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Chair
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Legislative Assembly
Parliament House
PERTH WA6000

Dear Ms Sanderson
On behalf of St John of God Health Care, please accept the attached submission to the
Joint Select Committee on End of Life Choices.
As one of Western Australia's principal providers of end of life care to the community,
we ensure that every person we treat has access to safe, high quality care, and is
treated as a respected and valued member of the community. It is for this reason that
we wish to support the development and expansion of palliative care services, both
inpatient and community-based .
As a provider of health services in the Catholic tradition, St John of God Health Care
advocates that any legislative debate intended to govern end of life care be inclusive
of provisions to respect the dignity of individual clinicians and Catholic health care
providers to exercise conscientious objection should Governments legislate for
physician-assisted death .
Yours sincerely

Tony Howarth AO
Board Chairman

St John of God Health Care Inc.
ARBN051960911 ABN21930207958
(\..Jm1ted Liability) Incorporated in
Western Australia
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1.

Background
St John of God Health Care (SJGHC) is one of Western Australia’s principal
providers of end of life care to the community. It is a role of which we are
proud, and reflects a core part of our identity in seeking to care for all people,
especially those most vulnerable. Arguably, there are few occasions when a
person experiences greater vulnerability in life than when it comes to the end
of life.
Ensuring that every person in the community has the right to access safe, high
quality care, especially at the end of life, is one of the most significant ways in
which a community conveys its respect for human life. It is for this reason,
that we at SJGHC wish to advocate for the development and expansion of
palliative care services, both inpatient and community based.
Every person has the right to expect that they are treated as respected and
valued members of the community, regardless of their age, economic or social
status, ability or disability.
As each person approaches the end of their life, this right to respect and
dignity becomes even more vital. People should feel confident that their worth
is not eroded by virtue of increasing age, or the diagnosis of terminal illness.
SJGHC would urge members of the Joint Select Committee to ensure that any
consideration it undertakes serves to further the confidence the community
can expect with regard to the preservation of dignity and respect as they face
end of life. Any measure that has the potential to erode confidence in the
value of human life, and the dignity and value of all persons, is to be rejected.

1.1.

Current situation
People want to die comfortably at home, in the company of family and friends,
with the support of effective services. A good death respects a person’s
dignity, freedom of choice with regard to care options, and access to requisite
support to address their physical, personal, social and spiritual needs. When
death comes for each of us, we want to die comfortably in surroundings we
choose, however it is often not well planned or discussed, and care is too often
fragmented.
Since 2005, the number of deaths registered has increased by around 2.0%
per year on average. About half of Australians die in hospital and about a third
in residential care. Seventy percent of people want to die at home but only
about 14% do so.
Many more people die in the place of their choice when they have access to
specialist palliative care support and are able to fully discuss and document
their wishes with skilled clinicians1 2. For this reason, the availability of
1

See Dying Well, Swerissen and Duckett, Grattan Institute, 2014 at
https://grattan.edu.au/wp-content/uploads/2014/09/815-dying-well.pdf
See National Council for Palliative Care, New edition of Minimum Data Set highlights
vital trends in end of life care, 2016 at http://www.ncpc.org.uk/news/new-editionminimum-data-set-highlights-vital-trends-end-life-care
2

Response to the Joint Select Committee WA on End of Life Choices | 23/10/2017

Page 2 of 13

adequately funded and resourced specialist palliative care services to people in
urban and regional areas is of paramount importance when considering end of
life care.
Population projections indicate that the number of people aged 80 and over
will double in the next 20 years. Understanding and managing diseases of the
elderly is critical as people live longer lives. Death rates from dementia have
continued to increase, while those from heart disease and stroke have steadily
declined. If these trends continue, we can expect to see dementia become our
leading cause of death within the next few years.3
People living with dementia, and their carers and families, are particularly
vulnerable when considering end of life care. People with dementia may no
longer have capacity to make decisions about their care, and often have
greater care needs as they approach end of life. Investment in public
education with regard to the value of advance care planning, where people
make their future care preferences known to their families and carers, is
essential.
A 2010 Melbourne study (Detering, Hancock, Reade, and Silvester),
demonstrated the positive effects of advance care planning with elderly
patients, with improved care for patients, and reduced levels of stress, anxiety
and depression in surviving relatives.4
As an Australian community, we also need to revisit our views when it comes
to ageing, and the value we place on people. We need to recognise the
contribution that older people make to our communities, to understand care
for people as they age as a privilege and recognition of their inherent dignity,
rather than a cost burden. We need social policy that supports care for our
elderly and vulnerable community members by the community itself, rather
than seeking to focus only on care by health and social services.
As a Catholic organisation SJGHC cares about the dignity of the human
person, we support informed choice in care, and we prioritise the care of
vulnerable people, including those that are dying.
1.2.

End of life choices: What are we talking about?
The first step in discussing end of life care is to clarify the definitions of the
terminology used in the context of dying. In simple terms end of life relates to
the period of time of dying, whereas palliative care describes an approach to care
of the dying. This is discussed more fully as follows.
End of Life relates to the period when a patient is living with, and impaired by, a
fatal condition, even if the trajectory is ambiguous or unknown. The period may
be years in the case of patients with chronic or malignant disease, or very brief in
the case of patients who suffer acute and unexpected illnesses or events, such as
sepsis, stoke or trauma.

See Australian Bureau of Statistics, 2016, Causes of Death
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/3303.0~2016~Main
%20Features~Australia's%20leading%20causes%20of%20death,%202016~3
4
See https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2844949/
3
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Terminal Phase relates to the hours, days, or occasionally, weeks when a
patient’s death is imminent. This is sometimes referred to as the period when a
patient is actively dying.
Palliative Care relates to an approach to treatment that improves the quality of
life of patients and their families facing life-limiting illness, through the
prevention and relief of suffering. It involves early identification, and impeccable
assessment and treatment of pain and other problems (physical, psychosocial
and spiritual).
Specialist Palliative Care relates to the services provided by clinicians who
have advanced training in palliative care. The role of specialist palliative care
services includes providing direct care to patients with complex palliative care
needs, and providing consultation services to support, advice and educate non
specialist clinicians who are providing palliative care.
Australia's leading causes of death, 2016
When considering causes of death in Australia, we need to recognise that the
picture is complicated by the fact that people are living longer with disease,
and so often have multiple comorbidities and require care systems – both in
hospitals and in the community – that can cope with complex care needs5.
In 2016, there were 158,504 deaths in Australia (81,867 males and 76,637
females). The leading cause of death was Ischaemic heart disease with 19,077
deaths, or 12.0% of all deaths. Ischaemic heart disease has long been
Australia's leading cause of death, but death rates have been declining now for
more than 40 years.
Dementia, including Alzheimer's disease, remains the second leading cause of
death in 2016, with 13,126 deaths. Dementia accounted for 8.3% of all deaths
in 2016, up from 5.3% of all deaths in 2007. Cerebrovascular diseases
(6.6%), cancer of the trachea, bronchus and lung (5.3%) and chronic lower
respiratory diseases (5.1%) complete the top five leading causes of death. The
top five leading causes of death remain unchanged from 2015 and in total
these causes accounted for more than one-third (37.3%) of all deaths
registered in 2016. (See Appendix A: Leading causes of death in Australia,
2007-2016)
Australia is a high income country with a particularly high average life
expectancy. Leading causes of death in Australia align closely with other high
income countries, although dementia is ranked more highly in Australia
(currently 2nd) than it is on average among other high income countries
(currently 3rd)6. The proportion of elderly people in Australia has been
increasing, and will continue to do so as life expectancy increases and medical
treatments improve.

5
6

See Dying Well, ibid
http://www.who.int/mediacentre/factsheets/fs310/en/

Response to the Joint Select Committee WA on End of Life Choices | 23/10/2017

Page 4 of 13

Dementia death rate continues to increase
There were 158,504 deaths in Australia in 2016. One in 12 had dementia as
the underlying cause of death (13,126 deaths). As a standardised death rate,
dementia has increased from 30.7 deaths per 100,000 people in 2007, to 40.9
deaths per 100,000 people in 2016.
Individuals who died from dementia were more likely to be over 85, with a
median age of 88.8 in 2016, and more likely to be female (accounting for
64.4% of all dementia deaths). This has particular significance for those
considering the design and delivery of support services for people in need of
end of life care.
People with dementia are a particularly vulnerable group, as they are usually
unable to make their own informed choices as they approach the end of life.
Those who are frail or have dementia are more likely to have a long period of
relatively poor quality of life before death.
Often they do not have Advance Health Directives or Advance Care Plans in
place, and if they do, these may not be followed. Care for people with
dementia at the end of life may be challenging, and carers may experience a
great deal of distress7.
Leading causes of Aboriginal and Torres Strait Islander death
In 2016, the standardised death rate for Aboriginal and Torres Strait Islander
persons was approximately 60% higher than that of non-Indigenous
Australians (921.9 compared with 567.0 deaths per 100,000 people
respectively).
There were also significant differences in the leading causes of death. Causes
including intentional self-harm (X60-X84), cirrhosis and other liver diseases
(K70-K76) and land transport accidents (V01-V89) feature prominently among
leading causes of Aboriginal and Torres Strait Islander deaths.
Diabetes is the second leading cause of death among Aboriginal and Torres
Strait Islander people, but is ranked seventh for all Australians.
In 2016 diabetes deaths occurred among Aboriginal and Torres Strait Islander
people at a rate 4.9 times that of non-Indigenous Australians.
It should be noted that Aboriginal and Torres Strait Islander peoples are
underrepresented in the numbers of people accessing palliative and end of life
care. Aboriginal and Torres Strait Islander people are often reluctant to access
mainstream health services.

See
http://www.eapcnet.eu/Portals/0/News%20and%20media/EAPC%20journals/EJPC%2
0comments/EJPC22%282%29Burns_Comment.pdf; and
http://www.pallcare.asn.au/upload/Caring-for-the-Patient-with-End-StageDementia.pdf
7
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It is vital that Aboriginal and Torres Strait Islander people have access to end
of life care that recognises the particular value Indigenous Australians place on
kinship, culture and community, and relationship to ‘country’.
Contemporary models of palliative and end of life care, which are dominated
by western traditions and the biomedical paradigm, should integrate Aboriginal
and Torres Strait Islander traditions, values and cultural practice relating to
palliation and end of life transitions.
Aboriginal and Torres Strait Islander peoples should expect to have their
cultures respected and have equity of access to the same level of services as
other Australians.8

2.

Palliative Care Services

2.1.

Access to Palliative Care
It is widely recognised that most people prefer to die at home rather than in a
clinical setting. Hospitals and residential care – nursing homes – are their least
preferred places to die. Yet over the past 100 years, home deaths have
declined and hospital and residential care deaths have increased.
Today only about 14% of people die at home. 54% die in hospitals and 32% in
residential care. Death is an increasingly institutionalised and medicalised
experience. The concept of a good death has been superseded by the concept
of a managed death, one that requires professional support and knowledge,
and takes place in a hospital, or more rarely a hospice.
While health professionals understand people’s preferences and aim to support
patient choices, survey results have shown that people in Australia did not die
at home for a range of reasons including:






carer preferences
rapid and unexpected deterioration in patient condition
certain types of terminal conditions that require a level of palliative care
hospitals are best equipped to provide
the limited availability of carers and other health-care services; and
an inability to manage at home.

While palliative care can be provided to patients in a variety of settings, a
distinction is commonly made between care provided in hospitals (includes
hospices or dedicated palliative care wards) and care provided in the
community (such as in the patient’s home or in residential aged care
facilities).

See Palliative Care Australia, Improving access to quality care at the end of life for
Aboriginal and Torres Strait Islander Australians, at http://palliativecare.org.au/wpcontent/uploads/2015/08/PCA-Palliative-care-and-Indigenous-Australians-positionstatement-updated-16-8-11.pdf
8
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Palliative Care in Hospitals
In 2014–15, there were 64,939 palliative carerelated hospitalisations reported from public
and private hospitals in Australia, accounting
for about 1 in 160 (0.6%) of all
hospitalisations (10.2 million).
People aged 75 and over accounted for over
half (51.6%) of all palliative care-related
hospitalisations; the average age of these
patients was 72.7, with little difference
between the sexes. This was considerably
older than the average age of 54.7 years for
all hospitalisations for all reasons. Only about
1 in 10 (10.5%) of the total number of
palliative care-related hospitalisations was for
patients aged under 55.
While the majority of palliative care-related
hospitalisations is recorded nationally in public
hospitals (84.9% or about 55,100
hospitalisations), in Western Australia the
majority of palliative care-related
hospitalisations occurred in private hospitals
(53.0%). Western Australia reported the
highest rate (7.9 per 10,000 population) for
palliative care-related private hospitalisations,
about 5 times higher than the rate for New
South Wales (1.6).
Data on the extent of involvement of specialist
palliative care services during palliative care
related hospitalisations in WA hospitals is
historically lacking due to the absence of
robust and consistent data collection methods.
Specialist palliative care teams do not
currently see every patient admitted with a
palliative care-related hospitalisation, and do
not have capacity to do so.

Palliative Care in
Hospitals


In 2014–15, there were about
65,000 palliative care-related
hospitalisations reported from
public and private hospitals in
Australia.



People aged 75 and over
accounted for just over half
(51.6%) of all palliative carerelated hospitalisations.



There was a 19.2% increase in
palliative care-related
hospitalisations between 2010–
11 and 2014–15, compared to a
14.7% increase in
hospitalisations for all reasons
over the same period.



In just under half (45.9%) of all
hospitalisations in which the
patient died, the patient had
received palliative care.



About half (50.6%) of palliative
care hospitalisations involved
cancer as the principal
diagnosis.

Source: AIHW Palliative care services in
Australia
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Figure 1. Palliative care-related hospitalisations by state and territory, public
and private hospitals, 2014–159

2.2.

Data on SJGHC provision of palliative care services in WA
St John of God Health Care is the largest non-Government provider of
palliative care services in Western Australia.
In examining admissions for inpatient palliative care services provided to the
community of Western Australia in FY15-16, SJGHC provided just over 31% of
care received. Of 3,540 admissions for inpatient palliative care, SJGHC
provided 1,107, WA Public Hospitals provided 1,603 admissions, and other WA
Private Hospitals provided 830 admissions for care.10

9

Source: AIHW Palliative care services in Australia,
https://www.aihw.gov.au/reports/palliative-care-services/palliative-care-services-inaustralia/contents/admitted-patient-palliative-care/profile-of-palliative-care-relatedhospitalisations
Notes: a) To ensure confidentiality of information, data for private hospitals in Tasmania, the
Australian Capital Territory and the Northern Territory are not shown. 'Total' includes data for
all jurisdictions. b) Crude rates are based on the preliminary Australian estimated resident
population as at 31 December 2014.
10

Source: Hardes & Associates, Palliative Care data FY15-16

Response to the Joint Select Committee WA on End of Life Choices | 23/10/2017

Page 8 of 13

Figure 2. WA Inpatient Palliative Care Services by Provider FY15-16

WA INPATIENT PALLIATIVE CARE
SERVICES FY15-16
SJGHC
Private
Hospitals
31%
WA Public
Hospitals
45%

Other WA
Private
Hospitals
24%

SJGHC provides palliative care services through its hospitals at:








Bunbury: Specialist palliative care service with ten inpatient beds
(private and public), clinical nurse specialist, palliative medical
specialist, allied health support, outpatients palliative clinic;
Murdoch and Murdoch Community Hospice: specialist palliative care
service with 20 beds (private and public), day support service,
outpatients clinic, clinical nurse specialist, palliative medical specialist,
allied health support;
Subiaco: specialist palliative care service with five beds, hospital wide
consultancy service, nurse practitioner, clinical nurse specialist,
palliative medical specialist, allied health services, outpatients clinic;
and
Geraldton: specialist palliative care service with five beds (private and
public), support provided by General Practitioners with some access to
Perth metro palliative medical specialists.

Several SJGHC Hospitals also participate in the Palliative Care Outcomes
Collaborative (PCOC), which is a national program working to support
improved outcomes for people accessing palliative care services.
Western Australia benefits from having a dedicated community specialist
palliative care service, which links with inpatient palliative care provision in
hospitals. In WA, some specialist palliative care is provided through public
contracts with private hospitals, including inpatient bed provision at St John of
God Murdoch, St John of God Bunbury, and St John of God Geraldton
Hospitals. People are admitted to these services on the basis of need.
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Not all private health insurers cover palliative care services, and people may
elect not to include this provision if there is an option to do so, in order to
reduce their premiums.
2.3.

Listening to the wishes of patients
Despite our best efforts, patients can only make informed decisions about care
at the end of life if they have access to adequate information. As people
approach the end of life, they may be unable to make decisions themselves.
Although systems exist across WA health services to facilitate formal advance
care planning and completion of Advance Health Directives (AHD), there is a
relatively low instance of the utilisation of plans or directives.
And, when they are utilised, questions often arises as to the validity of such
documents, including: How long ago was the document written? How robust
was the conversation that led to the decision? Did the patient fully understand
the care choices available to them? Was there any coercion? Do the current
circumstances actually reflect those detailed in the directive? Further, the
documents may also not be readily accessible at the point of care.
While there is often an opportunity to work through these concerns with the
family or representative of a patient, where there is conflict between family
members it may be difficult to reach a consensus view as to what the patient
would request in the event that he or she could speak for themselves.
Useful advance care plans are often prepared by palliative care services in
consultation with patients, as they require skilled clinicians with a deep
understanding of likely disease progression and advanced communication
skills in order to meaningfully reflect and communicate a person’s wishes.
People may also appoint an Enduring Power of Guardianship (WA), someone
whom they trust as their Guardian, to make decisions on their behalf when
necessary and to ensure that their wishes are known and followed.
Within WA, there has been a recent focus on discussions about ‘Goals of Care’,
and recording care preferences on admission to hospital. Implementation of
this project across a number of hospitals has highlighted the need for
healthcare professionals to develop enhanced communication skills in order to
confidently and effectively lead these conversations with patients.

3.

Palliative Care Services in WA

3.1.

The need for more funding and/or expansion of services
When considering the provision of services to the community with regard to
end of life care, we would urge that priority is given to increasing funding for
those services providing care and support to patients and their families in both
inpatient and community settings.
Specialist palliative care services offer physical, psychological, social and
spiritual assessment and support to patents and their families in order to
optimise quality of life, reduce carer stress, offer support systems to enable
people to be cared for as they prefer, and reduce the chance of needing
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hospitalisation. The focus is on life and living until the time of death, whilst
acknowledging that death is a normal process. Support extends to families
during bereavement.
Palliative care is often conducted in partnership with active treatment of a
progressive disease, but becomes an increasing focus as the patient’s
condition progresses. Palliative care teams may be involved with a patient’s
care for several months, or even years, prior to death.
However, referrals to specialist palliative care services are sometimes delayed
until the patient’s death is imminent. This is far from ideal. Earlier admissions
potentially enable complex symptoms to be dealt with and support to be
mobilised to enable the person to die in the place of their choice.
Access to specialist palliative care services in regional areas remains very
limited, so that people in regional communities are more likely to die in
hospital, often removed from family and local communities – a poor and highly
undesirable outcome for the patient and those who love them.
Access to culturally appropriate care for Indigenous people is also limited in
both regional and metropolitan services. Inpatient services need to be able to
accommodate larger family networks, with the provision of sufficient space
and privacy to enable people to visit their loved one with fear of disturbing
others, with access to garden areas, and places for conversation.
In addition, the particular care needs of people with disability, and those for
whom English is a second or third language, are not well catered for under our
current systems.
There is also a great need for better access to respite care, whether at home
(for example through provision of sitters, and particularly night time relief for
carers) or as an inpatient. When carers become tired and struggle to cope, the
patient is more likely to be admitted to hospital.

4.

Conclusion
End of life care is an important focus for Catholic health care services like St
John of God Health Care. We seek to respect the dignity of each person across
the life span, extending care that reflects the wishes and intent of people. At
times of particular vulnerability in life, such as end of life, this relationship of
respect and preservation of the dignity of each person becomes paramount.
As a provider of health services in the Catholic tradition, SJGHC advocates that
any legislative debate intended to govern end of life care be inclusive of
provisions to respect the dignity of individual clinicians and Catholic health
care providers to exercise conscientious objection should Governments
legislate for physician assisted death.

Dr Alison Parr, MBBS(Hons), FRCP(UK), MSc, FRACP, FAChPM
Director Medical Services, St John of God Murdoch Hospital
23/10/2017
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Appendix A: Leading causes of death in Australia, 2007-2016
Table 1. Leading causes of death(a), Australia, selected years: 2007, 2011, 2016(b)(e)11
2007
Cause of death and ICD code

Ischaemic heart diseases (I20-I25)
Dementia, including Alzheimer disease (F01,
F03, G30)
Cerebrovascular diseases (I60-I69)

2011

Median
Age (2016)

2016

no.

Rank

no.

Rank

no.

Rank

years

22,956

1

21,526

1

19,077

1

85.1

7,318

4

9,864

3

13,126

2

88.8

11,505

2

11,245

2

10,451

3

86.3

Malignant neoplasm of trachea, bronchus
and lung (C33, C34)

7,635

3

8,117

4

8,410

4

74

Chronic lower respiratory diseases (J40-J47)

5,787

5

6,565

5

8,048

5

81.7

Malignant neoplasm of colon, sigmoid,
rectum and anus (C18-C21, C26.0)(c)

4,954

6

5,206

6

5,462

6

77

Diabetes (E10-E14)

3,818

7

4,211

7

4,770

7

81.8

Malignant neoplasms of lymphoid,
haematopoietic and related tissue (C81-C96)

3,608

8

3,979

8

4,372

8

77.2

Heart failure and complications and illdefined heart disease (I50-I51)

3,438

9

3,486

9

3,379

9

88.5

Diseases of the urinary system (N00-N39)

3,237

10

3,384

10

3,352

10

87.2

Influenza and pneumonia (J09-J18)

2,634

13

2,487

13

3,334

11

88.8

Malignant neoplasm of prostate (C61)

2,939

11

3,294

11

3,248

12

82

Malignant neoplasms of breast (C50)

2,709

12

2,938

12

3,004

13

70.5

Malignant neoplasm of pancreas (C25)

2,252

14

2,416

14

2,911

14

75

Intentional self-harm [suicide] (X60-X84)(d)

2,227

15

2,392

15

2,862

15

43.3

Accidental falls (W00-W19)

1,337

21

1,872

17

2,666

16

87.2

Cardiac arrhythmias (I47-I49)

1,406

20

1,617

19

2,326

17

88.3

Hypertensive diseases (I10-I15)

1,640

17

1,805

18

2,228

18

88.1

1,728

16

2,087

16

1,960

19

77.2

1,109

26

1,423

23

1,864

20

71.3

Melanoma and other malignant neoplasms of
skin (C43-C44)
Malignant neoplasm of liver and intrahepatic
bile ducts (C22)

11

Source: Australian Bureau of Statistics, 3303.0 - Causes of Death, Australia, 2016
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/3303.0~2016~Main%20Features~Australia's%20le
ading%20causes%20of%20death,%202016~3
(a) Causes listed are the top 20 leading causes of death for 2016, based on the WHO recommended tabulation of
leading causes. See Explanatory Notes 35-37 in this publication for further information. Groupings of deaths coded to
Chapter XVIII: Symptoms, signs and abnormal clinical and laboratory findings, not elsewhere classified (R00-R99) are
not included in analysis, due to the unspecific nature of these causes. Furthermore, many deaths coded to this chapter
are likely to be affected by revisions, and hence recoded to more specific causes of death as they progress through the
revisions process.
(b) See Explanatory Notes 72-101 for further information on specific issues related to interpreting time-series and
2016 data.
(c) The data presented for Malignant neoplasm of the colon, sigmoid, rectum and anus (C18-C21) that appear in this
table now also includes deaths due to Malignant neoplasm of the intestinal tract, part unspecified (C26.0). This differs
to how these cancers have been grouped in leading cause data for previous Causes of Death, Australia publications.
Comparisons with data for this leading cause, and associated leading cause rankings, that appear in previous
publications should therefore be made with caution. See Explanatory note 37 in this publication for further details.
(d) Excludes Sequelae of suicide (Y87.0) as per the WHO recommended tabulation of leading causes. Care needs to be
taken in interpreting figures relating to intentional self-harm. See Explanatory Notes 88-96 in this publication.
(e) Deaths registered on Norfolk Island from 1 July 2016 are included in this publication for the first time, see
Explanatory Notes 12-15.
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Appendix B: Standardised death rates in Australia 2007-2016
Figure 3. Standardised death rates for leading causes of death (2007-2016)12

Australian Bureau of Statistics, ibid
Footnote(s): (a) Causes listed are the leading causes of death for all deaths registered in
2016, based on WHO recommended tabulation of leading causes. See Explanatory Notes 35-37
for further information. (b) Standardised death rates. Deaths per 100,000 of estimated midyear population. See Glossary for further information. (c) Causes of death data for 2016 are
preliminary and subject to a revisions process. See Explanatory Notes 55-58. (d) See
Explanatory Notes 72-101 for further information on specific issues related to interpreting
time-series and 2016 data (e) The age-standardised death rates for 2012-2015 presented in
this table have been recalculated using 2016-census-based population estimates. As a result,
these rates may differ from those previously published. (f) Deaths registered on Norfolk Island
from 1 July 2016 are included in this publication for the first time, see Explanatory Notes 1215.
Source(s): Leading causes of death, standardised death rates, 2007-2016 (a)(b)(c)(d)(e)(f)Top 5 Leading causes SDR 2007-2016
12
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