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Foreword

The Australian Atlas of Healthcare Variation illuminates
variation in health care provision across Australia.

The atlas embodies our shared aim of providing
information to improve the appropriateness of care for
populations and individuals in Australia and increasing
the value obtained from resources allocated to health.

While the atlas does not have all the answers
about how to do this, its findings suggest some
ways forward.

Variation in the use of healthcare services can be
due to underlying differences in the need for care.
Some variation in health care is warranted and
even desirable, given differences in the health of
populations. As the atlas indicates, variations may
also reflect different patient preferences.

But sometimes variation in health care occurs when
people with the same health conditions, concerns

or problems do not receive the same care as other
people with the same problems. Depending on where
they live, or which health service or health professional
they consult, their care may be managed differently.
Unwarranted variation may mean that some people
are receiving inappropriate or unnecessary care,

while others may be missing out on care that might
be beneficial.

8 | Australian Commission on Safety and Quality in Health Care
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We are delighted that the Commission’s work on
variation is already encouraging wider conversations
about the appropriateness of healthcare interventions,
and their potential benefits and harms.

The atlas is a powerful resource to inform efforts to
identify and reduce unwarranted variation in health

care, while also highlighting some population health
concerns that warrant further investigation.

We are confident the atlas will stimulate clinical

engagement, leadership and interest at local,
state and territory, and national levels.

Y

Professor Villis Marshall, AC
Chair

fucl!

Australian Commission on Safety
and Quality in Health Care

26 November 2015
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Antimicrobial dispensing

Australia has very high

overall rates of community
antimicrobial use compared
with some countries.

In 2013-14, more than

30 million PBS prescriptions for
antimicrobials were dispensed.

Diagnostic interventions

Nearly 600,000 MBS-funded
fibre optic colonoscopies

were performed in Australia in
2013-14. Very large variations
were seen across the country
— the area with the highest rate
was 30 times higher than that
of the area with the lowest rate.

In 2013-14, 314,000
MBS-funded computed
tomography scans were
performed on the lumbar spine
with marked variation across
the country. Inappropriate

use of diagnostic imaging
exposes patients to
unnecessary radiation.

Australian Atlas of Healthcare Variation
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Modern medicine is characterised by an increasing expectation
that people will receive care that is evidence based. Despite this
expectation the safety and quality of health care varies, both
across geographic areas and among individual clinicians.
Understanding this variation is critical to improving the quality, value
and appropriateness of health care. Some variation is desirable and
warranted — it reflects differences in people’s need for health care.
But where variation is unwarranted, it signals that people are not
getting appropriate care. Examining variation is an important first
step in identifying and addressing unwarranted variation.

The Australian Commission on Safety and Quality in Health Care
(the Commission) has collaborated with the Australian, state

and territory governments, specialist medical colleges, clinicians
and consumer representatives to develop the Australian Atlas

of Healthcare Variation (the atlas).

For many years, Australia has been reporting on aspects of
healthcare variation for performance and statistical purposes at
both state' and national levels.?%# This is the first time that data from
the Medicare Benefits Schedule (MBS), Pharmaceutical Benefits
Scheme (PBS) and Admitted Patient Care National Minimum Data
Set (APC NMDS) have all been used to explore variation across
different healthcare settings. In addition, this is the first Australian
atlas where healthcare variation across the country has been
presented alongside national recommendations for action.

We now have a clear picture of substantial variation in healthcare
use across the country, and across many areas of health care.
Some of this observed variation will be warranted and associated
with need-related factors such as underlying differences in the
health of specific populations, or personal preferences.

Overview |

19/11/2015 10:49 AM
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Surgical interventions

e Rates of MBS-funded knee arthroscopy
in people aged 55 and over were seven
times higher in some areas of Australia than
in others. Despite the evidence that knee
arthroscopy is of little benefit for people with
osteoarthritis, and may in fact cause harm,
more than 33,000 operations were performed
in Australia.

e Women living in regional areas of Australia
were up to five times more likely to undergo
a hysterectomy or endometrial ablation for
abnormal uterine bleeding than those living
in cities.

e Patients in some areas of Australia were seven
times more likely to undergo MBS-funded
cataract surgery than those in some other
areas, with more than 160,000 operations
recorded in 2013-14.

Opioid dispensing

e |n 201314, nearly 14 million prescriptions
were dispensed through the PBS for opioid
medicines. The number of prescriptions
dispensed was 10 times higher in the area
with the highest rate compared to the area
with the lowest rate. There is no apparent
explanation for this, although the availability
of other options for treatment of non-cancer
pain may be a factor.

Interventions for chronic diseases

e |nremote areas, hospital admission rates
for adults were markedly higher than in
metropolitan areas for:

—  heart failure

— asthma and chronic obstructive
pulmonary disease

— diabetes-related lower limb amputation.

e While Australians have higher rates of asthma
compared with other countries, hospitalisation
rates are low. From 2010-11 to 2012-13,
on average around 15,000 children and
young people were admitted to hospital
for asthma in Australia each year. This may
reflect a strong emphasis on using asthma
management plans in primary care.

10 | Australian Commission on Safety and Quality in Health Care
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However, the weight of evidence in Australia and
internationally suggests that much of the variation
documented in the atlas is likely to be unwarranted.®
It may reflect differences in clinicians’ practices, in the
organisation of health care, and in people’s access

to services. It may also reflect poor-quality care that
is not in accordance with evidence-based practice.
This unwarranted variation may mean that some
people are missing out on health care that could
have helped them — such as cataract surgery — while
others are having interventions that are unlikely to

be of benefit. Overuse of some interventions — such
as unnecessary antimicrobials — may cause harm.
Recognition is growing internationally that more health
care is not necessarily better health care.

The atlas has identified opportunities for improving
the health care Australians receive. Importantly, it
identifies a number of geographic and clinical areas
where marked variation in practice is occurring.

The important relationship between socioeconomic
disadvantage and illiness is reflected in the findings of
many of the analyses. In disadvantaged areas, people
tend to have poorer health and thus a greater need for
health care. People in disadvantaged areas may also
have less access to healthcare services, which can
compound the existing disadvantage. For example,
one reason for the variation in the dispensing of
psychotropic medicines may be a lack of access

to affordable, accessible mental health services in
rural or disadvantaged areas, with limited availability
of psychosocial interventions as alternatives to
medical treatments.

Some interventions are used more in areas of higher
socioeconomic status, or are mainly provided in
private settings. These are therefore less accessible
for people who do not have private health insurance.
For example, rates of cataract surgery are lowest

in areas of low socioeconomic status and increase
with rising socioeconomic status. The atlas suggests
that it would be worthwhile examining this issue
further by looking at provision in both the public and
private sectors and the extent to which variation in
interventions for some conditions is linked to access
to private health insurance.

In addition to the general theme of socioeconomic
status and equity, specific issues relate to the health
of Aboriginal and Torres Strait Islander peoples.

The findings add to the weight of evidence about
the urgent need to address the determinants of
Indigenous health inequality. Given the importance

19/11/2015 10:49 AM



of improving the health and wellbeing of Indigenous
people, unwarranted variation is unacceptable. It is
vital that efforts to address unwarranted variation
prioritise this population’s needs and concerns.

While the atlas highlights variation in a range of
different procedures and treatments, it does not
provide information about what the ideal rates for
these interventions should be. The average rates
displayed in the atlas are not necessarily the ideal;
and high or low rates are not necessarily good or
bad. More work is heeded to assess the outcomes of
interventions, to help identify appropriate treatment
rates, and what level of variation is warranted.

International comparisons can help put Australian
results into context. Although inconsistent data
collection methods and indicators make it difficult to
draw direct comparisons, a number of other countries
have analysed healthcare variation — for example,

the pioneering Dartmouth Atlas project in the United
States,® the NHS Atlas of Variation in Healthcare series
in England,” and the New Zealand Health Quality and
Safety Commission’s Atlas of Healthcare Variation.®
International comparisons have been referenced
throughout the atlas.

This atlas is the first in a series, and while it represents
a significant step forward, much more work is needed.
The atlas should be seen as a catalyst for generating
action, with the ultimate aim of improving people’s
care and outcomes, through improving the efficiency
and effectiveness of the healthcare system.

Six clinical areas are examined in the atlas, covering
prescribing, diagnostic, medical and surgical
interventions. Priority areas for investigation

and action include the use of antimicrobials and
psychotropic medicines; variation in rates of fibre
optic colonoscopy, knee arthroscopy, hysterectomy
and endometrial ablation; and inequitable access to
cataract surgery.

Professor Anne Duggan
Chair

Atlas Advisory Group
26 November 2015
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Interventions for mental health

and psychotropic medicines

A very high variation was seen in dispensing
of psychotropic medicines for children

and adolescents 17 years and under.

More than 500,000 prescriptions were
dispensed for attention deficit hyperactivity
disorder medicines in Australia in 2013-14.
The number of prescriptions per 100,000
people in the area with the highest rate was
75 times higher than in the area with the
lowest rate.

Australia is second only to Iceland in the

use of antidepressants for OECD countries.
Nearly 15 million PBS-funded prescriptions for
antidepressant medicines were dispensed for
people aged 18 to 64.

More than 900,000 prescriptions for
antipsychotic medicines were dispensed
for people aged 65 and over. The number
of prescriptions was seven times higher in
the area with the highest rate compared
to the area with the lowest rate. High and
inappropriate prescribing of antipsychotic
medicines has been documented in older
people. These medicines may be prescribed
outside guideline recommendations,

such as for behavioural disturbances
related to dementia or delirium, before
secondary causes have been excluded
and non-pharmacological measures have
been tried.

Also of significance in this age group

was the variation in anticholinesterase
medicines dispensing, illustrated in

Chapter 6: Interventions for chronic diseases.
The number of prescriptions dispensed for
anticholinesterase medicines for people aged
65 and over was more than 15 times higher
in the areas with the highest rate compared
to the area with the lowest rate.

Overview | 11
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Key findings and
recommendations

As the atlas indicates, variation in health care is a result of an intricate
interplay of factors, including differences in the health and socioeconomic
status of populations and their access to health care, as well as
differences between systems, services and clinicians. Patient and
clinician preferences also play an important role. Some of this variation is
warranted and some is unwarranted. The challenge is identifying which
variation is unwarranted. In some instances, regardless of variation,
overall rates of use may be a concern.

The atlas has been developed with strong clinical input and offers
suggestions on where to focus efforts to investigate variation and tackle
any unwarranted variation. Strategies to address unwarranted variation
are complex and require a multifaceted and trans-disciplinary approach.

When considering the key findings, it is important to note that not all
dispensing is captured in remote Aboriginal Health Services due to the
direct supply of some medicines. This should be recognised as more than
a data limitation, because low levels of dispensing could be occurring in
remote areas.

Primary health networks (PHNs) are currently developing their work
plans and will be commissioning services based on their local health
needs assessments and the key objectives of the PHN program.

The data on variation presented here can inform these planning
processes. PHNs with high or low outlier areas may consider the
factors that are driving the observed rates and determine whether rates
of intervention should be further analysed and monitored in order to
improve appropriateness of care.

This section presents the key findings and the Commission’s
recommendations for action.

12 | Australian Commission on Safety and Quality in Health Care
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Recommendations

A strategy to address unwarranted
clinical variation

1. The Commission works with the Australian
Government Department of Health, state
and territory health departments, clinical and
consumer groups to develop a strategy for
reducing unwarranted clinical variation.

2. The Commission will continue to collect
information and publish details of geographic
clinical variation in an atlas series.

Review of outliers

3. State and territory health departments, local
health networks, primary health networks, clinical
networks, and relevant state bodies responsible
for quality and safety of health care determine the
need to review high and low outliers presented in
the atlas and develop local priority action plans
for addressing atlas findings.

4. Primary health networks investigate primary care
strategies for reducing unwarranted variation
that have been successful in other regions.

5. State and territory health departments, local
health networks, primary health networks and
relevant state bodies responsible for quality
and safety of health care identify appropriate
additional data analyses to complement a local
priority action plan.

6. Boards of public and private hospitals monitor,
as part of their responsibilities under National
Safety and Quality Health Services Standard 1,
the effectiveness of the implementation of the
relevant Clinical Care Standards.

Australian Atlas of Healthcare Variation
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1. Antimicrobial dispensing

Australia has very high overall rates of community
antimicrobial use compared with some countries.

In 2013-14, more than 30 million prescriptions for
antimicrobials were dispensed. Many of these were
unnecessary because antimicrobials are frequently
used to treat infections for which they provide little or
no benefit. The rate of total antimicrobial dispensing
was over 11 times more in the area with the highest
rate compared to the area with the lowest rate. High
community use of antimicrobials increases the risk
that bacteria will become resistant to these medicines
and they will cease to be effective against serious
life-threatening conditions. Even when the areas with
highest and lowest rates were excluded, the rate was
nearly twice as high in some parts of Australia than
others. Western Australia appears to be much more
successful than other parts of the country in keeping
rates of antimicrobial dispensing relatively low — the
highest rate for any area in Western Australia was
lower than the Australian average rate.

Use of a specific class of antimicrobials called
quinolones was low compared with other countries
because their use is restricted in Australia.
Nevertheless, more than 350,000 prescriptions were

Key findings and recommendations

dispensed for these antimicrobials in 2013-14, and
considerable variation was seen across Australia.

The rates of quinolone dispensing were over 8 times
more in the area with the highest rate compared to the
area with the lowest rate. Even when the areas with
the highest and lowest rates were excluded, rates of
dispensing of quinolones were over 2.5 times more in
some areas of Australia than in others.

There was variation in dispensing across the

country for amoxycillin, the most commonly
dispensed antimicrobial in Australia, and for
amoxycillin-clavulanate, a modified version of
amoxycillin. Combined, these two antimicrobials
accounted for more than 10 million prescriptions
dispensed under the PBS in Australia in 2013-14.
The rates of amoxycillin dispensing were 20.5 times
more in the area with the highest rate compared with
the area with the lowest rate, and 2.7 times when the
highest and lowest rates were excluded. The rates
of amoxycillin-clavulanate dispensing were 16 times
more in the area with the highest rate compared with
the area with the lowest rate, and 2.2 times when the
highest and lowest rates were excluded.

Data item Range across local Times difference Number
areas per 100,000 (excluding outliers) per annum

1.1 Antimicrobial dispensing 14,895 to 171,841 1.9 30,355,539
1.2 Quinolone dispensing 281 t0 2,339 2.6 354,403
1.3 Amoxyecillin and amoxycillin-clavulanate 2,186 to 44,884 2.7 5,697,634
dispensing 1,998 to 32,058 2.2 4,621,154
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Recommendations

1a. The Australian Government Department of Health 1d. The relevant clinical colleges support
develops national benchmarks for best practice incorporation of decision support software in
prescribing of antimicrobial agents. Findings from prescribing software, and review the current
the atlas should be used to identify variations from default repeat prescriptions option.
these benchmarks and target interventions to
reduce inappropriate use. 1e. Primary health networks and local health
networks track and compare antimicrobial
1b. The Pharmaceutical Benefits Advisory Committee prescribing rates where they do not do so already.
examines to the use of topical quinolones and
access to amoxycillin-clavulanate on the PBS. 1f.  National boards and the Australian Health
Practitioner Regulation Agency consider what
1c. Antimicrobial stewardship programs are can be done to ensure relevant registered health
implemented in general practice in line with practitioners have up-to-date knowledge of
recommendations in the National Antimicrobial prescribing guidelines for antimicrobials.

Resistance Strategy to reduce the use of
amoxycillin and amoxycillin-clavulanate.
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Almost 600,000 MBS-funded fibre optic
colonoscopies were performed in Australia in
2013-14, and the number of services is likely to rise
as the National Bowel Cancer Screening Program
increases its coverage. Very large variations were
seen in colonoscopy rates across the country —

the highest rate was 30 times that of the lowest.
Even when highest and lowest rates were removed,
the rate across local areas was more than four times
higher in one local area compared with another.
Rates were higher in high socioeconomic populations
in metropolitan areas and decreased with distance
from major cities. Participation in the National Bowel
Cancer Screening Program follows similar trends,
with higher participation in metropolitan areas.

Key findings and recommendations

2. Diagnostic interventions

Approaches to screening and initial treatment for
prostate cancer are controversial. More than 25,000
MBS-funded prostate biopsies were performed in
Australia in 201314, with considerable variation
across the country.

Low back pain is a frequent reason for presentation
to general practitioners, who may refer patients for
diagnostic imaging. However, inappropriate use of
diagnostic imaging exposes patients to unnecessary
radiation. More than 314,000 MBS-funded computed
tomography (CT) scans of the lumbar spine were
performed in 2013-14, with marked variation around
Australia, suggesting overuse of this investigation.

. Range across local Times difference Number

Data item . .
areas per 100,000 (excluding outliers) per annum
2.1 Fibre optic colonoscopy 146 to0 4,374 44 589,748
2.2 Prostate biopsies 40 years and over 150 to 1,357 2.7 25,869
2.3 Computed tomography of the lumbar spine 209 to 2,464 2.7 314,033
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Recommendations

Fibre optic colonoscopy

2a.

The MBS Review Taskforce reviews relevant MBS
item(s) to align reimbursement with adherence to
the existing National Health and Medical Research
Council (NHMRQC) clinical practice guidelines for
surveillance colonoscopy.

2b.

Primary health networks work with general
practitioners to ensure colonoscopy referral
practices align with applicable NHMRC guidelines
and the Royal Australian College of General
Practitioners’ guidelines for preventive activities

in general practice (the red book). In addition,
general practitioners recommend faecal occult
blood test screening to age-appropriate patients.

2c.

The Australian Government Department of
Health continues to use educational materials
related to the National Bowel Cancer Screening
Program to promote key health messages, in
particular among lower socioeconomic and rural
and remote populations, about faecal occult
blood testing and the substantial benefits of
early diagnosis on patient outcomes.

2d.

The Commission hosts a roundtable of clinical,
consumer, and Australian, state and territory
government representatives to support specialty-
led strategies to improve adherence to the
relevant NHMRC guidelines for surveillance
colonoscopy in bowel cancer screening.

Prostate biopsies 40 years and over

2e.

Clinicians follow the clinical practice guidelines
for prostate-specific antigen testing and early
management of test-detected prostate cancer
from the Prostate Cancer Foundation of Australia
and Cancer Council Australia, and the Royal
Australian College of General Practitioners’
Guidelines for preventive activities in general
practice (the red book).

Australian Atlas of Healthcare Variation

SAQ201_01_FrontSection_v10_FILM_REVISED_v2.indd 17

2f.

Clinicians use the prostate cancer screening
decision support tool produced by the Royal
Australian College of General Practitioners for
patients who request screening.

. NPS MedicineWise, as part of its Choosing Wisely

campaign, monitors effective implementation of
the Royal College of Pathologists of Australasia
recommendations on prostate-sensitive
antigen testing.

Computed tomography
of the lumbar spine

2h.

The Commission reviews the need for
updating the NHMRC guidelines on lumbar
imaging in acute non-specific low back pain
as part of the ongoing national guideline
prioritisation processes.

2i.

Relevant clinical colleges review the availability
and quality of education and training materials,
and continuing professional development
courses, to improve clinicians’ knowledge and
skills in referring patients or using CT imaging
of the lumbar spine.

2.

NPS MedicineWise, as part of its Choosing Wisely
campaign, monitors effective implementation of
the Royal Australian and New Zealand College of
Radiologists recommendation that imaging should
not be performed in patients with non-specific
acute low back pain.
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Key findings and recommendations

3. Surgical interventions

The atlas examined seven surgical interventions and This includes spinal fusion procedures. There is
found highly variable use across Australia. In some limited evidence to support lumbar spine fusion
areas, people 55 years and over had rates of knee surgery for painful degenerative back conditions.
arthroscopy that were more than seven times those The outcomes for patients who receive these
of people living elsewhere. Even when the areas with interventions are unknown.
the highest and lowest rates were excluded, knee
arthroscopy hospital admission rates were more Women living in regional areas of Australia were over
than four times higher in one local area compared to five times more likely to undergo a hysterectomy or
another. Despite the evidence that knee arthroscopy endometrial ablation than those living in metropolitan
is of limited value for people with osteoarthritis and areas. Even when the highest and lowest rates were
may cause harm, more than 33,000 operations were excluded, the rate was almost three times higher in
performed on this age group during 2012-13. Many of one local area compared to another.
these people will have degenerative disease in their
knees and will not benefit from this intervention. The atlas includes two ear, nose and throat
procedures, tonsillectomy and myringotomy. Even
The number of patients undergoing MBS-funded when the highest and lowest rates were excluded,
cataract surgery was over seven times higher in tonsillectomy and myringotomy rates were around
some parts of Australia than in others. Even when the three times higher in one local area compared to
highest and lowest rates were excluded, the cataract another. Each procedure was performed more
surgery rate was almost three times higher in one than 30,000 times during 201213, with people
local area compared to another. in some areas more than six times more likely to
undergo the procedure. Australia does not have
From 2010-11 to 2012-13, there were 17,000 lumbar recent evidence-based guidelines for performing
spine surgery admissions on average each year. tonsillectomy and myringotomy.
Data item Range across local Time§ differgnce Number
areas per 100,000 (excluding outliers) per annum
3.1 ::gi‘?;hroscopy hospital admissions 55 years 18510 1,319 40 33,682
3.2 Cataract surgery 40 years and over 357 to 2,555 2.8 160,489
3.3 I;gTeb;rssapI:zeoil;:gery hospital admissions 3610 173 03 17.305
3.4 ?ggg:::sp;:ztstzitomy hospital admissions 69 to 282 50 8,496
3.5 :Z::)?:aelc;zr:ﬁ;:?:n:ndometrial ablation 131 10 687 33 34,181
3.6 Zﬁzstillrli;;t?my hospital admissions 17 years 954 0 1,640 3.0 38,575
3.7 gllnydrizggzc:my hospital admissions 17 years 205 1o 1,398 33 34,065
3.8 ::lF:j f;sz:ure hospital admissions 65 years 484 10 787 15 21,502
> by poor group - 6B yearsand over T 5.3 10 16.9 days 21 acimissions
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Recommendations

Knee arthroscopy hospital admissions
55 years and over

3a.

The Commission recommends to the MBS
Review Taskforce that, given the lack of clinical
evidence for the efficacy of knee arthroscopy for
people with degenerative changes in the knee
that the relevant MBS item(s) be amended to
remove knee arthroscopy for this group.

3b.

The Commission develops a Clinical Care
Standard for investigating and managing
osteoarthritic knee pain based on
recommendations from the Commission’s
Knee Pain Expert Working Group.

3c.

State and territory health departments consider
mechanisms to improve coding, analytics and
collection of outcome data for knee arthroscopy.

3d.

Relevant clinical colleges ensure education

and training material, as well as continuing
professional development requirements, are in
keeping with the applicable Clinical Care Standard
for management of osteoarthritic knee pain.

3e.

The Commission promotes the collection of
patient-reported outcome measures for surgical
interventions for knee pain.

Cataract surgery 40 years and over

3f.

The Commission works with the relevant clinical
colleges to develop a Clinical Care Standard for
cataract surgery, including considering pre- and
post-operative visual acuity scoring.

39.

The Commission undertakes a quality review of
existing patient information about cataract surgery
as part of developing supporting material for a
Clinical Care Standard on cataract surgery.
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3h. The MBS Review Taskforce reviews the relevant
MBS item(s) for cataract surgery to require
adherence to an applicable Clinical Care Standard
for the surgery.

3i. State and territory health departments consider
mechanisms to improve coding, analytics and
collection of outcome data on cataract surgery.

3j. Relevant clinical colleges ensure education
and training material, as well as continuing
professional development requirements, are in
keeping with the applicable Clinical Care Standard
on cataract surgery.

3k. The Commission promotes the collection
of patient-reported outcome measures for
cataract surgery.

Lumbar spine surgery hospital admissions
18 years and over

3l. State and territory health departments consider
mechanisms to improve coding, analytics and
collection of outcome data on lumbar spine
surgery in adults.

3m. The Commission promotes the collection of
patient-reported outcome measures for lumbar
spine surgery.

Radical prostatectomy hospital
admissions 40 years and over

3n. State and territory health departments
consider mechanisms to improve coding,
analytics and collection of outcome data on
radical prostatectomy.

30. The Commission promotes the collection
of patient-reported outcome measures for
radical prostatectomy.
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Hysterectomy, endometrial ablation
hospital admissions

3p. The Commission works with the Royal Australian
and New Zealand College of Obstetricians
and Gynaecologists and consumer groups
to develop a Clinical Care Standard for
managing menorrhagia.

3g. The Commission develops a patient decision
support tool to increase women’s knowledge
of treatment options for menorrhagia and their
benefits and risks. In addition, mechanisms are
considered so that relevant clinical colleges can
train clinicians to use this patient decision tool.

3r. Relevant clinical colleges ensure education
and training material, as well as continuing
professional development requirements, are
in keeping with the applicable Clinical Care
Standard for menorrhagia.

Tonsillectomy hospital admissions
17 years and under

3s. The Commission reviews the need for evidence-
based clinical guidelines on tonsillectomy
in children as part of the ongoing national
guideline prioritisation processes.

3t. The Commission reviews current patient
information about tonsillectomy in Australia, in
conjunction with relevant clinical colleges and
consumer groups, to determine the need for
better patient and carer information, and shared
decision making tools, and also the need to
update existing materials.
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Key findings and recommendations

3. Surgical Interventions

Myringotomy hospital admissions
17 years and under

3u. The Commission reviews the need for evidence-
based clinical guidelines on myringotomy in
children as part of ongoing national guideline
prioritisation processes.

3v. State and territory health departments, in
conjunction with the National Aboriginal
Community Controlled Health Organisation,
monitor adherence to the guidelines for managing
otitis media in Aboriginal and Torres Strait Islander
children and implement improvement activities.

Hip fracture hospital admissions and
average length of stay in hospital 65 years
and over

3w. Primary health networks and state and territory
health departments work together to increase
access to evidence-based falls prevention
programs in hospitals, care facilities and
the community.

3x. Private and public hospitals ensure patients have
access to care that aligns with the Clinical Care
Standard for acute management of hip fracture.

3y. Public hospitals implement the Clinical Care
Standard for acute management of hip fracture
through best practice pricing.

3z. Relevant clinical colleges ensure educational
and training material, as well as continuing
professional development requirements, are
in keeping with the Clinical Care Standard
for acute management of hip fracture.
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4. Interventions for mental health and psychotropic medicines

Almost half the Australian population aged 16 to 85
will experience mental illness at some point in their life.

General practitioners prepared more than 950,000
mental health treatment plans. The number of
services for the preparation of treatment plans in the
area with the highest rate was 21 times that of the
area with the lowest rate, and 3.5 times when the
highest and lowest areas were excluded.

The greatest variation was shown in dispensing of
prescriptions for psychotropic medicines for children
and young people 17 years and under. More than
500,000 prescriptions for attention deficit hyperactivity
disorder (ADHD) medicines were dispensed in
Australia in 2013-14. The number of prescriptions in
the area with the highest rate was 75 times more than
in the area with the lowest rate. Even when the areas
with the highest and lowest rates were excluded,
considerable variation persisted with more than seven
times higher in one local area compared to another.
New South Wales had the highest average rate of
dispensing out of all the states and territories, and
had eight of the 12 local areas with the highest rates.
Variation in rates of dispensing of antidepressant
medicines and antipsychotic medicines to children
and young people also varied greatly. Some local
areas in New South Wales and Queensland had

high dispensing rates across the three medicines for
people 17 years and under.
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Overall, large numbers of antidepressant medicines
were dispensed in Australia. In 2013-14, nearly

15 million PBS prescriptions for antidepressants
were dispensed to people aged 18 to 64. In addition,
more than 400,000 prescriptions were dispensed to
children and young adults, and more than 6.5 million
prescriptions were dispensed to people aged 65
and over. Considerable variation is seen from area
to area in the dispensing rates for prescriptions

for antidepressants.

High volumes of anxiolytic and antipsychotic
prescriptions were also dispensed to Australian adults,
with large variation from area to area. Rates were
particularly high for people aged 65 and over, and
warrant scrutiny, particularly given the variation in
anticholinesterase medicines dispensed for this

age group which is highlighted in Chapter 6.

More than 900,000 prescriptions for antipsychotic
medicines were dispensed for people aged 65 and
over. The number of prescriptions was seven times
higher in the area with the highest rate compared to
the area with the lowest rate, and nearly 2.5 times
when the highest and lowest areas were excluded.
High and inappropriate prescribing of antipsychotic
medicines has been documented in older people.
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Key findings and recommendations

4. Interventions for mental health and psychotropic medicines

. Range across local Times difference Number
Data item ) .
areas per 100,000 (excluding outliers) per annum
4.1 General practitioner mental health 354 10 7,427 35 965,946
treatment plans
4.2 Antidepressant medicines dispensing 17 years 386 to 16,844 41 404,276
and under
4.3 Antidepressant medicines dispensing 14,981 to 175,380 o8 14,933,534
18-64 years
4.4 Antidepressant medicines dispensing 65 years 20,213 t0 306,383 19 6,502,577
and over
4.5 Anxiolytic medicines dispensing 18-64 years 1,079 to 41,473 4.8 2,508,346
4.6 Anxiolytic medicines dispensing 65 years 6193 t0 80,445 40 165,996
and over
4.7 Antipsychotic medicines dispensing 17 years 306 0 6,895 71 104,697
and under
4.8 Antipsychotic medicines dispensing 18-64 years 2,076 to 39,544 3.2 2,682,447
4.9 Antipsychotic medicines dispensing 65 years 8,043 t0 57,130 o4 919,026
and over
410 Atter.lt!on deflmt hyperacthlty disorder 382 to 28,642 73 544,218
medicines dispensing 17 years and under
Recommendations
4a. The Commission refers the atlas findings on 4¢. The Australian Government Department of Health
dispensing of mental health and psychotropic undertakes a national education campaign on
medications to the National Mental Health the use of antipsychotic medicines for managing
Commission for its recommendations on the behavioural and psychological symptoms
psychotropic drug prescribing including: of dementia. The campaign should ensure that
i, use of psychotropic drugs in people clinicians and patients are aware that excessive or

inappropriate use of antipsychotics in people aged

17 years and under .
65 years and over has serious adverse effects.

ii. mechanisms for working with consumer
groups to increase awareness of appropriate 4d
prescribing of antidepressant and anxiolytic
medicines, as well as the benefits of
non-pharmacological treatments.

. National boards and the Australian Health
Practitioner Regulation Agency consider what
actions could be taken to ensure relevant
registered health practitioners have up-to-date
knowledge of prescribing guidelines for
antipsychotic drugs.

4b. Clinicians adhere to current guidelines for treating
behavioural and psychological symptoms in
people with dementia, in particular those on the de
use of non-pharmacological strategies, and only
prescribing medicines with demonstrated efficacy
when necessary. Pharmacological treatment
should target only those symptoms or behaviours
that respond to medicines.

. The Australian Government Department of
Health conducts an audit of antipsychotic
medicines prescribing practices in the high outlier
prescribing regions identified in the atlas findings.
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5. Opioid medicines

In 2013-14, nearly 14 million prescriptions were
dispensed through the PBS for opioids — medicines
that relieve moderate to severe pain. These medicines
are very effective in relieving acute pain and cancer
pain, and in palliative care. However, studies have
shown they are also being prescribed for chronic
non-cancer pain. Current evidence does not support
the long term efficacy and safety of opioid therapy for
chronic non-cancer pain.

Data item

areas per 100,000 (excluding outliers) per annum

5.1 Opioid medicine dispensing

Range across local Times difference Number

10,945 to 110,172 2.9 13,905,258

The number of prescriptions dispensed was more
than 10 times higher in the area with the highest
rate compared to the area with the lowest rate.
However, even when the areas with the lowest and
highest rates were excluded considerable variation
was still seen in prescribing (2.9 times more in the
areas with the highest rates than in the areas with
lowest rates). No apparent explanation is available
for this, although differences in access to alternative
pain management options may be a factor.

Recommendations

5a.

The Australian Government Department of Health
reviews the level of Medicare support available for
effective multidisciplinary non-pharmacological
treatment options and opioid dependency
services, in particular for opioid prescribing for
chronic non-cancer pain.

5b.

State and territory health departments work
with primary health networks to address the
barriers in access to non-pharmacological
treatments for people with chronic pain who are
socioeconomically disadvantaged and those
who live in rural and regional settings.

5c.

State and territory health departments
support Telehealth to enhance rural and
remote consultations for assessment and
management of chronic pain.
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5d. Primary health networks and the Australian
Government Department of Health progress
implementation of information systems for
real-time monitoring of opioid dispensing.

5e. National boards and the Australian Health
Practitioner Registration Agency consider
what actions could be taken to ensure relevant
registered health practitioners have up-to-date
knowledge of prescribing guidelines for
opioid medicines.
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Key findings and recommendations

6. Interventions for chronic diseases

Chronic diseases are the leading cause of iliness,
disability and death. Australia has higher rates of
asthma compared with other countries, but the
findings in the atlas demonstrate that hospitalisation
is low. From 201011 to 2012-13, on average

15,111 children and young people were admitted to
hospital for asthma in Australia each year. This may
reflect a strong emphasis on the use of asthma
management plans in primary care. Similarly, the
number of admissions among adults was low but
admission rates were higher in remote areas of
Australia, which reflects the higher prevalence of
asthma and chronic obstructive pulmonary disease
(COPD) in Aboriginal and Torres Strait Islander
peoples. Dispensing of medicines for asthma showed
a strong socioeconomic trend, with dispensing rates
highest in the lowest socioeconomic groups.

Similar to the patterns of hospital admissions noted for
asthma and COPD, hospital admission rates for heart
failure in people 40 years and over was markedly
higher in remote areas. This may reflect the high
prevalence of heart failure among Indigenous peoples.
Multidisciplinary heart failure services can decrease
the rate of hospital admissions and readmissions for
this condition.
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In 2012—13, 4,400 people were admitted to hospital
for diabetes-related lower limb amputation in Australia.
Once again, the rates in remote areas were higher. It is
known that Indigenous people are about three times
more likely to have diabetes, 10 times more likely to be
admitted for diabetic foot complications and 30 times
more likely to suffer diabetes-related lower limb
amputation than non-Indigenous people.

Anticholinesterase medicines are used to alleviate
symptoms of some types of dementia including
Alzheimer’s disease. There was considerable variation
in dispensing of these medicines across Australia,
and dispensing rates were highest in major cities.

The findings in this chapter demonstrate the continued
need for prevention of chronic diseases among
Indigenous peoples and those living in remote areas.
These efforts need to be sustained over decades
given that many of these admissions are the result

of years of poor health.
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Data item Range across local Times difference Number
areas per 100,000 (excluding outliers) per annum

6.1 Asthma medicines dispensing 3-19 years 1,298 to 563,379 3.2 1,270,400

6.2 Asthma medicines dispensing 20-44 years 2,244 to0 44,092 3.4 1,659,993

6.3 A§thma and f:h.ronlc .obstru.ctlve pulmonary 17.415 10 146,961 50 7.076,843
disease medicines dispensing 45 years and over

6.4 Asth.ma. and related respiratory hospital 61 to 651 33 15111
admissions 3-19 years

6.5 Asthma hospital admissions 20-44 years 18 to 530 8.0 6,558

6.6 A§thma and c.hronlc (?bs-tructlve pulmonary 201 to 3,893 53 70,932
disease hospital admissions 45 years and over

6.7 Heart failure hospital admissions 40 years 192 10 1,397 07 50,983
and over

6.8 Dlab.ete:s-related lower limb amputation hospital 810 91 o5 4,402
admissions 18 years and over

6.9 Stroke average length of stay in hospital by peer 4.2-17.5 days o4 14,554 admissions
group - 65 years and over

6.10 Anticholinesterase medicines dispensing 1,843 10 28,261 37 427211

65 years and over
Australian Atlas of Healthcare Variation Key findings and recommendations | 25

SAQ201_01_FrontSection_v10_FILM_REVISED_v2.indd 25

19/11/2015 10:49 AM



Key findings and recommendations

6. Interventions for chronic diseases

Recommendations
Ba. The Commission hosts a roundtable of service Diabetes-related lower limb amputation
providers and consumers from remote areas to hospital admissions 18 years and over

identify successful strategies for implementing
best practice primary and secondary prevention
services for patients with chronic disease in
remote Australia.

Be. Public and private hospitals and primary health
networks adopt risk-stratified levels of support
for managing diabetes care, including earlier
diagnosis and intervention.

Asthma and chronic obstructive
pulmonary disease medicines dispensing
and hospital admissions

6f. Primary health networks and state and territory
health departments collaborate to improve access
to coordinated services that deliver evidence-

6b. The Australian Government Department of Health based care for those with diabetes, including
encourages primary health networks to develop multidisciplinary foot clinics, and care by vascular,
local models of integrated care for asthma and endocrine and orthopaedic specialists.
chronic obstructive pulmonary disease (COPD)
to ensure properly coordinated community Stroke average length of stay in hospital
prevention strategies are implemented. 65 years and over

6g. Hospital and ambulance services ensure
patients have access to care that aligns with
the Acute Stroke Clinical Care Standard.

6c. State and territory health departments and
primary health networks jointly review the uptake
of vaccinations against respiratory disease in

high-risk populations and their influence on

L 6h. State and territory health departments consider
local variation.

mechanisms to improve coding, analytics and
collection of outcome data for stroke.

Heart failure hospital admissions

40 years and over 6i. Relevant clinical colleges ensure educational

6d. Primary health networks, state and territory and training material, as well as continuing
health departments and clinicians collaborate to professional development requirements,
improve access for patients with heart failure to are in keeping with the Acute Stroke Clinical
comprehensive heart failure programs consistent Care Standard.

with evidence-based best practice.
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Investigating
and addressing

unwarranted variation

Addressing unwarranted healthcare variation can contribute to more
equitable access to, and better value, health care. There are areas where
the data could be improved and further investigation into the cause of
variation is needed. However it is clear that many areas require change
at clinical, health service and system levels.

Appropriate care

The challenge in identifying and addressing unwarranted variation is
that for many healthcare interventions we do not know what rates of
intervention deliver the best outcomes for patients and the broader
community. Ease of access to care is one factor affecting variation

in healthcare use. Individual decisions about treatments are another
factor. One approach to address unwarranted variation is to focus on
the process leading to individual decisions about treatment. Integral to
this are the concepts of health literacy and shared decision making,
together with definitions of appropriate care in clinical standards

or evidence-based guidelines.
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Investigating and addressing unwarranted variation

Health literacy

It is estimated that about 60 per cent of Australians
have low health literacy, which affects their capacity
to make decisions and act to manage their health and
health care.® People with low health literacy are more
likely to need to go to an emergency department, to
be hospitalised, and to have poorer health outcomes.”®

For a number of the data items in the atlas, issues
such as patient preferences and patient decisions
are proposed as potential reasons for variation.
These issues are at the core of the concept of health
literacy. Health literacy determines the way in which
people access, understand and use information to
make effective decisions about health and health care,
and take appropriate action. It is also about the way
information is presented, and the communications
and interactions that occur between patients and
providers. The wider environment — including health
systems, processes and practices — often does not
make it easy for people to understand the issues
affecting their health and health care."

Although low health literacy can be found across the
socioeconomic spectrum, people from disadvantaged
groups can be at higher risk of having low health
literacy. Health literacy is a particular issue for these
groups because having low health literacy can
exacerbate underlying access and equity issues

they may be experiencing. Because of the impact

of disadvantage and vulnerability on health literacy,
focusing on health literacy in specific geographic
areas or settings may help to reduce the healthcare
variation. The Commission has proposed a systematic
approach to address health literacy in the National
Statement of Health Literacy."

Shared decision making

Shared decision making allows patients to examine
the likely benefits and harms of available screening,
investigation and management options, communicate
their values and preferences, and select the best
course of action for them. This is particularly important
when the evidence is uncertain or multiple options are
available with different probabilities of risk and benefit.
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Patients who are fully informed about the implications
of various options and how these align with

their values will often make different choices.'>™
Shared decision making is therefore widely seen as

a strategy for promoting patient-centred care and
reducing unwarranted variation.

If shared decision making is to occur, patients and
clinicians need to have ready access to evidence
about treatment options, understandable information
about the probability of risk and benefit, and
guidance on weighing the pros and cons of different
options. The clinical culture must support patient
engagement. The Commission is starting a program
to increase access to tools and resources that will
assist with shared decision making.’®

Clinical standards and
evidence-based guidelines

Clinical standards and evidence-based guidelines
can play an important role in delivering appropriate
care and reducing unwarranted variation, as they
identify and define the care people should expect
to be offered or receive, regardless of where they
are treated. The Commission has produced a series
of Clinical Care Standards.'® These contain quality
statements which describe the care that patients
should be offered by clinicians and health services
for a specific condition or defined clinical pathway in
line with current best evidence. The findings in the
atlas will inform the development of future clinical
care standards.

Where clinical guidelines and clinical care standards
exist, strategies to promote their use are essential.
All Clinical Care Standards the Commission has
developed have accompanying indicators to enable
monitoring of the extent to which routine care aligns
with the standard.

19/11/2015 10:49 AM



Using data for improvement

The atlas is one of many mechanisms using clinically
important data to drive healthcare improvements.
There has been an enormous investment in health
information technology in Australia in recent years
through the National E-Health Transition Authority
(NEHTA). This work aims to improve data flows
between parts of the health system, connecting
information to improve efficiency and health
outcomes. This work is especially important for
patients with complex and chronic diseases, who see
multiple providers in the system across the primary
care and hospital settings. The atlas reinforces that
the way we use available health data in Australia is
vital for healthcare improvement.

In addition, the atlas suggests that building more
ways to capture clinically important data into

routine data collection and information technology
infrastructure will improve clinical practice and service
delivery. In developing the atlas, the use of national
mandatory datasets has created many challenges.
The limitations described in each chapter about
using data from the PBS, MBS and Admitted Patient
Care National Minimum Data Set also highlight
opportunities for improving how we measure
healthcare delivery. Improving existing datasets can
help identify where change needs to happen and
provide a way of monitoring whether efforts towards
change have been successful. Jurisdictions should
also continue developing data linkage systems

to provide better intelligence on the outcomes of
healthcare interventions.
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Improving our understanding of
patient outcomes

Evidence shows that the systematic use of information
from patient-reported outcome measures leads

to better communication and decision making
between clinicians and patients, and improves patient
satisfaction with care.'” Patient-reported outcome
measures for surgical interventions, such as for knee
pain, cataract removal, radical prostatectomy and
lumbar spine surgery, will enable assessment of the
effectiveness of these procedures from the patient’s
perspective. In addition, patient-reported outcome
measures can be used to determine the extent to
which the outcomes achieved in routine settings align
with patient expectations. The atlas strengthens the
case for developing and adopting patient-reported
outcome measures as a means of monitoring and
feedback on the outcomes achieved.

The atlas has highlighted the lack of outcome
measures collected in Australia, from either routine
data or other means such as patient-reported
outcome measures. This restricts understanding
of both the benefits and harms people experience
when they have healthcare interventions. A better
understanding of clinical outcomes would allow us
to know what level of intervention benefits patients
across Australia.

Clinical quality registries

Clinical quality registries enable monitoring of outcome
data, where supported by professional groups, and
feedback to health services on management and
treatment outcomes. Australia has the capacity

to support a number of high-priority national
registries. They should conform to the Commission’s
Framework for Australian Clinical Quality Registries.™®
National registries for monitoring acute stroke care,
cataract surgery, surgical knee interventions, hip
fracture, prostatectomy and lumbar spine surgery
warrant support, given the variation illustrated in

this atlas. These should include data elements that
accompany related Clinical Care Standards.
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Investigating and addressing unwarranted variation

Next steps

Raising the profile of healthcare variation is the
critical first step to addressing unwarranted variation.
The Australian Atlas of Healthcare Variation is the first
of a series of atlases the Commission will produce on
the extent of variation across a range of procedures
and interventions in Australia.

In addition to demonstrating the levels of variation that
exist, the atlas also starts the process of interpreting
and examining the findings. Clinical and critical
analysis of the potential reasons for variation, and
suggestions for areas of further exploration, will

help to ensure more appropriate care is provided.

In this atlas, we have suggested ways in which
coordinated action can be taken at all levels of the
healthcare system.

Healthcare variation is important because it reflects
the care patients receive — or do not receive.

The suggested actions and recommendations

are designed to improve equity and efficiency,

as well as the safety and quality of health care.
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About the atlas

The Commission has led the development of the atlas together with

the Australian, state and territory governments in consultation with
consumers, clinicians and their professional organisations. An oversight
and advisory structure, including a clinical and consumer advisory group
and a state and territory advisory group, has ensured wide-ranging

input into its development. The National Health Performance Authority
extracted and analysed data and produced the maps and graphs.

More than 100 clinicians, epidemiologists and pharmaceutical experts
have examined and commented on the data.

The atlas examines a selection of interventions in a range of clinical areas.
While a large number of interventions were nominated and considered for
inclusion, many were not suitable, either because of issues of data quality,
or because small numbers limited the capacity to analyse and present
the data. The final selection of data items reflects areas where there was
interest in the topic, where data were available and where variation raised
questions about underlying patterns of illness, equity, treatment options
and possible underuse or overuse of interventions.

The atlas provides information on 36 healthcare interventions, grouped
into six clinical themes, covering medicines dispensed through the PBS;
tests and procedures funded by the MBS; and hospital admissions for
medical care or for surgical procedures.

The introduction to each chapter provides an overview of the items
included in the chapter, international comparisons, information

about national activities to improve care for these items and key
recommendations. Specific data limitations are also outlined.

Clinical commentary is presented alongside each data item, outlining the
context, magnitude of variation, and possible reasons for the variation.
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About the atlas

The atlas uses data sourced from three national
health datasets:

1.  Medicare Benefits Schedule (MBS)

2. Pharmaceutical Benefits Scheme (PBS)

3. Admitted Patient Care National Minimum Data Set

(APC NMDS).

The years of data shown for each data item depend
on the source and the most recently available data:

e MBS and PBS items are analysed by the
year 2013-14.

e APC NMDS items are analysed by the year
201213, or the average of the three financial
years 201011 to 2012-13 for data items with
small numbers.

For MBS and PBS items, the rates are based

on where the patient lives as determined by the
person’s Medicare enrolment postcode. For hospital
admissions, the rates are determined by the person’s
residential postcode as recorded at the time of
hospital admission.

The geographic local areas used are Australian
Bureau of Statistics (ABS) standard geographical
regions known as the Statistical Areas Level 3 (SA3)
and Statistical Areas Level 4 (SA4). SA3s provide a
standardised regional breakup to assist in analysing
data at the regional level. SA3s generally have
populations between 30,000 and 130,000. For data
items with small numbers, data have been analysed
at SA4. SA4s are combinations of whole SA3s

and are the largest sub-state regions. To enable
comparisons, local areas are also grouped by state
and territory, and by remoteness and socioeconomic
status. The remoteness categories used are from the
ABS 2011 Australian Statistical Geography Standard.
The socioeconomic quintiles are based on the ABS
2011 Index of Relative Socioeconomic Disadvantage

at the SA1 level. The remote and very remote quintiles

were combined into one category to create four
remoteness categories.
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The atlas presents age-standardised rates per
100,000 population. Populations in different
geographic areas differ in size and structure.

The total number of interventions will be affected by
the population structure. For example, if a particular
intervention is more common in older people, and
a statistical area has a larger proportion of older
people than usual, that area might appear to have

excess interventions when in fact the rate is the same

as other areas once the age structure is taken into
account. Age-standardised rates remove the effect
of differences in population age structure when

comparing crude rates for different geographic areas.

Age-standardised rates were calculated for all data
using the ABS Estimated Resident Population report
as at 30 June 2001 (based on the 2001 Census).

For the two data items that examine length of stay
in hospital, the results present information from
major and large public hospitals and are analysed
by the hospital where the care was provided.

The data specifications for each item can be
accessed on the Australian Institute of Health
and Welfare’s (AIHW'’s) Metadata Online Registry
(METeOR) at www.meteor.aihw.gov.au.

Data limitations

The data items describe variation in interventions
and service provision. It is not possible at this

time to conclude what proportion of this variation

is unwarranted or to comment on the relative
performance of health services and clinicians in one
area compared with another. The data are provided
to encourage discussion of the reasons for any
variation at local, regional, state and territory levels.
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The hospital data from the APC NMDS exclude
episodes of non-admitted care provided in outpatient
clinics or emergency departments. As there is no
standardised admissions policy across states and
territories, analysis of variation for some procedures
should take into account possible differences in
admission practice and policies among providers
and states and territories. For example, procedures
such as knee arthroscopy can be recorded as either
non-admitted or admitted care.

The MBS items in this report do not include some
services such as those provided free to public
patients in hospitals, or services attracting benefits
under the Department of Veterans’ Affairs National
Treatment Account.

The PBS items cover all medicines dispensed

under the PBS or the Repatriation Schedule of
Pharmaceutical Benefits, including medicines that
do not receive a Commonwealth subsidy. They do
not capture a large proportion of public hospital
drug usage, over-the-counter purchases, and private
prescriptions. The direct supply of some medicines
to remote Aboriginal Health Services means some
dispensing is also not captured. However, this
should be recognised as more than a data limitation,
because low levels of dispensing could be occurring
in remote areas.

Some data have been suppressed to protect
confidentiality where they could potentially identify a
patient — for example, when the number of services,
or the population used to calculate rates, is very small.

A small number of SA3s have a very small or zero
population, and are mainly very large national parks
close to the outskirts of major cities. These SA3s
have been excluded from the analysis. For items
using MBS and PBS data, analysis at SA3 and
SA4 excludes services from GPO postcodes 2001,
2124, 3001, 4001, 5001 and 6843. However, these
data are included in state and territory and
national-level analyses.
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For further information on the data limitations, refer to
the individual data items. Detailed information on the
methods used to calculate the data are described in
the Technical Supplement.

Maps and graphs

Data for 34 of the 36 data items in the atlas are
displayed as both graphs and maps to show variation
in rates by geographic location of patient residence.

On the map for each intervention, age-standardised
rates in each of the geographic areas were

ranked from lowest to highest and then split into

10 categories. These are displayed with colour
gradients, where darker colours represent higher
rates and lighter colours represent lower rates.
Separate maps show the greater metropolitan
areas that are not clearly visible in the larger map

of Australia.

Three graphs are also provided for each item.
They are:

e Number and rates per 100,000 people, age
standardised, by local area, listing the areas
with the lowest and highest rates

e Number and rates per 100,000 people, age
standardised, with the average and the areas with
the highest and lowest rates by state and territory

e Number and rates per 100,000 people,
age standardised, by remoteness and
socioeconomic status.

For each of the two hospital length-of-stay data items,
three graphs show the average length of stay for
patients in major and large public hospitals. The first
graph shows hospitals with the shortest and longest
stays; the second graph shows average length of stay
and hospitals with the highest and lowest length of
stay by peer group of hospital; and the third shows
average length of stay and hospitals with the shortest
and longest stays by state and territory.

Further information on interpreting the graphs is
provided in the following figures.
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About the atlas

Interpreting the figures

The atlas uses three figures to illustrate rates for different items across local areas in Australia.

Title of the figure describes what has been measured: | Local area reported

e Type of data (MBS, PBS or APC) at SA3 or SA4 level

* Age

e Local area (SA3, SA4 or state/territory) Legend describes

. Fi ial f dat the number of

inancial year of data interventions,

. L. . L . represented by

——> Figure 2: Number of PBS prescriptions dispensed for antimicrobials per 100,000 people, age A 6lEE

standardised, by local area, 2013-14
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Daly - Tiwi - West Arnhem  NT 14,895 2,271 Campbellitown NSW 171,841 262,581
East Ammhem NT 26,772 3,702 StMarys NSW 168,152 90,560
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The title of the figure describes what has been measured:
e Type of data (MBS, PBS or APC)

Highest, lowest and average e Age
rate and number for each e | ocal area
state and territory

e State and territory

e Timeframe

Figure 4: Number of PBS prescriptions dispensed for antimicrobials per 100,000 people, age
standardised, by local area, state and territory, 2013-14
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About the atlas

The title of the figure describes what has been measured:
¢ Type of data (MBS, PBS or APC)

* Age

e | ocal area

e State and territory

e Timeframe

Figure 5: Number of PBS prescriptions dispensed for antimicrobials per 100,000 people, age
standardised, by local area, remoteness and socioeconomic status (SES), 2013-14
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Chapter 1

Antimicrobial dispensing

At a glance

Australia has very high overall rates of community
antimicrobial use compared with some countries.
In 2013—14, more than 30 million prescriptions
for antimicrobials were dispensed. Many of
these were unnecessary because antimicrobials
are frequently used to treat infections for which
they provide little or no benefit. The rate of total
antimicrobial dispensing was over 11 times more
in the area with the highest rate compared to the
area with the lowest rate. High community use
of antimicrobials increases the risk that bacteria
will become resistant to these medicines and
they will cease to be effective against serious
life-threatening conditions. Even when the areas
with highest and lowest rates were excluded, the
rate was nearly twice as high in some parts of
Australia than others. Western Australia appears
to be much more successful than other parts

of the country in keeping rates of antimicrobial
dispensing relatively low — the highest rate for
any area in Western Australia was lower than the
Australian average rate.

Use of a specific class of antimicrobials called
quinolones was low compared with other
countries because their use is restricted in
Australia. Nevertheless, more than 350,000
prescriptions were dispensed for these

Australian Atlas of Healthcare Variation

SAQ201_02_Chapter1_v9_FILM.indd 39

antimicrobials in 2013—14, and considerable
variation was seen across Australia. The rates of
quinolone dispensing were over 8 times more in
the area with the highest rate compared to the
area with the lowest rate. Even when the areas
with the highest and lowest rates were excluded,
rates of dispensing of quinolones were over

2.5 times more in some areas of Australia than
in others.

There was variation in dispensing across the
country for amoxycillin, the most commonly
dispensed antimicrobial in Australia, and for
amoxycillin-clavulanate, a modified version of
amoxycillin. Combined, these two antimicrobials
accounted for more than 10 million prescriptions
dispensed under the Pharmaceutical Benefits
Scheme (PBS) in Australia in 2013—14. The rates
of amoxycillin dispensing were 20.5 times more
in the area with the highest rate compared with
the area with the lowest rate, and 2.7 times when
the highest and lowest rates were excluded.

The rates of amoxycillin-clavulanate dispensing
were 16 times more in the area with the highest
rate compared with the area with the lowest rate,
and 2.2 times when the highest and lowest rates
were excluded.
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Antimicrobial dispensing

Recommendations

1a. The Australian Government Department of Health
develops national benchmarks for best practice
prescribing of antimicrobial agents. Findings from
the atlas should be used to identify variations from
these benchmarks and target interventions to
reduce inappropriate use.

1b. The Pharmaceutical Benefits Advisory Committee
examines the use of topical quinolones and
access to amoxycillin-clavulanate on the PBS.

1c. Antimicrobial stewardship programs are
implemented in general practice in line with
recommendations in the National Antimicrobial
Resistance Strategy to reduce the use of
amoxycillin and amoxycillin-clavulanate.

1d. The relevant clinical colleges support
incorporation of decision support software in
prescribing software, and review the current
default repeat prescriptions option.

1e. Primary health networks and local health
networks track and compare antimicrobial
prescribing rates where they do not do so already.

1f.  National boards and the Australian Health
Practitioner Regulation Agency consider what
can be done to ensure relevant registered health
practitioners have up-to-date knowledge of
prescribing guidelines for antimicrobials.
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Background

Antimicrobials are a ‘miracle’ of modern medicine.
Although the term antimicrobial includes medicines
such as antivirals and antifungals', for this chapter it
refers to medicines with primarily antibacterial activity.

Countless lives have been saved since the arrival of
the first antimicrobial, penicillin, in the early 1940s.
However, the miracle is being squandered by treating
infections for which antimicrobials provide little or

no benefit. This includes nearly all upper respiratory
tract infections and acute bronchitis.?%45 Most of
these infections are caused by viruses, against

which antimicrobials are ineffective. In addition, many
bacterial upper respiratory tract infections generally
resolve spontaneously and without complication.®
Unnecessary use of antimicrobials exposes patients to
adverse effects and increases antimicrobial resistance
in both individuals and the general population.

Antimicrobial resistance is the ability of micro-
organisms, such as bacteria, to evolve to stop

an antimicrobial from working effectively. As a
result, standard antimicrobials become ineffective,
and infections may persist and spread to others.
Although antimicrobial resistance is a natural
feature of bacterial evolution, inappropriate use of
antimicrobials has increased the development of
antimicrobial resistance not only in humans, but
in animals and agriculture. Examining variations
in the use of antimicrobials in the community will
increase our understanding of how they are used
and enhance our ability to improve their use.

Chapter overview

This chapter includes the following data items:
e antimicrobial dispensing

e quinolone dispensing

e amoxycillin and amoxycillin-clavulanate
dispensing.

Antimicrobials include quinolones, which have
been restricted for many years, and amoxycillin and
amoxycillin-clavulanate. The latter two are among
the most commonly prescribed antimicrobials
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and are often used interchangeably, according to
prescriber preference.

The data item on antimicrobial dispensing includes
systemic and topical antibacterials and antifungals,
which have been included because the resistance
issue is similar to that of antibacterials.

International comparisons

Compared with many other developed countries,
historically Australia has had high rates of community
use of antimicrobials based on the international
standard of comparison: defined daily dose (DDD)
per 1,000 inhabitants per day (DDD/1,000/day).

In 2013, Australia’s DDD/1,000/day for systemic
antibacterials was 22.8.” When compared with

27 member countries from the European Centre

for Disease Prevention and Control, Australia ranks
11th in consumption.

Australia’s rate is slightly higher than England’s rate
of 21 DDD/1,000/day,® but is more than twice that
of the Netherlands at 10 DDD/1,000/day (Figure 1).”
The Netherlands has the lowest level of community
use in Europe. Assuming that the pattern and

prevalence of infections in Europe do not differ greatly

from that of Australia, the Netherlands might be
considered an international benchmark due to its low
use of antimicrobials and low levels of resistance.

The total estimated number of systemic antimicrobial
prescriptions dispensed is another measure of use.

In 2013-14, 1,199 prescriptions were dispensed per
1,000 people in Australia. This number was higher
than in the United States, where 842 prescriptions
were dispensed per 1,000 people in 2011°, and almost
double that of Canada, where 642 prescriptions were
dispensed per 1,000 people in 2012-13."° These
figures confirm that Australia has high antimicrobial
use compared with many other countries of similar
socioeconomic status.

Australian initiatives

Australia’s National Antimicrobial Resistance Strategy
has been developed to combat antimicrobial
resistance in people, animals, food and agriculture."
As part of this strategy, the Commission is
coordinating the development of a national
antimicrobial resistance surveillance system through
the Antimicrobial Use and Resistance in Australia
(AURA) Project.”

Figure 1: Comparing DDD/1,000/day for systemic antibacterial use in Australia and Europe
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Antimicrobial dispensing

The Commission is also addressing inappropriate
antimicrobial use and antimicrobial resistance
through the standard on preventing and controlling
healthcare-associated infections in the National
Safety and Quality Health Service Standards'®

and the Antimicrobial Stewardship Clinical Care
Standard." The Clinical Care Standard aims to ensure
the appropriate use and review of antimicrobials to
optimise a patient’s health outcomes, lessen the
risk of adverse effects and reduce the emergence
of antibiotic resistance.

About the data

The data for this chapter is sourced from the 2013-14
PBS and reported as prescriptions dispensed per
100,000 people. It is not possible to compare this
measure with DDD/1,000/day. The measures are
calculated differently and there are no defined daily
dose rates for topical antimicrobials. For instance,
Australia’s DDD/1,000/day rate was 22.8 in the
calendar year 2013, while the total number of
prescriptions dispensed for systemic antimicrobials
(administered orally or by injection) was 29.2 million.

While the PBS aims to provide Australian residents
with affordable and reliable access to a range of
medicines, the ready availability of antimicrobials
has fuelled unnecessary use. The PBS aims to curb
unnecessary antimicrobial use through restriction
mechanisms (‘Restricted Benefit’ or ‘Authority

Required’). However, the PBS facilitates affordable
access to the commonly prescribed antimicrobials so
that they are still available in case of benefit.

A number of limitations are implicit in the atlas
data, including:

e the average dispensing rate, which does not
necessarily represent best practice

e variations at a local level, which may reflect
chance variations and can be influenced by
clustering of high-risk individuals or many
episodes of infection for some individuals

® the data have not been linked to investigate how
rates of dispensing relate to health outcomes

® repeat prescriptions, which may be dispensed for
individuals within the year and are counted more
than once

e dispensing from some remote area Aboriginal
Health Services, which are not captured in the
PBS, resulting in artificially low rates of dispensing
in many remote communities. Aboriginal Health
Services distributed about 280,000 antimicrobial
packs in 2013

* not knowing the reasons for prescribing as this
is not captured in the PBS

e PBS data exclude a large proportion of public
hospital medicine dispensing.
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1.1 Antimicrobial dispensing

Context

This data item examines antimicrobial dispensing for people of all ages.
These data are sourced from the PBS and relate to the number of
prescriptions dispensed per 100,000 people.

Antimicrobials include antibiotics, antivirals and antifungals and are
used to treat microbial infections. Their use is driven by factors such as
prescribing practices, patient factors, the incidence of infections and the
prevalence of antimicrobial resistance.

Inappropriate prescribing of antimicrobials is common. It leads to
unnecessary spending on prescriptions, a higher risk of adverse effects
and increased population-level antimicrobial resistance.

Healthcare systems around the world have tried incentive payments and
feedback systems to reduce unnecessary prescribing. These programs
have had limited success. In Australia, NPS MedicineWise has been
working for more than a decade to reduce inappropriate prescribing.?
Further reductions could be made, especially in unnecessary use of
antimicrobials for upper respiratory tract infections.

Australian Atlas of Healthcare Variation Antimicrobial dispensing | 43

SAQ201_02_Chapter1_v9_FILM.indd 43 16/11/2015 11:37 AM



Antimicrobial dispensing

Magnitude of variation

In 2013-14, there were 30,355,539 PBS prescriptions
dispensed for antimicrobials, representing 125,119
prescriptions per 100,000 people (the Australian rate).

The number of PBS prescriptions dispensed for
antimicrobials across 325 local areas (SA3s)
ranged from 14,895 to 171,841 per 100,000 people.
The number of prescriptions was 11.5 times higher
in the area with the highest rate compared to the
area with the lowest rate. The average number of
prescriptions dispensed varied across states and
territories, from 86,877 per 100,000 people in the
Northern Territory, to 132,730 in Queensland.

After excluding the highest and lowest resullts,

the antimicrobial prescription rate across the

300 remaining local areas was 1.9 times higher in
one local area compared to another.

Dispensing rates were lowest in remote communities.
Generally, rates were highest in areas of lowest
socioeconomic status, and decreased with increasing
socioeconomic status, consistent with poorer

health and higher infection rates with decreasing
socioeconomic status.

There is insufficient evidence to identify which factors
are driving geographic patterns of antimicrobial
dispensing in Australia. For many of the common
bacteria involved in community-acquired infections,
rates of resistance do not vary widely.

Interpretation

Potential reasons for the variation include
differences in:

® prescribing practices and patient expectations

e the distribution of populations with high risk of
infection and high rates of antimicrobial use, such
as residents of nursing homes and Aboriginal
and Torres Strait Islander peoples

e the prevalence of risk factors for infection, such as
household crowding and tobacco smoking

e private prescriptions, which are not included
in this data.

It is also important to consider that the dispensing
of antimicrobials in remote areas by some Aboriginal
Health Services is not captured in the PBS database.

To explore this variation, further analysis could
focus on:

e factors that contribute to local variations in
antimicrobial dispensing. This investigation would
help to explain why some areas have lower
antimicrobial dispensing rates than others.

*There are 333 SA3s. For this item, data were suppressed for 8 SA3s. This is because of confidentiality requirements given the small numbers of prescriptions

dispensed in these areas.
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Figure 2: Number of PBS prescriptions dispensed for antimicrobials per 100,000 people, age
standardised, by local area, 2013-14
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Local area State Rate  Prescriptions Local area State Rate Prescriptions
Daly - Tiwi - West Arnhem  NT 14,895 2,271 Campbelitown NSW 171,841 262,581
East Amhem NT 26,772 3,702 St Marys NSW 168,152 90,560
Barkly NT 31,106 1,896 Springwood - Kingston  Qld 167,787 133,531
Kimberley WA 38,081 13,768 Fairfield NSW 165,119 312,902
Katherine NT 38,162 6,985 Beenleigh Qld 164,974 69,591
Alice Springs  NT 49,052 18,043 lpswich Inner  Qld 164,172 169,158
Pilbara WA 65,839 36,645 Sunbury  Vic 163,852 62,472
FarNorth QIld 67,807 20,117 Bribie - Beachmere  Qld 163,240 58,832
Gascoyne WA 68,924 6,771 Bringelly - Green Valley NSW 162,981 137,305
Esperance WA 70,832 12,042 Browns Plains  Qld 162,856 123,680
Manjmup WA 80,946 19,625 Mount Druitt NSW 162,133 171,617
Liverpool NSW 161,121 178,766
Bankstown NSW 160,702 283,735
\ Tullamarine - Broadmeadows  Vic 160,598 225,763 )

Notes:

Rates are standardised based on the age structure of the Australian population in 2001.

State/territory and national rates are based on the total number of prescriptions and people in the geographic area.

The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).

PBS prescriptions include all medicines dispensed under the PBS or RPBS, including medicines that do not receive a Commonwealth subsidy. They exclude a
large proportion of public hospital drug usage, direct supply to remote Aboriginal Health Services, over-the-counter purchases and private prescriptions. SA3
analysis excludes approximately 51,660 prescriptions from GPO postcodes 2001, 2124, 3001, 4001, 5001, 6843 but these data are included in state/territory
and national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 06/03/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Antimicrobial dispensing

Figure 3: Number of PBS prescriptions dispensed for antimicrobials per 100,000 people, age
standardised, by local area, 2013-14
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The number of PBS prescriptions dispensed for antimicrobials across 325 local areas (SA3s) ranged from
14,895 to 171,841 per 100,000 people. The number of prescriptions was 11.5 times higher in the area with the
highest rate compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 06/03/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.

Australian Atlas of Healthcare Variation Antimicrobial dispensing | 47

SAQ201_02_Chapter1_v9_FILM.indd 47 16/11/2015 11:37 AM



Antimicrobial dispensing

Figure 4: Number of PBS prescriptions dispensed for antimicrobials per 100,000 people, age
standardised, by local area, state and territory, 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 06/03/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 5: Number of PBS prescriptions dispensed for antimicrobials per 100,000 people, age
standardised, by local area, remoteness and socioeconomic status (SES), 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 06/03/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Antimicrobial dispensing

Resources

Therapeutic Guidelines Limited. Therapeutic
guidelines: Antibiotic. Version 15. 2014.
Available at: www.tg.org.au/.

Australian Medicines Handbook Pty Ltd.
Australian Medicines Handbook 2015 (online).
2015. Available at: http://amhonline.amh.net.au/.

Australian Commission on Safety and Quality

in Health Care. Antimicrobial stewardship

clinical care standard. 2014. Available at:
www.safetyandquality.gov.au/our-work/clinical-
care-standards/antimicrobial-stewardship-clinical-
care-standard/.

Australian Government. National antimicrobial
resistance strategy 2015-2019. 2015. Available at:
www.health.gov.au/internet/main/publishing.nsf/
Content/ohp-amr.htm.

Australian Commission on Safety and Quality

in Health Care. National antimicrobial utilisation
surveillance program. 2014. Available at:
www.safetyandquality.gov.au/national-priorities/
amr-and-au-surveillance-project/.

Australian Commission on Safety and Quality

in Health Care. National safety and quality
health service standards. 2012. Available at:
www.safetyandquality.gov.au/wp-content/
uploads/2011/09/NSQHS-Standards-Sept-2012.
pdf.

Drug Utilisation Subcommittee (DUSC) of the
Pharmaceutical Benefits Advisory Committee
(PBAC). Antibiotics: PBS/RPBS utilisation.
October 2014 and February 2015. Available at:
www.pbs.gov.au/info/industry/listing/participants/
public-release-docs/antibiotics-oct-14-feb-15.

Pharmaceutical Benefits Scheme. Antibiotics
Roundtable Outcomes Statement. 2015.
Available at: www.pbs.gov.au/reviews/authority-
required-files/antibiotics-roundtable-outcome-
statement.pdf.

Pharmaceutical Benefits Scheme. Australian
Statistics on Medicines. 2015. Available at:
www.pbs.gov.au/info/browse/statistics.
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Meeker D, Knight TK, Friedberg MW, Linder JA, Goldstein NJ, Fox CR, et al. Nudging guideline-concordant antibiotic prescribing: a randomized

clinical trial. JAMA Intern Med. 2014;174(3):425-31.

National Prescribing Service, MedicineWise. Antibiotics. 2014. (Accessed 1 September 2015 at:

www.nps.org.au/medicines/infections-and-infestations/antibiotics).

Australian Group on Antimicrobial Resistance. AGAR Surveys. (Accessed 1 September 2015 at: www.agargroup.org/surveys).
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1.2 Quinolone dispensing

Context

This data item examines quinolone dispensing for people of all ages.
These data are sourced from the PBS and relate to the number of
prescriptions dispensed per 100,000 people.

Quinolones are a class of antimicrobials that have been available
in Australia for more than 25 years and can be administered orally,
by injection and topically. Twenty years ago, Australia became the
first country to restrict access to quinolones in both hospitals and
the community.

Clinicians must obtain authority to prescribe quinolones from the
PBS and can prescribe only for specific PBS-listed infections.’

These restrictions have minimised resistance to these important
antimicrobials, and preserved their value in treating infections caused
by bacteria resistant to other antimicrobial classes.?

Restricted use of quinolones in food-producing animals has also
minimised the risk of transmitting resistance through the food chain.
Compared to almost all other developed countries, overall use of
quinolones is very low in Australia.?
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Quinolone dispensing

Magnitude of variation

In 2013-14, there were 354,403 PBS prescriptions
dispensed for quinolones, representing 1,383
prescriptions per 100,000 people (the Australian rate).

The number of PBS prescriptions dispensed for
quinolones across 325* local areas (SA3s) ranged
from 281 to 2,339 per 100,000 people. The number
of prescriptions was 8.3 times higher in the area with
the highest rate compared to the area with the lowest
rate. The average number of prescriptions dispensed
varied across states and territories, from 1,025 per
100,000 people in the Australian Capital Territory, to
1,731 in Queensland.

After excluding the highest and lowest results, the
quinolone prescription rate across the 307 remaining
local areas was 2.6 times higher in one local area
compared to another.

Variations in dispensing of quinolones did not strongly
correlate with socioeconomic status. Dispensing rates
were lower in remote areas, especially those of lower
socioeconomic status. Dispensing rates were lowest
in remote communities.

Interpretation

The number of prescriptions dispensed for quinolones
is relatively small, so a few individuals who receive
multiple repeat prescriptions could influence
dispensing rates at the local level, especially in areas
with small populations.

Other potential reasons for the variation include
differences in:

e the distribution of Aboriginal and Torres
Strait Islander peoples with a high risk
of infections for which quinolones are
indicated. Topical quinolones are widely
used to treat chronic suppurative otitis
media (middle ear infection)

e prescribing preferences, which are known
to be a factor in variations across Europe?®

e |ocal laboratory reporting practices.
Some laboratories routinely report bacterial
sensitivity to quinolones, particularly norfloxacin
for urinary tract infection. Others restrict
reporting of quinolones, providing the result
only when resistance to multiple other
classes of antimicrobials has been detected.
Changing from the former to the latter practice
in the laboratory servicing a mid-sized
metropolitan hospital resulted in a significant
decrease in norfloxacin use*

private prescriptions, which are not included in
this data.

It is also important to consider that the dispensing
of antimicrobials in remote areas by some Aboriginal
Health Services is not captured in the PBS database.

To explore this variation, further analysis could
focus on:

e variations between states and territories.
Aside from potential geographical variations in the
incidence of some infections, use of quinolones
should not significantly vary across Australia

e variations, if any, in the private prescription
market.

*There are 333 SA3s. For this item, data were suppressed for 8 SA3s. This is because of confidentiality requirements given the small numbers of prescriptions

dispensed in these areas.
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Figure 6: Number of PBS prescriptions dispensed for quinolones per 100,000 people, age
standardised, by local area, 2013-14
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Alice Springs  NT 671 199 Mackay QId 2,273 2,554
Katherine NT 682 86 Port Douglas - Daintree  QId 2,263 281
Kimberley WA 705 238 Bowen Basin - North  Qld 2,224 670
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West Coast Tas 753 163 Toowoomba Qld 2,198 3,705
Auburn  NSW 785 539 Noosa Qld 2,183 1,180
Brimbank Vic 787 1,440 Mid West WA 2,157 1,284
N\ J
Notes:

Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of prescriptions and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).

PBS prescriptions include all medicines dispensed under the PBS or RPBS, including medicines that do not receive a Commonwealth subsidy. They exclude a
large proportion of public hospital drug usage, direct supply to remote Aboriginal Health Services, over-the-counter purchases and private prescriptions.

SA3 analysis excludes approximately 890 prescriptions from GPO postcodes 2001, 2124, 3001, 4001, 5001, 6843 but these data are included in state/territory
and national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Quinolone dispensing

Figure 7: Number of PBS prescriptions dispensed for quinolones per 100,000 people, age standardised,
by local area, 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of PBS prescriptions dispensed for quinolones across 325 local areas (SA3s) ranged from 281 to
2,339 per 100,000 people. The number of prescriptions was 8.3 times higher in the area with the highest rate
compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Quinolone dispensing

Figure 8: Number of PBS prescriptions dispensed for quinolones per 100,000 people, age standardised,
by local area, state and territory, 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 9: Number of PBS prescriptions dispensed for quinolones per 100,000 people, age standardised,
by local area, remoteness and socioeconomic status (SES), 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Quinolone dispensing

Resources

e Therapeutic Guidelines Limited. Therapeutic
Guidelines: Antibiotic. Version 15. 2014.
Available at: www.tg.org.au/.

e Australian Medicines Handbook Pty Ltd.
Australian Medicines Handbook 2015 (online).
2015. Available at: http://amhonline.amh.net.au/.

e Pharmaceutical Benefits Scheme. Antibiotics
Roundtable Outcomes Statement. 2015.
Available at: www.pbs.gov.au/reviews/authority-
required-files/antibiotics-roundtable-outcome-
statement.pdf.

—_

Australian Group on Antimicrobial Resistance. AGAR Surveys. (Accessed 1 September 2015 at: www.agargroup.org/surveys).

2 Cheng AC, Turnidge J, Collignon P, Looke D, Barton M, Gottlieb T. Control of fluoroquinolone resistance through successful regulation, Australia. Emerging
infectious diseases 2012;18(9):1453-60.

3 Deschepper R, Grigoryan L, Lundborg CS, Hofstede G, Cohen J, Kelen GV et al. Are cultural dimensions relevant for explaining cross-national differences
in antimicrobial use in Europe? BMC Health Service Research 2008;8:123.

4 Australian Commission on Safety and Quality in Health Care. National Antimicrobial Utilisation Surveillance Program. 2014. (Accessed 1 September 2015

at: www.safetyandquality.gov.au/national-priorities/amr-and-au-surveillance-project/national-antimicrobial-utilisation-surveillance-program/).
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1.3 Amoxycillin and
amoxycillin-clavulanate
dispensing

Context

This data item examines amoxycillin and amoxycillin-clavulanate
dispensing for people of all ages. These data are sourced from the PBS
and relate to the number of prescriptions dispensed per 100,000 people.

Amoxycillin is the most commonly dispensed antimicrobial in Australia,
and in 2013 accounted for 21 per cent of systemic antimicrobial
dispensing.! Amoxycillin is preferred for treating infections where
B-lactamase producing bacteria are less common, such as most
upper and lower bacterial respiratory tract infections.? These infections
account for 57 per cent of all presentations in primary care where an
antimicrobial agent is prescribed.®

The addition of clavulanic acid, a p-lactamase inhibitor, to amoxycillin
enhances its spectrum of activity to include bacterial species
commonly harbouring acquired 3-lactamases, such as Escherichia
coli, Klebsiella species and Staphylococcus aureus. The combination
amoxycillin-clavulanate is the third most commonly dispensed
antimicrobial in Australia.’

Amoxycillin-clavulanate is preferred over amoxycillin for urinary tract

infections. Neither is recommended for skin or skin structure infections,
the two other common presentations in primary care. Amoxycillin-
clavulanate causes more adverse reactions than amoxycillin alone.
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Amoxycillin and amoxycillin-clavulanate

dispensing

Magnitude of variation

In 2013-14, there were 5,697,634 PBS prescriptions
dispensed for amoxycillin, representing 24,062
prescriptions per 100,000 people (the Australian rate).

The number of PBS prescriptions dispensed

for amoxycillin across 325* local areas (SA3s)
ranged from 2,186 to 44,884 per 100,000 people.
The number of prescriptions was 20.5 times higher
in the area with the highest rate compared to the
area with the lowest rate. The average number of
prescriptions dispensed varied across states and
territories, from 15,047 per 100,000 people in the
Northern Territory, to 28,347 in Victoria.

After excluding the highest and lowest results, the
amoxycillin prescription rate across the 301 remaining
local areas was 2.7 times higher in one local area
compared to another.

In 2013-14, there were 4,621,154 PBS prescriptions
dispensed for amoxycillin-clavulanate, representing
19,081 prescriptions per 100,000 people (the
Australian rate).

The number of PBS prescriptions dispensed for
amoxycillin-clavulanate across 325* local areas
(SASs) ranged from 1,998 to 32,058 per 100,000
people. The number of prescriptions was 16.0 times
higher in the area with the highest rate compared to
the area with the lowest rate. The average number
of prescriptions dispensed varied across states

and territories, from 13,740 per 100,000 people

in Tasmania, to 21,979 in Queensland.

After excluding the highest and lowest results, the
amoxycillin-clavulanate prescription rate across the
300 remaining local areas was 2.2 times higher in
one local area compared to another.

At the geographic level of SAS, the ratio of amoxycillin
dispensed to the total of amoxycillin-clavulanate varied
from 40 per cent to 60 per cent. The optimum ratio

is unknown, despite evidence that for many of the
common bacteria involved in community-acquired
infections, rates of resistance do not vary widely.*

As with total antimicrobial dispensing, there was a
link between higher dispensing rates of amoxycillin
and amoxycillin-clavulanate and lower socioeconomic
status, and lower dispensing rates with increasing
remoteness. The very low dispensing rate in remote
communities is most likely because medicines
dispensed by remote-area Aboriginal Health Services
are not captured in the PBS database.

Interpretation

Potential reasons for the variation include
differences in:

e prescribing practices and patient expectations

e the distribution of populations with a high risk of
infection and high rates of antimicrobial use, such
as residents of nursing homes and Aboriginal
and Torres Strait Islander peoples

e the prevalence of risk factors for infection, such as
household crowding and tobacco smoking

e private prescriptions, which are not included
in this data.

To explore this variation, further analysis could
focus on:

e variation in prescribing practices.

*There are 333 SA3s. For this item, data were suppressed for 8 SA3s. This is because of confidentiality requirements given the small numbers of prescriptions

dispensed in these areas.
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Amoxycillin dispensing

Figure 10: Number of PBS prescriptions dispensed for amoxycillin per 100,000 people, age
standardised, by local area, 2013-14
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Daly - Tiwi - West Amhem  NT 2,186 365 Tullamarine - Broadmeadows  Vic 44,884 66,540
East Ammhem  NT 4,238 687 Whittlesea - Wallan  Vic 40,211 78,494
Barkly NT 4,608 310 Melton - Bacchus Marsh ~ Vic 39,164 56,426
Katherine  NT 5,644 1,171 Brimbank  Vic 38,177 70,631
Kimberley WA 5,985 2,357 Fairfield NSW 38,115 71,750
Alice Springs  NT 8,763 3,459 Bringelly - Green Valley NSW 36,773 32,594
Far North  Qld 9,103 2,959 Liverpool NSW 35,822 41,665
Gascoyne WA 9,644 959 Keilor Vic 35,810 20,907
Esperance WA 10,433 1,767 Bankstown NSW 35,649 62,965
Pilbara WA 10,484 6,291 Merrylands - Guildford NSW 35,641 54,203
Cottesloe - Claremont WA 12,410 8,785 Canterbury NSW 35,629 49,272
Casey - North  Vic 35,497 46,364
Moreland - North ~ Vic 35,490 25,834
N\ J

Notes:

Rates are standardised based on the age structure of the Australian population in 2001.

State/territory and national rates are based on the total number of prescriptions and people in the geographic area.

The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).

PBS prescriptions include all medicines dispensed under the PBS or RPBS, including medicines that do not receive a Commonwealth subsidy. They exclude a
large proportion of public hospital drug usage, direct supply to remote Aboriginal Health Services, over-the-counter purchases and private prescriptions. SA3
analysis excludes approximately 6,340 prescriptions from GPO postcodes 2001, 2124, 3001, 4001, 5001, 6843 but these data are included in state/territory
and national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Amoxycillin dispensing

Figure 11: Number of PBS prescriptions dispensed for amoxycillin per 100,000 people, age standardised,
by local area, 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of PBS prescriptions dispensed for amoxycillin across 325 local areas (SA3s) ranged from 2,186 to
44,884 per 100,000 people. The number of prescriptions was 20.5 times higher in the area with the highest rate
compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.

Australian Atlas of Healthcare Variation Antimicrobial dispensing | 63

SAQ201_02_Chapter1_v9_FILM.indd 63 16/11/2015 11:38 AM



Amoxycillin dispensing

Figure 12: Number of PBS prescriptions dispensed for amoxycillin per 100,000 people, age standardised,
by local area, state and territory, 2013-14
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Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of prescriptions and people in the geographic area.

Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 13: Number of PBS prescriptions dispensed for amoxyecillin per 100,000 people, age standardised,
by local area, remoteness and socioeconomic status (SES), 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.

Australian Atlas of Healthcare Variation Antimicrobial dispensing | 65

SAQ201_02_Chapter1_v9_FILM.indd 65 16/11/2015 11:38 AM



Amoxycillin dispensing

Resources

e Therapeutic Guidelines Limited. Therapeutic
Guidelines: Antibiotic. Version 15. 2014.
Available at: www.tg.org.au/.

e Australian Medicines Handbook Pty Ltd.
Australian Medicines Handbook 2015 (online).
2015. Available at: http://amhonline.amh.net.au/.

e Pharmaceutical Benefits Scheme. Antibiotics
Roundtable Outcomes Statement. 2015.
Available at: www.pbs.gov.au/reviews/authority-
required-files/antibiotics-roundtable-outcome-
statement.pdf.

1 Drug Utilisation Subcommittee (DUSC) of the Pharmaceutical Benefits Advisory Committee (PBAC). Antibiotics: PBS/RPBS utilisation: October 2014
and February 2015. Canberra: PBS, 2015.

2 Antibiotic Expert Groups. Therapeutic guidelines: antibiotic. Version 15. Melbourne: Therapeutic Guidelines Limited, 2014.

3  Britt H, Miller G, Charles J, Henderson J, Bayram C, Pan Y et al. General practice activity in Australia 2010-11. Bettering the Evaluation And Care of Health.
Sydney: Sydney University Press, 2011.

4 Australian Group on Antimicrobial Resistance surveys. AGAR Surveys. (Accessed 1 September 2015 at: www.agargroup.org/surveys).
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Amoxycillin-clavulanate dispensing

Figure 14: Number of PBS prescriptions dispensed for amoxycillin-clavulanate per 100,000
people, age standardised, by local area, 2013-14
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Local area State Rate Prescriptions Local area State Rate Prescriptions
Daly - Tiwi - West Amhem  NT 1,998 332 Caboolture QId 32,058 20,330
East Amhem  NT 4,146 598 Bribie - Beachmere Qld 31,245 10,749
Barkly NT 5,856 347 Browns Plains  QIld 31,182 23,676
Katherine  NT 6,298 1,185 Springwood - Kingston  QId 30,095 23,835
Kimberley = WA 7,032 2,571 St Marys NSW 29,488 16,037
Alice Springs  NT 7,530 2,789 Dubbo NSW 28,769 20,930
FarNorth Qid 10,508 3,153 Campbelitown NSW 28,767 44,103
Esperance WA 10,756 1,850 Jimboomba Qld 28,361 10,367
Burnie - Ulverstone  Tas 11,088 5,983 Beenleigh Qld 28,342 11,810
Armidale NSW 11,376 4,437 Narangba - Burpengary Qld 27,753 17,093
Gippsland - East  Vic 11,434 5,448 Griffith - Murrumbidgee (West) NSW 27,442 18,717
Gascoyne WA 11,470 1,143
West Coast Tas 11,574 2,230
Devonport Tas 11,912 5,911
N\ J

Notes:

Rates are standardised based on the age structure of the Australian population in 2001.

State/territory and national rates are based on the total number of prescriptions and people in the geographic area.

The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).

PBS prescriptions include all medicines dispensed under the PBS or RPBS, including medicines that do not receive a Commonwealth subsidy. They exclude a
large proportion of public hospital drug usage, direct supply to remote Aboriginal Health Services, over-the-counter purchases and private prescriptions. SA3
analysis excludes approximately 7,880 prescriptions from GPO postcodes 2001, 2124, 3001, 4001, 5001, 6843 but these data are included in state/territory and
national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Amoxycillin-clavulanate dispensing

Figure 15: Number of PBS prescriptions dispensed for amoxycillin-clavulanate per 100,000 people, age
standardised, by local area, 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of PBS prescriptions dispensed for amoxycillin-clavulanate across 325 local areas (SA3s) ranged
from 1,998 to 32,058 per 100,000 people. The number of prescriptions was 16.0 times higher in the area with
the highest rate compared to the area with the lowest rate.

SUNSHINE
COAST

-+ SYDNEY

ADELAIDE -

Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Amoxycillin-clavulanate dispensing

Figure 16: Number of PBS prescriptions dispensed for amoxycillin-clavulanate per 100,000 people, age
standardised, by local area, state and territory, 2013-14
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Notes:
Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of prescriptions and people in the geographic area.

Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 17: Number of PBS prescriptions dispensed for amoxycillin-clavulanate per 100,000 people, age
standardised, by local area, remoteness and socioeconomic status (SES), 2013-14
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Average rates are based on the total number of prescriptions and people in the local areas within each group.
Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 11/02/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Amoxycillin-clavulanate dispensing

Resources

e Therapeutic Guidelines Limited. Therapeutic
Guidelines: Antibiotic. Version 15. 2014.
Available at: www.tg.org.au/.

e Australian Medicines Handbook Pty Ltd.
Australian Medicines Handbook 2015 (online).
2015. Available at: http://amhonline.amh.net.au/.

e Pharmaceutical Benefits Scheme. Antibiotics
Roundtable Outcomes Statement. 2015.
Available at: www.pbs.gov.au/reviews/authority-
required-files/antibiotics-roundtable-outcome-
statement.pdf.

1 Drug Utilisation Subcommittee (DUSC) of the Pharmaceutical Benefits Advisory Committee (PBAC). Antibiotics: PBS/RPBS utilisation: October 2014
and February 2015. Canberra: PBS, 2015.

2 Antibiotic Expert Groups. Therapeutic guidelines: antibiotic. Version 15. Melbourne: Therapeutic Guidelines Limited, 2014.

3  Britt H, Miller G, Charles J, Henderson J, Bayram C, Pan Y et al. General practice activity in Australia 2010-11. Bettering the Evaluation And Care of Health.
Sydney: Sydney University Press, 2011.

4 Australian Group on Antimicrobial Resistance surveys. AGAR Surveys. (Accessed 1 September 2015 at: www.agargroup.org/surveys).
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Chapter

P

Diagnostic interventions

At a glance

Almost 600,000 Medicare Benefits Schedule
(MBS) funded fibre optic colonoscopies

were performed in Australia in 2013-14, and

the number of services is likely to rise as the
National Bowel Cancer Screening Program
increases its coverage. Very large variations
were seen in colonoscopy rates across the
country — the highest rate was 30 times that of
the lowest. Even when highest and lowest rates
were removed, the rate was more than four
times higher in one local area compared with
another. Rates were higher in high socioeconomic
populations in metropolitan areas and decreased
with distance from major cities. Participation in
the National Bowel Cancer Screening Program
follows similar trends, with higher participation in
metropolitan areas.
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Approaches to screening and initial

treatment for prostate cancer are controversial.
More than 25,000 MBS-funded prostate biopsies
were performed in Australia in 201314, with
considerable variation across the country.

Low back pain is a frequent reason for
presentation to general practitioners, who

may refer patients for diagnostic imaging.
However, inappropriate use of diagnostic imaging
exposes patients to unnecessary radiation.

More than 314,000 MBS-funded computed
tomography (CT) scans of the lumbar spine

were performed in 2013-14, with marked
variation around Australia, suggesting overuse

of this investigation.
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Diagnostic interventions

Recommendations

Fibre optic colonoscopy

2a. The MBS Review Taskforce reviews relevant MBS
item(s) to align reimbursement with adherence to
the existing National Health and Medical Research
Council (NHMRQC) clinical practice guidelines for
surveillance colonoscopy.

2b. Primary health networks work with general
practitioners to ensure colonoscopy referral
practices align with applicable NHMRC guidelines
and the Royal Australian College of General
Practitioners’ guidelines for preventive activities
in general practice (the red book). In addition,
general practitioners recommend faecal occult
blood test screening to age-appropriate patients.

2c. The Australian Government Department of
Health continues to use educational materials
related to the National Bowel Cancer Screening
Program to promote key health messages,
in particular among lower socioeconomic and
rural and remote populations, about faecal occult
blood testing and the substantial benefits of
early diagnosis on patient outcomes.

2d. The Commission hosts a roundtable of clinical,
consumer, and Australian, state and territory
government representatives to support
specialty-led strategies to improve adherence to
the relevant NHMRC guidelines for surveillance
colonoscopy in bowel cancer screening.
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Prostate Biopsy 40 years and over

2e.

Clinicians follow the clinical practice guidelines
for prostate-specific antigen testing and early
management of test-detected prostate cancer
from the Prostate Cancer Foundation of Australia
and Cancer Council Australia, and the Royal
Australian College of General Practitioners’
Guidelines for preventive activities in general
practice (the red book).

2f.

Clinicians use the prostate cancer screening
decision aid produced by the Royal Australian
College of General Practitioners for patients
who request screening.

29.

NPS MedicineWise, as part of its Choosing Wisely
campaign, monitors effective implementation of
the Royal College of Pathologists of Australasia
recommendations on prostate-sensitive

antigen testing.

Computed tomography of the
lumbar spine

2h.

The Commission reviews the need for
updating the NHMRC guidelines on lumbar
imaging in acute non-specific low back pain
as part of the ongoing national guideline
prioritisation processes.

2i.

Relevant clinical colleges review the availability
and quality of education and training materials,
and continuing professional development
courses, to improve clinicians’ knowledge and
skills in referring patients or using CT imaging
of the lumbar spine.

2.

NPS MedicineWise, as part of its Choosing Wisely
campaign, monitors effective implementation of
the Royal Australian and New Zealand College of
Radiologists recommendation that imaging should
not be performed in patients with non-specific
acute low back pain.
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Background

The development of modern medicine has led to
advances in diagnostic interventions that were not
available to previous generations. An emerging
challenge is to ensure the appropriate use of these
diagnostic interventions to benefit, rather than harm,
patients. Diagnostic tests are used to assist clinicians
and patients with diagnoses and treatment options.

This chapter considers three diagnostic tests — fibre
optic colonoscopies, prostate biopsies and computed
tomography of the lumbar spine. All are widely used
and have known benefits for detecting disease.
However, if they are used when there is a low chance
of detecting significant treatable disease, they can
cause harm.

Colonoscopies are used to screen for colorectal
cancer and other large bowel diseases. Colorectal
cancer is the second most common cause of cancer
death in Australia', and the number of colonoscopies
performed in Australia has increased.? Possible
reasons for this include:

e the introduction of the National Bowel Cancer
Screening Program

¢ the ageing population
¢ theincreasing prevalence of colorectal cancer
e the availability of open-access endoscopy units

e the increasing use of private endoscopy services
compared with public endoscopy services.®

Prostate biopsies are used to detect prostate cancer.
Prostate cancer is the third-largest cause of cancer
death among Australian men. Almost all patients
presenting with localised prostate cancer live beyond
five years, with 10-year survival rates at 93 per cent
and 15-year survival rates at 77 per cent.* If early
detection tests indicate prostate cancer may be
present, a prostate biopsy is performed to determine
whether this is the case. The number of prostate
biopsies performed has increased as a result of the
greater use of the prostate-specific antigen (PSA) test
to detect preclinical cancer.?
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The screening of apparently healthy men using

the PSA test is a complex issue and the subject

of ongoing debate in Australia and internationally.
While screening may offer a longer life to those with
aggressive cancers, it may harm men with cancers
that would have caused no symptoms or harm by
exposing them to treatments that cause significant
adverse effects without any compensating benefit.*

Computed tomography of the lumbar spine is used to
detect spinal abnormalities associated with low back
pain. In Australia, low back pain is the leading cause
of years lived with disability.> Radiation doses from CT
scans are about 100 times higher than plain X-rays
resulting in potential harm if overused.® Most lower
back pain has no accompanying abnormalities

on imaging.

Chapter overview

This chapter includes the following data items:
e fibre optic colonoscopy
e prostate biopsies 40 years and over

e computed tomography of the lumbar spine.

International comparisons

In recent decades, colorectal cancer survival rates
have improved in developed countries as a result
of advances in cancer prevention, screening and
management practices. In England, the NHS Atlas
of Variation in Healthcare reported a two-fold
variation in rates of colonoscopy procedures

and flexible sigmoidoscopy procedures across
geographical areas.”
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Diagnostic interventions

Internationally, prostate cancer rates vary widely Australian initiatives
due to differences in lifestyle, detection practices,

particularly in the use of PSA testing in men with
and without symptoms, and treatment options.
The highest prostate cancer rates are found in
high-income areas of the world, such as Australia,
western and northern Europe and North America.
However, the highest mortality rates are found in
South America, the Caribbean and sub-Saharan
Africa. Studies of healthcare variation in the United
States report a seven-fold variation in prostate
biopsy rates.?

National guidelines provide directions on the
appropriate use of fibre optic colonoscopies™
and prostate biopsies.'®

In relation to CT imaging of the lumbar spine,
the Royal Australian and New Zealand College
of Radiologists has education modules about
appropriate referrals for medical imaging.

This includes the use of CT imaging for acute
low back pain."

The use of CT scans for low back pain is increasing About the data
worldwide.® The appropriateness of spinal imaging
has been investigated in Canada. The findings
suggested that financial interests, defensive medicine
and consumer demand were leading to overuse

of spinal imaging. A study from Canada’s National
Pain Centre has highlighted that CT scans were
often unnecessary, particularly for patients with
degenerative spinal disease.”®

The data in this chapter is from the MBS
dataset, which does not include publicly funded
hospital services.

A study in the United States found that a significant
proportion of variation in rates of spinal surgery is due
to differences in the rates of advanced spinal imaging
(CT and magnetic resonance imaging)." Improved
consensus on the interpretation of spinal imaging
studies is likely to reduce unwarranted variations.

—

Australian Institute of Health and Welfare. Cancer. 2015. (Accessed 7 October 2015 at: www.aihw.gov.au/cancer/).

2 The Center for the Evaluative Clinical Sciences, Dartmouth Medical School. The Dartmouth Atlas of Health Care. Chicago, lllinois: American Hospital
Publishing, 1996.

3 DLA Piper Australia. Review of MBS colonoscopy items. Canberra: Department of Health and Ageing, 2011.

4 Cancer Council Australia. Prostate Cancer. 2014.
(Accessed 7 October 2015 at: www.cancer.org.au/about-cancer/types-of-cancer/prostate-cancer.html#note_1).

5 Vos T, Barber RM, Bell B, Bertozzi-Villa A, Biryukov S, Bolliger |, et al. Global, regional, and national incidence, prevalence, and years lived with disability
for 301 acute and chronic diseases and injuries in 188 countries, 1990-2013: a systematic analysis for the global burden of disease study 2013.
The Lancet. 2015;386(9995):743.

6  Goergen S, Maher C, Leech M, Kuang R. Acute low back pain. Education modules for appropriate imaging referrals. Sydney: Royal Australian and New
Zealand College of Radiologists, 2015.

7 Right Care. The NHS Atlas of Variation in Healthcare: Reducing unwarranted variation to increase value and improve quality. London: NHS, 2015.

8 The Center for the Evaluative Clinical Sciences, Dartmouth Medical School. The Dartmouth Atlas of Health Care. Chicago, lllinois: American Hospital
Publishing, 1996.

9 Dagenais S, Galloway EK, Roffey DM. A systematic review of diagnostic imaging use for low back pain in the United States. The spine journal.
2014;14(6):1036-48.

10 Busse J, Alexander PE, Abdul-Razzak A, Riva JJ, Alabousi M, John Dufton D, et al. Appropriateness of spinal imaging use in Canada. Ottawa:
Canadian Institutes of Health Research, 2013.

11 Lurie JD, Birkmeyer NJ, Weinstein JN. Rates of advanced spinal imaging and spine surgery. Spine. 2003;28(6):616-20.

12 Australian Cancer Network Colorectal Cancer Guidelines Revision Committee. Guidelines for the prevention, early detection and management of
colorectal cancer. Sydney: Cancer Council Australia and Australian Cancer Network, 2005.

13 Prostate Cancer Foundation of Australia PSA Testing Guidelines Expert Advisory Panel. Draft clinical practice guidelines for PSA testing and early
management of test-detected prostate cancer. Sydney: Prostate Cancer Foundation of Australia and Cancer Council Australia, 2014.

14 The Royal Australian and New Zealand College of Radiologists. Education modules for appropriate imaging referrals

(Accessed 3 September 2015 at: www.ranzcr.edu.au/quality-a-safety/program/key-projects/education-modules-for-appropriate-imaging-referrals).
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2.1 Fibre optic colonoscopy

Context

This data item examines the number of colonoscopies performed.
The data are for MBS-funded fibre optic colonoscopy services.
They exclude publicly funded hospital services. Colonoscopies for
public patients in public hospitals account for about 20 per cent of
colonoscopies nationally.!

A colonoscopy is a medical procedure that examines the large bowel
(colon). It is used for screening and surveillance for colorectal cancer
and other large bowel diseases.

During a colonoscopy, a thin, flexible tube called a fibre optic colonoscope
is carefully fed into the bowel. This allows the clinician to see whether any
abnormalities are present and, if so, sample (biopsy) or remove them.

Colonoscopies are performed when patients exhibit some or all of the
following signs or symptoms:

® Dbleeding from the bowel
e blood in the stool
e unexplained abdominal pain

e changes in bowel habits.

Colonoscopies promote earlier detection of bowel cancer.

Evidence shows that people who return a positive faecal occult blood
test have a higher rate of abnormalities in colonoscopies, thus making
it a cost-effective intervention to prevent bowel cancer.? A colonoscopy
can also be used to prevent bowel cancer by screening for polyps (which
can be a precursor to bowel cancer) in those with an increased risk.

This includes not only those who return a positive faecal occult blood test,
but those with a history of polyps and a family history of bowel cancer.

General practitioners play a pivotal role in referring people for
colonoscopies. General practitioner recommendations have also been
shown to positively influence participation in bowel cancer screening

using faecal occult blood tests.®
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Fibre optic colonoscopy

Magnitude of variation

In 201314, there were 589,748 MBS-funded services
for fibre optic colonoscopy, representing 2,355
services per 100,000 people (the Australian rate).

The number of MBS-funded services for fibre optic
colonoscopy across 324* local areas (SA3s) ranged
from 146 to 4,374 per 100,000 people. The number
of services was 30.0 times higher in the area with
the highest rate compared to the area with the lowest
rate. The average number of services varied across
states and territories, from 902 per 100,000 people
in the Northern Territory, to 2,688 in Queensland.

After excluding the highest and lowest results, the
fibre optic colonoscopy rate across the 310 remaining
local areas was 4.1 times higher in one local area
compared to another.

Rates were markedly higher in local areas in and
around capital cities and were lower in remote areas.
In major cities, rates were lowest in areas of low
socioeconomic status and increased in areas of
higher socioeconomic status. This socioeconomic
patterning was not observed in regional or

remote areas.

Interpretation

Potential reasons for the variation include
differences in:

e clinical decision-making and clinicians’ adherence
to the NHMRC guidelines

e J|evels of screening among patients with no
symptoms. The national guidelines endorse
colonoscopies only for those who return a positive
faecal occult blood test or are at a moderate or
high risk of colorectal pathology.? Screening with
colonoscopy may explain high rates among
those who are at an average or low risk

* levels of private health insurance. This may
explain the higher colonoscopy rates in higher
socioeconomic areas, where more people
have private health cover

* |ocal availability of colonoscopy services in
rural and remote locations, where the need to
travel long distances may be a barrier

e J|evels of voluntary faecal occult blood test
screening. The lowest rates of participation
in the 2013-14 National Bowel Cancer
Screening Program were among people from
lower socioeconomic groups and those from
remote areas*

e administrative arrangements in public hospitals,
whereby some patients may be referred to
private outpatient schemes (increasing the rate
of MBS colonoscopies in some areas).

To explore this variation, further analysis could
focus on:

e gathering data on rates of colonoscopy
for publically funded patients to develop a
comprehensive picture of variation.

*There are 333 SA3s. For this item, data were suppressed for 9 SA3s. This is because of confidentiality requirements given the small numbers of services in

these areas.
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Figure 18: Number of MBS-funded services for fibre optic colonoscopy per 100,000 people,
age standardised, by local area, 2013-14

For this item, local area
refers to an ABS standard
geographic region known as a
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Fibre optic colonoscopy, by local area (each circle represents an area)
Local area State Rate Services Local area State Rate Services
Daly - Tiwi - West Arnhem  NT 146 24 Eastern Suburbs - North  NSW 4,374 5,969
Kimberley WA 213 68 Kenmore - Brookfield - Moggill Qld 3,746 1,936
Alice Springs  NT 289 102 Brisbane Inner - West Qld 3,685 1,845
East Amhem NT 330 40 Stonnington - East  Vic 3,624 1,594
Pilbara WA 414 224 Bayside Vic 3,607 4,239
Katherine NT 420 72
Goldfields WA 510 193
Gascoyne WA 542 57
Outback - North and East SA 661 206 )
Notes:

Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of services and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).

MBS statistics exclude services provided free of charge to public patients in hospitals, to Department of Veterans’ Affairs beneficiaries, some patients under
compensation arrangements and through other publicly funded programs.

SA3 analysis excludes approximately 430 services from GPO postcodes 2001, 2124, 3001, 4001, 5001, 6843 but these data are included in state/territory and
national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Fibre optic colonoscopy

Figure 19: Number of MBS-funded services for fibre optic colonoscopy per 100,000 people,
age standardised, by local area, 2013-14
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Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of MBS-funded services for fibre optic colonoscopy across 324 local areas (SA3s) ranged from
146 to 4,374 per 100,000 people. The number of services was 30.0 times higher in the area with the highest rate
compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Fibre optic colonoscopy

Figure 20: Number of MBS-funded services for fibre optic colonoscopy per 100,000 people,
age standardised, by local area, state and territory, 2013-14
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Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013—14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 21: Number of MBS-funded services for fibre optic colonoscopy per 100,000 people,
age standardised, by local area, remoteness and socioeconomic status (SES), 2013-14
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Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Fibre optic colonoscopy

Resources

e Australian Cancer Network Colorectal Cancer
Guidelines Revision Committee. The Cancer
Council Australia and Australian Cancer Network.
Guidelines for the prevention, early detection
and management of colorectal cancer. 2005.
Available at: www.nhmrc.gov.au/guidelines-
publications/cp106.

¢ Royal Australian College of General Practitioners.
Guidelines for preventive activities in general
practice 8th edition. 2012. Available at:
www.racgp.org.au/your-practice/guidelines/
redbook/.

—

DLA Piper Australia. Review of MBS colonoscopy items. Canberra: Department of Health and Ageing, 2011.

2 Australian Cancer Network Colorectal Cancer Guidelines Revision Committee. Guidelines for the prevention, early detection and management of
colorectal cancer. Sydney: Cancer Council Australia and Australian Cancer Network, 2005.

3 Royal Australian College of General Practitioners. Guidelines for preventive activities in general practice, 8th edition. East Melbourne: RACGP, 2012.

4 Australian Institute of Health and Welfare. National Bowel Cancer Screening Program: monitoring report 2013-14. Cancer Series No. 94. Cat. no. CAN 92.

Canberra: AIHW, 2015.
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2.2 Prostate biopsies
40 years and over

Context

This data item examines prostate biopsies performed on men aged 40
years and over. The data are for services funded by the MBS for prostate
biopsies. They exclude publicly funded hospital services. Each repeat
prostate biopsy for one person is counted as one service.

The prostate is an organ that forms part of the male reproductive system.
Located immediately below the bladder and just in front of the bowel, its
main function is to produce fluid that protects and enriches sperm.

A prostate biopsy is a procedure to remove samples of suspicious
tissue from the prostate. It involves taking multiple small amounts of
prostate tissue using a biopsy needle. The tissue is then examined
under a microscope for cell abnormalities that indicate the presence of
prostate cancer.

Prostate biopsies are commonly carried out if the results of early detection
tests suggest a person may have prostate cancer. The three primary early
detection tests are digital rectal examinations, prostate-specific antigen
(PSA) blood tests and trans-rectal ultrasounds.

Early detection of prostate cancer by screening asymptomatic men with
the PSA test is a complex issue. It is difficult to differentiate between
potentially fatal cancers and benign tumours that would have caused no
symptoms or harm. In cases where prostate cancer is not life threatening,
early detection (known as over-diagnosis) may cause harm by exposing
affected men to unnecessary treatments that carry substantial risk of
adverse effects, such as urinary incontinence and impotence.’

A prostate biopsy may be performed in several different ways:

e the trans-rectal method, which is done through the rectum and is
the most common

the perineal method, which is done through the skin between the
scrotum and the rectum.
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Prostate biopsies 40 years and over

Magnitude of variation

In 201314, there were 25,869 MBS-funded services
for prostate biopsies, representing 460 services

per 100,000 men aged 40 years and over

(the Australian rate).

The number of MBS-funded services for prostate
biopsies across 87* local areas (SA4s) ranged from
150 to 1,357 per 100,000 men aged 40 years and
over. The number of services was 9.0 times higher
in the area with the highest rate compared to the
area with the lowest rate. The average number of
services varied across states and territories, from
289 per 100,000 men aged 40 years and over in the
Northern Territory, to 692 in South Australia.

After excluding the highest and lowest results, the
prostate biopsies rate across the 71 remaining
local areas was 2.7 times higher in one local area
compared to another.

Interpretation

Potential reasons for the variation include
differences in:

e clinical decision-making and clinicians’ adherence
to clinical guidelines

e the number of procedures undertaken on public
patients. These data contain only information on
prostate biopsies funded through the MBS and
exclude men who have procedures as public
patients in public hospitals

¢ rates of PSA testing. High PSA levels are a
key indicator for performing prostate biopsies.
Studies have shown that rates of PSA testing
are lower in rural and regional areas of Australia,
which is consistent with the rates shown here
for prostate biopsy?®

e Deliefs about the value of PSA testing, leading
to different uses of the test

e levels of private health insurance and access to
specialist urologists and private hospitals

e geographical access to urologists as the need
to travel long distances is likely to be a barrier
in rural and regional areas.

To explore this variation, further analysis could
focus on:

e gathering data on prostate biopsy rates for
public patients to develop a comprehensive
picture of variation

e mapping PSA testing rates against prostate
biopsy rates

e reviewing the data against the density
of urologists by region.

*There are 88 SA4s. For this item, data were suppressed for 1 SA4. This is because of confidentiality requirements given the small numbers of services in

this area.
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Figure 22: Number of MBS-funded services for prostate biopsies per 100,000 men aged 40 years and
over, age standardised, by local area, 2013-14
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Prostate biopsies 40 years and over, by local area (each circle represents an area)
Local area State Rate Services Local area State Rate Services
West and North West  Tas 150 53 Sydney - Sutherland  NSW 1,357 756
Northern Territory - Outback NT 153 28 Mid North Coast NSW 919 733
Latrobe - Gippsland  Vic 168 143 Adelaide - North ~ SA 882 836
Launceston and North East Tas 227 99 Mornington Peninsula  Vic 815 649
Queensland - Outback Qld 227 44 Coffs Harbour - Grafton NSW 790 346
South Australia - Outback SA 228 54 Adelaide - Central and Hills  SA 781 577
Logan - Beaudesert Qld 232 156 Riverina  NSW 711 298
9 Shepparton  Vic 240 93 Adelaide - West ~ SA 708 404 )
Notes:

Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of services and men in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 4 (SA4).

MBS statistics exclude services provided free of charge to public patients in hospitals, to Department of Veterans’ Affairs beneficiaries, some patients under
compensation arrangements and through other publicly funded programs. SA4 analysis excludes approximately 15 services from GPO postcodes 2001, 2124,
3001, 4001, 5001, 6843 but these data are included in state/territory and national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.

Australian Atlas of Healthcare Variation Diagnostic interventions | 87

SAQ201_03_Chapter2_v9.indd 87 13/11/2015 11:50 AM



Prostate biopsies 40 years and over

Figure 23: Number of MBS-funded services for prostate biopsies per 100,000 men aged 40 years and
over, age standardised, by local area, 2013-14
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geographic region known as a
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Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 24: Number of MBS-funded services for prostate biopsies per 100,000 men aged 40 years and
over, age standardised, by local area, state and territory, 2013-14
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Notes:
Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of services and men in the geographic area.

Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Prostate biopsies 40 years and over

Resources

e Prostate Cancer Foundation of Australia and
Cancer Council Australia. Clinical practice
guidelines for PSA testing and early management
of test-detected prostate cancer. 2014.
Forthcoming in 2015: www.prostate.org.au.

e National Institute for Health and Care Excellence.
Prostate cancer: diagnosis and management
clinical guideline. 2014. Available at:
www.nice.org.uk/guidance/cgi175.

e Australian Institute of Health and Welfare. Prostate
cancer in Australia. Cancer Series No. 79. 2013.
Available at: www.aihw.gov.au/WorkArea/
DownloadAsset.aspx?id=60129545133.

Evans SM, Millar JL, Wood JM, Davis ID, Bolton
D, Giles GG, at al. The Prostate Cancer Registry:
monitoring patterns and quality of care for

men diagnosed with prostate cancer. BJU Int,
2013;111;159-66.

Victorian Prostate Cancer Clinical Registry.
Five Year Report. 2015. Available at:
http://pcr.registry.org.au/Files/Annual %20
Reports/Vic%20PCR%20Five%20Year%20
Report.pdf.

Choosing Wisely, Royal College of Pathologists
of Australasia. Tests, treatments and procedures
clinicians and consumers should question.

2015. Available at: www.choosingwisely.org.au/
recommendations/rcpa.

1 Cancer Council Australia. Prostate cancer screening. 2015. (Accessed 24 September 2015, at
http://wiki.cancer.org.au/policy/Prostate_cancer/Screening#Prostate-specific_antigen_test).
2 Coory MD, Baade PD. Urban-rural differences in prostate cancer mortality, radical prostatectomy and prostate-specific antigen testing in Australia.

Med J Aust 2005;182(3):112-115.

3 Baade PD, Youlden DR, Coory MD, Gardiner RA, Chambers SK. Urban-rural differences in prostate cancer outcomes in Australia: what has changed.

Med J Aust, 2011;194(6);293-296.

90 | Australian Commission on Safety and Quality in Health Care

SAQ201_03_Chapter2_v9.indd 90

13/11/2015 11:50 AM


http://www.prostate.org.au
http://www.nice.org.uk/guidance/cg175
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129545133
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129545133
http://pcr.registry.org.au/Files/Annual%20Reports/Vic%20PCR%20Five%20Year%20Report.pdf
http://pcr.registry.org.au/Files/Annual%20Reports/Vic%20PCR%20Five%20Year%20Report.pdf
http://pcr.registry.org.au/Files/Annual%20Reports/Vic%20PCR%20Five%20Year%20Report.pdf
http://www.choosingwisely.org.au/recommendations/rcpa
http://www.choosingwisely.org.au/recommendations/rcpa
http://wiki.cancer.org.au/policy/Prostate_cancer/Screening#Prostate-specific_antigen_test

2.3 Computed tomography
of the lumbar spine

Context

This data item examines computed tomography of the lumbar spine.
The data are for services funded by the MBS. They exclude publicly
funded hospital services. Each repeat lumbar spine CT imaging service
for one person is counted as one service.

Computed tomography, more commonly known as a CT or CAT scan,
is a diagnostic test that uses radiation to produce images of structures
within the body.

The lumbar spine is the lowest portion of the spine and comprises
vertebral bones, blood vessels, nerves, ligaments and cartilage.

Back pain is common in the lumbar spine area. In Australia, low back pain
is the number one cause of years lived with disability." It is also the third
most common problem seen by Australian general practitioners.?

Internationally, the use of CT scanning to diagnose low back pain is
increasing.® CT of the lumbar spine should be performed only to confirm
or exclude the presence of an underlying injury or disease of the spine
that would change the subsequent medical treatment or investigation

of the patient.* Inappropriate use of imaging can expose patients to
unnecessary harm from radiation. Radiation doses from CT scans are
about 100 times greater than from plain X-rays.*

The Royal Australian and New Zealand College of Radiologists has
recommended that lumbar spine imaging for adults with non-specific
acute lower back pain should only be undertaken when the patient has
indicators of a serious cause for low back pain including risk factors
for fracture and previous or current cancer.®
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Computed tomography of the lumbar spine

Magnitude of variation

In 2013-14, there were 314,033 MBS-funded services
for CT imaging of the lumbar spine, representing 1,282
services per 100,000 people (the Australian rate).

The number of MBS-funded services for CT imaging
of the lumbar spine across 320 local areas (SA3s)
ranged from 209 to 2,464 per 100,000 people.

The number of services was 11.8 times higher in
the area with the highest rate compared to the area
with the lowest rate. The average number of services
varied across states and territories, from 720 per
100,000 people in the Northern Territory, to 1,407

in New South Wales.

After excluding the highest and lowest results, the
CT imaging of the lumbar spine rate across the
292 remaining local areas was 2.7 times higher in
one local area compared to another.

Rates of CT of the lumbar spine were highest in major
cities and decreased with increasing remoteness.
Rates of claims were highest in areas of low
socioeconomic status and decreased with increasing
socioeconomic status.

Interpretation

Potential reasons for the variation include
differences in:

e clinical decision making and clinicians’ adherence
to clinical guidelines

e the incidence and prevalence of back injury and
back pain

e the prevalence of risk factors such as obesity®

e levels of private health insurance and access to
private hospitals, noting that services provided to
public patients in public hospitals are excluded
from the data. The proportion of scans carried
out in private hospitals may vary according to
state and territory, as well as by remoteness
and socioeconomic status. In particular, people
living in metropolitan areas, and those of higher
socioeconomic status, have greater access to
private hospital services

e clinician referral patterns
e availability and access to CT scanners

e patient preferences and understanding of the
risks and benefits of CT imaging

e indications for CT of the lumbar spine on the
MBS schedule.

To explore this variation, further analysis could
focus on:

e gathering data on rates of CT of the lumbar spine
for public patients to develop a comprehensive
picture of variation

¢ linking data to explore outcomes of imaging, such
as patient reported outcome measures or the
proportion of patients who progress to surgery.

*There are 333 SA3s. For this item, data were suppressed for 13 SA3s. This is because of confidentiality requirements given the small numbers of services in

these areas.
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Figure 25: Number of MBS-funded services for CT imaging of the lumbar spine per 100,000
people, age standardised, by local area, 2013-14
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Local area State Rate Services Local area State Rate Services
Daly - Tiwi - West Arnhem  NT 209 28 Mount Druitt NSW 2,464 2,425
East Ammhem NT 218 20 Bringelly - Green Valley NSW 2,155 1,758
Far North Qld 472 128 lpswich Hinterland  QId 2,127 1,414
Alice Springs  NT 484 172 Fairfield NSW 2,118 4,079
North Canberra ACT 582 283 Campbelltown NSW 2,069 3,135
Katherine NT 597 100 Merrylands - Guildford NSW 2,066 2,954
Kimberley WA 607 191 Blacktown - North  NSW 2,025 1,404
Outback - North  Qld 639 202 Tumut - Tumbarumba NSW 1,989 340
Pilbara WA 651 344 Springfield - Redbank QId 1,982 1,221
Meander Valley - West Tamar Tas 677 195 Bankstown NSW 1,982 3,403
Outback - South Qld 684 147 Blacktown NSW 1,975 2,599
Litchfield NT 688 141 Rouse Hill - McGraths Hill NSW 1,969 528
Gascoyne WA 695 74 Liverpool NSW 1,954 2,106
Southport  Qld 1,935 1,185
\ Canterbury NSW 1,901 2,601 )
Notes:

Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of services and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).

MBS statistics exclude services provided free of charge to public patients in hospitals, to Department of Veterans’ Affairs beneficiaries, some patients under
compensation arrangements and through other publicly funded programs. SA3 analysis excludes approximately 190 services from GPO postcodes 2001, 2124,
3001, 4001, 5001, 6843 but these data are included in state/territory and national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Computed tomography of the lumbar spine

Figure 26: Number of MBS-funded services for CT imaging of the lumbar spine per 100,000 people, age
standardised, by local area, 2013-14
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The number of MBS-funded services for CT imaging of the lumbar spine across 320 local areas (SA3s) ranged
from 209 to 2,464 per 100,000 people. The number of services was 11.8 times higher in the area with the
highest rate compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Computed tomography of the lumbar spine

Figure 27: Number of MBS-funded services for CT imaging of the lumbar spine per 100,000 people, age
standardised, by local area, state and territory, 2013-14
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Figure 28: Number of MBS-funded services for CT imaging of the lumbar spine per 100,000 people, age
standardised, by local area, remoteness and socioeconomic status (SES), 2013-14
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Computed tomography of the lumbar spine

Resources

National Health and Medical Research Council.
Lumbar Imaging in Acute Non-Specific Low Back

Pain. 2008. Available at www.nhmrc.gov.au/_files_

nhmrc/file/nics/news_events/080221_lumbar_
imaging.pdf.

Royal Australian and New Zealand College of
Radiologists. Education Modules for Appropriate
Imaging Referrals. Available at: www.ranzcr.
edu.au/quality-a-safety/program/key-projects/
education-modules-for-appropriate-imaging-
referrals).

Royal Australian and New Zealand College of
Radiologists. Inside Radiology. Available at:
http://insideradiology.com.au/.

Choosing Wisely, Royal Australian and

New Zealand College of Radiologists.

Tests, treatments and procedures clinicians
and consumers should question. 2015.
Available at: www.choosingwisely.org.au/
recommendations/ranzcr.

Choosing Wisely, American College of Emergency
Physicians. Lumbar spine imaging in the ED. 2014.
Available at: www.choosingwisely.org/clinician-
lists/acep-lumbar-spine-imaging-in-the-ed/.
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Vos T, Barber RM, Bell B, Bertozzi-Villa A, Biryukov S, Bolliger |, et al. Global, regional, and national incidence, prevalence, and years lived with disability
for 301 acute and chronic diseases and injuries in 188 countries, 1990-2013: a systematic analysis for the global burden of disease study 2013.

The Lancet. 2015;386(9995):743.

Australian Institute of Health and Welfare. Australia’s Health 2010. Canberra: AIHW, 2010.
Dagenais S, Galloway EK, Roffey DM. A systematic review of diagnostic imaging use for low back pain in the United States. The spine journal.

2014;14(6):1036-48.

Goergen S, Maher C, Leech M, Kuang R. Acute low back pain. Education modules for appropriate imaging referrals. Sydney: Royal Australian and

New Zealand College of Radiologists, 2015.

Choosing Wisely, Royal Australian and New Zealand College of Radiologists. Tests, treatments and procedures clinicians and consumers should question.
2015. (Accessed 7 October 2015 at: www.choosingwisely.org.au/recommendations/ranzcr).
Shiri R, Karppinen J, Leino-Arjas P, Solovieva S, Viikari-Juntura E. The association between obesity and low back pain: a meta-analysis.

American Journal of Epidemiology, 2010;171(2):135-154.
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At a glance

The atlas examined seven surgical interventions
and found highly variable use across Australia.

In some areas, people 55 years and over had
rates of knee arthroscopy that were more than
seven times those of people living elsewhere.
Even when the areas with the highest and lowest
rates were excluded, knee arthroscopy hospital
admission rates were more than four times higher
in one local area compared to another. Despite
the evidence that knee arthroscopy is of limited
value for people with osteoarthritis and may
cause harm, more than 33,000 operations were
performed on this age group during 2012—13.
Many of these people will have degenerative
disease in their knees and will not benefit from
this intervention.

The number of patients undergoing Medicare
Benefits Schedule (MBS) funded cataract surgery
was over seven times higher in some parts of
Australia than in others. Even when the highest
and lowest rates were excluded, the cataract
surgery rate was almost three times higher in one
local area compared to another.

Australian Atlas of Healthcare Variation

SAQ201_04_Chapter3_v6.indd 99

Chapter 3

Surgical interventions

From 201011 to 2012—13, there were V

17,000 lumbar spine surgery admissions on
average each year. This includes spinal fusion
procedures. There is limited evidence to
support lumbar spine fusion surgery for painful
degenerative back conditions. The outcomes
for patients who receive these interventions
are unknown.

Women living in regional areas of Australia were
more than five times more likely to undergo a
hysterectomy or endometrial ablation than those
living in metropolitan areas. Even when the
highest and lowest rates were excluded, the rate
was almost three times higher in one local area
compared to another.

The atlas includes two ear, nose and throat
procedures, tonsillectomy and myringotomy.

Each procedure was performed more than
30,000 times during 201213, with people in
some areas more than six times more likely to
undergo the procedure. Even when the highest
and lowest rates were excluded, tonsillectomy and
myringotomy rates were around three times higher
in one local area compared to another. Australia
does not have recent evidence-based guidelines
for performing tonsillectomy and myringotomy.

Surgical interventions
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Surgical interventions

Recommendations
Knee arthroscopy hospital admissions
55 years and over

3a. The Commission recommends to the MBS
Review Taskforce that, given the lack of clinical

evidence for the efficacy of knee arthroscopy for

people with degenerative changes in the knee
that the relevant MBS item(s) be amended to
remove knee arthroscopy for this group.

3b. The Commission develops a Clinical Care
Standard' for investigating and managing
osteoarthritic knee pain based on
recommendations from the Commission’s
Knee Pain Expert Working Group.?

3c. State and territory health departments consider
mechanisms to improve coding, analytics and

collection of outcome data for knee arthroscopy.

3d. Relevant clinical colleges ensure education
and training material, as well as continuing
professional development requirements, are in

keeping with the applicable Clinical Care Standard

for management of osteoarthritic knee pain.

3e. The Commission promotes the collection of
patient-reported outcome measures for surgical
interventions for knee pain.

Cataract surgery 40 years and over

3f. The Commission works with the relevant clinical
colleges to develop a Clinical Care Standard for
cataract surgery, including considering pre- and
post-operative visual acuity scoring.

3g. The Commission undertakes a quality review of

existing patient information about cataract surgery

as part of developing supporting material for a
Clinical Care Standard on cataract surgery.

3h. The MBS Review Taskforce reviews the relevant
MBS item(s) for cataract surgery to require
adherence to an applicable Clinical Care
Standard for the surgery.

3i. State and territory health departments consider
mechanisms to improve coding, analytics and
collection of outcome data on cataract surgery.

3j. Relevant clinical colleges ensure education
and training material, as well as continuing
professional development requirements, are
in keeping with the applicable Clinical Care
Standard on cataract surgery.

3k. The Commission promotes the collection
of patient-reported outcome measures for
cataract surgery.

Lumbar spine surgery hospital admissions
18 years and over

3l.  State and territory health departments consider
mechanisms to improve coding, analytics and
collection of outcome data on lumbar spine
surgery in adults.

3m. The Commission promotes the collection of
patient-reported outcome measures for lumbar
spine surgery.

Radical prostatectomy hospital
admissions 40 years and over

3n. State and territory health departments
consider mechanisms to improve coding,
analytics and collection of outcome data on
radical prostatectomy.

30. The Commission promotes the collection
of patient-reported outcome measures for
radical prostatectomy.

1 Further information about Clinical Care Standards is at the Australian Commission on Safety and Quality in Health Care website:

www.safetyandquality.gov.au/our-work/clinical-care-standards/.

2 The Commission’s Australian Atlas of Healthcare Variation Expert Advisory Group on Knee Pain has investigated and provided advice on means for
addressing unwarranted variation in the clinical management of knee pain in Australia. It has considered strategies such as reimbursement arrangements,

patient information, collection of outcome data, and standards and guidelines.
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Hysterectomy, endometrial ablation
hospital admissions

3p. The Commission works with the Royal Australian

and New Zealand College of Obstetricians
and Gynaecologists and consumer groups
to develop a Clinical Care Standard for
managing menorrhagia.

3qg. The Commission develops a patient decision aid

to increase women’s knowledge of treatment
options for menorrhagia and their benefits and
risks. In addition, mechanisms are considered so
that relevant clinical colleges can train clinicians
to use this patient decision tool.

ar.

Relevant clinical colleges ensure education
and training material, as well as continuing
professional development requirements, are
in keeping with the applicable Clinical Care
Standard for menorrhagia.

Tonsillectomy hospital admissions
17 years and under

3s. The Commission reviews the need for evidence-

based clinical guidelines on tonsillectomy in
children as part of the ongoing national guideline
prioritisation processes.

3t.

The Commission reviews current patient
information about tonsillectomy in Australia, in
conjunction with relevant clinical colleges and
consumer groups, to determine the need for
better patient and carer information, and shared
decision making tools, and also the need to
update existing materials.
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Myringotomy hospital admissions 17 years
and under

3u. The Commission reviews the need for evidence-
based clinical guidelines on myringotomy in
children as part of ongoing national guideline
prioritisation processes.

3v. State and territory health departments, in
conjunction with the National Aboriginal
Community Controlled Health Organisation,
monitor adherence to the guidelines for managing
otitis media in Aboriginal and Torres Strait Islander
children and implement improvement activities.

Hip fracture hospital admissions and
average length of stay in hospital 65 years
and over

3w. Primary health networks and state and territory
health departments work together to increase
access to evidence-based falls prevention
programs in hospitals, care facilities and
the community.

3x. Private and public hospitals ensure patients have
access to care that aligns with the Clinical Care
Standard for acute management of hip fracture.

3y. Public hospitals implement the Clinical Care
Standard for acute management of hip fracture
through best practice pricing.

3z. Relevant clinical colleges ensure educational
and training material, as well as continuing
professional development requirements, are in
keeping with the Clinical Care Standard for acute
management of hip fracture.
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Surgical interventions

Background

Important improvements have been made in

the safety and quality of surgical interventions

with substantial advances in surgical methods.
Considerable variation exists in admission rates for
many common surgical interventions, much of which
is either unexplained or potentially unwarranted.

Chapter overview

This chapter includes the following items:

e Kknee arthroscopy hospital admissions 55 years
and over

e cataract surgery 40 years and over

e |umbar spine surgery hospital admissions
18 years and over

® radical prostatectomy hospital admissions
40 years and over

* hysterectomy and endometrial ablation hospital
admissions

e tonsillectomy hospital admissions 17 years
and under

e myringotomy hospital admissions 17 years
and under

e hip fracture hospital admissions 65 years and over

e hip fracture average length of stay in hospital by
peer group 65 years and over.

This chapter presents a selection of interventions
in a range of areas rather than covering all aspects
of surgical activity in Australian hospitals. While a
large number of interventions were nominated and
considered for inclusion, many were not suitable.

This was either because of data quality issues or small
numbers, which limited the ability to present the data.

The final selection reflects areas where there was

significant interest in the topic and where, depending

on the item, variation raises questions about
underlying patterns of disease, equity, treatment
options and appropriateness of interventions.

102 | Australian Commission on Safety and Quality in Health Care

SAQ201_04_Chapter3_v6.indd 102

International comparisons

Considerable variations in rates of hospital
admissions for surgical interventions have been noted
internationally. Comparisons relevant to the items in
this chapter include:

e Knee arthroscopy — Australia has one of the
highest per capita rates of knee arthroscopies of
the nine Organisation for Economic Co-operation
and Development (OECD) countries participating
in a study of variation in healthcare use'

e Cataract surgery — in England, the National
Health Service (NHS) Atlas of Variation in
Healthcare reported a two times variation in
cataract surgery rates across primary care trusts,
compared to nearly three times variation in
Australia documented in this atlas. The NHS atlas
notes that several factors can influence variation,
including demography and local needs, as well as
access to, and uptake of, NHS services?

e Lumbar spine surgery - rates for lumbar spine
surgery have increased internationally in the past
decade and considerable variations in surgery
rates have been reported. For example, in the
United States, an eight times variation has been
reported in rates of decompression surgery
(laminectomy) and a 14 times variation is seen
in fusion surgery?®

e Prostatectomy — Australia has high crude rates
of prostatectomy compared to other OECD
countries. Switzerland is the only OECD country
with higher rates. Both Australia and Switzerland
have seen a substantial increase in rates in the
last decade, whereas other OECD countries
have seen a decrease.* Radical prostatectomy
admissions vary considerably internationally,
with the United States reporting a four times
regional variation®

e Hysterectomy — while the number of
hysterectomies performed in OECD countries
is generally decreasing®, Australia has a higher
rate than many OECD nations." Most OECD
countries show a two to three times variation in
hysterectomy rates across geographical areas®
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¢ Tonsillectomy — wide variations in tonsillectomy
rates have been reported internationally.” Regional
variation within countries is also common,
including in the United States® and England.®
The Health Safety and Quality Commission in
New Zealand has consistently found a two to
three times variation in longitudinal tracking of
tonsillectomy rates'®

¢ Myringotomy — admission rates for myringotomy
have considerable variation in other countries,
with a 12 times variation reported across primary
care trusts in England"!

e Hip fracture - international studies have found
a variation in both the quality of care and patient
outcomes for hip fracture care.” A number of
measures to improve care have been introduced
in the United Kingdom, including a hip fracture
best-practice tariff scheme and a national
clinician-led audit. Preliminary evaluations have
shown that the best practice tariff scheme has
reduced hip fracture mortality™, and that since
the audit was launched in 2007, the quality of care
and the survival of older people with hip fractures
have improved.”?

Routine data systems can provide information
about variation in intervention rates but it is much
more difficult to obtain information about the
outcomes of interventions. Interest is increasing in
identifying ways to gather information about health
outcomes and in involving patients and carers in
assessing the outcomes of care. Patient-reported
outcome measures use information from patients
and their carers about symptoms, functional
status and health-related quality of life. In England,
NHS healthcare providers are required to collect
patient-reported outcome measures for four common
elective surgery procedures: hip replacements,
knee replacements, groin hernias and varicose
veins. When used appropriately, patient-reported
outcome measures are a strong determinant of
quality clinical outcomes, and their use in Australia
for monitoring outcomes of some interventions
should be promoted.'+®
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Australian initiatives

The information in this chapter complements national
work presently underway. This includes the Australian
Institute of Health and Welfare’s (AIHW) reporting

of Australian hospital data. In particular, the AIHW
published Australian hospital statistics 2013—14.
Elective surgery waiting times in 2014.16

The Commission has formed an expert advisory
group on knee pain that is identifying strategies to
detect and address unwarranted variation in the
management of knee pain.

The Australian and New Zealand Hip Fracture Registry
Steering Group has developed the Australian and New
Zealand Guideline for Hip Fracture Care — Improving
Outcomes in Hip Fracture Management of Adults."”

The Commission and other organisations are
exploring the implementation of a national best-
practice pricing approach for hip fracture care

in public hospitals. Best-practice pricing refers

to purchasing healthcare services for a specific
procedure or intervention at a price that reflects the
elements constituting best practice. Two Australian
states, Western Australia and Queensland, have
implemented state-based hip fracture best-practice
pricing initiatives.

The Commission’s Hip Fracture Care Clinical Care
Standard'® aims to improve the assessment and
management of patients with a hip fracture to optimise
outcomes and reduce their risk of another fracture.
This includes timely assessment and surgery if
needed, and the early initiation of a tailored care plan
aimed at restoring function and minimising the risk

of another fracture.

States and territories are also undertaking activities
to enhance surgical outcomes.

Surgical interventions | 103

13/11/2015 11:49 AM




Surgical interventions

About the data

Data on admissions to hospital include public and
private admissions and are reported by residence
of patient, not location of hospital. Data for cataract
surgery are not based on admission to hospital,

but on services charged to the MBS. The average
length of stay in hospital is reported by hospital, not
by the geographic residence of the patient. Hospital
admission data are obtained from the Admitted
Patient Care National Minimum Data Set.

Data analysis in this chapter presented

data have not been linked to investigate how rates
of hospital admission relate to health outcomes

differences in hospital practice for administrative
care type changes when the classification is
changed from acute to subacute care

difficulty in comparing admissions and average
length of stay for the two hip fracture items.

The two datasets are different because the
hospital admissions item includes data from all
private and public hospitals, whereas the average
length of stay item includes data only from major
and large public hospitals.

challenges including:

e data outliers have been incorporated and,
accordingly, caution should be used when
interpreting the analysis

e variations in small areas may reflect chance
variations and can be influenced by clustering of
high-risk individuals or many repeat events for
some individuals

1 Australian Commission on Safety and Quality in Health Care and Australian Institute of Health and Welfare. Exploring healthcare variation in Australia:
analyses resulting from an OECD study. Sydney: ACSQHGC, 2014.

2 Right Care. The NHS atlas of variation in healthcare: reducing unwarranted variation to increase value and improve quality. London: NHS, 2010

3 Goodney PR, Dzebisashvili N, Goodman DC, Bronner KK. Variation in the care of surgical conditions: spinal stenosis. A Dartmouth atlas of health care
series. Hanover, NH: The Dartmouth Institute for Health Policy and Clinical Practice, 2014.

4 McPherson K, Gon G, Scott M. International Variations in a Selected Number of Surgical Procedures. OECD Health Working Paper, No. 61.Paris:
OECD Publishing, 2013.

5 Goodney PR, Dzebisashvili N, Goodman DC, Bronner KK. Variation in the Care of Surgical Conditions. A Dartmouth Atlas of Health Care Series.
Hanover, NH: The Dartmouth Institute for Health Policy and Clinical Practice; 2014.

6  Organisation for Economic Co-operation and Development. Focus on health: geographic variations in health care: What do we know and what can be
done to improve health system performance? Paris: OECD Publishing, 2014

7 American Academy of Otolaryngology — Head and Neck Surgery Foundation. Clinical practice guideline: tonsillectomy in children. Alexandria, VA: American
Academy of Otolaryngology - Head and Neck Surgery Foundation, 2011.

8 The Dartmouth Institute for Health Policy and Clinical Practice, 2013. The Dartmouth atlas of children’s health care in northern New England.

9  Suleman M, Clark MP, Goldacre M, Burton M, 2010. Exploring the variation in paediatric tonsillectomy rates between English regions: a 5-year NHS and
independent sector data analysis. Clinical Otolaryngology, 35.2;2010;111-17.

10 Health Safety and Quality Commission. Surgical procedures. 2014. (Accessed 8 September 2015 at:
www.hgsc.govt.nz/our-programmes/health-quality-evaluation/projects/atlas-of-healthcare-variation/surgical-procedures).

11 Appleby J, Raleigh V, Frosini F, Bevan G, Gao H, Lyscom T. Variations in health care: the good, the bad and the inexplicable.
London: The King’s Fund 2011.

12 Neuburger J, Currie C, Wakeman R, Tsang C, Plant F, De Stavola B, Cromwell D.A, van der Meulen J, The impact of a national clinician-led audit initiative
on care and mortality after hip fracture in England, 2015, Medical Care 53(8):686-91.

13 Royal College of Physicians. National Hip Fracture Database - National report 2013. United Kingdom: RCP, 2013.

14 NHS England. Patient reported outcome measures (PROMS). 2015.
(Accessed 2 October 2015 at: www.england.nhs.uk/statistics/statistical-work-reas/proms/).

15 Black N. Patient reported outcome measures could help transform healthcare. BMJ. 2013;346.

16 Australian Institute of Health and Welfare. Australian hospital statistics 2013-14: elective surgery waiting times. Health services series no. 56.
Cat. no. HSE 151. Canberra: AIHW, 2014.

17 Australian and New Zealand hip fracture registry steering group. Australian and New Zealand guideline for hip fracture care — improving outcomes in hip
fracture management of adults. Sydney: Australian and New Zealand Hip Fracture Registry Steering Group; 2014.

18 Australian Commission on Safety and Quality in Healthcare. Hip fracture care clinical care standard. ACSQHC, 2015.
(Accessed 8 September 2015 at: www.safetyandquality.gov.au/our-work/clinical-care-standards/hip-fracture-care-clinical-care-standard).
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3.1 Knee arthroscopy

hospital admissions 55 years
and over

Context

This data item examines hospital admissions for knee arthroscopy for
people 55 years and over. Hospital admission data are sourced from
the Admitted Patient Care National Minimum Data Set. This includes
both public and private hospitals. Rates are described as the number of
admissions per 100,000 people. Repeat admissions for one person and
transfers to other hospitals are both counted as separate admissions.

Knee arthroscopy is a surgical technique which is used to treat a

limited number of pathologies in the knee joint. A fibre optic telescope
incorporating a camera is introduced through a small incision. Instruments
can be inserted through other small incisions to assist with some surgical
interventions inside the knee joint.

Systematic reviews of randomised placebo-controlled trials have found
arthroscopy for degenerative knee disease (particularly osteoarthritis)
delivers an inconsequential benefit.! According to recent guidelines,
arthroscopic debridement does not help manage knee osteoarthritis.?

Clinicians should consider the options for managing knee pain only

after comprehensive assessment and clinical examination. Plain X-rays
with standing films are often an appropriate investigation method.
Magnetic resonance imaging (MRI) is often unnecessary. Guidelines exist
for general practitioners on MRI for acute knee injury; however, they are
not helpful for patients with ongoing degenerative knee pain. MRI for
ongoing knee pain can lead to unwarranted expense, over-investigation
and unnecessary treatment.®

Osteoarthritic knee pain management should begin with a comprehensive
discussion between the clinician and patient about weight loss, exercise,
physiotherapy and pharmaceuticals for pain relief. Exercise therapy has
been shown to relieve osteoarthritic knee pain with a moderate to larger
effect than knee arthroscopy.! Despite this, the use of arthroscopic knee
surgery has not decreased in recent years.*

Consumer understanding of the diagnosis and treatment options for
osteoarthritic knee pain varies. Cartilage tears in the knee are common

in the normal ageing process.® A number of international patient decision
aids are available on treatment options for osteoarthritis, but they are yet
to be validated in Australian clinical settings.
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Knee arthroscopy hospital admissions

55 years and over

Health services are beginning to prioritise use of
patient-reported outcome measures, but in relation
to knee arthroscopy, these are not coordinated

or contained in clinical registries around Australia.
Emerging evidence also suggests that people who
attend an orthopaedic surgery triage clinic, run by
advanced scope physiotherapists, are satisfied with
good health outcomes with these clinics."8

The Commission has formed an expert advisory
group on knee pain that is identifying strategies to
detect and address unwarranted variation in the
management of knee pain.

Magnitude of variation

In 2012-13, there were 33,682 knee arthroscopy
admissions to hospital, representing 560 admissions
per 100,000 people aged 55 years and over

(the Australian rate).

The number of knee arthroscopy admissions to
hospital across 304 local areas (SA3s) ranged from
185 to 1,319 per 100,000 people aged 55 years

and over. The number of admissions was 7.1 times
higher in the area with the highest rate compared to
the area with the lowest rate. The average number
of admissions varied across states and territories,
from 264 per 100,000 people aged 55 years and
over in the Australian Capital Territory, to 980 in
South Australia.

After excluding the highest and lowest results, the
knee arthroscopy hospital admission rate across the
290 remaining local areas was 4.2 times higher in
one local area compared to another.

Hospital admission rates for knee arthroscopy tended
to be higher in inner and outer regional areas than in
major cities. There was a trend towards rates rising
with increasing socioeconomic status in major cities
and inner regional areas. However, in outer regional
and remote areas, this socioeconomic correlation
was reversed.

Interpretation

Potential reasons for the variation include
differences in:

¢ clinicians adopting evidence-based practice in
clinical decision making

e rates of private health insurance cover and the
accessibility of private hospitals — about 80 per
cent of admissions for knee arthroscopies are
in the private sector

e the occurrence of risk factors for knee problems,
including obesity and occupational injuries®

® access to imaging and alternatives to
surgery such as physiotherapy for people
in remote locations

e rates of repeat procedures for one person,
which are counted in the data.

To explore this variation, further analysis could
focus on:

* investigating repeat knee arthroscopies, rates
of MRI that progress to knee arthroscopy and
rates of knee arthroscopy that progress to
knee replacements

e the influence of the private and public sectors
on rates of knee arthroscopy.

*There are 333 SA3s. For this item, data were suppressed for 29 SA3s. This is because of confidentiality requirements given the small numbers of admissions in

these areas.
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Figure 29: Number of knee arthroscopy admissions to hospital per 100,000 people aged 55 years
and over, age standardised, by local area, 2012-13
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Knee arthroscopy hospital admissions 55 years and over, by local area (each circle represents an area)
Local area State Rate Admissions Local area State Rate Admissions
Fairfield NSW 185 87 Bunbury WA 1,319 347
Auburn NSW 186 29 Yorke Peninsula  SA 1,306 140
Tuggeranong ACT 201 42 Eyre Peninsula and South West  SA 1,251 209
Southern Highlands NSW 211 37 Campbelitown  SA 1,217 180
Merrylands - Guildford NSW 212 70 Serpentine - Jarrahdale WA 1,151 50
Marrickville - Sydenham - Petersham NSW 212 24 Norwood - Payneham - St Peters  SA 1,123 115
Woden ACT 231 22
Maryborough Qld 249 42
S J
Notes:

Rates are standardised based on the age structure of the Australian population in 2001.

State/territory and national rates are based on the total number of admissions and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).
Includes all public hospitals, private hospitals and day hospital facilities.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Knee arthroscopy hospital admissions
55 years and over

Figure 30: Number of knee arthroscopy admissions to hospital per 100,000 people aged 55 years and
over, age standardised, by local area, 2012-13
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of knee arthroscopy admissions to hospital across 304 local areas (SA3s) ranged from 185 to
1,319 per 100,000 people aged 55 years and over. The number of admissions was 7.1 times higher in the area
with the highest rate compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Knee arthroscopy hospital admissions
55 years and over

Figure 31: Number of knee arthroscopy admissions to hospital per 100,000 people aged 55 years and
over, age standardised, by local area, state and territory, 2012-13
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 32: Number of knee arthroscopy admissions to hospital per 100,000 people aged 55 years and
over, age standardised, by local area, remoteness and socioeconomic status (SES), 2012-13
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
Australian Atlas of Healthcare Variation Surgical interventions | 111

SAQ201_04_Chapter3_v6.indd 111 13/11/2015 11:50 AM



Knee arthroscopy hospital admissions
55 years and over

Resources

e Arthritis Australia. My Joint Pain.
Available at: www.myjointpain.org.au.

e Arthritis Australia. Available at:
www.arthritisaustralia.com.au.

e Australian Orthopaedic Society and Australian
Knee Society. Position statement from the
Australian Knee Society on Arthroscopic Surgery
of the Knee, with particular reference to the
presence of osteoarthritis. 2014. Available at:
www.aoa.org.au/docs/default-source/
subspecialties/aks-aoa-position-statement-on-
arthroscopic-surgery-of-the-knee.pdf?sfvrsn=2.

1 Thorlund JB, Juhl CB, Roos EM, Lohmander LS. Arthroscopic surgery for degenerative knee: systematic review and meta-analysis of benefits and harms.
BMJ. 2015;350.

2 Australian Orthopaedic Association. Position statement from the Australian Knee Society on Arthroscopic Surgery of the Knee, with particular reference
to the presence of osteoarthritis. Sydney: AOA, 2014

3  Bohensky M, Sundararajan V, Andrianopolous N, de Steiger R, Bucknill A, Kondogiannis CM, et al. Trends in elective knee arthroscopies in a
population-based cohort, 2000-2009. MJA 2012;197(7):399-403.

4 Harris IA, Madan NS, Naylor JM, Chong S, Mittal R, Jalaludin BB. Trends in knee arthroscopy and subsequent arthroplasty in an Australian population:
a retrospective cohort study. BMC Musculoskeletal Disorders. 2013;14:143.

5 Buchbinder R, Harris IA, Sprowson A. Management of degenerative meniscal tears and the role of surgery. BMJ 2015;350.

6 Hattam P, Smeatham A. Evaluation of an orthopaedic screening service in primary care. Clinical performance and quality health care 1999;7:121-4.

7 Oldmeadow LB, Bedi HS, Burch HT, Smith JS, Leahy ES, Goldwasser M. Experienced physiotherapists as gatekeepers to hospital orthopaedic outpatient
care. MJA 2007;186(12):625-8.

8 Burn D, Beeson E. Orthopaedic triage: cost effectiveness, diagnostic/surgical and management rates. Clinical Governance: An International
Journal 2014;19(2).

9  Blagojevic M, Jinks C, Jeffery A, Jordan KP. Risk factors for onset of osteoarthritis of the knee in older adults: a systematic review and meta-analysis.
Osteoarthritis Cartilage 2010;18:24-33.
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3.2 Cataract surgery
40 years and over

Context

This data item examines cataract surgery rates for people 40 years
and over. Data for cataract surgery is counted as services charged to
the MBS, which is private cataract surgery performed in either a public
or private hospital.

Cataract surgery is one of the most common operations performed

in Australia. A cataract is the clouding of the eye’s clear lens and is a
very common cause of visual loss. Among Australians aged 55 and
over, cataract is the primary cause of visual impairment in 40 per cent
of cases.! The two most common presenting symptoms are reduced
visual function and sensitivity to glare. The most common risk factor for
cataracts is age. Diabetes, smoking and exposure to ultraviolet light also
increase the risk.

The presence of a cataract does not necessarily indicate the need for
surgery. In the very initial stages, symptoms may improve with new
glasses, brighter lighting or magnifying lenses. Surgery is indicated

when reduced vision affects the patient’s daily functioning. However, the
preferences of the surgeon or patient may affect the decision on whether
and when to perform surgery. Surgery involves replacing the cloudy lens
with a clear, permanent, artificial lens.

This item analyses data only on MBS item number 42702, which
captures the lens extraction and insertion of the artificial lens in a single
surgery. Where extraction and insertion cannot be done in the same
operation, separate MBS items are used, which are not included in
these data. This analysis also does not include publicly funded cataract
surgery performed in public hospitals. It is known that cataract surgery
performed in public hospitals and not funded by the MBS accounts for
about 50 per cent of cataract procedures in the Northern Territory and
Australian Capital Territory, 38 per cent in Western Australia and South
Australia, 30 per cent in New South Wales? and Victoria, 12 per cent in
Queensland and 11 per cent in Tasmania.®
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Cataract surgery 40 years and over

Magnitude of variation

In 2013-14, there were 160,489 MBS-funded
services for cataract surgery, representing 1,436
services per 100,000 people aged 40 years and
over (the Australian rate).

The number of MBS-funded services for cataract
surgery across 320 local areas (SA3s) ranged from
357 to 2,555 per 100,000 people aged 40 years and
over. The number of services was 7.2 times higher in
the area with the highest rate compared to the area
with the lowest rate. The average number of services
varied across states and territories, from 1,132 per
100,000 people aged 40 years and over in the
Northern Territory, to 1,685 in Queensland.

After excluding the highest and lowest results,

the cataract surgery rate across the 298 remaining
local areas was 2.8 times higher in one local area
compared to another.

As the rate of cataract surgery decreased,
remoteness increased. Generally rates were lowest in
areas of low socioeconomic status and increased in
areas with higher socioeconomic status.

Interpretation

Potential reasons for the variation include
differences in:

* risk factors for cataracts

e levels of private health insurance, and access
to specialists and private hospitals (noting that
the data are limited to procedures funded by
the MBS)

e rates of private health insurance and levels
of access to private hospitals among some
population groups. For example, Aboriginal
and Torres Strait Islander peoples have low
rates of private health insurance and reduced
access to private hospitals. In NSW, 80 per
cent of Indigenous cataract surgery patients are
public patients, compared with 28 per cent of
non-Indigenous patients?

e availability of specialists in rural and
remote locations

* the decision making criteria of patients and
specialists about the level of acuity that indicates
the need for surgery

e government policies, whereby governments
purchase the services of private providers in
private hospitals for public patients.

To explore this variation, further analysis could
focus on:

e examining data on publically funded cataract
surgery, including waiting times and the number
of people operated on within 90 days of booking

e the influence of the private and public sectors
on rates of cataract surgery

e waiting times for surgery for Indigenous people
to determine the extent of any under-servicing of
this population

e data linkage to investigate whether issues such as
access to care are lengthening the time between
first and second eye surgeries, which has been
shown to influence the risk of falls

e determining the visual acuity of patients at the
time of cataract surgery to establish whether
variation is due to different thresholds for surgery.

*There are 333 SA3s. For this item, data were suppressed for 13 SA3s. This is because of confidentiality requirements given the small numbers of services in

these areas.
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Figure 33: Number of MBS-funded services for cataract surgery per 100,000 people aged
40 years and over, age standardised, by local area, 2013-14
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Local area State Rate Services Local area State Rate Services
Pilbara WA 357 43 Lake Macquarie - East NSW 2,555 1,924
Alice Springs  NT 438 43 Newcastle NSW 2,241 1,928
Gascoyne WA 484 22 Brisbane Inner - West  Qld 2,232 388
Mid North  SA 492 94 Centenary QId 2,220 324
Grampians  Vic 564 248 Lake Macquarie - West NSW 2,212 1,057
Eyre Peninsula and South West SA 593 192 Hills District  QId 2,189 587
Broken Hill and Far West NSW 596 84 South Perth WA 2,178 436
Outback - North and East SA 608 76 Darwin City NT 2,144 157
Goldfields WA 652 67 Hobart - North East Tas 2,143 645
Esperance WA 660 54 Nundah Qld 2,104 318
Murray and Mallee SA 679 300
Kimberley WA 683 57
S J
Notes:

Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of services and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).

MBS statistics exclude services provided free of charge to public patients in hospitals, to Department of Veterans’ Affairs beneficiaries, some patients under
compensation arrangements and through other publicly funded programs. SA3 analysis excludes approximately 115 services from GPO postcodes 2001, 2124,
3001, 4001, 5001, 6843 but these data are included in state/territory and national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Cataract surgery 40 years and over

Figure 34: Number of MBS-funded services for cataract surgery per 100,000 people aged 40 years and
over, age standardised, by local area, 2013-14
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and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of MBS-funded services for cataract surgery across 320 local areas (SA3s) ranged from 357 to 2,555
per 100,000 people aged 40 years and over. The number of services was 7.2 times higher in the area with the
highest rate compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Cataract surgery 40 years and over

Figure 35: Number of MBS-funded services for cataract surgery per 100,000 people aged 40 years and
over, age standardised, by local area, state and territory, 2013-14
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Figure 36: Number of MBS-funded services for cataract surgery per 100,000 people aged 40 years and
over, age standardised, by local area, remoteness and socioeconomic status (SES), 2013-14
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Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Cataract surgery 40 years and over

Resources

American Academy of Ophthalmology Cataract
and Anterior Segment Panel. American Academy
of Ophthalmology. Preferred Practice Pattern®
guidelines. Cataract in the Adult Eye. 2011.
Available at: www.aao.org/ppp.

Royal College of Ophthalmologists.

Cataract Surgery Guidelines. 2010.

Available at: www.rcophth.ac.uk/wp-content/
uploads/2014/12/2010-SCI-069-Cataract-
Surgery-Guidelines-2010-SEPTEMBER-2010.pdf.

Australian Institute of Health and Welfare.

Eye health in Australia: A hospital perspective.
2008. Available at: www.aihw.gov.au/WorkArea/
DownloadAsset.aspx?id=6442459888.

—_

120

Australian Institute of Health and Welfare. Vision problems among older Australians. Bulletin no. 27. Canberra: AIHW, 2005.

Randall DA, Reinten T, Maher L, Lujic S, Stewart J, Keay L, Leyland AH, Jorm LR. Disparities in cataract surgery between Aboriginal and non-Aboriginal
people in New South Wales, Australia. Clinical and Experimental Ophthalmology 2014;42(7):629-36.

Australian Institute of Health and Welfare Australian hospital statistics 2011-12. Health services series no. 50. Cat. no. HSE 134. Canberra: AIHW, 2013.

| Australian Commission on Safety and Quality in Health Care

SAQ201_04_Chapter3_v6.indd 120

13/11/2015 11:50 AM


http://www.aao.org/ppp
http://www.rcophth.ac.uk/wp-content/uploads/2014/12/2010-SCI-069-Cataract-Surgery-Guidelines-2010-SEPTEMBER
http://www.rcophth.ac.uk/wp-content/uploads/2014/12/2010-SCI-069-Cataract-Surgery-Guidelines-2010-SEPTEMBER
http://www.rcophth.ac.uk/wp-content/uploads/2014/12/2010-SCI-069-Cataract-Surgery-Guidelines-2010-SEPTEMBER
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=6442459888
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=6442459888

3.3 Lumbar spine surgery
hospital admissions
18 years and over

Context

This data item examines hospital admissions for lumbar spine surgery
for people 18 years and over. Hospital admission data are sourced from
the Admitted Patient Care National Minimum Data Set. This includes
both public and private hospitals. Rates are described as the number of
admissions per 100,000 people. Repeat admissions for one person and
transfers to other hospitals are both counted as separate admissions.

Lumbar spine surgery refers to any type of surgery in the lumbar spine
or lower back. Most admissions for back surgery are for people aged
45 years and over.! Two common procedures are decompression

and fusion.

Lumbar spine decompression (often termed ‘laminectomy’) is undertaken
to relieve pain caused by nerve root pressure, usually caused by a
herniated disc or spinal stenosis. It may involve removal of any or a
combination of, herniated disc material, bone, thickened ligaments and
arthritic facet joints in order to free trapped nerves. The indications for
decompression surgery are well developed and accepted.?

Lumbar spine fusion surgery is performed to stabilise the spine,
sometimes in combination with decompression surgery. It is also
performed for painful degenerative conditions, deformity (scoliosis and
spondylolisthesis) and trauma. Despite the increasing rate of fusion
surgery, insufficient evidence is available to support its use for painful
degenerative back conditions.?

Spinal surgery is usually the last resort in the treatment of back
problems. Most back problems are managed non-operatively by
general practitioners, physiotherapists and other primary care

health professionals.
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Lumbar spine surgery hospital admissions

18 years and over

Magnitude of variation

From 2010-11 to 2012-13, there were 17,305 lumbar
spine surgery admissions to hospital on average per
annum, representing 96 admissions per 100,000
people aged 18 years and over (the Australian rate).

The estimated annual number of lumbar spine surgery
admissions to hospital across 322* local areas

(SA3s) ranged from 36 to 173 per 100,000 people
aged 18 years and over. The number of admissions
was 4.8 times higher in the area with the highest

rate compared to the area with the lowest rate.

The estimated annual average number of admissions
varied across states and territories, from 60 per
100,000 people aged 18 years and over in the
Australian Capital Territory, to 113 in Tasmania.

After excluding the highest and lowest results, the
lumbar spine surgery hospital admission rate across
the 297 remaining local areas was 2.3 times higher
in one local area compared to another.

Rates of admission for lumbar spine surgery were
higher in inner regional areas than in major cities or
outer regional areas, and lowest in remote areas.

In major cities, inner regional areas and remote areas,
rates increased with increasing socioeconomic status,
but this socioeconomic correlation was not present

in outer regional areas.

Interpretation

Potential reasons for the variation include
differences in:

e clinicians adopting evidence-based practice
in clinical decision making

e rates of private health insurance and access to
private hospitals. Most lumbar spine surgery is
performed in private hospitals.® Under-servicing
in the public sector and over-servicing in the
private sector could contribute to variation®

e patient and doctor preferences, particularly
relating to lumbar spine fusion surgery

e the presence of risk factors for back pain
such as obesity*

e the incidence and prevalence of back injury
and back pain.

No obvious explanation exists for the higher admission
rates in regional centres compared to major cities,

and it is not possible to state how much variation is
unwarranted. In addition, it is unclear whether the
considerably higher rates in some states correlate
with the higher rates in regional centres in those states
or whether they are due to other factors.

To explore this variation, further analysis could
focus on:

¢ identifying the reasons for the higher rates in
regional centres

e accessing data that distinguishes between fusion
and decompression surgery to help determine
the extent to which variation represents clinician
preferences, particularly relating to fusion surgery

¢ the influence of the private and public sectors
on rates of lumbar spine surgery

e potential under-servicing of people without
private health insurance. Data on waiting times
for public outpatient clinic appointments, the
waiting-list time for an operation once seen,
and the indications for and type of surgery
performed in the public hospital system would
be useful in this regard. This data would also
need to be compared with that for people with
private insurance

e the relationship between higher rates of surgery
and access to non-surgical forms of treatment
such as physiotherapy and pain clinics.

*There are 333 SA3s. For this item, data were suppressed for 11 SA3s. This is because of confidentiality requirements given the small numbers of admissions in

these areas.
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Figure 37: Estimated annual number of lumbar spine surgery admissions to hospital per 100,000
people aged 18 years and over, age standardised, by local area, 2010-11 to 2012-13
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Lumbar spine surgery hospital admissions 18 years and over, by local area (each circle represents an area)
Local area State Rate Admissions Local area State Rate Admissions
Far North  Qld 36 8 Hobart - North East Tas 173 75
Alice Springs  NT 39 11 Wollondilly NSW 172 51
North Canberra  ACT 42 15 Camden NSW 170 65
Kimberley WA 49 11 Brighton Tas 167 20
Qutback - North and East  SA 50 12 Dural - Wisemans Ferry NSW 161 33
Weston Creek  ACT 52 11 Eastern Suburbs - North  NSW 159 167
Dandenong  Vic 53 74 Serpentine - Jarrahdale WA 157 22
South Canberra ACT 53 11 Southern Highlands NSW 147 67
Katherine  NT 53 8 Hobart - South and West Tas 145 38
Gungahlin = ACT 54 16 Richmond - Windsor NSW 143 38
Piloara WA 55 29 Sorell - Dodges Ferry Tas 142 18
Port Adelaide - East  SA 56 28
Maribyrmong  Vic 58 32
Port Adelaide - West  SA 59 28
S J
Notes:
Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of admissions and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).
Includes all public hospitals, private hospitals and day hospital facilities.
The rate and number of admissions is the average per annum over three years.
For more technical information please refer to the Technical Supplement.
Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Sets from 2010-11 to 2012-13
(data supplied 09/04/2014) and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Lumbar spine surgery hospital admissions
18 years and over

Figure 38: Estimated annual number of lumbar spine surgery admissions to hospital per 100,000 people
aged 18 years and over, age standardised, by local area, 2010-11 to 2012-13
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Sets from 2010-11 to 2012-13
(data supplied 09/04/2014) and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The estimated annual number of lumbar spine surgery admissions to hospital across 322 local areas (SA3s)
ranged from 36 to 173 per 100,000 people aged 18 years and over. The number of admissions was 4.8 times
higher in the area with the highest rate compared to the area with the lowest rate.

. SUNSHINE
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Sets from 2010-11 to 201213
(data supplied 09/04/2014) and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Lumbar spine surgery hospital admissions
18 years and over

Figure 39: Estimated annual number of lumbar spine surgery admissions to hospital per 100,000 people
aged 18 years and over, age standardised, by local area, state and territory, 2010-11 to 2012-13
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Sets from 2010-11 to 2012-13
(data supplied 09/04/2014) and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.

126 | Australian Commission on Safety and Quality in Health Care

SAQ201_04_Chapter3_v6.indd 126 13/11/2015 11:50 AM



Figure 40: Estimated annual number of lumbar spine surgery admissions to hospital per 100,000 people
aged 18 years and over, age standardised, by local area, remoteness and socioeconomic status
(SES), 2010-11 to 201213
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Rates are standardised based on the age structure of the Australian population in 2001.
The national rate is based on the total number of admissions and people in Australia.
Average rates are based on the total number of admissions and people in the local areas within each group.
Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Sets from 2010-11 to 2012-13
(data supplied 09/04/2014) and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Lumbar spine surgery hospital admissions

18 years and over

Resources

e North American Spine Society. Evidence-Based
Clinical Guidelines for Multidisciplinary
Spine Care — Diagnosis and Treatment of
Degenerative Lumbar Spinal Stenosis. 2011.
Available at: www.spine.org/Documents/
ResearchClinicalCare/Guidelines/
LumbarStenosis.pdf.

e North American Spine Society. Evidence-based
Clinical Guidelines for Multidisciplinary
Spine Care — Diagnosis and Treatment of
Degenerative Lumbar Spondylolisthesis.
2014. Available at: www.spine.org/
Documents/ResearchClinicalCare/Guidelines/
Spondylolisthesis.pdf.

North American Spine Society. Evidence-Based
Clinical Guidelines for Multidisciplinary Spine
Care — Diagnosis and Treatment of Lumbar
Disc Herniation with Radiculopathy. 2012.
Available at: www.spine.org/Portals/0/
Documents/ResearchClinicalCare/Guidelines/
LumbarDiscHerniation.pdf.

1 Australian Institute of Health and Welfare. What role do hospitals play in treating back problems? 2015. (Accessed 6 October 2015 at:

www.aihw.gov.au/back-problems/treatment-by-hospitals/).

2 Gibson JN, Grant IC, Waddell G. The Cochrane review of surgery for lumbar disc prolapse and degenerative lumbar spondylosis. Spine 24.17.

1999;1820-32.

3 Harris IA, Dao ATT. Trends of spinal fusion surgery in Australia: 1997 to 2006. ANZJS. 2009;79(11):783-8.
4 Shiri R, Karppinen J, Leino-Arjas P, Solovieva S, Viikari-Juntura E. The association between obesity and low back pain: a meta-analysis. AJE.

2010;171(2):135-54.
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3.4 Radical prostatectomy
hospital admissions 40 years

and over

Context

This data item examines hospital admission for radical prostatectomy in
men aged 40 years and over. Hospital admission data are sourced from
the Admitted Patient Care National Minimum Data Set. This includes
both public and private hospitals. Rates are described as the number of
admissions per 100,000 people. Repeat admissions for one person and
transfers to other hospitals are both counted as separate admissions.

Radical prostatectomy is a treatment option for prostate cancer.

The prostate is an organ that is part of the male reproductive system.

It is located immediately below the bladder and just in front of the bowel.
Its main function is to produce fluid that protects and enriches sperm.

Prostate cancer is the most commonly diagnosed cancer in Australia.

It is the fourth leading cause of death among Australian males' and the
second leading cause of male cancer death.! The strongest risk factors
for prostate cancer are age and genetic or family history. Prostate cancer
in men is rare under the age of 50.2

Radical prostatectomy involves removing the prostate gland and the
seminal vesicles, which are small glands located immediately above

the prostate that produce seminal fluid. Three other evidence-based
approaches to management of prostate cancer are active surveillance,
radiotherapy and androgen deprivation therapy. These are both clinically
valid management options for prostate cancer, reporting similar 10-year
survival rates to radical prostatectomy.®#

Radical prostatectomy is indicated for men who:
e have localised prostate cancer
e are fit for surgery

have a life expectancy of greater than seven years.
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Radical prostatectomy hospital admissions

40 years and over

Magnitude of variation

In 201213, there were 8,496 radical prostatectomy
admissions to hospital, representing 150 admissions
per 100,000 men aged 40 years and over

(the Australian rate).

The number of radical prostatectomy admissions

to hospital across 82* local areas (SA4s) ranged
from 69 to 282 per 100,000 men aged 40 years

and over. The number of admissions was 4.1 times
higher in the area with the highest rate compared to
the area with the lowest rate. The average number
of admissions varied across states and territories,
from 64 per 100,000 men aged 40 years and over
in the Northern Territory, to 211 in the Australian
Capital Territory.

After excluding the highest and lowest results, the
radical prostatectomy hospital admission rate across
the 67 remaining local areas was 2.2 times higher in
one local area compared to another.

Interpretation

The number of radical prostatectomies was relatively
small, even at the SA4 level, increasing the likelihood
that chance fluctuations might influence the
observed variation.

Potential reasons for the variation include
differences in:

e rates of surgical versus non-surgical
management options

e ability to access specialist surgical urological
services in some locations, particularly in
regional and rural areas, where rates of radical
prostatectomy are estimated to be 29 per cent
lower than in the capital cities®

e the availability of radiation therapy services,
leading to referrals for this treatment modality
rather than surgery

¢ the uptake of routine prostate examination and
prostate-specific antigen testing. Reduced rates
of radical prostatectomy are observed among
men from socioeconomically disadvantaged
backgrounds; those whose access to services
may be compromised by geography; and those
without private health insurance’.®

To explore this variation, further analysis could
focus on:

e exploring opportunities for linkage of cancer
registration data with data for hospital admissions
and outpatient treatment to enable analysis
of variations for radical prostatectomy surgery
and radiation therapy for prostate cancer’

e more detailed data mapping within smaller
geographical areas (such as inner and outer
regions of major cities or regional areas within
each state) and analysis of the split between
public and private admissions to develop a more
comprehensive understanding of local variation.

*There are 88 SA4s. For this item, data were suppressed for 6 SA4s. This is because of confidentiality requirements given the small numbers of admissions in

these areas.
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Figure 41: Number of radical prostatectomy admissions to hospital per 100,000 men aged
40 years and over, age standardised, by local area, 2012-13
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Radical prostatectomy hospital admissions 40 years and over, by local area (each circle represents an area)
Local area State Rate Admissions Local area State Rate Admissions
Western Australia - Outback WA 69 36 New England and North West NSW 282 157
Adelaide - North ~ SA 73 68 Sydney - Baulkham Hills and Hawkesbury NSW 265 154
Barossa - Yorke - Mid North ~ SA 79 27 Brisbane Inner City Qld 239 109
Adelaide - West  SA 85 48 Sydney - Sutherland  NSW 238 132
Latrobe - Gippsland  Vic 86 77 Riverina  NSW 230 95
Warrnambool and South West  Vic 86 31
Melbourne - West  Vic 87 118
Bendigo  Vic 94 41
Ballarat  Vic 95 41
Geelon Vic 96 68
N 9 J
Notes:
Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of admissions and men in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 4 (SA4).
Includes all public hospitals, private hospitals and day hospital facilities.
For more technical information please refer to the Technical Supplement.
Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Radical prostatectomy hospital admissions
40 years and over

Figure 42: Number of radical prostatectomy admissions to hospital per 100,000 men aged 40 years and
over, age standardised, by local area, 2012-13

For this item, local area
refers to an ABS standard
geographic region known as a
Statistical Area Level 4 (SA4)
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 43: Number of radical prostatectomy admissions to hospital per 100,000 men aged 40 years and
over, age standardised, by local area, state and territory, 2012-13
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*The overall rate for the Northern Territory is lower than the minimum published SA4 rate as it includes the SA4 rates for Darwin and Outback Northern Territory
that have been suppressed due to the small numbers of admissions in these areas.

Notes:
Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of admissions and men in the geographic area.

Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Radical prostatectomy hospital admissions
40 years and over

Resources

e Prostate Cancer Foundation of Australia and e Australian Institute of Health and Welfare.
Cancer Council Australia. Clinical Practice Prostate cancer in Australia. Cancer series no. 79.
Guidelines: PSA Testing and Early Management 2013. Available at: www.aihw.gov.au/WorkArea/
of Test-Detected Prostate Cancer (consultation DownloadAsset.aspx?id=60129545133.
draft 2015). Available at: www.prostate.org.
au/media/418708/PSA-Testing-Draft-Clinical- e Victorian Prostate Cancer Clinical Registry.
Practice-Guidelines.pdf. Five-Year Report. 2015. Available at:

http://pcr.registry.org.au/Files/Annual%20

e National Institute for Health and Care Excellence. Reports/Vic%20PCR%20Five%20Year%20

Prostate Cancer: diagnosis and treatment. Report.pdf.

Clinical Guideline. 2014. Available at: www.nice.
org.uk/guidance/cg175/resources/guidance-
prostate-cancer-diagnosis-and-treatment-pdf

—_

Australian Institute of Health and Welfare. Prostate cancer in Australia. Cancer series no. 79. Cat. no. CAN 76. Canberra: AIHW, 2013.

2 Alam N, You H, Banks C, Baker D, Bishop J. Prostate cancer in New South Wales. Sydney: Cancer Institute NSW, 2009.

3 Boorjian SA, Karnes RJ, Viterbo R, Rangel LJ, et al. Long-term survival after radical prostatectomy versus external-beam radiotherapy for patients
with high-risk prostate cancer. Cancer. 2011;117(13):2883-91.

4 KilotzL, Zhang L, Lam A, Nam R, et al. Clinical results of long-term follow-up of a large, active surveillance cohort with localized prostate cancer.
JC0.2010;28(1):126-31.

5  Coory MD, Baade PD. Urban-rural differences in prostate cancer mortality, radical prostatectomy and prostate-specific antigen testing in Australia.
MJA. 2005;182(3):112-15.

6 Hall SE, Holman CAJ, Wisniewski ZS, Semmens J. Prostate cancer: socio-economic, geographical and private-health insurance effects on care and
survival. BJU International. 2005;95(1):51-8.

7 Evans S, Millar J, Wood J, Davis |, Bolton D, Giles G, Frydenberg M, Frauman A, Costello A, McNeil J. The Prostate Cancer Registry: monitoring patterns

and quality of care for men diagnosed with prostate cancer. BJU International, 2013;111,(4b)158-166.
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3.5 Hysterectomy and

endometrial ablation
hospital admissions

Context

This data item examines hospital admissions for hysterectomy and
endometrial ablation for women 40 years and over. Hospital admission
data are sourced from the Admitted Patient Care National Minimum Data
Set. This includes both public and private hospitals. Rates are described
as the number of admissions per 100,000 people. Repeat admissions
for one person and transfers to other hospitals are both counted as
separate admissions.

Hysterectomy and endometrial ablation are surgical procedures used to
treat heavy menstrual bleeding.

Hysterectomy is an operation in which the uterus (womb) is removed.

In some cases, the ovaries and/or fallopian tubes are also removed.
Common indications for hysterectomy include heavy menstrual bleeding,
fibroids and uterine prolapse. Less common indications include

chronic pelvic pain, severe endometriosis, endometrial hyperplasia

and endometrial cancer. A hysterectomy can be undertaken through
abdominal, vaginal or laparoscopic surgery.

Endometrial ablation is a surgical procedure to permanently remove the
lining of the uterus, commonly via electrical or thermal (heat) ablation.

It is used to treat abnormally heavy menstrual bleeding (menorrhagia),
which is commonly caused by hormonal disorders (frequently termed
dysfunctional uterine bleeding). Endometrial ablation is less suitable if the
bleeding is caused by larger uterine fibroids. Endometrial ablation may
be performed where non-surgical treatments, for example, hormonal
medications, non-steroidal anti-inflammatory medications or hormone-
releasing intrauterine devices have not been effective.

Both endometrial ablation and hysterectomy are effective for treating
heavy menstrual bleeding. While hysterectomy is associated with a
longer operating time, a longer recovery period and higher rates of
post-operative complications, it offers permanent relief from heavy
menstrual bleeding.

A hormone-releasing intrauterine device can be an effective alternative
to hysterectomy and endometrial ablation for heavy menstrual bleeding.
However, for women who have large fibroids, the hormone-releasing

intrauterine device is much less likely to be effective.
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Hysterectomy and endometrial ablation

hospital admissions

Magnitude of variation

In 201213, there were 34,181 hysterectomy and
endometrial ablation admissions to hospital,
representing 297 admissions per 100,000 women
(the Australian rate).

The number of hysterectomy and endometrial
ablation admissions to hospital across 315* local
areas (SA3s) ranged from 131 to 687 per 100,000
women. The number of admissions was 5.2 times
higher in the area with the highest rate compared to
the area with the lowest rate. The average number of
admissions varied across states and territories, from
225 per 100,000 women in the Northern Territory,

to 349 in Western Australia.

After excluding the highest and lowest results, the
hysterectomy and endometrial ablation hospital
admission rate across the 296 remaining local areas
was 3.3 times higher in one local area compared
to another.

Admission rates for endometrial ablation or
hysterectomy were markedly higher in inner and
outer regional areas than in major cities or in remote
areas. There was no clear link between rates and
socioeconomic status.

Interpretation

Potential reasons for the variation include
differences in:

e the criteria used by doctors when deciding what
treatment to recommend

e use of the hormone-releasing intrauterine device
by general practitioners and specialists

e decision-making criteria of clinicians and patients
in assessing the need for hysterectomy and
endometrial ablation

* availability of specialists, who may regard travel
to very remote areas as a significant barrier.

To explore this variation, further analysis could
focus on:

e separating the data for ablation and hysterectomy
to review the variation for each procedure

e opportunities for data linkage to map admission
data against rates of dispensing for hormone-
releasing intrauterine devices to determine
whether lower use can be linked to higher rates
of endometrial ablation and hysterectomy

e the influence of the private and public sectors
on rates of ablation and hysterectomy.

*There are 333 SA3s. For this item, data were suppressed for 18 SA3s. This is because of confidentiality requirements given the small numbers of admissions in

these areas.
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Figure 44: Number of hysterectomy and endometrial ablation admissions to hospital per 100,000
women, age standardised, by local area, 2012-13
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Local area State Rate Admissions Local area State Rate Admissions
Melbourne City  Vic 131 49 Latrobe Valley  Vic 687 240
Sydney Inner City NSW 137 99 Burnie - Ulverstone Tas 589 137
Darebin - South  Vic 144 39 Goldfields WA 577 116
Yarra Vic 146 56 Maryborough - Pyrenees  Vic 553 65
Maribyrmong ~ Vic 147 54 Manjimup WA 545 60
Port Phillip  Vic 149 73 Loddon - Elmore  Vic 541 28
Carlingford NSW 149 52 Mid North  SA 535 65
Serpentine - Jarrahdale WA 527 54
Taree - Gloucester NSW 527 130
Grampians Vic 513 145
Bunbury WA 511 260
Kempsey - Nambucca NSW 504 112
S J
Notes:

Rates are standardised based on the age structure of the Australian population in 2001.

State/territory and national rates are based on the total number of admissions and women in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).
Includes all public hospitals, private hospitals and day hospital facilities.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Hysterectomy and endometrial ablation
hospital admissions

Figure 45: Number of hysterectomy and endometrial ablation admissions to hospital per 100,000 women,
age standardised, by local area, 2012-13
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of hysterectomy and endometrial ablation admissions to hospital across 315 local areas (SA3s)
ranged from 131 to 687 per 100,000 women. The number of admissions was 5.2 times higher in the area with
the highest rate compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Hysterectomy and endometrial ablation
hospital admissions

Figure 46: Number of hysterectomy and endometrial ablation admissions to hospital per 100,000 women,
age standardised, by local area, state and territory, 2012-13
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 47: Number of hysterectomy and endometrial ablation admissions to hospital per 100,000 women,
age standardised, by local area, remoteness and socioeconomic status (SES), 2012-13
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Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Hysterectomy and endometrial ablation

hospital admissions

Resources

e American College of Obstetricians and
Gynecologists — Committee on Gynecological
Practice. Management of Acute Abnormal
Uterine Bleeding in Non-Pregnant Reproductive
Aged Women. 2013. Available at:
www.acog.org/-/media/Committee-Opinions/
Committee-on-Gynecologic-Practice/co557.
pdf?dmc=1&ts=20150713T0336418910.

¢ Royal College of Obstetricians and
Gynaecologists. Standards for Gynaecology:
Report of a Working Party. 2008. Available at:
www.rcog.org.uk/globalassets/documents/
guidelines/wprgynstandards2008.pdf.

Royal College of Obstetricians and
Gynaecologists. National Heavy Menstrual
Bleeding Audit: A national audit to assess patient
outcomes and experiences of care for women
with heavy menstrual bleeding in England and
Wales. 2011. Available at: www.rcog.org.uk/
globalassets/documents/guidelines/research-
-audit/nationalhmbaudit_1stannualreport_
may2011_generalpublicsummary.pdf.

1 Fergusson RJ, Lethaby A, Shepperd S, Farquhar C. Endometrial resection and ablation versus hysterectomy for heavy menstrual bleeding.

Cochrane Database of Systematic Reviews. 2013;Issue 11.
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3.6 Tonsillectomy
hospital admissions
17 years and under

Context

This data item examines hospital admissions for tonsillectomy for children
aged 17 years and under. Hospital admission data are sourced from

the Admitted Patient Care National Minimum Data Set. This includes
both public and private hospitals. Rates are described as the number of
admissions per 100,000 people. Repeat admissions for one person and
transfers to other hospitals are both counted as separate admissions.

Tonsillectomy is a surgical procedure to remove the tonsils (palatine
tonsils), which are soft tissue masses on each side at the back of
the throat.

Tonsils are prone to inflammation and enlargement that can lead to
tonsillitis. In some children, significant enlargement of the tonsils may
cause breathing problems or sleep apnoea.

International evidence-based guidelines recommend that watchful waiting
is more appropriate than tonsillectomy for children with mild sore throats.

The indications for tonsillectomy in children and young people include?:
e frequent recurring bouts of acute tonsillitis

e peritonsillar abscess

e suspected tumour or abnormality

e frequent ear infections associated with tonsillitis and/or
adenoid infection

upper airway obstruction in children with obstructive sleep apnoea

failing to thrive because of difficulty in swallowing.
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Tonsillectomy hospital admissions 17 years

and under

Magnitude of variation

In 2012-13, there were 38,575 tonsillectomy
admissions to hospital, representing 724 admissions
per 100,000 people aged 17 years and under

(the Australian rate).

The number of tonsillectomy admissions to hospital
across 315* local areas (SA3s) ranged from 254 to
1,640 per 100,000 people aged 17 years and under.
The number of admissions was 6.5 times higher

in the area with the highest rate compared to the
area with the lowest rate. The average number of
admissions varied across states and territories, from
388 per 100,000 people aged 17 years and under
in the Northern Territory, to 898 in South Australia.

After excluding the highest and lowest results, the
tonsillectomy hospital admission rate across the
290 remaining local areas was 3.0 times higher in
one local area compared to another.

There was no pattern in the admission rates for
tonsillectomy and socioeconomic status. Rates were
highest in inner regional areas and lowest in

remote areas.

Interpretation

Potential reasons for the variation include
differences in:

e private health insurance status and the
accessibility of private hospitals, where most
tonsillectomies are undertaken

e the availability of ear nose and throat surgeons,
which varies across states and territories and
is lower in remote areas

* public hospital elective surgery waiting times for
tonsillectomy. Recent figures suggest the average
waiting time for tonsillectomy in a public hospital
is about 14 weeks?®

¢ the decision-making criteria of individuals and

specialists in assessing the need for tonsillectomy.

To explore this variation, further analysis could
focus on:

¢ the influence of the private and public sectors
on rates of tonsillectomy

e examining data on public hospital tonsillectomy,
including waiting times for surgery, as it may
show unequal access for those without private
health cover.

*There are 333 SA3s. For this item, data were suppressed for 18 SA3s. This is because of confidentiality requirements given the small numbers of admissions in

these areas.
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Figure 48: Number of tonsillectomy admissions to hospital per 100,000 people aged 17 years and
under, age standardised, by local area, 2012-13
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Tonsillectomy hospital admissions 17 years and under, by local area (each circle represents an area)
Local area State Rate Admissions Local area State Rate Admissions
Tablelands (East) - Kuranda Qld 254 25 Glenelg - Southern Grampians ~ Vic 1,640 127
FarNorth  Qld 279 26 Wodonga - Alpine  Vic 1,537 247
Alice Springs  NT 313 34 Limestone Coast SA 1,528 232
Hobart - South and West  Tas 332 27 Warrnambool - Otway Ranges Vic 1,477 301
Maribymong  Vic 345 56 Albury NSW 1,466 205
Yarra Vic 351 43 Griffith - Murrumbidgee (West) NSW 1,335 171
Stonnington - West  Vic 364 26 Ballarat Vic 1,335 319
Melbourne City Vic 374 35 Tumut - Tumbarumba NSW 1,328 46
Hobart Inner Tas 384 34 Maryborough - Pyrenees  Vic 1,289 65
Mount Druitt NSW 385 126 Grampians Vic 1,243 159
Richmond Valley - Coastal NSW 388 64 Mid North  SA 1,236 77
Sunnybank Qld 397 43 Wellington  Vic 1,200 115
Devonport Tas 399 42
S J
Notes:

Rates are standardised based on the age structure of the Australian population in 2001.

State/territory and national rates are based on the total number of admissions and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).
Includes all public hospitals, private hospitals and day hospital facilities.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.

Australian Atlas of Healthcare Variation Surgical interventions | 145

SAQ201_04_Chapter3_v6.indd 145 13/11/2015 11:50 AM



Tonsillectomy hospital admissions 17 years
and under

Figure 49: Number of tonsillectomy admissions to hospital per 100,000 people aged 17 years and under,
age standardised, by local area, 2012-13
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of tonsillectomy admissions to hospital across 315 local areas (SA3s) ranged from 254 to 1,640 per
100,000 people aged 17 years and under. The number of admissions was 6.5 times higher in the area with the
highest rate compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Tonsillectomy hospital admissions 17 years
and under

Figure 50: Number of tonsillectomy admissions to hospital per 100,000 people aged 17 years and under,
age standardised, by local area, state and territory, 2012-13
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Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of admissions and people in the geographic area.

Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 51: Number of tonsillectomy admissions to hospital per 100,000 people aged 17 years and under,
age standardised, by local area, remoteness and socioeconomic status (SES), 2012-13
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Tonsillectomy hospital admissions 17 years
and under

Resources

e Paediatrics & Child Health Division of the Royal
Australasian College of Physicians and the
Australian Society of Otolaryngology, Head and
Neck Surgery. Indications for Tonsillectomy and
Adenotonsillectomy in Children — A joint position
paper. 2008. Available at: www.kidshealth.org.
nz/sites/kidshealth/files/pdfs/Final_approved_
Tonsillectomy_document-3.pdf.

e National Institute for Health and Care Excellence.
Commissioning guide: Tonsillectomy. 2013.
Available at: www.rcseng.ac.uk/healthcare-
bodies/docs/published-guides/tonsillectomy.

1 Scottish Intercollegiate Guidelines Network. Management of sore throat and indications for tonsillectomy. A national clinical guideline. Edinburgh:
SIGN, 2010.

2 Paediatrics & Child Health Division of the Royal Australasian College of Physicians and The Australian Society of Otolaryngology, Head and Neck Surgery.
Indications for Tonsillectomy and Adenotonsillectomy in Children — A joint position paper. Sydney: RACP, ASOHNS, 2008.

3 Australian Institute of Health and Welfare. Australia’s hospitals 2013-14: at a glance. Health services Series no. 61. Cat. no. HSE 157. Canberra:
AIHW, 2015.
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3.7 Myringotomy hospital
admissions 17 years
and under

Context

This data item examines hospital admissions for myringotomy for children
aged 17 years and under. Hospital admission data are sourced from

the Admitted Patient Care National Minimum Data Set. This includes
both public and private hospitals. Rates are described as the number of
admissions per 100,000 people. Repeat admissions for one person and
transfers to other hospitals are both counted as separate admissions.

Myringotomy is a surgical intervention used to treat otitis media, which

is inflammation and infection of the middle ear. Otitis media with effusion
(fluid in the middle ear space) is a common condition of early childhood
and can cause hearing impairment. It is usually transient and self-limiting
over several weeks, but may be more persistent and lead to educational,
language and behavioural problems.

In most instances of uncomplicated otitis media with effusion, no
intervention is needed because the fluid clears spontaneously and hearing
recovers. Children experiencing recurrent symptoms may undergo
surgical intervention. This involves a small incision into a membrane in

the ear to release fluid (myringotomy), and/or the insertion of ventilation
tubes (grommets) to assist with drainage.

Surgical intervention should be considered for children:

e with persistent bilateral otitis media with effusion for more than three
months with a moderate to severe conductive hearing loss

e who are at increased risk of speech, language or learning problems
from otitis media because of baseline sensory, physical, cognitive
or behavioural factors.’
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Myringotomy hospital admissions 17 years

and under

Magnitude of variation

In 201213, there were 34,065 myringotomy
admissions to hospital, representing 621 admissions
per 100,000 people aged 17 years and under

(the Australian rate).

The number of myringotomy admissions to hospital
across 308" local areas (SA3s) ranged from 205 to
1,398 per 100,000 people aged 17 years and under.
The number of admissions was 6.8 times higher

in the area with the highest rate compared to the
area with the lowest rate. The average number of
admissions varied across states and territories, from
384 per 100,000 people aged 17 years and under in
the Northern Territory, to 1,046 in South Australia.

After excluding the highest and lowest results, the
myringotomy hospital admission rate across the
281 remaining local areas was 3.3 times higher in
one local area compared to another.

There was a correlation between higher rates of
myringotomies and higher socioeconomic status.
This was seen in metropolitan, inner regional and
remote areas, but was reversed in outer regional
areas, which also had lower rates of surgery than
other remote categories.

Interpretation

Potential reasons for the variation include
differences in:

¢ the influence of the private and public sectors
on rates of myringotomy

e the distribution of Indigenous people and
their access to targeted ear health services.
Despite more cases of otitis media in Aboriginal
and Torres Strait Islander peoples, rates of
myringotomy in Indigenous children aged
under four are about one-third lower than in
non-Indigenous children in NSW2

* public hospital elective surgery waiting times
for myringotomy.®

To explore the variation in admissions, further analysis
could focus on:

¢ the influence of the private and public sectors
on rates of myringotomy admissions

¢ the rates of admission for Indigenous children.

*There are 333 SA3s. For this item, data were suppressed for 25 SA3s. This is because of confidentiality requirements given the small numbers of admissions in

these areas.
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Figure 52: Number of myringotomy admissions to hospital per 100,000 people aged 17 years and
under, age standardised, by local area, 2012-13
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Local area State Rate Admissions Local area State Rate Admissions
Alice Springs  NT 205 24 Onkaparinga SA 1,398 554
Auburn  NSW 238 52 Lower North  SA 1,348 71
Fairfield NSW 245 110 Mitcham SA 1,309 176
Melbourne City  Vic 245 31 Tea Tree Gully SA 1,277 258
Mount Druitt NSW 254 85 Gawler - Two Wells  SA 1,263 97
Merrylands - Guildford NSW 261 108 Holdfast Bay SA 1,253 65
Dandenong Vic 265 109 Unley SA 1,208 94
Brimbank Vic 275 121 Adelaide Hils SA 1,197 200
Inverell - Tenterfield NSW 275 25 Kimberley WA 1,156 131
Sunnybank Qld 279 32 Barossa SA 1,149 91
Armidale NSW 281 24 Marion SA 1,128 209
Tullamarine - Broadmeadows  Vic 287 118 FarNorth Qid 1,094 112
Blacktown NSW 288 102 Warringah  NSW 1,054 413
Parramatta NSW 296 108
S J
Notes:
Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of admissions and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).
Includes all public hospitals, private hospitals and day hospital facilities.
For more technical information please refer to the Technical Supplement.
Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Myringotomy hospital admissions 17 years
and under

Figure 53: Number of myringotomy admissions to hospital per 100,000 people aged 17 years and under,
age standardised, by local area, 2012-13
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of myringotomy admissions to hospital across 308 local areas (SA3s) ranged from 205 to 1,398 per
100,000 people aged 17 years and under. The number of admissions was 6.8 times higher in the area with the
highest rate compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Myringotomy hospital admissions 17 years
and under

Figure 54: Number of myringotomy admissions to hospital per 100,000 people aged 17 years and under,
age standardised, by local area, state and territory, 2012-13
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Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 55: Number of myringotomy admissions to hospital per 100,000 people aged 17 years and under,
age standardised, by local area, remoteness and socioeconomic status (SES), 2012-13
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Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Myringotomy hospital admissions 17 years
and under

Resources

e National Institute for Health and Care Excellence.
Surgical management of otitis media with
effusion in children. 2008. Available at:
www.nice.org.uk/guidance/cg60/resources/
guidance-surgical-management-of-otitis-media-
with-effusion-in-children-pdf.

e Darwin Otitis Guidelines Group.
Recommendations for Clinical Care Guidelines
on the Management of Otitis Media in Aboriginal
and Torres Strait Islander Populations. 2010.
Available at: www.healthinfonet.ecu.edu.au/
uploads/docs/OM-Guidelines.pdf

1 Rosenfeld RM, Schwartz SR, Pynnonen MA, Tunkel DE Hussey HM, Fichera JS, et al. Clinical practice guideline: Tympanostomy tubes in children.
Otolaryngology Head and Neck Surgery. 2013; 149 (1. Suppl): S1-S35. July 2013.

2 Falster K, Randall D, Banks E, Eades S, Gunasekera H, Reath J, et al. Inequalities in ventilation tube insertion procedures between Aboriginal and
non-Aboriginal children in New South Wales, Australia: a data linkage study. BMJ Open. 2013;3(11):e003807.

3 Australian Institute of Health and Welfare. Australian hospital statistics 2012—13: elective surgery waiting times. Cat. No. HSE 140. Health services series

no. 51.Canberra: AIHW, 2013.
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3.8 Hip fracture hospital

admissions 65 years and over

Context

This data item examines hospital admissions for hip fracture for people
aged 65 years and over. Hospital admission data are sourced from the
Admitted Patient Care National Minimum Data Set. This includes both
public and private hospitals. Rates are described as the number of
admissions per 100,000 people. Repeat admissions for one person and
transfers between hospitals are both counted as separate admissions.

A hip fracture is a break occurring at the top of the thigh bone (femur), near
the pelvis. The rate of hip fracture increases significantly after the age of
50. In Australia, 91 per cent of hip fractures occur in people aged over 65!

The vast majority of hip fractures are associated with falls.? The major
risk factors for falls are impaired balance and mobility, use of multiple
medicines (polypharmacy)® and a history of previous falls. Decreased
bone strength — due to osteoporosis, for example — increases the risk of
fracture among people who fall.

As the Australian population ages, the incidence of fragility fractures is
rising. Fragility fractures have characteristic fracture patterns and most
hip fractures are associated with osteoporosis or osteopenia. Although
a fragility fracture provides an important opportunity for secondary
prevention of osteoporosis, most patients are not being investigated.

The Commission has developed a Clinical Care Standard* for acute
hip fracture care. This is an important national strategy to improve the
timely assessment and management of patients with a hip fracture.
The standard aims to optimise outcomes for hip fracture patients and
reduce their risk of another fracture.

Strategies put in place by hospitals and other health services are likely to
be contributing to a decrease in the rate of hip fracture in older people.
These include falls prevention programs, balance and strength training, and
promoting the appropriate use of medicines for osteoporosis (for example,
bisphosphonates).5® However, the total number of people admitted to
hospital with hip fractures is expected to increase annually as the Australian
population continues to age.”® In addition, the rate of hip fracture among
Aboriginal and Torres Strait Islander people is higher and increasing.
Indigenous men are twice as likely to fracture their hip as non-Indigenous
men. Indigenous women also have an increased risk of hip fracture.®™©
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Hip fracture hospital admissions 65 years and over

Accurately counting the rate of hip fractures in
Australia brings many challenges. This data shows
acute admission rates to hospital for hip fracture.
There is potential over-counting of cases, which

may artificially inflate the rate of admissions. This is
because some patients are transferred from one
hospital to another. If the length of stay of the acute
admission was less than 48 hours, the admission was
removed from analysis. However, some patients who
stay in hospital for more than 48 hours and are then
transferred may be counted more than once in the
rate (that is, multiple admissions could be counted
for one hip fracture).

Eighty four per cent of hospital admissions for hip
fractures in Australia are to public hospitals.®

Magnitude of variation

In 2012—13, there were 21,502 hip fracture admissions
to hospital, representing 610 admissions per 100,000
people aged 65 years and over (the Australian rate).

The number of hip fracture admissions to hospital
across 87* local areas (SA4s) ranged from 484 to
787 per 100,000 people aged 65 years and over.
The number of admissions was 1.6 times higher

in the area with the highest rate compared to the
area with the lowest rate. The average number of
admissions varied across states and territories, from
533 per 100,000 people aged 65 years and over

in Tasmania, to 727 in the Northern Territory.

After excluding the highest and lowest results, the
hip fracture hospital admission rate across the

79 remaining local areas was 1.5 times higher in
one local area compared to another.

Interpretation

Potential reasons for the variation include
differences in:

issues with potential over-counting due
to transfers, as described earlier

distribution of people with a higher risk of hip
fracture, such as people in aged-care facilities
who may be more frail

levels of access to and participation in
community-based falls prevention programs

prescribing and uptake of medicines for
osteoporosis (for example, bisphosphonates).

To explore this variation, further analysis could
focus on:

investigating the over-counting of hip fracture
admissions due to patient transfers from
one hospital to another for acute care

investigating hip fracture admission rates for
both acute and subacute episodes of care

using PBS data to investigate regional variations
in prescribing bisphosphonates.

*There are 88 SA4s. For this item, data were suppressed for 1 SA4. This is because of confidentiality requirements given the small numbers of admissions in

this area.
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Figure 56: Number of hip fracture admissions to hospital per 100,000 people aged 65 years and
over, age standardised, by local area, 2012-13
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refers to an ABS standard
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Hip fracture hospital admissions 65 years and over, by local area (each circle represents an area)
Local area State Rate Admissions Local area State Rate Admissions
Melbourne - North East  Vic 484 322 Central West NSW 787 293
South Australia - South East SA 487 192 Darwin  NT 785 55
Townsvile Qld 783 213
Far West and Orana NSW 777 167
Coffs Harbour - Grafton  NSW 769 219
L Sydney - Outer West and Blue Mountains NSW 769 272 )
Notes:
The cohort for this item is different to the cohort used for the Hip fracture average length of stay item. Refer to the Technical Supplement for details.
Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of admissions and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 4 (SA4).
Includes all public hospitals, private hospitals and day hospital facilities.
For more technical information please refer to the Technical Supplement.
Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Hip fracture hospital admissions 65 years and over

Figure 57: Number of hip fracture admissions to hospital per 100,000 people aged 65 years and over,
age standardised, by local area, 2012-13

For this item, local area
refers to an ABS standard
geographic region known as a
Statistical Area Level 4 (SA4)
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Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 58: Number of hip fracture admissions to hospital per 100,000 people aged 65 years and over,
age standardised, by local area, state and territory, 2012-13

&3
787 677 783 656 725 589 785 -

—— Highest rate

-+~ State/territory 645 574 628 552 599 533 727 546
—— Lowest rate 545 484 546 487 540 511 637 -
No. admissions 7,822 5211 3,971 1,717 1,901 478 80 238
800 — Central West
- Tov!r;s_vllle Dimln
E ®
®
750 ® Western Australia
- Outback
) ’ - R
700 — L4 &
Latrobe - Gippsland
4 -®- South Australia
' ® - Outback
: @® ; -
%507 Q o
] . % Northern
1610 _____® ______&_______ ®------- g’________Q_____[____t____IeLri_to_r- _____________
—| Australia : H aunceston Outback
600 reﬁe o ® . [ ) _.' and Ng.rt_h East utbac
- & =+ . |
° . ¢ Y
550 — i &= . _’_ ‘-
Sydney - @ Toowoomba Bunb — Australian
g Baulkham : unbury Capital Territory
Hills and ' ) and —8—
500 Hawkesbury ; Western Australia
- Wheat Belt Hobart
@& -o-
b Melbourne - South Australia
North East - South East
450 —
400 —~
s N
| For this item, local area refers to an ABS standard geographic region known as a Statistical Area Level 4 (SA4) /\
-
s N
The size of each circle represents the number of — % " e 0
admissions in each local area 20 100 200 300 400
N J

Notes:
Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of admissions and people in the geographic area.

Sources: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Hip fracture hospital admissions 65 years and over

Resources

Australian and New Zealand Hip Fracture
Registry Steering Group. Australian and New
Zealand guideline for hip fracture care: improving
outcomes in hip fracture management of adults.
2014. Available at: www.anzhfr.org/images/
resources/Guidelines/ANZ%20Guideline%20
for%20Hip%20Fracture%20Care.pdf.

Royal Australian College of General Practitioners.
Clinical guideline for the prevention and treatment
of osteoporosis in postmenopausal women

and older men. 2010. Available at: www.racgp.
org.au/download/documents/Guidelines/
Musculoskeletal/racgp_osteo_guideline.pdf.

Joanna Briggs Institute. Interventions to reduce
the incidence of falls in older adult patients in
acute care hospitals. Best Practice: evidence-
based information sheets for health professionals.
2010;14(15):1-4. Available at: http://connect.
jbiconnectplus.org/ViewSourceFile.aspx?0=5394.

Australian Commission on Safety and Quality
in Health Care. National Safety and Quality
Health Service Standard 10: Preventing Falls
and Harm from Falls. 2012. Available from:
www.safetyandquality.gov.au/wp-content/
uploads/2012/10/Standard10_Oct_2012_WEB.
pdf

—

7
8

9

164

Kreisfeld R, Newson R. Hip fracture injuries. In: NSU Briefing. Adelaide: AIHW National Injury Surveillance Unit, 2006.
Hindmarsh DM, Hayen A, Finch CF, Close JCT. Relative survival after hospitalisation for hip fracture in older people in New South Wales, Australia.

Osteoporosis Int 2009;20:221-9.

Ambrose AF, Paul G, Hausdorff JM. Risk factors for falls among older adults: a review of the literature. Maturitas 2013;75(1);51-61.

Australian Commission on Safety and Quality in Health Care. Hip Fracture Care Clinical Care Standard. 2015. (Accessed 8 September 2015 at
www.safetyandquality.gov.au/our-work/clinical-care-standards/hip-fracture-care-clinical-care-standard).

Crisp A, Dixon T, Jones G, Cumming RG, Laslett LL, Bhatia K, et al. Declining incidence of osteoporotic hip fracture in Australia. Arch Osteoporosis

2012;7:179-85.

Gillespie LD, Robertson MC, Gillespie WJ, Sherrington C, Gates S, Clemson LM, et al. Interventions for preventing falls in older people living in the

community. Cochrane Database Syst Rev 2012.

Boufous S, Finch CF, Lord S. Incidence of hip fracture in New South Wales: are our efforts having an effect? MJA 2004;180:623-6.
Australian and New Zealand Hip Fracture Registry Steering Group. Australian and New Zealand guideline for hip fracture care: improving outcomes in

hip fracture management of adults. Sydney: ANZHFR Steering Group, 2014.

Australian Institute of Health and Welfare. The problem of osteoporotic hip fracture in Australia. Bulletin no. 76. Cat. no. AUS 121. Canberra: AIHW, 2010.
10 Wong YYE, Flicker L, Draper G, Lai MMY, Waldron N. Hip fractures among Indigenous people in Western Australia from 1999-2009. IMJ 2012.
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3.9 Hip fracture average
length of stay in hospital

by peer group — 65 years
and over

Context

This data item examines the average length of acute stay in hospital for
people aged 65 years and over with a hip fracture. These data are from
the Admitted Patient Care National Minimum Data Set. Data from major
and large public hospitals only are included in this item. Average length
of stay in hospital is reported by hospital, not by geographic residence of
the patient.

Length of stay in hospital is one marker of the quality of care in hip
fracture admissions. It is challenging to measure consistently around
Australia due to differences in hospital administrative admission practices.
Older people with hip fractures have complex medical, social and
rehabilitation needs that may affect their length of stay. Services must be
organised to provide high-quality acute care and to ensure clear referral
pathways for rehabilitation and returning to home or residential care.

The quality of care provided to people who have a hip fracture depends
on a number of factors, including the configuration of orthopaedic and
geriatric services, hospital protocols and processes, and the availability
of allied health services. Quality of care may also be influenced by the
availability of secondary preventive interventions, including osteoporosis
assessment and treatment, and falls prevention strategies.! In the
absence of these services, markers of care quality (including time to
surgery, complication rates, hospital re-admission rates and length of
stay) vary considerably between different hospitals.?

Factors such as patients’ rehabilitation discharge destination and the
presence of complications arising while in hospital contribute to the total
length of stay in hospital after a hip fracture.® Managing hip fractures in
accordance with evidence and guidelines helps ensure optimal care is
delivered and resources are used effectively.*® An audit of compliance
has shown that compliance with guidelines improves patient outcomes,
including mortality rates.® An audit of hip fracture management showed
that the prosthesis selection correlates with patient outcomes, the risk
of complications and varying mortality rates.”

The Commission has developed a Clinical Care Standard?® for acute
hip fracture care. This is an important national strategy to improve the
timely assessment and management of patients with a hip fracture.

The standard aims to optimise outcomes for hip fracture patients and
reduce their risk of another fracture.
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Hip fracture average length of stay in hospital
by peer group — 65 years and over

Additionally, the Independent Hospital Pricing Authority
(IHPA) and the Commission are collaborating to explore
approaches to best-practice pricing in Australian public
hospital services for hip fracture care.®

In comparing admissions and average length of stay
for hip fracture items, the two datasets are different:
the hospital admissions for hip fractures item includes
data from all private and public hospitals, whereas the
average length of stay item includes only data from
major and large public hospitals. Eighty-four per cent
of hospital admissions for hip fractures in Australia
are to public hospitals.!

Magnitude of variation

In 201213, there were 14,744 admissions for hip
fracture patients aged 65 years and over in major
and large public hospitals. This includes hospital
admissions in 99* of the 120 major and large public
hospitals across Australia.

The average length of stay for hip fracture in major
and large public hospitals for patients aged 65 years
and over ranged from 5.3 to 16.9 days. This was

3.2 times higher in the hospital with the longest
average length of stay compared to the hospital

with the shortest. After excluding the highest and
lowest results, the average length of stay across the
85 remaining public hospitals was 2.1 times higher in
one hospital compared to another.

The average length of stay for hip fractures varied
across states and territories, with the longest stays
in the Northern Territory (note: only one Northern
Territory hospital was included in the study — the
Royal Darwin Hospital), New South Wales and
South Australia, and the shortest stays in Western
Australia and Victoria.

While there was variation between hospitals, the
average length of stay for hip fractures tended
to be slightly shorter in regional hospitals than in
metropolitan hospitals.

Across all hospital peer groups (major and large
metropolitan, and major and large regional), the

average acute length of stay for patients with hip
fracture varies more than two-fold.

Interpretation

As described in the previous item, there are limitations
in ensuring the accuracy of hip fracture data analysis
in Australia. They include:

e potential over-counting of cases because some
patients are transferred from one hospital
to another. If the length of stay of the acute
admission was less than 48 hours, the admission
was removed from analysis. However, the patients
who stayed in hospital for more than 48 hours
and were transferred may have been counted
more than once in the rate (that is, multiple
admissions could have been counted for one
hip fracture)

e differences in coding practice between hospitals
when the episode of care is changed from
acute to subacute (for example, rehabilitation).
The acute length of stay reported in this chapter
may vary depending on when the hospital
changes from an acute to subacute episode
of care

e variation in models of care, in particular, access
to surgery, rehabilitation and other subacute
services that affect length of stay. Collaboration
between emergency, anaesthetic, orthopaedic
and geriatric departments is required to deliver
timely and appropriate surgical care

e some hospitals will also have clinical pathways
that facilitate early transfer to subacute
multidisciplinary services, while others offer
onsite rehabilitation.

To explore this variation, further analysis could
focus on:

¢ linking data so that individual patient journeys
can be followed through both acute and
subacute episodes (and hospital transfers,
where this occurs).

*For this item, data were suppressed for 21 hospitals. This is because of confidentiality requirements given the small numbers of admissions in these hospitals.
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Figure 59: Average length of stay for hip fracture patients aged 65 years and over, major and

large public hospitals, 2012-13
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Average Average
length of length of
Hospital State stay (days) Admissions Hospital State stay (days) Admissions
Bairnsdale Vic 5.3 50 Bankstown NSW 16.9 175
Fairfield NSW 5.5 62 Blacktown NSW 16.3 121
Armadale-Kelmscott WA 5.6 26 Royal Darwin NT 15.9 64
Coffs Harbour NSW 5.7 130 Canterbury NSW 15.5 77
Concord NSW 15.5 181
Campbelltown NSW 15.4 103
Townsville Qd 14.6 152
Queen Elizabeth SA 13.6 136
St Vincent’s NSW 13.5 146
Liverpool NSW 13.4 278
N J
Notes:
The cohort for this item is different to the cohort used for the Hip fracture hospital admissions item.
Analysis is restricted to hospitals with at least 10 admissions.
For more technical information please refer to the Technical Supplement.
Source: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014).
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Hip fracture average length of stay in hospital
by peer group — 65 years and over

Figure 60: Average length of stay for hip fracture patients aged 65 years and over, major and large public

hospitals, by peer group, 2012-13
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The peer average is based on the total number of admissions in hospitals within that peer group, restricted to public hospitals with at least 10 admissions.

Source: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014).
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Figure 61: Average length of stay for hip fracture patients aged 65 years and over, major and large public
hospitals, by state and territory, 2012-13
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Source: National Health Performance Authority analysis of Admitted Patient Care National Minimum Data Set 2012-13 (data supplied 09/04/2014).
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Hip fracture average length of stay in hospital
by peer group — 65 years and over

Resources

Australian and New Zealand Hip Fracture Registry

Steering Group. Australian and New Zealand
Guideline for Hip Fracture Care: Improving

Outcomes in Hip Fracture Management of Adults.

2014. Available at: www.anzhfr.org/images/
resources/Guidelines/ANZ%20Guideline%20
for%20Hip%20Fracture%20Care.pdf.

National Institute for Health and Care Excellence.

The management of hip fracture in adults. 2011.
Available at: www.nice.org.uk/guidance/CG124/

Australian Commission on Safety and Quality
in Health Care. Hip Fracture Clinical Care
Standard (in development). Available at
www.safetyandquality.gov.au/ccs.

NSW Agency for Clinical innovation (ACI).
Minimum standards for the management of
hip fracture in the older person. 2014. Available
at: www.aci.health.nsw.gov.au/__data/assets/
pdf_file/0004/222727/Minimum-Standards-for-
the-Management-of-Hip-Fractures.pdf.

chapter/1-Guidance

9

10
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Khan S, Kalra S, Khanna A, Thiruvengada M, Parker M. Timing of surgery for hip fractures: a systematic review of 52 published studies involving
291,413 patients. Injury. 2009;40:693-7.

British Geriatrics Society. The national hip fracture database national report 2012. London: BGS, 2012.

Ireland AW, Kelly PJ, Cumming RG. Total hospital stay for hip fracture: measuring the variations due to pre-fracture residence, rehabilitation,
complications and comorbidities. BMC Health Services Research 2015;15:17.

Mak JCS, Cameron ID, March LM. Evidence-based guidelines for the management of hip fractures in older persons: an update. MJA 2010;vol
192,n0. 1:37-41.

Neuburger J, Currie C, Wakeman R, Tsang C, Plant F, De Stavola B, et al. The impact of a national clinician-led audit initiative on care and mortality after
hip fracture in England 2015; Medical Care 53(8)686—-91.

Hawkes D, Baxter J, Bailey C, Holland G, Ruddlesdin J, Wall A, et al. Improving the care of patients with a hip fracture: a quality improvement report.
BMJ Quality and Safety 2015;24:532-8.

Australian Orthopaedic Association National Joint Replacement Registry.Annual report for hip and knee arthroplasty. Adelaide: AOA, 2013
Australian Commission on Safety and Quality in Health Care. Hip fracture care clinical care standard. 2015. (Accessed 8 September 2015, at
www.safetyandquality.gov.au/our-work/clinical-care-standards/hip-fracture-care-clinical-care-standard).

Australian Commission on Safety and Quality in Health Care. Joint working party of the Commission and the Independent Hospital Pricing Authority.
ACSQHC 2015. (Accessed 8 September 2015, at: www.safetyandquality.gov.au/national-priorities/jwp-acsghc-ihpa).

Australian Institute of Health and Welfare. The problem of osteoporotic hip fracture in Australia. Bulletin no. 76, Cat. no. AUS 121. Canberra: AIHW, 2010.
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Chapter 4

Interventions for mental health and

At a glance

Almost half of the Australian population aged 16 to
85 will experience mental illness at some point in
their life.

General practitioners prepared more than 950,000
mental health treatment plans in 2013-14.

The number of services for the preparation of
treatment plans in the area with the highest rate
was 21 times that of the area with the lowest rate,
and 3.5 times when the highest and lowest areas
were excluded.

The greatest variation was shown in dispensing
of prescriptions for psychotropic medicines for
children and young people 17 years and undet.
More than 500,000 prescriptions for attention
deficit hyperactivity disorder (ADHD) medicines
were dispensed in Australia in 2013-14. The
number of prescriptions in the area with the
highest rate was 75 times more than in the area
with the lowest rate. New South Wales had the
highest average rate of dispensing out of all the
states and territories, and had eight of the 12 local
areas with the highest rates. Variation in rates
of dispensing of antidepressant medicines and
antipsychotic medicines to children and young
people also varied greatly. Some local areas in
New South Wales and Queensland had high
dispensing rates across the three medicines for
people 17 years and under.
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psychotropic medicines

Overall, large numbers of antidepressant w
medicines were dispensed in Australia. In 2013-14,
nearly 15 million Pharmaceutical Benefits Scheme
(PBS) prescriptions for antidepressants were
dispensed to people aged 18 to 64. In addition,
more than 400,000 prescriptions were dispensed
to children and young adults, and more than

6.5 million prescriptions were dispensed to people
aged 65 and over. Considerable variation is seen
from area to area in the dispensing rates for
prescriptions for antidepressants.

High volumes of anxiolytic and antipsychotic
prescriptions were also dispensed to Australian
adults, with large variation from area to area.
Rates were particularly high for people aged
65 and over, and warrant scrutiny, particularly
given the variation in anticholinesterase
medicines dispensed for this age group which
is highlighted in Chapter 6.

More than 900,000 prescriptions for antipsychotic
medicines were dispensed for people aged 65
and over. The number of prescriptions was seven
times higher in the area with the highest rate
compared to the area with the lowest rate, and
nearly 2.5 times when the highest and lowest
areas were excluded. High and inappropriate
prescribing of antipsychotic medicines has been
documented in older people.
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Interventions for mental health and

psychotropic medicines

Recommendations

4a. The Commission refers the atlas findings on
dispensing of mental health and psychotropic
medications to the National Mental Health
Commission for its recommendations on
psychotropic drug prescribing including:

i.  use of psychotropic drugs in people 17 years
and under

ii. mechanisms for working with consumer
groups to increase awareness of appropriate
prescribing of antidepressant and anxiolytic
medicines, as well as the benefits of
non-pharmacological treatments.

4p. Clinicians adhere to current guidelines for treating
behavioural and psychological symptoms in
people with dementia, in particular those on the
use of non-pharmacological strategies, and only
prescribing medicines with demonstrated efficacy
when necessary. Pharmacological treatment
should target only those symptoms or behaviours
that respond to medicines.

4c. The Australian Government Department of Health
undertakes a national education campaign on
the use of antipsychotic medicines for managing
the behavioural and psychological symptoms
of dementia. The campaign should ensure that
clinicians and patients are aware that excessive or
inappropriate use of antipsychotics in people aged
65 years and over has serious adverse effects.

4d. National boards and the Australian Health
Practitioner Regulation Agency consider what
actions could be taken to ensure relevant
registered health practitioners have up-to-date
knowledge of prescribing guidelines for
antipsychotic drugs.

4e. The Australian Government Department of
Health conducts an audit of antipsychotic
medicines prescribing practices in the high outlier
prescribing regions identified in the atlas findings.
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Background

Almost half of Australian adults — nearly 7.3 million
people aged 16 to 85 — will experience a mental
illness at some point in their lifetime. In addition,
almost 600,000 young people aged between four
and 17 are affected by a clinically significant mental
health problem each year.!

Mental illness significantly affects how a person
thinks, behaves and interacts with other people.?

It includes a wide range of conditions and disorders
that vary in impact and severity. Mental illness
results from complex interactions between the mind,
body and environment.

Factors that can contribute to mental illness are:
* long-term and acute stress

¢ biological factors such as genetics, chemistry
and hormones

e use of alcohol and other drugs and substances

e cognitive patterns such as constant negative
thoughts and low self-esteem

e social factors such as isolation, financial
problems, family breakdown or violence

e community stressors, such as natural disasters.®

These factors can be minimised by a strong and
supportive community environment. Good mental
health involves a sense of wellbeing, confidence and
self-esteem. It enables us to fully enjoy and appreciate
other people, our day-to-day life and environment, and
cope with the normal stressors of life. Good mental
health is not merely the absence of mental iliness.
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The effect of mental illness on individuals and families
can be severe and its influence on society is far
reaching.* The economic cost of mental ill health to
Australia is enormous; all up, direct and indirect costs,
lost productivity and related job turnover represent an
estimated $40 billion a year!

In recent years, the dispensing of antidepressants,
antipsychotics and attention deficit hyperactivity
disorder medicines has increased in Australia.5®
General practitioners, psychiatrists and paediatricians
can prescribe these medicines.

Mental health interventions include pharmacological
and non-pharmacological types such as cognitive
and behavioural therapies, as well as psychosocial
support. Pharmacological and non-pharmacological
interventions both have a role to play in managing
mental illness.

Chapter overview
This chapter includes:
e general practitioner mental health treatment plans

e antidepressant medicines dispensing 17 years
and under

e antidepressant medicines dispensing 18-64 years

e antidepressant medicines dispensing 65 years
and over

e anxiolytic medicines dispensing 18-64 years
e anxiolytic medicines dispensing 65 years and over

e antipsychotic medicines dispensing 17 years
and under

e antipsychotic medicines dispensing 18—64 years

e antipsychotic medicines dispensing 65 years
and over

e attention deficit hyperactivity disorder medicines
dispensing 17 years and under.
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International comparisons

The variations apparent in Australian psychotropic
medicine dispensing are similar to those reported
in the United States and New Zealand; for example,
the use of antipsychotic and anxiolytic medicines
by adults in New Zealand increased with age.’

In the United States, the Dartmouth Atlas reported
substantial geographical variation in the dispensing
of psychotropic medicines for children and people
aged under 18.8

Of note is the sheer volume of antidepressant
medicines dispensed in Australia. Nearly 15 million
prescriptions for antidepressant medicines were
dispensed for people aged 18 to 64. Australia
ranks second only to Iceland using the international
standard of comparison: defined daily dose (DDD)
per 1,000 inhabitants per day (DDD/1,000/day).®
For more detail, refer to figure 62.
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Interventions for mental health and
psychotropic medicines

Australian initiatives * the National Review of Mental Health
Programmes and Services,! which assessed how
The information in this chapter complements work efficient and effective mental health programs and
underway to address mental iliness at a national level, services were in enabling individuals (and their
which is described in documents including: families) experiencing mental health problems
e the National Mental Health Strategy,”® a to lead a fulfilling life and engage productively in
commitment by Australian governments to the community
improve the lives of people with mental iliness, e Choosing Wisely Australia,”® an initiative
and to develop mental health programs and established in 2015 and led by Australia’s
services that better address their mental medical colleges and consumer groups to
health needs help practitioners, consumers and healthcare
e the Mental Health Services Report," produced stakeholders start important conversations about
by the Australian Institute of Health and Welfare tests, treatments and procedures if evidence
— it provides the most recent information about shows they provide no benefit or may lead
mental health-related services in Australia to harm
¢ the National Report Card on Mental Health and e the Commission’s forthcoming Delirium Clinical
Suicide Prevention,'? produced by the National Care Standard,"* which will address inappropriate
Mental Health Commission, which provides use of antipsychotic medicines for patients
recommendations to ensure that all Australians with delirium.
achieve the best possible mental health
and wellbeing Significant work to address mental illness is also being

undertaken at state and territory level.

Figure 62: Comparing defined daily dose/1,000/day for antidepressant use in Australia and other
OECD countries
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About the data A number of limitations are implicit in the atlas

data, including:
All data is based on patients’ residential postcodes

rather than where the medicine was dispensed or the
service received. The data represents the number

the information reported includes data outliers,
S0 caution should be exercised when interpreting

of services delivered per 100,000 population, and the analysis

includes repeat services provided for individuals. e data within a small area may reflect chance
variations and can be influenced by a dense

The data regarding medicines to treat mental illness cluster of high-risk individuals, or many repeat

comes from the PBS and shows the number of PBS events for a few individuals

prescriptions dispensed for each class of medicine. e the data has not been analysed to determine how

rates of dispensing relate to health outcomes
The mental health treatment plan data comes from

the Medicare Benefits Schedule (MBS) and shows the
number of MBS plans general practitioners prepared
under the category of general practitioner mental
health treatment plans.

e dispensing from some remote area Aboriginal
Health Services which are not captured in the
PBS, resulting in artificially low rates of dispensing
in many remote communities.

-

National Mental Health Commission. The national review of mental health programmes and services. Sydney: NMHC, 2014.

Australian Government Department of Health and Ageing. What is mental illness? Canberra: Department of Health, 2007.

3 World Health Organization. Mental health in emergencies: Factsheet 383. 2013.

(Accessed 11 September 2015 at: www.who.int/mediacentre/factsheets/fs383/en).

Australian Institute for Health and Welfare. Australia’s health 2014. Australia’s health series no. 14. Cat. no. AUS 178. Canberra: AIHW, 2014.

Karanges EA, Stephenson CP, McGregor IS. 2014. Longitudinal trends in the dispensing of psychotropic medications in Australia from 2009-2012:

focus on children, adolescents and prescriber specialty. ANZJP 2014 Oct;48(10):917-31.

6  Drug Utilisation Sub-Committee. Use of antipsychotics in the middle aged. Canberra: Pharmaceutical Benefits Advisory Committee,
Pharmaceutical Benefits Scheme, 2013.

7 Health Quality & Safety Commission New Zealand. Polypharmacy in older people. 2015. (Accessed 11 September 2015 at:
www.hgsc.govt.nz/our-programmes/health-quality-evaluation/projects/atlas-of-healthcare-variation/polypharmacy-in-older-people).

8 Goodman DC, Morden NE, Ralston SL, Chang CHC, Parker DM, Weinstein SJW. The Dartmouth Atlas of Children’s Health Care in Northern New England.
Lebanon, NH: The Dartmouth Institute for Health Policy & Clinical Practice, 2013.
Organisation for Economic Co-operation and Development. Health at a Glance 2013: OECD Indicators. Paris: OECD Publishing, 2013.

10 Australian Government Department of Health. National mental health strategy. 2014.
(Accessed 11 September 2015 at: www.health.gov.au/internet/main/publishing.nsf/content/mental-strat).

11 Australian Institute of Health and Welfare. Mental health. 2015. (Accessed 11 September 2015 at: www.aihw.gov.au/mental-health).

12 National Mental Health Commission. A contributing life: the 2013 national report card on mental health and suicide prevention. Sydney: NMHC, 2013.

13 National Pharmaceutical Benefits Scheme. Choosing wisely Australia. 2015. (Accessed 11 September 2015 at: www.choosingwisely.org.au).

14 Australian Commission on Safety and Quality in Healthcare. Delirium clinical care standard. 2015.

(Accessed 18 September 2015 at: www.safetyandquality.gov.au/our-work/clinical-care-standards/delirium-clinical-care-standard).
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41 General practitioner
mental health treatment plans

Context

This data item examines the number of mental health treatment plans
prepared by general practitioners. These data are sourced from the MBS
and show the number of plans prepared per 100,000 population.

General practitioners are often the first contact for people needing
mental health support. Reforms in 2006 aimed to increase access to
mental health care by introducing Medicare reimbursement for general
practitioner mental health services. However, debate is ongoing about
the relative importance of mental health treatment plans compared with
other interventions such as referral to specialist services.

Mental health treatment plans provide a structured framework that
general practitioners can use to carry out early intervention, assessment
and management of patients with mental disorders. Importantly, they
also provide referral pathways to other health professionals.?

Preparing a mental health treatment plan involves assessing the patient
and then developing content. An important component of the plan is
follow-up of the treatment, especially for people with depression and
anxiety. If completed as indicated, the plans represent evidence of
clinician concern with, and willingness to address, mental health. That is,
they are a sign of good mental health practice. The plans are the gateway
to access psychological therapy interventions, which evidence suggests
are underused in some communities.® An evaluation of MBS-funded
mental health treatment plans found that treatment rates for Australians
with mental iliness increased as a result. However, it also found that
some groups such as young people aged less than 15 years, men,
people living in rural and remote regions and people living in areas of high
socioeconomic disadvantage are not accessing the services they need.!

The data includes MBS items relating to general practitioner preparation
of mental health treatment plans. They do not include MBS items for
mental health plan reviews or other general practitioner attendance for
mental health, or services provided through the program Access to
Allied Psychological Services.
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General practitioner mental health treatment plans

Magnitude of variation

In 2013-14, there were 965,946 MBS-funded services
for the preparation of mental health treatment plans
by general practitioners, representing 4,260 services
per 100,000 people (the Australian rate).

The number of MBS-funded services for the
preparation of mental health treatment plans by
general practitioners across 325* local areas (SA3s)
ranged from 354 to 7,427 per 100,000 people.

The number of services was 21.0 times higher in
the area with the highest rate compared to the area
with the lowest rate. The average number of services
varied across states and territories, from 1,705 per
100,000 people in the Northern Territory, to 4,769

in Victoria.

After excluding the highest and lowest results,

the rate of services for the preparation of general
practitioner mental health treatment plans across the
302 remaining local areas was 3.5 times higher in
one local area compared to another.

The lowest rates of general practitioner prepared
mental health treatment plans were in remote SA3s

in the Northern Territory, Queensland and Western
Australia. Rates were higher in areas along the east
coast of Australia, and around capital cities, especially
in outer suburbs.

The highest rates of general practitioner prepared
mental health treatment plans were in major cities and
inner regional areas. Rates decreased with increased
distance from urban centres. In major cities and inner
and outer regional areas, rates were lower in areas of
high and low socioeconomic status.

Interpretation

Potential reasons for the variation include
differences in:

e patterns of relative access to general practitioners,
specialist psychiatrists, psychologists, mental
health nurses and allied health professionals

e decision-making criteria between clinicians
and patients about the need for mental health
treatment plans.

To explore this variation, further analysis could
focus on:

e |ongitudinal analysis of the number of new
general practitioner mental health treatment plan
preparations each year (including the proportion
of first-time users)

e patients who had mental health treatment plans
prepared who also received follow-up services
from a general practitioner

e patients who had mental health treatment plans
prepared who also accessed allied psychological
services through the plan (as provided by
appropriately qualified psychologists, social
workers and occupational therapists)®

e comparing the Bettering the Evaluation and
Care of Health (BEACH) data for the number
of people general practitioners see with mental
health problems to determine whether general
practitioners in remote areas treat fewer people
with mental health problems, or if these general
practitioners are just not developing mental
health plans for their patients.

*There are 333 SA3s. For this item, data were suppressed for 8 SA3s. This is because of confidentiality requirements given the small numbers of services in

these areas.
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Figure 63: Number of MBS-funded services for the preparation of mental health treatment plans
by general practitioners per 100,000 people, age standardised, by local area, 2013-14
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GP mental health treatment plans, by local area (each circle represents an area)
Local area State Rate Services Local area State Rate Services

Daly - Tiwi - West Arnhem  NT 354 58 Coffs Harbour NSW 7,427 5,748

East Ammhem  NT 362 61 Richmond Valley - Coastal NSW 7,030 4,966

Katherine  NT 566 121 Nambour - Pomona QId 6,641 3,795

Gascoyne WA 753 68 Frankston Vic 6,602 8,620

Far North  Qld 816 263 Gold Coast Hinterland  Qld 6,522 1,101

Barkly NT 902 62 Baw Baw Vic 6,479 2,751

Outback - South  Qld 970 182 Maroochy QIld 6,479 3,458

Piloara WA 1,156 828 Tweed Valley NSW 6,433 5172

Litchfield NT 1,274 271 Mornington Peninsula  Vic 6,343 8,492

Kimberley WA 1,399 578 Coolangatta QId 6,309 3,196

Esperance WA 1,421 218 Port Macquarie NSW 6,280 4,083

Qutback - North ld 1,648 581
. ! @ J
Notes:

Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of services and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).

MBS statistics exclude services provided free of charge to public patients in hospitals, to Department of Veterans’ Affairs beneficiaries, some patients under
compensation arrangements and through other publicly funded programs.

SAS3 analysis excludes approximately 1,240 services from GPO postcodes 2001, 2124, 3001, 4001, 5001, 6843 but these data are included in state/territory and
national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 201314 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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General practitioner mental health treatment plans

Figure 64: Number of MBS-funded services for the preparation of mental health treatment plans by
general practitioners per 100,000 people, age standardised, by local area, 2013-14
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Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of MBS-funded services for the preparation of mental health treatment plans by general practitioners
across 325 local areas (SA3s) ranged from 354 to 7,427 per 100,000 people. The number of services was
21.0 times higher in the area with the highest rate compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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General practitioner mental health treatment plans

Figure 65: Number of MBS-funded services for the preparation of mental health treatment plans by
general practitioners per 100,000 people, age standardised, by local area, state and territory,

2013-14
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Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of services and people in the geographic area.

Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013—14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 66: Number of MBS-funded services for the preparation of mental health treatment plans by
general practitioners per 100,000 people, age standardised, by local area, remoteness and
socioeconomic status (SES), 2013-14
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Sources: National Health Performance Authority analysis of Department of Human services Medicare Benefits statistics 2013-14 (data supplied 12/08/2014)
and Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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General practitioner mental health treatment plans

Resources

e Australian Institute of Health and Welfare.
Mental health services — in brief 2014.
Cat. no. HSE 154. 2014. Available at:
www.aihw.gov.au/WorkArea/DownloadAsset.
aspx?id=60129549620.

e Meadows GN, Enticott JC, Inder B, Russell
GM, Gurr R. Better access to mental health
care and the failure of the Medicare principle of
universality. The Medical Journal of Australia.
2015;202(4):190-94.

Royal Australian College of General Practice.
The General Practice Mental Health
Standards Collaboration. Available at;
http://www.racgp.org.au/education/gpmhsc/.

1 Pirkis J, Harris M, Hall W, Ftanou M. Evaluation of the better access to psychiatrists, psychologists and general practitioners through the MBS initiative:
summative evaluation. Melbourne: The University of Melbourne Centre for Health Policy, Programs and Economics, 2011.

2 Department of Health. Better access to psychiatrists, psychologists and general practitioners through the MBS (better access) initiative. 2014.
(Accessed 31 August 2015 at: www.health.gov.au/internet/main/publishing.nsf/Content/mental-ba).

3 Dolja-Gore X, Loxton DJ, D’Este CA, Byles JE, Mental health service use: Is there a difference between rural and non-rural women in service uptake?,

Aust. J. Rural Health, 22, 92-100, 2014
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4.2 Antidepressant
medicines dispensing

17 years and under

Context

This data item examines dispensing rates of antidepressant medicines for
people 17 years and under. These data are sourced from the PBS and
relate to the number of prescriptions dispensed per 100,000 people.

Antidepressant medicines are primarily prescribed for anxiety, rather than
depression, in children.

Anxiety- and depression-related disorders are increasingly being
recognised in young people.! Children with an anxiety disorder

may experience persistent and excessive worry; feel restless or on
edge; be easily fatigued or irritable; have difficulty concentrating; or
experience muscle tension, sleep disturbance? or recurrent headaches
and stomach aches.® The anxiety, worry or physical symptoms cause
clinically significant distress or impairment in social or other important
day-to-day functioning.?

Depression tends to be diagnosed more often in adolescents than in
younger children. As well as a depressed mood or loss of interest or
pleasure, children may experience two or more weeks of emotional,
behavioural and cognitive symptoms such as irritability or social
withdrawal; tiredness; change in appetite or weight; vague or unexplained
physical problems; sleeping problems; and difficulty concentrating,
making decisions or remembering information.? Depressive disorders

are thought to affect up to four per cent of Australian children.*

Left untreated, anxiety and depressive disorders can be especially
serious for young people; they can have long-term consequences for
adolescents’ mental health, school engagement and development.
Psychological therapy is the optimal choice for less severe depression®
and anxiety, but for more severe anxiety- and depression-related
disorders, antidepressant or anxiolytic medicines may be considered
in conjunction with psychological therapies.

Within the reported dispensing data, it is not possible to determine
whether these medicines were prescribed for depression or anxiety, or
for other mental health conditions such as obsessive-compulsive disorder.
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Antidepressant medicines dispensing 17 years

and under

Magnitude of variation

In 201314, there were 404,276 PBS prescriptions
dispensed for antidepressant medicines, representing
7,989 prescriptions per 100,000 people aged 17 years
and under (the Australian rate).

The number of PBS prescriptions dispensed for
antidepressant medicines across 324" local areas
(SA3s) ranged from 386 to 16,844 per 100,000
people aged 17 years and under. The number of
prescriptions was 43.6 times higher in the area
with the highest rate compared to the area with the
lowest rate. The average number of prescriptions
dispensed varied across states and territories, from
3,589 per 100,000 people aged 17 years and under
in the Northern Territory, to 10,613 in the Australian
Capital Territory.

After excluding the highest and lowest results, the
antidepressant medicine prescription rate across the
300 remaining local areas was 4.1 times higher in
one local area compared to another.

Dispensing rates were highest in inner regional areas
and lowest in remote communities.

The prescription rate was influenced by
socioeconomic status and geographical remoteness.
In major cities, areas of higher socioeconomic status
had higher prescription rates. The reverse was seen
in inner regional areas, where prescription rates were
highest in areas of low socioeconomic status, and
declined as the socioeconomic status increased.
Socioeconomic trends were less clear in the other
geographical areas.

Interpretation

Potential reasons for the variation include
differences in:

e the proportion of children who are at risk
of depression and anxiety

e cost and supply barriers to accessing
optimal treatment pathways, including
psychosocial interventions®

e prescribing practices, training, knowledge
and attitudes of clinicians

e decision-making criteria of patients and clinicians
about the need for antidepressant medicines

e the affordability and accessibility of mental health
services suitable for young people, including
psychosocial interventions in regional locations

* |ocation of youth correction centres in areas
of higher dispensing.

It is also important to note that the dispensing of
antidepressant medicines in remote areas by some
Aboriginal Health Services is not captured in the PBS.

To explore this variation, further analysis could
focus on:

e the variation in different socioeconomic groups
and geographical locations for antidepressant and
anxiolytic medicine dispensing rates for people
under the age of 18

e the variation in dispensing rates between primary
and specialist care providers

e determining how limited access to mental health
services in regional locations influences the
dispensing rate

e exploring differences between pre- and post-
puberty age groups to determine whether
variations in dispensing rates are seen
throughout childhood and adolescence

e excluding tricyclic antidepressants from this
analysis, as tricyclic antidepressants, notably
amitriptyline, are commonly used in young
children for bed-wetting.

*There are 333 SA3s. For this item, data were suppressed for 9 SA3s. This is because of confidentiality requirements given the small numbers of prescriptions

dispensed in these areas.
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Figure 67: Number of PBS prescriptions dispensed for antidepressant medicines per 100,000
people aged 17 years and under, age standardised, by local area, 2013-14
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Antidepressant medicines dispensing 17 years and under, by local area (each circle represents an area)
Local area State Rate Prescriptions Local area State Rate Prescriptions
Daly - Tiwi - West Arnhem  NT 386 22 Great Lakes NSW 16,844 1,006
Kimberley WA 1,767 158 Taree - Gloucester NSW 15,501 2,001
Katherine NT 1,805 100 Southern Highlands  NSW 14,823 1,676
FarNorth Qid 1,823 146 Maitland NSW 14,546 2,467
Fairfield NSW 2,360 1,092 Wellington  Vic 14,525 1,462
Auburn NSW 2,452 411 Hobart - North West  Tas 14,496 1,671
Gascoyne WA 2,492 48 Bribie - Beachmere Qld 14,244 878
Outback - North  Qld 2,578 200 Wagga Wagga NSW 14,218 3,142
Melbourne City  Vic 2,679 240 Gippsland - East  Vic 14,159 1,312
East Amhem NT 2,737 115 Strathpine  Qld 13,880 1,215
Merrylands - Guildford NSW 2,819 960 Tamworth - Gunnedah NSW 13,829 2,831
Alice Springs  NT 2,845 291
Dandenong Vic 2,899 1,081
S J
Notes:

Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of prescriptions and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).

PBS prescriptions include all medicines dispensed under the PBS or RPBS, including medicines that do not receive a Commonwealth subsidy. They exclude a
large proportion of public hospital drug usage, direct supply to remote Aboriginal Health Services, over-the-counter purchases and private prescriptions.

SAS3 analysis excludes approximately 180 prescriptions from GPO postcodes 2001, 2124, 3001, 4001, 5001, 6843 but these data are included in state/territory
and national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Antidepressant medicines dispensing 17 years
and under

Figure 68: Number of PBS prescriptions dispensed for antidepressant medicines per 100,000 people
aged 17 years and under, age standardised, by local area, 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and

Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of PBS prescriptions dispensed for antidepressant medicines across 324 local areas (SA3s) ranged
from 386 to 16,844 per 100,000 people aged 17 years and under. The number of prescriptions was 43.6 times
higher in the area with the highest rate compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Antidepressant medicines dispensing 17 years
and under

Figure 69: Number of PBS prescriptions dispensed for antidepressant medicines per 100,000 people
aged 17 years and under, age standardised, by local area, state and territory, 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 70: Number of PBS prescriptions dispensed for antidepressant medicines per 100,000 people aged
17 years and under, age standardised, by local area, remoteness and socioeconomic status
(SES), 201314
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Antidepressant medicines dispensing 17 years
and under

Resources

e Beyondblue. Clinical practice guidelines:
Depression in adolescents and young adults.
2010. Available at: www.nhmrc.gov.au/_files_
nhmrc/publications/attachments/ext0007_cp_
guideline_depression_adolescents_young_
beyondblue.pdf.

e American Academy of Child and Adolescent
Psychiatry. Practice Parameter for the
Assessment and Treatment of Children and
Adolescents with Anxiety Disorders. 2007.
Available at: www.jaacap.com/article/S0890-
8567(09)61838-4/pdf.

1 Lawrence D, Johnson S, Hafekost J, Boterhoven de Haan K, Sawyer M, Ainley J et al. The mental health of children and adolescents. Report on the
second Australian child and adolescent survey of mental health and wellbeing. Canberra: Department of Health, 2015.

2 American Psychiatric Association. Diagnostic and statistical manual of mental disorders: DSM-5. Washington, D.C: APA; 2013.

3 Raising Children Network. Pre-teen and teenage depression. 2014. (Accessed 31 August 2015 at:
http://raisingchildren.net.au/articles/depression_teenagers.html/context/1068).

4 Sawyer MG, Arney FM, Baghurst PA, Clark JJ, Graetz BW, Kosky RJ et al. The mental health of young people in Australia. Canberra: Mental Health and
Special Programs Branch, Commonwealth Department of Health and Aged Care, 2000.

5 Beyondblue. Clinical practice guidelines: depression in adolescents and young adults. Melbourne: beyondblue: the national depression initiative, 2010.

6 Spence R, Roberts A, Ariti C, Bardsley M. QualityWatch. Focus on: antidepressant prescribing. Trends in the prescribing of antidepressants in primary
care. Health Foundation and Nuffield Trust 2014.
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http://www.jaacap.com/article/S0890-8567(09)61838-4/pdf
http://raisingchildren.net.au/articles/depression_teenagers.html/context/1068

4.3 Antidepressant medicines
dispensing 18-64 years

Context

This data item examines the dispensing rates of antidepressant medicines
for people aged 18 to 64. These data are sourced from the PBS and
relate to the number of prescriptions dispensed per 100,000 people.

Antidepressants are a class of medicine used to treat depression.
Every year, about one in 25 Australian adults meets the criteria for being
diagnosed with depression.! Clinical depression is a condition that lasts
more than two weeks and can be very disabling, affecting a person’s
emotions, thinking, behaviour and physical wellbeing.? There is no
evidence to suggest that depression increases with age; in fact, severe
depression is less common in adults 65 and over who are living in the
community than in those aged 64 and under.’

Depression is commonly dealt with in the primary care setting. During
201011, it ranked second (after hypertension) among chronic problems
most frequently seen by general practitioners.®

Non-pharmacological interventions are the optimal treatment for milder
forms of depression;? moderate to severe depression is best treated
with a combination of social and psychological interventions and
antidepressant medicines. Some antidepressant medicines can also be
used to treat neuropathic pain and some anxiety disorders.

With effective treatment about half the people with moderate depression
will show great improvement within six to eight weeks. For those whose
depression goes untreated, the duration of their condition varies widely.
Some will get better after several months, some will recover partially, and
others will continue to have longer-term problems. People who have been
prescribed medicine to treat depression usually need to continue taking
this medicine for between six and 24 months.*
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Antidepressant medicines dispensing 18-64 years

Magnitude of variation

In 201314, there were 14,933,534 PBS prescriptions
dispensed for antidepressant medicines, representing
101,239 prescriptions per 100,000 people aged 18 to
64 years (the Australian rate).

The number of PBS prescriptions dispensed for
antidepressant medicines across 325 local areas
(SA3s) ranged from 14,981 to 175,380 per 100,000
people aged 18 to 64 years. The number of
prescriptions was 11.7 times higher in the area with
the highest rate compared to the area with the lowest
rate. The average number of prescriptions dispensed
varied across states and territories, from 55,785 per
100,000 people aged 18 to 64 years in the Northern
Territory, to 139,004 in Tasmania.

After excluding the highest and lowest results, the
antidepressant medicine prescription rate across the
305 remaining local areas was 2.8 times higher in
one local area compared to another.

Of note is the sheer volume of antidepressant
medicines dispensed, with nearly 15 million PBS
prescriptions dispensed.

Dispensing rates tended to be higher in inner and
outer regional areas than in major cities and were
lowest in remote communities.

There was a clear relationship between
socioeconomic status and the dispensing rate in
regional areas: dispensing rates were highest in areas
of low socioeconomic status, decreasing in areas that
had a higher socioeconomic status. This relationship
was not evident in metropolitan areas.

Interpretation

Potential reasons for the variation include
differences in:

e the prevalence of risk factors for depression
in different areas

e access to optimal alternate treatment pathways,
including psychosocial interventions

e access to medical and mental health services
in regional and remote locations, and within
disadvantaged communities®

e clinicians’ assumptions that individuals want
pharmacological assistance®

e prescribing practices, training, knowledge and
attitudes of clinicians

e decision-making criteria of patients and clinicians
about the need for antidepressant medicines.

It is also important to note that the dispensing of
antidepressant medicines in remote areas by some

Aboriginal Health Services is not captured in the PBS.

To explore this variation, further analysis could
focus on:

e the individual- and system-level factors that
lead to unwarranted variations in antidepressant
dispensing rates among those aged 18 to 64

e whether access to mental health services affects
the variation in dispensing rates.

*There are 333 SA3s. For this item, data were suppressed for 8 SA3s. This is because of confidentiality requirements given the small numbers of prescriptions

dispensed in these areas.
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Figure 71: Number of PBS prescriptions dispensed for antidepressant medicines per 100,000
people aged 18 to 64 years, age standardised, by local area, 2013-14
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Local area State Rate Prescriptions Local area State Rate Prescriptions
Daly - Tiwi - West Amhem  NT 14,981 1,647 Hobart - North West ~ Tas 175,380 56,213
East Amhem NT 23,914 2,362 South East Coast  Tas 169,273 7,222
Barkly NT 26,834 1,059 Sorell - Dodges Ferry  Tas 158,962 15,885
Katherine NT 33,668 4,157 Brighton Tas 157,923 15,941
Far North Qld 39,563 7,949 Central Highlands ~ Tas 167,772 12,279
Auburn  NSW 40,976 21,197 lpswich Inner  QId 157,658 98,008
Pilbara WA 41,001 20,002 Bribie - Beachmere  Qld 157,270 28,288
Kimberley WA 43,261 10,973 Bendigo  Vic 156,566 85,488
Litchfield NT 47,552 7,119
Alice Springs  NT 51,783 14,082
Gascoyne WA 54,196 3,706
Canterb NSW 54,776 45,836
L roury )
Notes:

Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of prescriptions and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).

PBS prescriptions include all medicines dispensed under the PBS or RPBS, including medicines that do not receive a Commonwealth subsidy. They exclude a
large proportion of public hospital drug usage, direct supply to remote Aboriginal Health Services, over-the-counter purchases and private prescriptions. SA3
analysis excludes approximately 46,180 prescriptions from GPO postcodes 2001, 2124, 3001, 4001, 5001, 6843 but these data are included in state/territory
and national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Antidepressant medicines dispensing 18-64 years

Figure 72: Number of PBS prescriptions dispensed for antidepressant medicines per 100,000 people
aged 18 to 64 years, age standardised, by local area, 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of PBS prescriptions dispensed for antidepressant medicines across 325 local areas (SA3s) ranged
from 14,981 to 175,380 per 100,000 people aged 18 to 64 years. The number of prescriptions was 11.7 times
higher in the area with the highest rate compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Antidepressant medicines dispensing 18-64 years

Figure 73: Number of PBS prescriptions dispensed for antidepressant medicines per 100,000 people
aged 18 to 64 years, age standardised, by local area, state and territory, 2013-14

€2 €3 €3 €3 € 3 @ &

— Highest rate 154,816 156,566 157,658 164,297 142,245 175,380 83,718 111,663
+ State/territory 90,959 99,774 113,350 111,372 103,170 139,004 55,785 99,589
—— Lowest rate 40,976 64,188 39,563 83,987 41,001 98,003 14,981 86,207
No. prescriptions 4,278,221 3,659,499 3,348,494 1,186,141 1,677,278 447,360 87,146 247,030
200,000 —
: Hobart - North
] West
175,000 - -e-
E Broken Hill and . Ioswich Inner .
- Far West Bendigo P - Mid North é
150,000 — ; $ : :
i ; ® Bunbury
] é -e- o
® : o
_ g [ ] O
4 ® ) :
125,000 ®
4 e . ®
| 9 5 & % ® ¢ Tuggeranong
SRUE T S S ,_______;9_______2_ ________________ o _____
100,000 7 Australian f i’ H § —— Y
| rate & ° . West Coast @
: L] : Palmerston e
7 5 g —e— g —— X
E . Outback - Gungahlin
75,000 7] North and East
| ® ® L]
] g -
] g Melbourne City i
50,000 —
] — i N
B Auburn Far North Pilbara
25,000 -
4 Daly - Tiwi -
] West Arnhem
0-
e "\\
{\ For this item, local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3) /\
SRS "\\
The size of each circle represents the number of — e & @
prescriptions dispensed in each local area 1,000 50,000 100,000 150,000 200,000
L /
Notes:
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 74: Number of PBS prescriptions dispensed for antidepressant medicines per 100,000 people
aged 18 to 64 years, age standardised, by local area, remoteness and socioeconomic status
(SES), 2013-14
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Rates are standardised based on the age structure of the Australian population in 2001.
The national rate is based on the total number of prescriptions and people in Australia.
Average rates are based on the total number of prescriptions and people in the local areas within each group.

Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Antidepressant medicines dispensing 18-64 years

Resources

Royal Australian & New Zealand College of
Psychiatrists. Clinical Practice Guidelines Team
for Depression. Australian and New Zealand
clinical practice guidelines for the treatment of
depression. Australian and New Zealand Journal
of Psychiatry. 2004;38:389-407. Available at:
www.ranzcp.org/Files/Resources/Publications/
CPG/Clinician/CPG_Clinician_Full_Depression-
pdf.aspx.

Australian Government Department of Health.
What are the treatments for depression? 2005.
Available at: www.health.gov.au/internet/

publications/publishing.nsf/Content/mental-pulbs-

c-coping-toc~mental-pubs-c-coping-wha.

Beyondblue. Clinical Practice Guidelines:
Depression in adolescents and young adults.
2011. Available at: www.nhmrc.gov.au/_files_
nhmrc/publications/attachments/ext0007_cp_
guideline_depression_adolescents_young_
beyondblue.pdf.
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Australian Bureau of Statistics. National survey of mental health and wellbeing: summary of results 2007. Cat. no. 4326.0. Canberra: ABS, 2007.
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http://www.ranzcp.org/Files/Resources/Publications/CPG/Clinician/CPG_Clinician_Full_Depression-pdf.aspx
http://www.ranzcp.org/Files/Resources/Publications/CPG/Clinician/CPG_Clinician_Full_Depression-pdf.aspx
http://www.ranzcp.org/Files/Resources/Publications/CPG/Clinician/CPG_Clinician_Full_Depression-pdf.aspx
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http://www.health.gov.au/internet/publications/publishing.nsf/Content/mental-pubs-c-coping-toc~mental-pubs-
http://www.health.gov.au/internet/publications/publishing.nsf/Content/mental-pubs-c-coping-toc~mental-pubs-
http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/ext0007_cp_guideline_depression_adolescents_y
http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/ext0007_cp_guideline_depression_adolescents_y
http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/ext0007_cp_guideline_depression_adolescents_y
http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/ext0007_cp_guideline_depression_adolescents_y

4.4 Antidepressant medicines

dispensing 65 years and over

Context

This data item examines dispensing rates of antidepressant medicines
for people aged 65 and over. These data are sourced from the PBS and
relate to the number of prescriptions dispensed per 100,000 people.

Antidepressants are a class of medicine used to treat depression.
They are also used to treat a number of other conditions prevalent in
adults aged 65 and over, including some anxiety disorders, chronic
pain and some types of urinary incontinence. This makes it difficult
to make direct comparisons between the 65 and over age group and
younger adults.

Every year, about one in 25 Australian adults meets the criteria for being
diagnosed with depression.! Clinical depression lasts for at least two
weeks and can be very disabling, affecting a person’s emaotions, thinking,
behaviour and physical wellbeing.? There is no evidence to suggest that
depression increases with age; in fact, severe depression is less common
in adults 65 and over who are living in the community than in those aged
64 and under.® Older women are more likely than men to experience
depressive illnesses.*

Depression is commonly dealt with in the primary care setting.
During 2010-11, it ranked second (after hypertension) among chronic
problems most frequently seen by general practitioners.®

Similarly to adults younger than 65, milder forms of depression are ideally
treated with social and psychological interventions.? Moderate to severe

depression is best treated with a combination of social and psychological
interventions and antidepressant medicines.

With effective treatment, about half of the people with moderate
depression will show improvement within six to eight weeks. For those
whose depression goes untreated, the duration of their condition
varies widely. Some will get better after several months, some will
recover partially, and others will continue to have longer-term problems.
People who have been prescribed medicine to treat depression usually
need to continue taking this medicine for between six and 24 months.®
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Antidepressant medicines dispensing 65 years

and over

Magnitude of variation

In 201314, there were 6,592,577 PBS prescriptions
dispensed for antidepressant medicines, representing
196,574 prescriptions per 100,000 people aged

65 years and over (the Australian rate).

The number of PBS prescriptions dispensed for
antidepressant medicines across 325* local areas
(SA3s) ranged from 22,213 to 306,383 per 100,000
people aged 65 years and over. The number of
prescriptions was 13.8 times higher in the area with
the highest rate compared to the area with the lowest
rate. The average number of prescriptions dispensed
varied across states and territories, from 115,760

per 100,000 people aged 65 years and over in the
Northern Territory, to 221,409 in Queensland.

After excluding the highest and lowest results, the
antidepressant medicine prescription rate across
the 301 remaining local areas was 1.9 times higher
in one local area compared to another.

Based on the available data, it is not possible to
determine the extent to which antidepressants
were prescribed to treat pain and conditions other
than depression.”

Dispensing rates tended to be slightly higher in inner
regional areas than in major cities, and variations were
also noted between major cities. Evidence showed
that dispensing rates were higher in areas of low
socioeconomic status and variations based on
socioeconomic factors were less apparent than in
younger adults. Dispensing rates for older adults

were almost double those for adults aged less than
64 years.

Interpretation

Potential reasons for the variation include
differences in:

e disadvantaged communities with a higher risk of
depression and lack of access to optimal alternate
non-medication treatment pathways®

e access to optimal alternate treatment pathways,
including psychosocial services in regional and
remote locations and within disadvantaged
communities, a barrier further compounded
by age

e preferences and knowledge about the appropriate
treatment for depression, including the role
of social and psychological interventions;
older people are less likely than their younger
counterparts to access these available services®"

® access to services for physical illness and
declining function, which are major contributors to
depression in older people

e prescribing practices, training, knowledge and
attitudes of clinicians

e the density of aged-care facilities"

e variations in prevalence of other conditions
for which some antidepressants are used,
for example, neuropathic pain and urinary
incontinence.

It is also important to note that the dispensing of
antidepressant medicines in remote areas by some
Aboriginal Health Services is not captured in the PBS.

To explore this variation, further analysis could
focus on:

* individual- and system-level factors that lead to
variation in antidepressant dispensing rates within
more specific age groups (for example, 65 years
and over, 75 years and over, and 85 years
and over, compared with those aged 64 years
and under)

e the relationship between dispensing rates and the
proportion of older adults living in residential and
community settings.

*There are 333 SA3s. For this item, data were suppressed for 8 SA3s. This is because of confidentiality requirements given the small numbers of prescriptions

dispensed in these areas.
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Figure 75: Number of PBS prescriptions dispensed for antidepressant medicines per 100,000
people aged 65 years and over, age standardised, by local area, 2013-14
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Antidepressant medicines dispensing 65 years and over, by local area (each circle represents an area)
Local area State Rate Prescriptions Local area State Rate Prescriptions
East Arnhem  NT 22,213 113 Jimboomba QId 306,383 9,475
Daly - Tiwi - West Amhem  NT 33,259 297 Ipswich Inner  QId 292,564 37,717
Barkly NT 49,179 208 Hills District  QIld 286,912 22,469
Katherine  NT 51,217 640 Toowoomba Qld 263,081 59,228
Pilbara WA 62,614 871 Sorell - Dodges Ferry  Tas 260,910 6,286
Kimberley WA 63,723 1,367 Central Highlands ~ Tas 259,934 4,420
Litchfield  NT 87,243 1,389 Rockhampton QIld 258,988 43,380
Gascoyne WA 111,419 1,467 Broken Hill and Far West NSW 257,681 11,087
Auburn  NSW 111,641 8,111 Shepparton  Vic 257,330 25,080
Far North  Qld 111,720 2,724 Hobart - North West  Tas 251,890 22,595
Alice Springs  NT 119,390 2,797 Charters Towers - Ayr - Ingham  Qld 250,200 20,229
Manly NSW 125,163 7,609
L Outback - North  QId 126,853 3,255 )

Notes:

Rates are standardised based on the age structure of the Australian population in 2001.

State/territory and national rates are based on the total number of prescriptions and people in the geographic area.

The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).

PBS prescriptions include all medicines dispensed under the PBS or RPBS, including medicines that do not receive a Commonwealth subsidy. They exclude a
large proportion of public hospital drug usage, direct supply to remote Aboriginal Health Services, over-the-counter purchases and private prescriptions. SA3
analysis excludes approximately 28,780 prescriptions from GPO postcodes 2001, 2124, 3001, 4001, 5001, 6843 but these data are included in state/territory
and national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Antidepressant medicines dispensing 65 years
and over

Figure 76: Number of PBS prescriptions dispensed for antidepressant medicines per 100,000 people
aged 65 years and over, age standardised, by local area, 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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The number of PBS prescriptions dispensed for antidepressant medicines across 325 local areas (SA3s) ranged
from 22,213 to 306,383 per 100,000 people aged 65 years and over. The number of prescriptions was 13.8 times
higher in the area with the highest rate compared to the area with the lowest rate.
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Antidepressant medicines dispensing 65 years
and over

Figure 77: Number of PBS prescriptions dispensed for antidepressant medicines per 100,000 people
aged 65 years and over, age standardised, by local area, state and territory, 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Figure 78: Number of PBS prescriptions dispensed for antidepressant medicines per 100,000 people aged
65 years and over, age standardised, by local area, remoteness and socioeconomic status
(SES), 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Antidepressant medicines dispensing 65 years
and over
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4.5 Anxiolytic medicines
dispensing 18-64 years

Context

This data item examines dispensing rates of anxiolytic medicines to
people aged 18 to 64. These data are sourced from the PBS and relate
to the number of prescriptions dispensed per 100,000 people.

Anxiety disorders are how the most common mental health problem in
Australia, affecting 14 per cent of people. Although anyone can develop
an anxiety disorder, women are more at risk than men. In Australia,
almost 20 per cent of women have an anxiety disorder, compared to
about 10 per cent of men!

Anxiolytics are a class of prescription medicines most appropriately used
to treat the symptoms of anxiety, insomnia and substance withdrawal
over short periods. While effective in the short term, they are not
recommended for long-term use as they can be addictive and have

a number of side effects.

Anxiolytics are not the sole medicines used in the treatment for anxiety;
antidepressants may also be used in some situations. In the longer
term, a combination of antidepressant medicines and psychological
interventions is more suitable and more effective at maximising positive
treatment outcomes.?
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Anxiolytic medicines dispensing 18-64 years

Magnitude of variation

In 201314, there were 2,508,346 PBS prescriptions
dispensed for anxiolytic medicines, representing
17,201 prescriptions per 100,000 people aged 18

to 64 years (the Australian rate).

The number of PBS prescriptions dispensed for
anxiolytic medicines across 325" local areas (SA3s)
ranged from 1,079 to 41,473 per 100,000 people
aged 18 to 64 years. The number of prescriptions
was 38.4 times higher in the area with the highest
rate compared to the area with the lowest rate.

The average number of prescriptions dispensed
varied across states and territories, from 6,930 per
100,000 people aged 18 to 64 years in the Northern
Territory, to 25,802 in Tasmania.

After excluding the highest and lowest results, the
anxiolytic medicine prescription rate across the
302 remaining local areas was 4.8 times higher in
one local area compared to another.

Dispensing rates tended to be slightly higher in inner
and outer regional areas than in major cities and were
lowest in remote communities.

Dispensing rates were highest in areas with low
socioeconomic status, and lower in areas with
higher socioeconomic status.

Interpretation

Potential reasons for the variation include
differences in:

e the risk of anxiety and depression, which is higher
in disadvantaged communities®

® access to optimal alternate non-pharmacological
treatment pathways?®

e prescribing practices, including short courses of
treatment and planning to discontinue medication,
which can prevent long-term dependence

e private prescriptions, which are not included in
this data.

It is also important to note that the dispensing
of anxiolytic medicines in remote areas by some
Aboriginal Health Services is not captured in the PBS.

To explore this variation, further analysis could
focus on:

e the individual- and system-level factors that lead
to variation in the dispensing rates for anxiolytic
and antidepressant medicines among those
aged 18 to 64

¢ the influence of access to mental health services
and variations in dispensing rates.

*There are 333 SA3s. For this item, data were suppressed for 8 SA3s. This is because of confidentiality requirements given the small numbers of prescriptions

dispensed in these areas.
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Figure 79: Number of PBS prescriptions dispensed for anxiolytic medicines per 100,000 people
aged 18 to 64 years, age standardised, by local area, 2013-14
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Anxiolytic medicines dispensing 18-64 years, by local area (each circle represents an area)
Local area State Rate Prescriptions Local area State Rate Prescriptions
Daly - Tiwi - West Arnhem  NT 1,079 121 Hobart - North West  Tas 41,473 13,301
Barkly NT 1,696 69 Bribie - Beachmere QId 41,276 6,767
Katherine NT 2,791 343 South East Coast Tas 38,107 1,551
East Amhem NT 3,021 297 Playford SA 36,292 17,974
Kimberley WA 4,972 1,268 Tweed Valley NSW 35,310 18,488
Alice Springs  NT 5,335 1,461 Hobart - North East  Tas 34,643 10,884
Pilbara WA 5,728 2,852 Frankston Vic ~ 33,138 28,205
Pennant Hills - Epping NSW 5,807 1,694 Redcliffe  Qld 33,026 12,171
Baulkham Hills  NSW 5,900 5,339 Sorell - Dodges Ferry Tas 32,541 3,289
Far North QId 5,973 1,203 Ballarat Vic 32,107 19,337
Outback - North  QId 5,977 1,327 Grampians  Vic 32,092 10,632
Litchfield NT 6,160 901
N J
Notes:

Rates are standardised based on the age structure of the Australian population in 2001.
State/territory and national rates are based on the total number of prescriptions and people in the geographic area.
The term local area refers to an ABS standard geographic region known as a Statistical Area Level 3 (SA3).

PBS prescriptions include all medicines dispensed under the PBS or RPBS, including medicines that do not receive a Commonwealth subsidy. They exclude a
large proportion of public hospital drug usage, direct supply to remote Aboriginal Health Services, over-the-counter purchases and private prescriptions. SA3
analysis excludes approximately 14,520 prescriptions from GPO postcodes 2001, 2124, 3001, 4001, 5001, 6843 but these data are included in state/territory
and national level analysis.

For more technical information please refer to the Technical Supplement.

Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident Population 30 June 2013.
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Anxiolytic medicines dispensing 18—-64 years

Figure 80: Number of PBS prescriptions dispensed for anxiolytic medicines per 100,000 people aged 18
to 64 years, age standardised, by local area, 2013-14
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Sources: National Health Performance Authority analysis of Pharmaceutical Benefits Scheme (PBS) statistics 2013-14 (data supplied 15/04/2015) and
Australian Bureau of Statistics Estimated Resident