatives aimed
at increasing the immunisation coverage for children from birth to 16 years of age. One such initigtiveis
the Nationd Immunisation Education Campaign which began an intensve three month media campaign
on 16 October 1995. It istargeting TV, radio, women's magazines, milk carton advertisng and bus
advertisng.



6.7 Ashma

Asthma can be described as a paroxysma (a severe attack or one increasing in violence) disorder of
respiration with laboured breathing, afeding of condriction in the chest, and coughing.30 It isamgor
cause of morbidity in the community, especidly among children and can be along-term condition which
frequently leads to hospitdisation. Asthma degath rates and hospital morbidity rates are not as high as
those for cancer and heart disease, but asthma morbidity appearsto be as high, if not higher in the ACT
than in other states and territories and therefore needs to be examined.

One of the mgor concerns regarding asthmais the inability to provide an accurate picture of asthma
morbidity in the community. Mortality and hospital morbidity provide indicators for asthma, but the
datarefer to acute episodes only and do not provide atrue reflection of incidence or prevaence of
aghma in the community.

Mortality

There were 9 asthma deathsinthe ACT in 19938 The small numbers cause annud rates to fluctuate.
Accordingly, rather than looking at isolated years, it is more meaningful to look at trends over time.
Figure 47 shows that, over the last few years, the ACT rates have been consstently lower than nationa
rates.

Figure47. ACT Asthma death ratesfrom 1986 to 1993(a)
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(a) Based on 3yr moving averages.
Source: Causes of Death Australia, ABS Publications Catalogue No. 3303.0, Unpublished data
Estimated Resident Population by Sex and Age, States and Territories of Australia, ABS Publications No. 3201.0

Mor bidity
(a) Hospital morbidity
There were 977 separationsin ACT hospitals for the period 1992-93. Figure 48 shows that of these

separations, in the 0-9 age group there were 534 (54.7%), and in the 10-19 age group there were 169
(17.3%). That is, the mgority of acute asthma conditions are experienced by children and teenagers.

85



Figure 48: 1992-93 Hospital separationsfor asthma (1 CD-9 code 493) inpatients by age.
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Source: Unpublished 1991/92 and 1992/93 hospital morbidity data collections.

Thefiguresin Figure 48 include al patientstrested in ACT hospitals including those living in the South
East Region of NSW.

(b) Other sources of morbidity data

In the 1989-90 Nationa Hedlth Survey, 9.7 per cent of ACT residents were

sdlf- reported asthmatics compared to 8.5 per cent nationaly38.  ACT numbers were second only to
Queendand where 10.2 per cent of the population saf-reported asthma. Even after adjustment for age
and sex of the ACT populatior?9, the numbers were gtill shown to be higher than that of the nationa
average. (Refer Table 36). Unfortunately, the 1989-90 survey does not provide information for the
total population as those surveyed were 18 years of age and over. This means that we have no
measure of asthma prevalence for non-acute conditions for those in our population aged between 0-17.

Table 36: 1989-90 ABS National Health Survey, age-sex standardised ratiosfor ACT
residents.

Description Age-sex Comments
standar dised ratios

L ong-term conditions(a)

Respiratory Diseases 127.0 *  Had highest age-sex standardised ratio
for states and territories
Ashma 117.2 *  Higher than Audrdian average,

however not as great as QLD (118.4)

(a) refersto medical conditions which have lasted at |east 6 months or which are expected to last 6 months of more.

Source: 1989-90 National Health Survey as cited in Glover G and Woollacott T, A Social Health Atlas.
* significantly different to Australia, with Australia as reference = 100.0.

86



ACT initiatives

Agthmainformetion is available through consultation with GPs and Woden Valey Hospitd's Ashma
Education Program being run by the Thoracic Medicine Department. Woden Valley Hospita offersa
‘Living with Asthma course for adults and parents of children with asthma. Other related programs are
detailed in Chapter 5.

In addition, the ACT Asthma Association provides information over the telephone, counsdling,
literature and on-going information and education through seminars, newdetters, library resources,
school vists and information booths at public venues. The ACT Asthma Association aso supports the
Nationa Policy on Asthmafor Schools:3

The ACT Government in its ACT Health Goals and Targets for the Year 2000 and The Nationa
Asgthma Campaign with their document National Asthma Strategy- Goals and Targets are working
towards addressing better prevention and management of asthma morbidity.2 The Nationd Ashma
Campaign is aso encouraging generd practitioners to work out more detailed care plans for patients
and pharmaceutica companies are using guidelines provided through the campaign to produce hedlth
promotiona type materids.

The ACT Hedth Outcomes Reference Group, which is overseeing the implementation of hedlth goas
and targets in the Territory, has decided to treat the development and implementation of asthma
drategies asamgor priority inits ddiberations. An expert working group with representatives from al
interested areas will be established to adviseit.
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6.8 Diabetes M dlitus

Diabetes Mdlitus, usudly referred to as diabetes, is a condition in which the body is unable to properly
use glucose or sugar which is required for basic cdll and organ function. It occurs when the pancressis
unable to produce sufficient insulin, or the insulin produced is unable to work effectivey. Insulinisa
hormone which normdly circulates in the blood and assgts the passage of glucose into the bloodstream
and body cells. The most common types of digbetes mdlitus are:

Juvenile, insulin dependent diabetes;
Mature-age onset non-insulin dependent diabetes,
Gedtationa diabetes (first diagnosed when awoman is pregnant).

Diabetesis a condition of consderable public hedth significancein thet it affects at least haf amillion
Audrdians, is associated with sgnificant human and financid cost to the community and its prevaence
is likely to increase Sgnificantly as the population ages. People from low socio-economic backgrounds
and those from certain racid groups such as Aborigind and Torres Strait dander people are more
likely to be affected than the genera population. The condition is theoretically amenable to prevention
and early intervention, as are the complications associated with the condition.26 The mgority of
sufferers can manage their diabetes with diet thergpy, weight control and regular exercise, dthough
some need ora hypoglycaemic tablets or insulin. There are therefore, considerable implications for
hedlth planners and service ddivery.

There are no accurate statistics available to gauge the exact number of diabetes cases nor the number
of deaths caused by diabetes, inthe ACT or Audtrdia. The Australian Bureau of Statistics Population
Survey Monitor results indicate the prevalence to be 3.8 per cent of al adults and 8.2 per cent of
people aged 55 years and over.37

Mortality

It should be noted that some deaths identified as deaths from other causes (eg heart attack), actualy
are attributable to diabetes mdllitus. As data collection becomes more precise, these Satistics will be
recorded more accurately.

There were 14 known deaths caused by diabetes mdlitusin the ACT in 1993 (7 males, 7 females).
This equatesto 1.3 per cent of al deethsin the ACT. In Audradia, there were 2.1 per cent of all
deaths caused by diabetes mellitus (1,278 maes and 1,290 females).2” It is reasonable that the ACT
should have less diabetes deaths when you congder that the ACT has ardatively high socio-economic
disadvantage score (1,071 compared to 1,000 for Augtrdia) and that it has avery small Aborigina and
Torres Strait Idander population. If you consider the standardised, cause specific death rates however,
it can be seen that maesin the ACT have dightly higher, but not Satigticaly sgnificant, degth rate from
diabetes than Audrdian maes on the whole (Refer Table 37).
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Table 37: Standardised diabetes mellitus death rates average for three yearsaround census
years 1981 and 1991, ACT and Australia (a)

ACT Audralia
Males 1981 0.15 0.13
1991 0.16 0.15
Femaes 1981 0.09 0.11
1991 0.08 0.11

(a) rate per 1,000 population
Source: ABS & NCEPH, Trends in Mortality, ABS Catalogue No. 3313.0

Edtimated years of potentid life lost (Y PLL) from digbetes death is 167 years or 8% of total YPLL in
the ACT in 1993.27

Morbidity

Diabetes is a chronic condition which rardly warrants hospitalisation. Generd practitioners generdly
attend to the care and treatment of patients with diabetes.

A project which commenced in 1995 and funded by the Commonwedth Department of Human
Services and Hedlth is being undertaken by the ACT Divison of Generd Practice. It amsto
grengthen the role of GPsin the care of people with diabetes, to identify diabetes knowledge and risk
factorsin the loca area and to develop best practice protocols for hedlth gain across the public hedlth
continuum. It will establish acentra database of diabetics which will assist in developing amore
accurate profile of diabetesincidence and treatment in the ACT.

In the meantime, hospital separation data as depicted in Figure 49, assists in determining acute
morbidity caused by digbetes in the Territory.

Figure 49: ACT hospital separations, 1992-93, for principle diagnosis of diabetes mellitus
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NB. excludes hyperglycemia (ICD-9 790.6), neonatal diabetes (775.1) and nonclinical diabetes (790.2)
Source: Raw data from the ACT Hospital Morbidity Data Collection, 1992-93
Performance Information Section, Department of Health and Community Care
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Of the 351 separations depicted in Figure 49, 86 (or 24.5%) of them were for gestationa diabetes
(64) and complications of pregnancy due to diabetes (22). Since these diagnoses are exclusively
affecting women, the peak for women of child bearing age is condderably higher than for men. Mde
separdions do nat, in fact have an identifiable peak, dthough thereisadight increasein casesin the
55-64 year range. With the exception of women in the child bearing ages, men and women have
roughly the same incidence of hospital separations for diabetes.

The average length of stay in hospita was 9.2 days for males and 9.9 days for femdesin
1992-93.

Seriousdinica complications which can be caused by diabetes include adult blindness, chronic kidney
falure, coronary heart disease and stroke.

Strategies for addressing the problem

The ACT Hedth Gods and Targets for the Y ear 2000 document outlines some specific goas for
improving diabetes sarvices:

* to reduce the prevalence of non-insulin dependent diabetes;

* to achieve early diagnoss of diabetes so that early intervention can assist in reducing the
prevalence and severity of diabetes-related complications, and

* to obtain accurate baseline data about the prevalence and health outcomes associated with
diabetes.

A working party to address the issues will be established as part of the ACT Goals and Targets and

hedlth outcomes process. Membership will include experts, departmenta officers, non-government
organisational people and consumers.
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6.9 Alcohol and Other Drugs

Itiswiddy recognised throughout Australia and oversess that the legally available drugs, especidly
alcohol and tobacco, cause the most harm to the community. The World Hedlth Organisation identifies
smoking as the single grestest preventable cause of ill-hedth and premature degth in the devel oped
world.31

The economic cogt of drug abusein Augtrdiain 1988 has been estimated at more than $14 billion per
year (42% for acohal, 47% for tobacco and 11% for illicit drugs).28 A reassessment for tobacco use
in 1994 indicates that its cost has risen by one third since 1988. Problems associated with drug abuse
place heavy demands on health and community services. Most hospitd admissions for drug related
causes are due to tobacco and acohol use.2® Socia problems related to drug abuse include risk of
losing employment, risk to relationships and other psycho-socid problems, financid difficulties and legd
problems often related to crimina charges.

Recent figures on ACT drug use and abuse are limited, but the National Hedlth Survey 1995-96 is
currently underway and results will be available next year. The last National Hedlth Survey in 1989-90
indicated that ACT residents smoked more, and drank acohol at a moderate or high rate compared to
therest of Audtrdia. It should be noted that 82 per cent of ACT residentsin fact drank at low risk
levels33 A comparison of school students from the ACT and NSW in an ACT Government survey,
indicated a higher level of weekly dcohol use among ACT students32 A worrying ACT and nationa
trend isthat the prevaence of under-age drinking hasincreased in past years, for both genders.

It has been estimated that 15 per cent of deaths from al causes and 75 per cent of drug related desths
are attributable to tobacco use. Cancer and ischemic heart disease account for 35 per cent and 26 per
cent of tobacco related deaths respectively.28 This, of course, does not begin to measure the years of
potentid life lost from premature desth. The prevaence of smokersin the ACT issmilar to the rest of
Augradiawith 37 per cent of maes and 24 per cent of females smoking.34

Information onillicit drug usein the ACT islimited. The Nationd Drug Household Survey 1993 found
that avery smdl percentage of the ACT population reported ever having used illicit drugs, with the
exception of cannabis. Mdes had asmilar or higher use of illicit drugs than femaes, with the highest
prevaence of use occurring in the 20-34 age group. Cannabis useisfairly wide spreed, especidly in
people under 30 years of age. Regular cannabis use is most common in males aged 20-24 years of
whom 22 per cent use the drug weekly. 35

With innovative new restrictions on tobacco saes and smoking, and programs targeted at minimalisng
harm from drug use, it will be interesting to see how the ACT fares in the 1995-96 Survey.

A mgor concern is the way people use drugs. The dangersinvolved in contracting communicable
diseases through inappropriate use of needles for instance, is particularly worrying. NSW research
estimates that gpproximately 60 per cent of intravenous drug users become infected with hepatitis B or
C within two years.36
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The Alcohal and Drug Service of the Department of Hedlth and Community Care amsto minimise
harm related to the use of acohol and other drugs through such services as information, education,
community development, early intervention and trestment. It is aso regponsible for drug policy
development to ensure that the Department is offering appropriate and timely services and participates
in nationd drug policy and implementation reform.

Service ddivery activity for the Territory isoutlined in Table 38.

Table 38: ACT Alcohol and Drug Service activity, 1992-94

Units 1992-93 1993-94
Detoxification Unit

Number of admissons 636 709
Occupied bed days 3,392 3,519
Occasions of service 333 334
M ethadone Program

Number of clients 273 (ave) 301
Reviews 331 390
Urinetests 1,711 2,353
Take away doses 9,110 24,474
Hospital Unit

Outpatients 4,119 3,582
Community Unit

Education programs 233 199
Counsdling 1,106 4,436
24 Hour CrigsLine 744 799
Drugs of Dependence Act

New referrds 34 19
Ongoing dlients 33 17
Assessments compl eted 24 18
Treatment recommended 20 12
Treatment ordersissued 17 7
Treatment orders completed 5 9
Grant Recipients

Number of projects funded 21 20
Number of agencies funded 11 10

Source: ACT Department of Health Annual Report 1993-94
ACT Initiatives

As part of the development of ACT Hedth Gods and Targets for the Y ear 2000, the issue of drug and
alcohol use was addressed, with the result that gods and targets for acohol and drugs were
developed.3 Goals are to increase co-ordination, communication and consultation within the dcohol
and drug sector, reduce the uptake of dl drugs and minimise the harms associated with drug use. The
implementation process of attaining those goals has begun and will continue over the next few years.
An ACT Drug Strategy 1995-97 which incorporates these goal's has been published.3!
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An Alcohol and Drug Service Grants Program provides $1.5 million to non-government agencies to
provide arange of dcohol and other drug interventions in the areas of training, health promotion,
counsdlling, thergpeutic communities, half-way houses and detoxification.

In addition to the initiatives described in Chapter 5 of this publication (ACT programs to improve hedth
datus), and the on-going maintenance and improvement of counsdlling, education, health promotion,
detoxification, trestment and methadone programs, the following activities are some of the mgor
actions being taken to address the problems associated with drug and acohol use:

* researching and developing a service specificaly for young people with dcohol and other drug
problems;

*  egtablishing a permanent sobering-up place for people found intoxicated to the extent they may
be in danger to themsdves or othersin public places,

*  expanding the methadone program to include awider range of community options,
* promoting the labdlling of acoholic beverage containers with sandard drinks information; and

*  egtablishing pilot programs to enhance appropriate services. Programs under consideration
include a heroin digtribution trial and a subsidised nicotine patch trid.

The Alcohol and Drug Service liaises congantly with many other agencies, both government and non-
government, in its endeavours to reduce the harm caused by alcohol and other drugs. These include
such agencies asthe Audraian Federd Police, the Department of Education and Training, the
Department of Urban Services, ADDinc, ADFACT, and the Sdvation Army.

93



References

Australian Bureau of Statistics, Australian Capital Territory in Focus, 1994

Fritschi L, Coates M, Shadbolt B, Taylor R: Cancer in the Australian Capital Territory 1982-91, 1994

ACT Department of Health, ACT Health Goals and Targets for the Year 2000, 1994

Giles GG, Marks R, Foley P, Incidence of non-melanocytic skin cancer treated in Australia, British Medical

Journd 1988; 296:13-17

5. Reizenstein P, Modan B, Kuller L, The Quandary of Cancer Prevention, Journal of Clinical Epidemiology, Val 47,
575-581, 1994

6. Australian Institute of Health and Welfare, Australia's Health 1994: the fourth biennial health report of the
AIHW

7. BriscoeN, Youth Suicide in the ACT, ACT Department of Health, 1994

8. Australian Bureau of Statistics, unpublished data, Causes of Death, Australia, 1993, Catalogue No. 3303.0

8(a) Australian Bureau of Statistics, Causes of Death, Australia, 1993, Catal ogue No. 3303.0

9. Better Health Outcomes for Australians: National Goals, Targets and Strategies for Better Health Outcomes
Into the next Century, Commonwealth Department of Human Services and Health, 1994

10. McKenna J, Edwards J, Williamson J, Youth Suicide in the Australian Capital Territory, Australian Family
Physician, Vol 22, No 4; 513-522, April 1993

11. NHMRC, Falls and the Older Person, November 1993

12. Tippett V, Elvy G, Hardy J, Raphael B, Mental Health in Australia: A review of current activities and future
directions, Department of Human Services and Health, 1994

13. Reark Research Pty Ltd, Community Attitudes to Mental IlIness: a report of qualitative research, 1993 (for the
Department of Health, Housing, Local Government and Community Services)

14. Henderson AS, et al, A survey of dementia in the Canberra population: experience with ICD-10 and DSM-111-
R, Psychological Medicine, 24; 473-482, 1994

15. ACT Hedlth, Mental Health Services Strategic Plan, 1993

16. National Mental Health Report, 1994, Department of Human Services and Health

17. National Injury Surveillance and Prevention Project: Final Report, 1991

18. Delbridge A, Bernard JRL, Editors, The Macquarie Concise Dictionary, 2nd Edition. 1988

19. Australian Institute of Health and Welfare, Morbidity from Cardiovascular Diseasein Australia

20. Glover J, Woollacott T, A Social Health Atlas. ABS Catalogue No. 4385.0, 1992.

21. National Heart Foundation and Australian Institute of Health. Risk Factor Prevalence Study. Survey No. 3
1989. Cities Analysis.

22. Edouard T d'Espaignet, Australian Institute of Health and Welfare: Mortality Series
Number 2: Trendsin Australian mortality, Diseases of the circulatory system: 1950-1991.

23. Department of Human Services and Health, Cardiovascular health in Australia: A review of current activities
and future directions.

24. Waters A, Bennett S, Australian Institute of Health & Welfare. Cardiovascular Disease Series Number 1: Risk
factorsfor cardiovascular disease. A summary of Australian data. 1995.

25. Anderson CS, Jamrozik KD, Burvill PW, et al. Ascertaining the true incidence of stroke: experience fromthe
Perth Community Stroke Study, 1989-90. The Medical Journal of Australia; 158: 80-84. 1993.

26. Nutbeam D, Thomas M, Wise M, National Action Plan - Diabetes to the Year 2000and Beyond, Australian
Diabetes Society (Diabetes Australia), Canberra, 1993

27. Unpublished data: Health Surveys Section, ABS. Causes of Death, Australia, Catalogue No. 3303.0

28. Callins D, Lapsley H, Estimating the Economic Costs of Drug Abuse in Australia, 1991, cited
in National Drug Strategic Plan 1993-97, Australian Government Publishing Service, 1993

29. Department of Human Services and Health, Statistics on Drug Abuse in Australia, 1992

30. Editors, Delbridge A., Bernard J.R.L. The Macquarie Concise Dictionary, 2nd Edition. 1988

31. ACT Government, ACT Drug Strategy 1995-97, 1995

32. Alcohol and Drug Service, ACT Alcohol and Drug Use Survey of Secondary School Students,
1991, AGPS, Canberra

33. ABS, National Health Survey: Alcohol Consumption, 1989, Catalogue No. 4380.0

34. ABS, National Health Survey: Tobacco, 1989, Catalogue No. 4380.0

35. Department of Human Services and Health, National Drug Household Survey, 1993, AGPS, Canberra

36. Drug and Alcohol Directorate, NSW Drug Strategy 1993, State Health Publication No. (DAD) 93-109

37. ABS, Population Survey Monitor, February 1994, Catalogue No. 4103.0

38. Australian Bureau of Statistics: 1989-90 National Health Survey Asthma and Other Respiratory Conditions,

Australia, Catalogue No. 4373.0

howpnpE

94



39. Ruzicka LT, Choi CY, Suicide Mortality in Australia, 1970-1991, Journal of Aust. Population Assoc.,Vol 10,
No 2, 1993

40. Australian Bureau of Statistics: 1989-90 National Health Survey Cardiovascular and related conditions,
Australia, Catalogue No. 4372.0

41. Australian Bureau of Statistics: 1989-90 National Health Survey Alcohol Consumption, Australia, Catalogue
No. 4381.0

42. Australian Bureau of Statistics: 1989-90 National Health Survey Smoking, Australia, Catalogue No. 4382.0

43. Australian Bureau of Statistics: 1989-90 National Health Survey Exercise, Australia, Catalogue No. 4383.0

44. Australian Bureau of Statistics: 1993 Demography Australian Capital Territory, Catalogue No. 3311.8

95



7. GLOSSARY

Age-sex standar disation - demographic technique for adjusting for the effects of age and sex between
populations which alows comparisons between populaions#

Age-sex standar dised death rate - the overall death rate that would have prevailed in a sandard
population (eg the 1991 Australian population) if it had experienced at each stage the degth rates of the
population being studied.#

Age-sex standardised ratio - The expected number of eventsis given by caculating the number of
events which would have occurred if the rates for each age/sex group in a given population (the
standard) were applied to the population of interest.>

Age-specific birth rates - the number of births per thousand women of a specific age group in the
popul ation.4

Aged dependency rateisthe number of persons aged 65 and over per 100 population aged 15 to 64
years4

Cardiovascular diseases (CVD) can be described as diseases relating to the heart and blood vessels.
They are diseases of the circulatory system.

Child dependency rateis the number of children aged O to 14 years per 100 population aged 15 to 64
years4

Crude birth rateis the number of live births per 1,000 population in agiven year.#

Crude death rate is the number of deaths per 1,000 population (unless otherwise stipulated) in a given
year.4

Dementia is a syndrome caused by brain disease in which the person experiences confused thought
and behaviour, most prevaent in people of old age.3

Fertility raterefers to the number of children one woman would expect to bear if the age-gpecific
rates of the year shown continued during her child-bearing lifetime#

Incidence refers to the number of instances of illness commencing, or of personsfdlingill, during a
given period in a specified population.t

Ischaemic heart disease is coronary heart disease.

Median is ameasure of centra tendency. It refers to the point between the upper and lower halves of
the set of measurements!

Mortality isthe relaive number of degths, or death rate, asin adigtrict or community.2
Morbidity isthe proportion of scknessin alocality.2
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Neoplasm is adiverse group of diseases characterised by the proliferation and spread of abnormal
cels2 They may be maignant or benign. Malignant neoplasms are called cancers.

Pertussis (whooping cough) is a childhood communicable disease.

Potential Years of Life Lost (PYLL) isameasure of the reative impact of various diseases and letha
forceson society. PYLL highlightsthe loss to society as aresult of youthful or early deeths. The figure
for PYLL dueto aparticular cause is the sum, over al persons dying from that cause, of the years that
these persons would have lived had they experienced normd life expectation.t

Prevalence refers to the number of instances of a given disease or other condition in agiven population
a adesignated time.!

Relative survival ratio for (eg cancer) patients is the ratio between the proportion of (cancer) patients
surviving five years and the proportion of an age and sex matched population surviving five years.

Schizophrenia is a psychotic disorder characterised by distortions of thinking, Speech and perception,
which is usualy accompanied by inappropriate or "blunted” emotions:3

Sex differentials are the differences in rates between maes and femalest

Socio-economic disadvantage score summarises information available from anumber of variables
related to education, occupation, family structure, ethnicity, housing conditions and costs, and economic
resources.# If interpreted carefully, it can assst in interpreting trends and predicting hedth risksin a
population.

Sandardised death rateis the overdl deeth rate that would have prevailed in a standard population,
in this case the 1991 Austrdian population, if it had experienced at each stage the desth rates of the
population being studied.#

Satistically significant infersthat it can be concluded on the basis of atisticd andyssthat it is highly
probable.
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APPENDIX 1

M ethodologies

Years of potential life lost - ABS definition

Edtimates of years of potentid lifelost (YPLL) were calculated for degths of personsaged 1 to 75
years based on the assumption that deaths occurring between ages 0 and 76 years are considered
untimely.

YPLL :SX (DX (76'Ax))

Ay = Adjusted age at death. Asage a degth is only available in completed years the midpoint of the
reported age was chosen (eg. age at death 34 years was adjusted to 34.5)

Dy = Registered number of deaths at age x due to a particular cause of desth
Y PLL was sandardised for age using the following formula:
YPLLg=Sy (Dx (76-Cy))

where the correction factor Cy is defined for age x as:

N = Number of persons aged 1-75 years in the 1993 population
Ny = Number of persons aged x years in the 1993 population

Nys = Number of persons aged x years in the standard population
Ng = Number of persons aged 1-75 years in the standard population

The Audtrdian population at 30 June 1991 was chosen as the standard population.

Edtimates of YPLL by cause of degth, as presented in Table 17 indicate the number of yearslost due
to specific causes on the assumption that up to exact age 76 years the decedent would not have died
from any other cause. YPLL therefore should not be used as a measure of gainsin years of life
expectancy should a cause of degth be eliminated or reduced.

Rates
Rates per 100,000 are calculated as follows.

Rate = N/P . 100,000 (where N = number of events and
P = population at risk of experiencing the event).

Reference: Australian Bureau of Statistics. 1993 Causes of Death Australia. Catalogue No. 3303.0.
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APPENDIX 2

Explanatory Notes
Change in name of Health Department

Over the past few years the ACT has had savera changes of name and some functions of its health
department. In the document, particularly in references, the following names have been used:

. ACT Hedth

. ACT Department of Hedlth

. ACT Department of Hedlth and Community Services
The current name for the department is ACT Department of Health and Community Care.
Limitations in using hospital separation data

The hospital datawill assst in developing an illness profileif careis taken to take account of its
limitations. It should be noted that hospital separation data:

does not necessarily denote the number of admissonsin aparticular year. Since a separation is
when a patient returns home, transfers to another inditution or dies, this event may occur in the next
year (eg admitted on 29 June 1992, separated on 2 July 1992. This person would be recorded as
an admission in the 1991-92 year and as a separation in the 1992-93 year);

will not reflect the severity of illness - for example, one patient separated after an asthma episode,
may be comparatively well compared to another, but will be ill enough to require admission.
Length of gtay datawill assst in identifying the severity of the conditiort

will not register the people experiencing severe iliness who chose not to go to hospitd - thiswill be
particularly relevant in cases of injury where a person visits a private clinic/surgery for trestment;

does not separate repeated separations by one patient - if one patient has repeated admissions for
aparticular chronic condition (eg. end stage renal disease where a person may be admitted three
times aweek for diayss), each admission and separation are recorded separately. Conclusons
regarding the frequency of a condition in the population must therefore be taken with care.

does not take into account policy or political changes (eg. through new technology, a patient may
not need admission to a hospital, but have the same leve of condition which warranted
hospitaisation before the technology was utilised; if thereisavigting medicd officer withdrawal of
services for political or other reasons, admissions and, therefore separations, will be reduced).

Hospita morbidity data presented is for 1992-93 rather than for 1993-94. Thiswill ensure that results
are not influenced by the vigiting medica officer strike towards the end of 1993.
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Calculations
The following protocol has been used throughout this document:

Where tables, charts, figures and numbers were smply extracted from other publications the
methods used for calculations can be found in those publications.

The methods used by the authors for calculating rates etc. are found in Appendix 1
"Methodologies'.

Cardiovascular disease

The authors have refrained from using the term cardiovascular disease. Various Commonwedlth
documents use the term interchangeably with circulatory disease whereas other states and territories
have used the term to mean heart disease. Therefore, the terms circulatory diseases (or diseases of the
circulatory system) and heart disease have been used instead to avoid confusion.

The term cardiovascular disease has been used twice.

once as defined by the 1989-90 National Health Survey.1 That definition included hypertension,
heart disease (coronary, heart attack, coronary thrombosis, etc.), atheroscleross (hardening of the
arteries), cerebrovascular, other circulatory diseases including thrombosis and ill-defined heart
conditions (ieirregular heart best and palpitations). The definition excluded varicose veins and
haemorrhoids.

once in context of the National Hedlth Goa's and Targets where it has been defined as referring to
al circulatory diseases athough the focus has been on heart disease.
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