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Life expectancy in NSW continues to increase. In 2004:

Newborn males could expect to live for 78.9 years, while newborn fe-
males could expect to live for 83.7 years.

Men who have reached age 65 years can expect to live to 83.3 years 
of age, while women who have reached age 65 can expect to live to 
86.7 years of age.

Although females can still expect to live longer than males, the differ-
ence between the sexes is decreasing. 

Australia has the fourth highest life expectancy in the world.

The age standardised death rate in NSW has halved in the last 35 years. 
The male death rate was 49% higher than the female rate in 2004.

More than two-thirds of premature deaths are classified as avoidable. Avoid-
able deaths rate has halved in the last 20 years.

In 2004, the infant mortality rate was 4.6 per 1,000 live births in NSW and 
4.7 per 1,000 live births in Australia.

Hospital separations have increased by more than one-third over the last 
fifteen years but only 4% in the last 8 years. In 2004–05 the most common 
causes of hospital separations were: factors influencing health, maternal 
conditions, injury and poisoning and digestive system diseases.

Over three-quarters of adult NSW residents rated their health as ‘good’ or 
better, and more than one-fifth reported ‘excellent’ health. Almost one-half of 
children were reported to enjoy ‘excellent’ health.

The disease burden (measured by disability adjusted life years) was greater 
in NSW than in Australia from infectious diseases, neonatal causes, non-
cancerous tumours, mental conditions, cardiovascular, chronic respiratory 
and genitourinary diseases.

Ambulatory care sensitive conditions are those for which hospitalisation is 
considered potentially avoidable through preventive care and early disease 
management. Hospitalisation rates for ambulatory care sensitive conditions 
has remained stable in the last 16 years.

There were almost 20,000 hospital separations for knee and hip replacement 
in NSW in 2004–05, and almost 80 % of those were due to osteoarthritis.

Dementia is the highest contributor to the cost of care in residential aged 
care. Most people with dementia are over 65 and have other diseases.



—

—

—





















Life expectancy in NSW continues to increase. In 2004:

Newborn males could expect to live for 78.9 years, while newborn fe-
males could expect to live for 83.7 years.

Men who have reached age 65 years can expect to live to 83.3 years 
of age, while women who have reached age 65 can expect to live to 
86.7 years of age.

Although females can still expect to live longer than males, the differ-
ence between the sexes is decreasing. 

Australia has the fourth highest life expectancy in the world.

The age standardised death rate in NSW has halved in the last 35 years. 
The male death rate was 49% higher than the female rate in 2004.

More than two-thirds of premature deaths are classified as avoidable. Avoid-
able deaths rate has halved in the last 20 years.

In 2004, the infant mortality rate was 4.6 per 1,000 live births in NSW and 
4.7 per 1,000 live births in Australia.

Hospital separations have increased by more than one-third over the last 
fifteen years but only 4% in the last 8 years. In 2004–05 the most common 
causes of hospital separations were: factors influencing health, maternal 
conditions, injury and poisoning and digestive system diseases.

Over three-quarters of adult NSW residents rated their health as ‘good’ or 
better, and more than one-fifth reported ‘excellent’ health. Almost one-half of 
children were reported to enjoy ‘excellent’ health.

The disease burden (measured by disability adjusted life years) was greater 
in NSW than in Australia from infectious diseases, neonatal causes, non-
cancerous tumours, mental conditions, cardiovascular, chronic respiratory 
and genitourinary diseases.

Ambulatory care sensitive conditions are those for which hospitalisation is 
considered potentially avoidable through preventive care and early disease 
management. Hospitalisation rates for ambulatory care sensitive conditions 
has remained stable in the last 16 years.

There were almost 20,000 hospital separations for knee and hip replacement 
in NSW in 2004–05, and almost 80 % of those were due to osteoarthritis.

Dementia is the highest contributor to the cost of care in residential aged 
care. Most people with dementia are over 65 and have other diseases.



—

—

—























H E A L T H  O F  T H E  P E O P L E  O F  N E W  S O U T H  W A L E S  2 0 0 6

In this chapter
7878

  

Life expectancy at birth

Life expectancy at 65 years

Deaths from all causes

Deaths from all causes by 
health area

Causes of death

Potentially avoidable deaths 
with projections

Infant mortality

Hospitalisations for all 
causes with projections

Causes of hospitalisation

Self-rated health

Disability adjusted life years 
in NSW

Disability adjusted life years 
and health risk factors

Hospitalisations for 
ambulatory care sensitive 
conditions



























Hospitalisations for 
ambulatory care sensitive 
conditions by local 
government area

Types of ambulatory care 
sensitive conditions

General practice workload 
and ambulatory care 
sensitive conditions by 
division of general practice

Arthritis and other 
musculoskeletal conditions

Dementia

International rankings of life 
expectancy

International rankings of 
infant mortality

International rankings of 
overweight and obesity

















Introduction
This chapter focuses on trends in life expectancy and death rates in NSW, and examines the major causes of 
death, hospitalisation and disability. A number of measures are used to shed light on the relative contribution of 
various diseases, conditions and causes of injury to this loss of life and disability. Traditional indicators, such as 
life expectancy, infant mortality and self-rated health status are examined first, but some traditional indicators, 
such as the age-adjusted death and hospitalisation rates had projections added to the trend lines. Then, newer 
indicators are presented, beginning with indicators which use the global burden of disease approach, from which 
this chapter takes its name, followed by indicators analysing ambulatory care sensitive conditions. International 
comparisons of three indicators are presented, including overweight and obesity. Finally, a new indicator on 
arthritis and other musculoskeletal conditions and another one on dementia complete the chapter.

The concepts of the burden of disease approach and ambulatory care sensitive conditions require further 
introduction.

The major limitation of using only death and hospitalisation data to assess the burden that particular diseases or 
causes of injury place on the community is that some conditions which cause substantial suffering or disability 
but which don’t result in death or hospitalisation are overlooked. The global burden of disease approach aims 
to address these limitations, by using a summary health gap measure called the ‘disability adjusted life year’ 
(DALY), and by comprehensively assessing the complete spectrum of disease that occurs in a population.

The DALY aims to quantify the amount of full health lost due to disease or injury occurring in a particular period, 
by adding the burden arising from deaths in that period to the burden of incident (new) cases of disease or injury 
occurring in that same period. The burden is not simply the number of cases, but is quantified by multiplying the 
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number of incident cases by an estimate of relative severity of disability caused by the condition, known as the 
disability weight, and by the duration of the loss of health. The disability weight is measured on a scale of zero 
to one, and is constructed so that zero means full health and one means death. The duration of loss of health or 
loss of life is limited by an ‘ideal’ life expectancy from a life table chosen for each study.

An optional discounting factor to reflect the greater importance people, on average, place on the loss of health 
in the near future compared with the distant future, can also be incorporated into the calculation. Age-weighting 
to assign different weights based on the economic and social welfare value of people at different ages can also 
be incorporated. The methodology used in Australia uses discounting, but not age-weighting, in the measures 
given in this report.

The DALY for a cause of disease or injury is calculated separately for each age group defined and for each 
sex. The total burden of that disease is the sum of the DALYs for all age groups and both sexes. This additive 
feature of DALYs is central to its application to different aggregations and disaggregations of populations and 
causes of disease or injury.

The study by Begg and colleagues ‘The burden of disease and injury in Australia, 2003’ (Begg et al., in press) 
is the second complete assessment of health status of Australian population. The DALY calculated for NSW by 
the study are presented in this chapter.

Ambulatory care sensitive conditions are those for which hospitalisation is considered potentially avoidable 
through preventive care and early disease management, usually delivered in an ambulatory setting, such as 
primary health care, for example by general practitioners or community health centres.

Hospitalisation rates for ambulatory care sensitive conditions are used as an indicator of access to, and quality 
of, primary care. Other factors that influence rates include disease prevalence in the community, hospital 
admission and coding practices, and personal choices about seeking health care. The conditions reported here 
as ambulatory care sensitive are presented in three categories: vaccine-preventable conditions, acute conditions 
and chronic conditions.

Diabetes with complications, angina, chronic obstructive pulmonary disease, asthma and congestive heart failure 
usually account for around half of all ambulatory care sensitive hospitalisations in NSW. More information 
about these conditions can be found in other chapters of this report.

More information on the methods used for calculating life expectancy and age-adjusted death and hospitalisation 
rates can be found in the Methods section. The values for life expectancy that appear in this report may differ 
slightly from those published by the Australian Bureau of Statistics due to minor discrepancies in these 
methods. The ICD-10 and ICD-9 codes used for each indicator are included in the disease and procedure codes 
appendix. 

B u rd  e n of dis        e as  e 

All data tables for this report, and more indicators on these and 
other subjects, are available in the web version of “The Health of the 
People of NSW” at www.health.nsw.gov.au/public-health/chorep/
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Life expectancy at birth by sex, NSW 1970 to 2004

Males

Females

 Sex 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

NSW Males 75.6 75.8 76.1 76.5 76.7 77.3 78.0 78.1 78.6 78.9
 Females 81.4 81.7 81.8 82.4 82.6 82.7 83.4 83.3 83.4 83.7
Australia Males 75.7 75.8 76.2 76.6 76.9 77.4 77.9 78.1 78.5 78.8
 Females 81.5 81.7 81.8 82.4 82.6 82.8 83.3 83.1 83.6 83.8

Note:	 Life expectancy was calculated using the method of Chiang (see Methods section). Numbers for 2004 include an estimate of the 
small numbers of deaths that were registered in 2005, data for which were unavailable at the time of production. 

Source:	 ABS mortality data and population estimates (HOIST). Centre for Epidemiology and Research, NSW Department of Health. 

Life expectancy at birth is an estimate of the 
number of years a person can expect to live, on av-
erage, assuming that death rates continue at levels 
that prevailed in the year of their birth. This is a 
practical assumption, because although death rates 
generally do change over a person’s lifetime, it is 
difficult to predict what these changes will be. See 
the Methods section for details.

In NSW, between 1970 and 2004, life expectancy at 
birth steadily increased, from 66.8 to 78.9 in males, 
and from 73.7 to 83.7 in females. These figures are 
very close to those for Australia as a whole. Longer 
live expectancy is the result of reduced deaths in 
infancy, a healthier older population, and better 
treatment for common diseases.

Although females can still expect to live longer 
than males, the difference between the sexes is de-
creasing. In NSW in 2004, female life expectancy 
was 4.8 years higher than for males. This compares 
with a difference of 6.9 years in 1970.

■

■

■

Life expectancy at birth in Australia compares very 
favourably with other developed countries. Austral-
ia ranked equal fourth with Sweden at 80.6 years 
in both sexes in 2004. Life expectancy at birth in 
males was only 1.1 year behind Iceland and 0.5 
years behind Japan and Switzerland. In females in 
2004, life expectancy at birth was 2.6 years behind 
Japan, 0.8 years behind France and Spain and 0.7 
years behind Switzerland (OECD, 2006).

Life expectancy at birth for Aboriginal and Torres 
Strait Islander people is significantly lower than 
for the non-Indigenous population. In 2004, the 
Australian Bureau of Statistics estimated that 
life expectancy at birth in Aboriginal males was 
60.0 years and 65.1 years in females in NSW in 
1996–2001 (SCRGSP, 2005). See Chapter 3.1 for 
more information regarding the health status of the 
Aboriginal and Torres Strait Islander population of 
NSW. 
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Life expectancy at age 65 years by sex, NSW 1970 to 2004

Males

Females

 Sex 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

NSW Males 81.1 81.2 81.5 81.9 82.0 82.4 82.8 82.8 83.2 83.3
 Females 84.9 85.1 85.2 85.7 86.0 85.9 86.5 86.4 86.5 86.7
Australia Males 81.2 81.3 81.6 81.9 82.2 82.5 82.8 82.8 83.2 83.4
 Females 85.0 85.1 85.3 85.8 85.9 86.1 86.4 86.3 86.6 86.8

Note:	 Life expectancy was calculated using the method of Chiang (see Methods section). Numbers for 2004 include an estimate of the 
small numbers of deaths that were registered in 2005, data for which were unavailable at the time of production. 

Source:	 ABS mortality data and population estimates (HOIST). Centre for Epidemiology and Research, NSW Department of Health. 

Life expectancy at 65 years of age is an estimate of 
the average age at death for someone who turns 65 
years old in a given year, assuming that death rates 
prevailing in that year continue unchanged. Death 
rates do generally change and this assumption is 
more reasonable for a 65 year-old than for some-
one just born, because the maximum additional life 
span for someone aged 65 is much shorter. See the 
Methods section for details of the method used to 
calculate life expectancy.

Life expectancy at age 65 years is influenced by 
lifestyle and nutritional and environmental factors, 
as well as access to and the quality of health serv-
ices.

■

■

In NSW between 1970 and 2004, life expectancy at 
age 65 years increased from 76.6 to 83.3 years for 
males, and from 80.4 to 86.8 years in females.

Although women who have reached the age of 65 
can still expect to live longer than men of the same 
age, the difference is smaller than the difference 
between the sexes for life expectancy at birth. This 
reflects the fact that males are at greater risk than 
women of dying before they reach the age of 65, 
primarily from injury, suicide and cardiovascular 
disease. 
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Deaths from all causes by sex, NSW 1972 to 2004

Males

Females

 Sex 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Number Males 23316 23567 23614 23446 23681 23532 23126 23828 23433 23742
 Females 21021 21249 21699 21205 21392 22034 21419 22279 22580 22626
 Persons 44337 44816 45313 44651 45073 45566 44545 46107 46013 46368
Rate Males 999.8 981.0 952.1 915.3 897.5 864.8 820.9 821.7 782.4 771.6
per 100,000 Females 630.0 616.8 608.4 578.6 565.1 561.8 529.7 534.1 526.7 515.6
population Persons 786.5 772.5 756.6 724.0 709.2 694.9 657.2 659.9 641.1 629.1

Note:	 Rates were age-adjusted using the Australian population as at 30 June 2001. Numbers for 2004 include an estimate of the small 
numbers of deaths that were registered in 2005, data for which were unavailable at the time of production. 

Source:	 ABS mortality data and population estimates (HOIST). Centre for Epidemiology and Research, NSW Department of Health. 

 The age-adjusted death rate in NSW decreased by 
51% over the period 1972 to 2004 (53% for males 
and 50% for females). Reduced deaths in infancy, 
a healthier older population, and better treatment 
for common diseases all contributed to reductions 
in the death rate.

In 2004, the age-adjusted male death rate was 49% 
higher than the female death rate. This difference 
has declined steadily from 61% in 1972.

■

■

Because of the overall reduction in death rates, the 
absolute number of deaths of NSW residents rose 
by only 9.8% between 1972 (42,222 deaths) and 
2004 (46,368 deaths). This is despite a 40% in-
crease in the NSW population over that time. 
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 Sex 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Number Males 23316 23567 23614 23446 23681 23532 23126 23828 23433 23742
 Females 21021 21249 21699 21205 21392 22034 21419 22279 22580 22626
 Persons 44337 44816 45313 44651 45073 45566 44545 46107 46013 46368
Rate Males 999.8 981.0 952.1 915.3 897.5 864.8 820.9 821.7 782.4 771.6
per 100,000 Females 630.0 616.8 608.4 578.6 565.1 561.8 529.7 534.1 526.7 515.6
population Persons 786.5 772.5 756.6 724.0 709.2 694.9 657.2 659.9 641.1 629.1

Note:	 Rates were age-adjusted using the Australian population as at 30 June 2001. Numbers for 2004 include an estimate of the small 
numbers of deaths that were registered in 2005, data for which were unavailable at the time of production. 

Source:	 ABS mortality data and population estimates (HOIST). Centre for Epidemiology and Research, NSW Department of Health. 
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All data tables for this report, and more indicators 
on these and other subjects, are available in the web 
version of “The Health of the People of NSW” at 
www.health.nsw.gov.au/public-health/chorep/
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Deaths from all causes by health area and sex, NSW 2000 to 2004 combined

780.9 523.2Sydney South West

Health Area

718.9 480.6
South Eastern Sydney

& Illawarra

826.4 554.6Sydney West

739.5 501.7
Northern Sydney
& Central Coast

882.5 565.8
Hunter &

 New England

808.2 517.2North Coast

864.3 560.8Greater Southern

949.2 596.4Greater Western

ASGC Category

789.3 523.6Major cities

842.3 549.1Inner regional

888.3 570.6Outer regional & remote

811.0 533.2NSW

Note:	 Rates were age-adjusted using the Australian population as at 30 June 2001. Numbers for 2004 include an estimate of the small 
numbers of deaths that were registered in 2005, data for which were unavailable at the time of production. Statistical Local Areas 
were grouped according to Australian Standard Geographical Classification (ASGC) Remoteness categories on the basis of 
Accessibility/Remoteness Index for Australia (ARIA+ version) score. 

Source:	 ABS mortality data and population estimates (HOIST). Centre for Epidemiology and Research, NSW Department of Health. 

The proportion of older people varies between geo-
graphic areas and can therefore influence death rate 
comparisons. Age-adjustment (also known as age-
standardisation) allows comparison of death rates 
across geographic areas after removing the effects 
of the different age structures.

In the period from 2000 to 2004, the lowest age-
adjusted death rates in NSW were in the South 
Eastern Sydney and Illawarra, and Northern Syd-
ney and Central Coast Area Health Services. In the 
South Eastern Sydney and Illawarra Area Health 
Service, male and female deaths rates were 13% 
and 11% lower than the respective death rates for 
all NSW. In the Northern Sydney and Central Coast 
Area Health Service, male and female death rates 
were 9% and 6% lower than the respective deaths 
rates for all NSW.

■

■

In the same period, the highest age-adjusted death 
rates were seen in the Greater Western Area Health 
Service, with male and female death rates 17% and 
12% higher than the respective NSW averages.

There is a clear gradient of increasing death rates 
with increasing geographic remoteness.

Variations in death rates among health areas reflect 
the distribution of the underlying social and eco-
nomic determinants of health. Variation in death 
rates by socioeconomic status are examined in 
more detail in Chapter 3.5. 
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Deaths by category of cause and sex, NSW 2000 to 2004 combined

1.7  391 1.5 329Infectious diseases

Category of cause

30.37,123 25.0 5,551Malignant neoplasms

0.6  140 0.7 146Other neoplasms

0.3   72 0.4 90Blood & immune diseases

3.0  701 3.0 656Endocrine diseases

1.9  449 2.8 630Mental disorders

3.0  705 3.8 845Nervous & sense disorders

35.88,433 42.1 9,336Cardiovascular diseases

9.02,115 8.7 1,920Respiratory diseases

3.3  787 3.3 722Digestive system diseases

0.2   52 0.4 80Skin diseases

0.4  102 1.0 217Musculoskeletal diseases

1.8  435 2.5 564Genitourinary diseases

0.9  216 0.9 196Maternal, neon. & congenital

0.5  112 0.5 110Symptoms & ill defined cond.

7.21,698 3.6 795Injury & poisoning

Note:	 Deaths were classified using ICD-10. Grouping follows ICD-10 categories, so numbers for some categories may differ from results 
in other chapters. See ICD Codes for diseases and procedures for details. Numbers for 2004 include an estimate of the small 
numbers of deaths that were registered in 2005, data for which were unavailable at the time of production. 

Source:	 ABS mortality data and population estimates (HOIST). Centre for Epidemiology and Research, NSW Department of Health. 

In NSW between 2000 and 2004, cardiovascular 
disease, including ischaemic heart disease and 
stroke, was the leading cause of death. It was re-
sponsible for 38.9% of all deaths in NSW residents 
(35.8% of male and 42.1% of female deaths). The 
next most common cause of death were malig-
nant neoplasms (cancers), accounting for 27.7% 
of all deaths (30.3% of male and 25.0% of female 
deaths).

The contribution of each cause of death varies 
greatly across age groups. In the 0 to 4 year age 
group, deaths in the first 28 days of life (the neona-
tal period) represented 63% of deaths.

In the 5 to 14 year age group, injury and poisoning 
were the leading cause of death (36.1%), followed 
by cancers (22.1%). However, the number of deaths 
in this age group was the lowest of all age groups. 
Among males, injury and poisoning caused 41.9% 
of deaths, compared with 26.5% in females.

■

■

■

In the 15 to 24 year age group, injury and poison-
ing were the leading cause of death (67.2% of 
all deaths; 72.3% of male and 53.5% of female 
deaths).

In males aged 25 to 44 years injury and poisoning 
were the leading cause of death (49.3%), while in 
females in this age group, cancers were the leading 
cause of death (37.4%).

In the 45 to 64 year age group, cancers were the 
leading cause of death accounting for 46% of all 
deaths, 40.7% of male deaths and 55.5% of female 
deaths. The next most common cause of death in 
this age group was cardiovascular disease (24.8% 
of all deaths; 29.2% of male and 17.5% of female 
deaths).

In persons 65 years and older, cardiovascular dis-
eases dominated, and were responsible for 43.6% 
of all deaths (40.1% of male and 46.9% of female 
deaths). Cancers were the next most common cause 
(25.4% of all deaths; 29.9% of male and 21.2% of 
female deaths). 
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Potentially avoidable deaths, observed and projected, by sex,
persons aged under 75 years,  NSW 1985 to 2015

Males

Females

 Sex 1995 2000 2004 2005 2010 2015

Number Persons 14814 12935 11292 11220 10260 9460
Rate Persons 252.9 208.2 173.2 170 140 116

Note:	 Deaths were classified using ICD-9 up to 1998 and ICD-10 from 1999 onwards. Rates were age-adjusted using the Australian 
population as at 30 June 2001. Numbers for 2004 include an estimate of the small numbers of deaths that were registered in 
2005, data for which were unavailable at the time of production. 

Source:	 Tobias M, Jackson G. Avoidable mortality in New Zealand, 1981–97. Aust N J Z Public Health 2001; 25: 12–20, and ABS mortality 
data and population estimates (HOIST). Centre for Epidemiology and Research, NSW Department of Health. 

Deaths classified as ‘avoidable’ are those that 
could potentially be avoided through the activities 
of the health and related sectors (Tobias and Jack-
son, 2001). See Appendices for a list of ‘avoidable 
deaths’ and their codes. In NSW in 2004, nearly 
11,297 deaths in persons aged under 75 years were 
potentially avoidable (7,167 deaths in males and 
4,126 deaths in females). This represented 67.4% 
of all deaths before age 75 years (premature deaths) 
and 24.4% of all deaths. Between 1985 and 2004, 
the rate of avoidable death fell by 53.1% (males 
55.1%, females 50.7%).

The causes of avoidable deaths can be further di-
vided into those that may be prevented through 
‘primary’, ‘secondary’ and ‘tertiary’ interventions. 
Primary interventions are aimed at preventing a 
condition developing, for example through life-
style modification. Secondary interventions detect 
or respond to a condition early in its progression, 
such as cancer screening detects cancers early. Ter-
tiary level interventions treat an active condition to 

■

■

reduce its severity and prolong life, such as heart 
revascularisation.

Death rates from potentially avoidable premature 
deaths are substantially higher in areas of low so-
cioeconomic status compared with areas of high 
socioeconomic status. See the Socioeconomic sta-
tus section for more information.

In Australia in 2001, the majority of potentially 
avoidable deaths were preventable through pri-
mary interventions (National Health Performance 
Committee, 2004).

Projections of avoidable deaths rates are based on 
the assumption that past trends will continue into 
the future. Projections are helpful in high level 
planning and resources allocation, however figures 
forcast for the distant future are not very reliable. 
New diagnostic methods and treatments may ac-
celerate the downward trend of the rates or the cur-
rent public health concerns with growing rates of 
overweight and obesity may influence the trends 
the other way. 
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data and population estimates (HOIST). Centre for Epidemiology and Research, NSW Department of Health. 

Deaths classified as ‘avoidable’ are those that 
could potentially be avoided through the activities 
of the health and related sectors (Tobias and Jack-
son, 2001). See Appendices for a list of ‘avoidable 
deaths’ and their codes. In NSW in 2004, nearly 
11,297 deaths in persons aged under 75 years were 
potentially avoidable (7,167 deaths in males and 
4,126 deaths in females). This represented 67.4% 
of all deaths before age 75 years (premature deaths) 
and 24.4% of all deaths. Between 1985 and 2004, 
the rate of avoidable death fell by 53.1% (males 
55.1%, females 50.7%).

The causes of avoidable deaths can be further di-
vided into those that may be prevented through 
‘primary’, ‘secondary’ and ‘tertiary’ interventions. 
Primary interventions are aimed at preventing a 
condition developing, for example through life-
style modification. Secondary interventions detect 
or respond to a condition early in its progression, 
such as cancer screening detects cancers early. Ter-
tiary level interventions treat an active condition to 

■

■

reduce its severity and prolong life, such as heart 
revascularisation.

Death rates from potentially avoidable premature 
deaths are substantially higher in areas of low so-
cioeconomic status compared with areas of high 
socioeconomic status. See the Socioeconomic sta-
tus section for more information.

In Australia in 2001, the majority of potentially 
avoidable deaths were preventable through pri-
mary interventions (National Health Performance 
Committee, 2004).

Projections of avoidable deaths rates are based on 
the assumption that past trends will continue into 
the future. Projections are helpful in high level 
planning and resources allocation, however figures 
forcast for the distant future are not very reliable. 
New diagnostic methods and treatments may ac-
celerate the downward trend of the rates or the cur-
rent public health concerns with growing rates of 
overweight and obesity may influence the trends 
the other way. 
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Infant mortality rate, NSW 1986 to 2004
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1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

  1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Number NSW 498 499 451 371 504 447 449 397 398 399
 Australia 1449 1460 1341 1252 1408 1290 1309 1264 1199 1184
Rate per NSW 5.7 5.8 5.2 4.3 5.8 5.2 5.3 4.6 4.6 4.6
1,000 births Australia 5.7 5.8 5.3 5.0 5.7 5.2 5.3 5.0 4.8 4.7

Note:	 Infant mortality rate is defined as the number of deaths in children < 1 year per 1,000 live births. 

Source:	 Australian Bureau of Statistics. Deaths, Australia . Catalogue no 3302.0. Centre for Epidemiology and Research, NSW Department 
of Health. 

The infant mortality rate is the number of deaths in 
children aged under one year per 1,000 live births. 
In NSW in 2004, the infant mortality rate was 4.6 
per 1,000 live births. For Australia overall, it was 
4.7 per 1,000 live births. Since 1986 in NSW, the 
rate almost halved (49% reduction), compared with 
a slightly smaller decline (of 46.6%) in Australia as 
a whole. In NSW, the rate has fluctuated between 4 
and 6 per 1,000 since 1995. Over the past 100 years 
Australia’s infant mortality rate declined signifi-
cantly. In 1904, one in 12 infants did not survive to 
their first birthday (an IMR of 81.8). By 2004 less 
than one in 200 infants did not survive their first 
year of life (ABS, 2006).

Most infant deaths occur in the first four weeks of 
life and are recorded as neonatal deaths—see the 
Pregnancy and newborn section for more informa-
tion. Of the 399 deaths in NSW-resident infants 
in 2004, 275 (68.9%) occurred in the neonatal pe-
riod.
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In NSW in 2004, conditions originating in the peri-
natal period (last 20 weeks of pregnancy and first 4 
weeks of life) accounted for 45.6% of infant deaths. 
These conditions include spontaneous preterm la-
bour, infections, hypertension, haemorrhage and 
maternal conditions affecting the newborn. Con-
genital abnormalities accounted for another 26.3% 
and sudden infant death syndrome accounted for 
4.5% (ABS, 2006). Following a National Reducing 
the Risks Campaign, which commenced in 1991, 
there has been a dramatic fall in the number of 
SIDS deaths. In NSW, SIDS deaths fell from 131 
in 1991 to 18 in 2004. 
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Hospital separations, observed and projected, by sex,
persons aged under 75 years,  NSW 1989-90 to 2015-16

Males

Females

 Sex 1995–96 2000–01 2004–05 2005–06 2010–11 2015–16

Number Persons 1796513 1976970 2188029 2221520 2490240 2817030
Rate Persons 29400.8 29986.1 31414.3 31443 32785 34286

Note:	 Rates were age-adjusted using the Australian population as at 30 June 2001. Numbers for 2004–05 include an estimate of the 
small number of interstate hospitalisations, data for which were unavailable at the time of production. 

Source:	 NSW Inpatient Statistics Collection and ABS population estimates (HOIST). Centre for Epidemiology and Research, NSW 
Department of Health. 

Hospital separations are a summary measure of ill-
ness (or morbidity) in the population. A hospital 
separation occurs whenever a patient is admitted 
to hospital (including a day-only admission) and is 
then discharged, transferred to another hospital or 
dies while in hospital. Rates of hospital separations 
are influenced by the age structure of the popula-
tion, the incidence of acute disease and injury in 
the population, availability of health services, and 
availability of treatment options for diseases and 
injuries.

Age-adjustment (that is age-standardisation) al-
lows examination of trends in hospitalisation rates 
without the influence of changing age patterns in 
the population over time. See the Methods section 
for more information on age-adjustment.

Between 1989–90 and 2004–05, the age-adjusted 
hospital separation rate in NSW increased by 36%, 
but from 1997–98 the rate increased only by 4%.

The age-adjusted female hospital separation rate 
has been consistently higher than the rate for 
males. However, the gap has decreased, with rates 
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■
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■

in 2004–05 being only 4.5% higher in females than 
males, compared with 13% in 1989–90. It is pro-
jected that this gap will disappear in 10 years.

Projections of hospitalisation rates are based on the 
assumption that past trends will continue into the 
future. Projections are helpful in high level plan-
ning and resources allocation, however figures 
forecast for distant future are not very reliable. New 
diagnostic methods and treatments may allow more 
procedures to be performed in the outpatient setting 
or at patients’ homes (‘hospital at home’) arresting 
the upward trend in the hospitalisation rates.

Currently, there are numerous initiatives within the 
NSW Department of Health aiming at reducing the 
need for hospital inpatient care. At the core of these 
initiatives is building a strong network of primary 
and community health services, well-integrated 
with more specialised services and other parts of 
health system, providing safe community-based 
alternatives to hospital care, including providing 
service to people with chronic and complex condi-
tions (DOH, 2006). 
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Number Number

Hospital separations by category of cause and sex, NSW 2004-05

1.4 14,348 1.2 14,035Infectious diseases

Cause

4.8 49,714 3.4 38,649Malignant neoplasms

1.9 19,636 2.4 27,801Other neoplasms

0.9  9,518 1.0 11,331Blood & immune diseases

1.4 14,560 1.4 16,640Endocrine diseases

4.2 43,867 3.5 40,581Mental disorders

5.9 60,638 5.8 66,342Nervous & sense disorders

7.5 77,905 4.9 57,080Cardiovascular diseases

5.3 55,164 4.1 46,721Respiratory diseases

11.1114,841 10.2 117,492Digestive system diseases

1.5 16,002 1.2 14,249Skin diseases

4.8 50,072 4.3 49,253Musculoskeletal diseases

3.6 37,613 6.2 70,956Genitourinary diseases

2.5 25,596 13.6 157,156Maternal, neon. & congenital

5.8 59,527 5.7 65,783Symptoms & ill defined cond.

13.1135,607 10.3 118,736Injury & poisoning

23.4241,999 20.1 231,811Factors influencing health

Note:	 Hospital separations were classified using ICD-10-AM. Grouping follows ICD-10 categories, so numbers for some categories 
may differ from results in other chapters. See ICD Codes for diseases and procedures for details. Numbers for 2004–05 include 
an estimate of the small number of interstate hospitalisations, data for which were unavailable at the time of production. 

Source:	 NSW Inpatient Statistics Collection and ABS population estimates (HOIST). Centre for Epidemiology and Research, NSW 
Department of Health. 

Rates of hospital separations are influenced by the 
age structure of the population, the incidence of 
acute disease and injury in the population, avail-
ability of health services, and availability of treat-
ment options for diseases and injuries outside hos-
pitals.

In 2004–05, the most common cause of hospitali-
sation in NSW was ‘Factors influencing health’ 
(21.7%). This category includes admissions of live-
born infants, dialysis, symptoms and signs without 
a specific cause, and admissions for rehabilitation, 
nursing home and respite care. Follow up care after 
surgery, artificial openings (stoma) care, fitting of 
prosthetic devices, supervision of high risk preg-
nancies, in vitro fertilisation and admissions after 
contact with and exposure to communicable dis-
eases (quarantine) also belong to this group.
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Injury and poisoning were the next biggest cause 
of hospitalisation (11.6%). Among males, this 
category accounted for 13.1% of hospitalisations. 
Among females it was the third most common 
cause (10.3%). The second most common cause 
among females, was maternal conditions (13.6%).

Digestive system diseases were the next most com-
mon cause of hospitalisation, and were responsible 
for 10.6% of all hospitalisations (11.1% in males 
and 10.2% in females). 
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ment options for diseases and injuries outside hos-
pitals.

In 2004–05, the most common cause of hospitali-
sation in NSW was ‘Factors influencing health’ 
(21.7%). This category includes admissions of live-
born infants, dialysis, symptoms and signs without 
a specific cause, and admissions for rehabilitation, 
nursing home and respite care. Follow up care after 
surgery, artificial openings (stoma) care, fitting of 
prosthetic devices, supervision of high risk preg-
nancies, in vitro fertilisation and admissions after 
contact with and exposure to communicable dis-
eases (quarantine) also belong to this group.
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Injury and poisoning were the next biggest cause 
of hospitalisation (11.6%). Among males, this 
category accounted for 13.1% of hospitalisations. 
Among females it was the third most common 
cause (10.3%). The second most common cause 
among females, was maternal conditions (13.6%).

Digestive system diseases were the next most com-
mon cause of hospitalisation, and were responsible 
for 10.6% of all hospitalisations (11.1% in males 
and 10.2% in females). 
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Note:	 Parents and carers responded on behalf of children under 16 years. Estimates are based on 6376 respondents. 6 (0.1%) were 
not stated (Don’t know or Refused). 

Source:	 NSW Population Health Survey (HOIST). Centre for Epidemiology and Research, NSW Department of Health. 

An individual’s rating of his or her own health is a 
fundamental measure of health status. It is believed 
that it reflects physical health problems (acute and 
chronic conditions and physical functioning) and, 
to a lesser extent, health behaviours and mental 
health problems. Longitudinal studies worldwide 
have consistently shown that self-rated health is a 
strong and independent predictor of subsequent ill-
ness and premature death.

In the NSW Child Health Survey 2003–2004 and 
the NSW Health Survey 2005, males and females 
showed very similar patterns of self-reported health 
status.

Based on rating by parents and carers, almost one-
half of children (48.1%) aged under 16 years expe-
rienced excellent health, and a further one-quarter 
(26.7%) experienced very good health.

Among adults more than one-fifth reported ex-
cellent health (21.3%) and just under one-third 
(31.6%) of respondents reported very good health. 
Females were less likely to report excellent, very 
good and good health status (78.7%) compared 
with males (83.5%).

Among 16 to 24 year olds, females were much more 
likely to report poor health status, although this pro-
portion was small (males 4.8%, females 7.0%).

■
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■
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Among 25 to 34 year olds, the difference between 
males and females in reporting poor health status 
was especially large: 1.7% of males and 5.3% of 
females reported poor health.

Among 35 to 44 year olds the sex differences in 
reporting health status were also present. Females 
were less likely to report excellent, very good and 
good health status (79.6%) compared with males 
(85.7%). Poor health was reported by 5.0% of 
males and 7.4% of females.

Among 45 to 64 year olds and among males and 
females aged 75 years or more, the differences be-
tween sexes in self-rating health practically disap-
peared. The biggest difference was 2.4% in rating 
health as ‘good’ among 45–64 year olds (males 
29.4% and females 37%).

Among 65 to 74 year olds, however, the usual dif-
ferences between sexes were present. Males were 
more likely to report excellent, very good and 
good health status (82.2%) compared with females 
(72.0%). Poor health was reported by 4.4% of 
males and 8.2% of females. 
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Note:	 Parents and carers responded on behalf of children under 16 years. Estimates are based on 6376 respondents. 6 (0.1%) were 
not stated (Don’t know or Refused). 

Source:	 NSW Population Health Survey (HOIST). Centre for Epidemiology and Research, NSW Department of Health. 
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Disability adjusted life years (DALYs) by category of cause,
 Australia and NSW 2003

2.20 1.06Infectious
Cause

1.80 0.91Acute respiratory
0.10 1.00Maternal

1.70 1.03Neonatal
0.30 0.89Nutritional

25.10 1.00Cancer
0.50 1.02Other neoplasms

7.20 0.88Diabetes
1.50 0.95Endocrine

17.60 1.03Mental
15.70 1.00Neurological

23.80 1.04Cardiovascular
9.40 1.01Chronic respiratory

2.90 0.98Digestive
3.30 1.02Genitourinary

1.00 1.00Skin
5.30 0.97Musculoskeletal

1.70 0.97Congenital
1.20 1.00Oral
0.60 1.00Ill defined

6.30 0.96Unintentional injuries
3.00 0.94Intentional injuries

Note:	 The measure of burden of disease is DALY = disability adjusted life years. See Methods section for further explanation. 

Source:	 Begg S, Vos T, Barker B. et al. The burden of disease and injury in Australia, 2003. Centre for Epidemiology and Research, NSW 
Department of Health. 

The study by Begg and colleagues ‘The burden of 
disease and injury in Australia, 2003’ (Begg. et al., 
in press) is the second (after the study published 
in 1999 with 1996 data) complete assessment of 
health status of Australian population. Levels of 
mortality and disability from a comprehensive set 
of diseases, injuries and risk to health have been 
assessed and summarised.

The main measure of burden of disease used in the 
study is the Disability-Adjusted Life Year (DALY). 
The DALY captures time lost either due to a disa-
bling health state or death before a specified age, 
measured in years.

The graphs shows a list of selected groups of caus-
es of ill health and the corresponding burden of 
disease expressed as a number of DALYs (years) 
per 1,000 population in Australia (that is a national 
average) and the comparison with NSW, which is 
expressed as a standardised rate ratio. For exam-
ple, for acute respiratory diseases the rate ratio is 
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0.91, which means that the rate in NSW is 0.91 of 
the Australian rate of 1.8 years ‘lost to health’ per 
1,000 population. That is the rate is NSW is 1.6 
years per 1,000.

The lowest ratio of DALYs in NSW was calculated 
for diabetes at 0.88. This is probably the result of a 
very high national average of 7.2 years due to very 
high number of healthy years lost to diabetes in the 
Northern Territory.

The highest ratio of 1.06 was for infectious dis-
eases (2.2 DALYs per 1,000 population). Several 
conditions were calculated to be responsible for 
the same burden of disease in NSW as the national 
average, that is they were responsible for the same 
number of healthy years lost in NSW as in the 
whole of Australia and the rate ratio was 1. The 
total burden of disease was also the same at 132.5 
years per 1,000 population in both Australia and 
NSW (Begg S. et al., in press). 
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Note:	 The measure of burden of disease is DALY = disability adjusted life years. See Methods section for further explanation. 

Source:	 Begg S, Vos T, Barker B. et al. The burden of disease and injury in Australia, 2003. Centre for Epidemiology and Research, NSW 
Department of Health. 

Levels of mortality and disability from a compre-
hensive set of diseases, injuries and risk to health 
have been assessed and summarised in the study by 
Begg and colleagues ‘The burden of disease and 
injury in Australia, 2003’ (Begg et al., in press).

The 14 selected risk factors were together respon-
sible for 32.5% of total burden of disease and in-
jury in Australia in 2003. Cardiovascular disease, 
cancer and diabetes accounted for over two-thirds 
of this burden (38%, 19% and 11% respectively). 
Overall, males experience a slightly higher burden 
from these risk factors in combination than fe-
males. Mortality accounts for 63% of the burden 
from the 14 risk factors (Begg et al., in press).

The 14 selected risk factors have a differential im-
pact on health both in terms of sex and age. In per-
sons aged 0 to 44 years, alcohol and illicit drugs 
are the leading cause of burden in males, while in-
timate partner violence and child sexual abuse are 
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the leading causes in females. In persons aged 45 
to 64 years, high body mass and tobacco are the 
leading causes in both sexes. In persons aged 65 
years and over, high blood pressure is the leading 
cause is both sexes, followed by tobacco in males 
and high cholesterol in females (Begg et al., in 
press).

Some of the risks that are reported on represent in-
termediate steps in a causal path between more dis-
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Source:	 Begg S, Vos T, Barker B. et al. The burden of disease and injury in Australia, 2003. Centre for Epidemiology and Research, NSW 
Department of Health. 
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Ambulatory care sensitive conditions: hospital separations by category,
NSW 1989-90 to 2004-05

Vaccine-preventable conditions

Chronic conditions

Acute conditions

Total

 1995–96 1996–97 1997–98 1998–99 1999–00 2000–01 2001–02 2002–03 2003–04 2004–05

 Number Total 137504 136273 139212 145810 140556 150078 150284 149547 153623 153340

 Rate Total 2266.5 2205.4 2215.0 2284.4 2167.0 2269.5 2227.7 2188.9 2219.7 2184.7

Note:	 Categories are not mutually exclusive. Numbers for 2004–05 include an estimate of the small number of interstate hospitalisations, 
data for which were unavailable at the time of production. Hospital separations were classified using ICD-9-CM up to 1997–98 
and ICD-10-AM from 1998–99 onwards. Rates were age-adjusted using the Australian population as at 30 June 2001. 

Source:	 NSW Inpatient Statistics Collection and ABS population estimates (HOIST), ambulatory care sensitive hospitalisation definitions 
modified from Victorian Department of Human Services 2002. Centre for Epidemiology and Research, NSW Department of 
Health. 

Ambulatory care sensitive conditions are those 
for which hospitalisation is considered potentially 
avoidable through preventive care and early dis-
ease management, usually delivered through pri-
mary health care.

Hospitalisation rates for ambulatory care sensitive 
conditions are used as an indicator of access to, and 
quality of, primary care. Other factors that influ-
ence rates include disease prevalence in the com-
munity, hospital admission and coding practices, 
and personal choices about seeking health care.

Three categories of ambulatory care sensitive con-
ditions are recognised. Vaccine-preventable con-
ditions include influenza, bacterial pneumonia, 
tetanus, measles, mumps, rubella, pertussis and 
polio-conditions. Acute conditions include dehy-
dration and gastroenteritis, kidney infection, perfo-
rated ulcer, cellulitis, pelvic inflammatory disease, 
ear nose and throat infections, dental conditions, 
appendicitis, convulsions and epilepsy and gan-
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■

grene. Although these may not be preventable, hos-
pitalisation can be avoided through timely primary 
care. Chronic conditions include diabetes with 
complications, asthma, angina, hypertension, con-
gestive heart failure, chronic obstructive pulmonary 
disease and iron deficiency anaemia and nutritional 
deficiencies. These may be preventable through be-
haviour modification and lifestyle change, but can 
also be managed effectively through primary care 
to prevent deterioration and hospitalisation.

In NSW between 1989–90 and 2004–05, rates of 
hospitalisation for all ambulatory care sensitive 
conditions decreased by 1.2% due to a decrease 
in the rate for vaccine preventable conditions by 
61.1%— from 164.9 separations per 100,000 in 
1989–90 to 64.2 in 2004–05. Hospitalisation for 
chronic conditions remained the same, around 1175 
separations per 100,000 and the rate for ambulatory 
care sensitive conditions classified as acute rose by 
7.4% between 1989–90 and 2004–05. 
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