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Submission to Special Commission of Inquiry into healthcare funding in NSW 

Associate Professor Lukas Kairaitis, MBBS, PhD, FRACP 

Head of Renal Services, Blacktown-Mt Druitt Hospitals 

Chair, Blacktown-Mt Druitt Medical Staff councils 

The following are my recommendations for consideration. 

Recommendation 1. The cost-of clinical activity as measured by diagnosis related 
groups (DRG)should include a weighting to account for the increased cost of provision 
of care in areas of significant socioeconomic disadvantage.  
Background 

• Clinical activity performed by a healthcare provider in NSW is assigned to a specific DRG.
• Under the current activity based funding arrangement, Healthcare Providers are responsible

for classifying and counting all clinical activity they perform (as multiple episodes of multiple
DRG’s) and returning this to the NSW Ministry of Health. (MOH)

• The MOH returns a proportion of the ‘cost weight’ or ‘efficient price’ for all DRG related
clinical activity (currently 50%) to the Healthcare Provider as part of the operating budget for
the Provider. Under the current arrangement, the remaining 50% of DRG-related clinical
activity is funded by the Federal Government Department of Health and Aging as per the
following diagram.

• Please note that the term ‘NWAU’ refers to the current methodology by which clinical
activity (specified as a specific DRG) is converted into a ‘dollar’ value (each DRG is costed as a
specific proportion of the ‘National Weighted Activity Unit’-in dollar terms-which is varied
year to year. Therefore the ‘value or ‘efficient price’ for a DRG assigned to a cost weight of
20% of an NWAU can be calculated by multiplying the current dollar value for an NWAU by
0.2.

ACTIVITY BASED FUNDING THEORY
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• The ‘cost weight’ assigned to a specific DRG is currently influenced by a number of patient 
and location specific factors-for example an increased cost is applied if the patient is 
indigenous OR if the clinical activity is performed in a rural or regional setting 

• The ‘cost weight’ for a specific DRG is NOT currently indexed in non-rural or regional settings 
where there is significant socieconomic disadvantage or inadequate access to federally 
funded programmes (including primary or specialist care) assumed to be responsible for the 
management of chronic disease. 

• In areas without sufficient affordable access to primary or specialist care (e.g. Western 
Sydney) the cost of Hospital based care is greater due to local socioeconomic disadvantage 
limiting health literacy, driving chronic disease and obesity. The impact of this is outlined in 
the attached PDF document tabled in NSW Parliament in October 2022 

Recommendation 2.Healthcare Providers including the Local Health Districts should 
be accountable to the NSW MOH for the extent to which DRG-related budget 
generated from clinical activity aligns with the allocation of operating budget to the 
clinical services responsible for undertaking the clinical activity as part of their Service 
Agreement to the Ministry.  
Background 

• Under the current model of Activity-Based Funding (ABF) NSW Public Hospitals described 
above, Healthcare Providers receive funding for the efficient price of all DRG-related clinical 
activity undertaken. 

• In theory, this arrangement should be responsive to local factors that drive demand for 
specific healthcare activities-since an increase in demand and clinical activity performed in 
one year should result in increased funding to the LHD in the following year. This will only 
occur if the LHD clearly links the ‘source’ of ABF to the ‘site’ or clinical unit that performs the 
activity. 

• In practice, budgeting processes within an LHD are based on historical allocations to 
component institutions or clinical services as per the following diagram. 

 
• There are two major concerns related to this practice 

ABF PRACTICE-NSW
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1. Clinical Units and institutions who have increased demand for non-elective clinical activities 

are disadvantaged by budgeting practices within a healthcare provider that utilises historical 
practices rather than actual activity to determine operating budget to individual clinical units 
or Institutions. 
• As an example of this, dialysis-related clinical activity undertaken by Western Sydney 

LHD (WSLHD) has increased by 50% over the last ten years. As the budget allocated by 
the LHD to the Renal Service has been based on historical practices rather than actual 
clinical activity, there is an increasing gap between the ABF ‘value’ of dialysis related 
activity and the resourcing needed to provide safe patient care. In real terms, the gap 
between the DRG-related ‘value’ of dialysis related clinical activity and the budget 
provided by the LHD to provide this activity has increased both proportionally an in 
dollar value. In 2016, 70% of the ABF value was reflected in the LHD budget for dialysis 
activity, a gap of $9 million dollars per annum. In 2021, less than 50% of the ABF value 
was reflected in LHD dialysis budgeting, and the dollar value has increased to more 
than$28 million per annum. 

2. Historical budgeting practices also do not account for the opposite situation-when there is a 
clear pattern of reduced or falling clinical activity performed by a clinical service or 
institution. This results in major inefficiencies within Healthcare Providers that does not 
recognise the situation where a unit or institution needs to contract rather than grow. 
  

• Misalignment of operational budgets from the service or institutions responsible for 
performing clinical activity is therefore a risk both the clinical services that experience 
growth as well as the efficiency of clinical services or institutions that are contracting. There 
is an implicit assumption that clinical activity within the NSW Healthcare system that growth 
is inevitable, yet this is clearly not universal. 

• The recommendation given above would require the LHDs to be accountable to the MOH for 
how it matches ABF to unit or hospital based funding. For example, upper and lower limits 
for what is an acceptable matching of LHD budget to ABF value could  be set, with a 
requirement for the LHD to account for significant variations-for example when the budget 
provided to a hospital or clinical service is less than 50% or more than 100% of the ABF value 
of the clinical work undertaken 

 

Recommendation 3. Compliance with evidence-based clinical guidelines should be 
considered as a means to limit wastage that results from unrestricted access to high-
cost medical investigations, interventions and treatments in NSW Public Hospitals 
(‘low value care’). Auditing strategies are a potential means or limiting this. One 
auditing strategy would be to target institutions that disproportionately use high cost 
procedures, treatments or investigations. Auditing or mandating compliance with 
evidence-based guidelines that often exist to guide the use of high-cost procedures, 
treatments and investigations are another means of reducing the potential risk of 
wastage and low value care. 

• A potential risk for the current ABF paradigm is that high cost interventions, treatments or 
investigations that are of limited clinical value will become ‘financially justified’. For 
example, an LHD that increases the number of high-cost treatments or interventions in one 
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financial year will be ‘rewarded’ with increased funding in the following year, even if this 
clinical activity is of dubious clinical benefit to the patient.  

• Many high-cost clinical treatments, investigations or interventions have evidence-based 
guidelines that exist to regulate their use. 

• Using coronary intervention as an example, The Australian National Heart Foundation 
Guidelines and the Cardiac Society of ANZ have clear evidence-based guidelines to direct the 
use of inpatient cardiac angiography and stenting with pragmatic recommendations for risk 
stratification of patients based on their clinical presentation as a guide to the use of these 
interventions. 

• Despite these guidelines, there are significant variations in coronary intervention rates 
amongst NSW Public Hospitals. In hospitals with a high intervention rate (such as my own), 
the evidence based guidelines and risk stratification of patients are not followed with the 
decisions for intervention being entirely made by individual clinicians. In the context of a 
renumeration system that provides a financial incentive to the cardiologist for undertaking a 
cardiac intervention, this contributes to the risk of wastage of resources and provides care 
that is recognised as ‘low value’. 

• The risk of low value care in the NSW Public Health System could be reduced if systems were 
in place to identify institutions that are outliers in the proportion of patients provided with 
high cost interventions, or if there was a requirement for the use of high cost interventions 
to be justified by compliance with evidence based clinical guidelines. 
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Assoc. Prof. Graham Reece
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Goal = Equality of Outcome
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P 61. ”Low health literacy 
compounds the disadvantage 
already experienced by 
marginalised groups” 
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Figure 5.6: Life expectancy at age 65 in full health (HALE) and ill health, men and 

women, by socioeconomic group, 2015 
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20 years
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How are the best national health systems 
in the world coping?

Australian Insitute of Health Innovation ( 
Prof. Braithewaite) : October 2020

1. Inputs : appropriately nuanced

2. Outputs : meaningful, objective,  
transparent, standardised, dynamic.

AUSTRALIAN INSTITUTE OF 

HEAL TH INNOVATION 

Hospital Funding Models 
A rapid review 

PREPARED FOR 

THE MEDICAL STAFF COUNCIL, 
WESTERN SYDNEY LOCAL HEAL TH DISTRICT 

OCTOBER 2020 

Robyn Clay-Williams, Yvonne Zurynski, Janet C. Long, Isabelle Meulenbroeks, Elizabeth E. 
Austin, Zeyad Mahmoud, Louise A Ellis, Gilbert Knaggs, Diana Fajardo Pulido, Jeffrey 

Braithwaite 

AUSTRALIAN INSTITUTE OF 
HEAL TH NNOVATI01N 
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Inputs

1. Clinical casemix has changed
• Youth Mental /Alzheimer/Ca
• C.V.S./Inf/C.V.A.

2.   Population Change
3.   I.R.S.D.
4.   Ambulance load

5. Workforce Challenges
• difficult discussions

6.  Non Public hospital Options

E.D. Processing power 
24x7

F.A.C.E.M.
• availability
• local familiarity
Senior RN

I.R.S.D.

Subspeciality  onsite
• Senior Consultant
• Infrastructure

ED Outputs : Disposition

Consultant availability : ED/Hosp/Community

• Chronic disease Mx
• last year of life
• Youth suicide

Non Pubic hospital Admission Alternatives
I.R.S.D. not low 

• Private hospital
• Private Rooms
• G.P.

I.R.S.D. not high
• Rapid Access Clinic
• OPD
• G.P.

E.D. Available Public Hosp Beds in Network
• E.D. presentations/Inpt beds ratio
• Locally available procedures

Cost of Production Variance

Ramping : Multifactorial 
• 25 %  of all  E.D. presentations arrive by ambulance
• 70 % of all ambulance journeys terminate at E.D.

-- ---- ---- -- -- - -.,,.,,.--~ ---/ ----
( 

' ' 
t 
l 



Disease prevalence has changed in Australia
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Australian Government 

Health and Welfa re 
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… but also by S.E.S. quintile.
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Australian Burden 
of Disease Study 

Impact and causes 
of illness and death 
in Australia 

2015 

AI W 
F'igure 8 .. 8: Leading causes of total burden (proportic 
by socioeconomic group. 2015 
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Growth is not uniform across N.S.W.
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Greater Sydney 
Corr,rnission 

GREATER SYDNEY !REGION PlAN 

A Metr1op10 1lis 
of Thr1ee C iities 
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FiguNt 12: Projecced spa aJ pattBrn of populac.,on increase aver 65 years fronl 2016 to 2036 
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…nor are the effects on the hospital system 
uniform 
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Emergency Department Presentations, 
2010 – 2020 ( B.H.I.)

BMDH ED (funnelling to 
effectively one “back end”  
department),  +/-busiest for 
ten years.
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Inpateints: Percentage Change 2013 to 2021 
( source : B.H.I. Quarterly Reports) 

Blacktown NSW Total AI Peer Group Westmead

Unplanned Episodes 34 -1 2.6 1

Overnight Episodes 24 -4 -2.4 -5

 Total Acute Bed Days 16.5 -10 -7 -9

E.D. Presentations 30 26 17

-15

-10

-5

0

5

10

15

20

25

30

35

17

I Appendix: activity by hospital and peer group 
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Newer models of care are appropriate to more 
effectively meet emerging health challenges.
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Aust ralian Government 

AustraJian Institute of 
Health and Welfa re 

figure 8.1: Persons aged 16, and over reporting: liligh or v,ery lilig.-W psycho,liogi:cal 
di:stress. by age gro,up and sex, 2002. to 2020 
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Notes 

1. 1<1 0 is a 11).;Jtem ques~ionnalre that measures anxiety, depression, agitation, and psycl1ologic:a l fatigue in 
tl1 e most re.c:erit 4-week p iNi od. 

2:. Piea0p le whos,e res;porises 11ad a K10 score of 22 or above were indicated to have high or very h igh distress. 

3. The Kl O questions we.re iricluded in tl1e SW Population H,eall:11 Survey every ye.a r between 2002 arid 2011. 
After 201 '1 arid until 2019, t11eywere iriduded @'V@ry second year. The uestions were also iriduded in tl1@ 
2020 S LIi-Vey. 

4. The indicator shows Si@lf -reported data co llecte-d ~hrough Comprner As.s'isted Telephorie lnterviewirig. 
To count r dimiriisl1ing coverage oahe populatliori b,y landlirne tele,pl1one numbers (..::85'% sinoo 2010), a 
mobile pl1011e number sa~lirig !"Tame was intrnduc.ed in tlh@ 20·12 survey. 

5. The indlusion of mobile pl1one numbers 11as sub-stantially iricreased tlh@ Aboriginal sample and tlhis dhange 
in design mearis that tlhe 2012 NSW Popu lation Heal~h .Survey estimates reflect botll e,hanges tllat 11a\!I@ 
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Aust ralian Government 

AustraJian Institute of 
Health and Welfa re 

f igu lie 6 .4 : Ave rag;e an n ua I h ea Ith searvfoe c10:st (,a} ,and lie l,ative p ropolition of 

tJotal averag~ annual health searvfoe c,o:st (b), per perso n. by ,age glioup,, health 
selivice type. and whetheli iin the East year of Hf ,e 
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Patients’ abilities to access certain types of  
health facilities  is varied
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,OOOpo ocio co o c 

Australia's hospltals at a glance 
Web repcrt I ~t updated: 29 Jul 1012 I Topic: - I 

Citation 
AIHW 

Au~ralian lnsmute of Heal~ and Welfare (2022) Australia's hos~~~ at a ilaoce , AIHW Australian Government accessed 02Augu~ 2022, 
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Aust ralian Government 

AustraJian Institute of 
Health and Welfa re 

T,able 1.8: Peop l,e who diied fir,om covm .. 19 in Austra lia~ by sociioeco111omi,c area, 
as at 30 Apri l 2022 

Rate Age-st.a ri d ardi sed 
IRSD qu' ritHe Deaths (1per mil lion), 95%C rate (1pe,r m'lllion) 195% ( 1 

Males 

1 (lowest) 1080 462 434--489 143 130- 156 

2 676 274 254-295 '93 83- 104 

3 538 211 1'93-229 80 70- '91 

4 465 174 158- 1'90 73 63-,83 

S (highest) 328 126 112- 140 53 44--62 

Fem ales 

1 (lowest) 790 331 308-354 77 68-85 

2 482 1'91 174-208 so 43- 57 

3 420 161 146- 177 48 40- 55 

4 320 11 7 105- 130 39 33--46 

5 (highest) 199 75 64-85 26 20-31 

P,ers,011s, 

1 (lowest) 1870 396 378--413 105 '98- 113 

2 1158 232 219-246 69 63-75 

3 958 186 174--1'97 62 56-·68 

4 785 145 135- 155 55 49- -60 

5 (highest) 527 100 '92- 109 38 33--43 

IRSD = lnd@x of R@taniv@ Sa oio-@rormm ic dis.advantag@; Cl = c.onficl@nc@ innerval. 

Ot@S 

1. This tabl@ includE!'.S infomiation om doctor or caran@r c@llifii@d d@a~hs r@g•st@r@d by 30Apr,il 2022 and numbers 
will differ from tJhas@ r@portoo bJl'dis@as@ surv@lllanc@ systems. 

2. Deaths du@ ro COVID-19' in tllis tabl@ have an 1.mc:l@r lyin,g c.aus@ af@itll@r IC:O-10 cod@ U07.1 • COVID• 19. virus 
ld@ntifi@d or U07.2 • COVID•19, virus not id@lltifi@d. 

3. Th@ a11a lysis us@s lRSD, which r,mks ar@aiS in Aus~ralia according to r@latLv@ sae,ioeconomic d isadvarntag@. 
Soda@rnnomic group 1 ir@pr@s@11ts peop'I@ liivi fl& in tJh@ lowest sae,ioeco11omic a mas (mo.st disadvantag@d) and 
ijrat.1p 5 r@pr@s@nts p@opl@ living in th@high@st soda-economic ar@as (least disadvantag@d) 

4. Th@ 95% Cl is h@ rang@ of va lues that ar@ llk@ly ta rontain ~h@ ~rue @stimat@ witll 95% ronfid@11c@. 

5. Data arn provisional and will chang@ as adc:linional data ar@ r@rniv@d . 

Source: .ABS rnstamis@d report. 



However outcomes can be modified even in those 
with a lower I.R.S.D.,  if well planned with value 
adding  partnerships + when I.T. is utilised wisely.
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Health 
Western Sydney 
local Health D1stnct 

'°' 'O' 
inTouch 
l' .. ,. .... 

lffl WESTERN SYDNEY 
W IVER ITY 



Slide Number:

And how did we do?

(p<0.00001)

Condition WSLHD - inTouch NSW

Morbidity admitted (total) 4.6% 25%

Mortality
Actual

(intention to treat)
0.04%

(0.23%)
1.4%

P<0.0001

264'1)} Health 
NSW Western Sydney 
°"'"'"""'~ Local Health District 
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Lesson 8. The Power of Partnerships
[aim for superiority, but you may have to accept non-inferiority in a pandemic]
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Lesson 14. Be solution focused and “Don t be shy to about asking”

Courtesy Bejoy Cherian (DHS)

✓
✓

✓

✓

✓

✓

✓

✓
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Future State 
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Are All E.D.’s treating patients with the same Health Literacy ?
by Quintile , 2020 

0
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Auburn BMDH Westmead RNSH

Lowest Quintile 1 2 3 4 Highest Quintile 5

25% 
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*

(Based on the 14 suburbs 
surrounding RNSH being 
I.R.S.A.D. Decile 10, i.e. 
Quintile 5)

*Hospital 1                            Hospital 2                             Hospital 3            Hospital 4

■ ■ ■ ■ 



Lower I.R.S.D. LGA’s should have the best 
staffing ( see slides 4 and 6)
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2021, B2 Hub :

• Executive Director, 

System Information and Analytics at NSW Health ( + “The Francis Report”)

““What must we do to attract more “high fraction” Staff Specialists to Bt ?”

• Director General (2011) – asked the same question ( and also in 2000)

Blacktown and Campbelltown are special cases due to 
• socioeconomic status and 
• growth

therefore …consider special arrangements.
31
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Recruitment strains
(Note: Not limited to psychiatrists in Western Sydney )
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…hence “costs of production” may differ (slide 
8 )
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Slide Number:

WSLHD, the Blacktown population and low health literacy

34Domain 6: active engagement with health care providers
Domain 9. understanding of the health information required to take action towards improving health

Tannous,WK, Ahmed, MU, John, JR, Reece, G, 

Ahlenstiel, G. Int. J. Environ. Res. Public Health 2021, 

18, 2303.

Table 1. The prevalence of LHL in the Blacktown local government area (LGA) by domain (6 and 9). 

Age Groups 
Total Population 2020 LHL Population (Domain 6) 

% of LHL (Domain 6) 
LHL Population (Domain 9) % of LHL 

(n = 258,223} (n = 53,451} (n = 35,667} (Domain 9) 

20-24 years 24,368 12,050 49.45 3979 16.33 

25-34 years 56,171 2663 4.74 2663 4.74 

35-44 years 55,807 13,667 24.49 6741 12.08 

45-54 years 44,218 14,888 33.67 10,573 23.91 

55-64 years 36,522 6428 17.60 2410 6.6 

;.:55 years 41,137 3756 9.13 9301 22.61 

Table 2. Total extra direct health care costs incurred due to LHL by type of chronic disease group in the Blacktown LGA (Domain 6). 

·~ NSW 
WVEIINl'Bl'T 

Health 
Western Sydney 
Local Health District 

Type of Chronic Disease Group 

Cardiovascular disorders 

Musculoskeletal disorder 

Mental illness 

Cancer 

Chronic Kidney Disease 

Respiratory disorders 

Diabetes 

Direct Health Care Cost($) 

1,680,869 

1,886,681 

2,269,347 

1,298,083 

665,277 

705,970 

660,182 

Direct Health Care Cost (%) 

18.3 

20.6 

24.8 

14.2 

7.3 

7.7 

7.2 



LHL Cost - quantifying a previously unrecognised increased 
Cost of Production.

• In 2018-9, Blacktown campus  generated 70, 690  N.W.A.U *.

• Low Health Literacy additional cost per N.W.A.U. = $424  - 840 ^

• Blacktown total cost/N.W.A.U.  = $ 4,257

35

2018-9 
Blacktown 

Cost/NWAU

= $4,247

10 -20 
% 

LHL

( Based on ABM Portal *and  WSU Economic analysis^)

10-20 % of Blacktown’s cost of production was due to LHL.

t 



Medibank
“The primary achievement of the Whitlam Government in health was the 
creation of Medibank, Australia’s national health insurance system. 
The system would provide free access to hospitals and a range of other 
medical services. The maximum gap between a doctor’s fee and the 
Medibank rebate was to be $5.
Medibank was designed to provide health coverage for the 17% of 
Australians who did not have, or could not afford private health insurance”.

36

POLICY/ RESEARCH CULTURE/ HERITAGE CIVICS EDUCATION PM COLLECTION Whitlam Institute Home About Support What's 

W ITHIN WESTERN SYDNEY UN I VERSITY 

\ 

Healthcare & Social S~_@n liilt~ 

The change the Whitlam Government enacted in the area of healthcare was transformative. 



The A.B.S. now provides a means to objectively 
recalibrate funding at relevant intervals 
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All four SEIFA Indexes / 4, per S.A. 1 
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ABS:
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Score

( Socioeconomic weighting /NWAU could be derived and applied based on SEIFA x ED presentation number)
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Table 1 Statistical Area Level 1 (SA1) SEIFA Summary, 2016 

each row adde4 , 
11 00709 1.0lE+lO 7 7.75 , 
11 00708 l.OlE+lO 9 7.75 , 
11 00707 1.01E+10 7 6.25 , 
11 00706 1.0 lE+lO 3 3.75 , 
11 00705 l.OlE+lO 5 3.75 , 
11 00704 1.01E+10 6 4.75 , 
11 00703 1.0 l E+lO 6 4.25 , 
11 00702 l.OlE+lO 7 7.25 , 
11 00701 1.01E+10 5 4.50 , 
11 00710 1.0lE+lO 6 5 .75 , 
11 00801 l.OlE+lO 4 5.25 , 
11 00802 1.01E+10 6 7.00 

11 00803 1.0lE+lO 1.00 , 
11 00804 l.OlE+lO 2 2.00 , 
11 00805 1.01E+10 1 1.00 , 
11 00806 1.0lE+lO 3 4.75 , 
11 00807 l.OlE+lO 4 3.50 , 
11 00808 l.01E+10 4 3.75 , 
11 00810 1.0lE+lO 10 7 8.50 , 
11 00811 1.01E+10 5 5.75 , 
11 00812 1.0 lE+lO 10 10 9 9.50 , 
11 00813 l.OlE+lO 7 8.25 , 
11 00814 1.01E+10 6 7.00 , 
11 00815 1.0 l E+lO 3 3.25 , 
11 00816 l.OlE+lO 2 1.25 

11 00817 1.01E+10 3 
, 

3.75 , 
11 00818 1.0lE+lO 2 2.75 
11 00819 l.OlE+lO 10 

, 
6 8.00 , 

11 00820 1.01E+10 4 5.00 , 
11 00821 1.0lE+lO 10 5 7.75 , 
11 00822 l.OlE+lO 10 6 8.25 , 
11 00823 1.01E+10 7 6.75 , 
11 00901 1.0lE+lO 7 6.75 , 
11 00902 l.OlE+lO 5 5.75 , 
11 00904 l.01E+10 6 7.25 , 
11 00905 l.OlE+lO 5 5.25 , 
11 00907 1.01E+10 6 4.25 

Sheetl Sheet2 Sheet3 (±) 



… which will provide a dynamic and transparent 
mechanism for achieving

1. Equity of Outcomes ( slides 2-6) and

2. Auditable, appropriate financial accountability, 
systemwide 
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End
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Apendixes

43



Socio-economic and Indigenous status

“The remoteness of an area does not of itself determine life expectancy, but rather is indicative of relationships 
with a range of direct and indirect health risk factors such as those previously mentioned. Nevertheless the 
findings point to two factors long associated with health outcomes: socio-economic status (SES) and Indigenous 
status. The ABS[5] reports that life expectancy is on average 8.2 years lower for Aboriginal and Torres Strait 
Islanders than the non-Indigenous population, while the NSW Government[6] recently cited a 4.8 year e(0) gap 
between the highest and lowest SES quintile areas in that state.

Figure 4 shows the association between SES and life expectancy across the 151 divisions (r2=0.64, p<0.0000).[7]
The gradient indicates that for every 50 points (i.e. more advantage) on the 2016 Census Index of Relative Socio-
economic Advantage and Disadvantage (SEIFA) an extra year of life expectancy is gained. 

The median life expectancy in the most advantaged quintile of 85.3 is 3.7 years higher than the median in the least 
advantaged quintile (81.6). Such results are consistent with earlier studies examining the effect that relative 
disadvantage and/or geographic remoteness has on mortality across Australia.[8] [9]

By adding divisional population proportions of Aboriginal and Torres Strait Islanders to the regression model, the 
predictive power increases to an adjusted r2 of 0.84 (p<0.0000). Thus 84 per cent of the variation in divisional life 
expectancy can be explained by SES and Indigenous status.[10] These factors do not inherently determine life 
expectancy, but do point towards many of the known causes of better and poorer health outcomes”. 44

https://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/pubs/rp/rp1920/LifeExpectancyAustraliasCommonwealth#_ftn5
https://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/pubs/rp/rp1920/LifeExpectancyAustraliasCommonwealth#_ftn6
https://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/pubs/rp/rp1920/LifeExpectancyAustraliasCommonwealth#_ftn7
https://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/pubs/rp/rp1920/LifeExpectancyAustraliasCommonwealth#_ftn8
https://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/pubs/rp/rp1920/LifeExpectancyAustraliasCommonwealth#_ftn9
https://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/pubs/rp/rp1920/LifeExpectancyAustraliasCommonwealth#_ftn10


N.I.M.B.Y.

1. Most houses added 
over next 20 years in  
“Central City 
District” ( includes Bt)

2. Adjacent 
aerotropolis
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24 x 7 

Blacktown’s GDP 2019: $18.9 B/Yr

Local Residential growth, accessible to employment
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Coming to the most likely “Diagnosis” is core 
and pivotal

Chest Pain

Reflux 
esophagitis

Pulmonary 
embolism

Aortic 
Dissection

Pleurisy

Pneumonia

Viral Auto immune Trauma
Psychological

Angina

Myocardial 
infarct

ST ELEVATION47



SES Direct and Indirect Factors

Increased “Cost of 
Production” – labour 

costs and quality

Low Health Literacy –
increases cost of 

production

Expenditure/Head of population
R.V.I.

20262

1
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Concluding… “Further, the gap in health 
outcomes between the most 
disadvantaged in cities and the most 
advantaged, exceeded the gap attributed 
to rurality”.
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